
Meeting Agenda – April 26, 2019 -SHTF

1. Introductions:

2. Updates:

a. Opioid Overdose Rates

b. SEBHN – Houston Park

1. Orange and Seminole County MAT/Jail programs:

2. Ongoing PBC Point of Contact Program (JFK)

c. FARR: Update/Trends– Steve Farnsworth

d. DOH – CDC Opioid Data to Action Grant

e. PBC Funding Update: John Hulick

f. DCF memo: Housing/Outpatient Detoxification

3. 2019 Legislation:

a. SB 900/HB 369 (Sen. Gayle Harrell, Rep. Mike Caruso)

b. SB 528/HB 1187 (Sen. Rouson, Rep. Stevenson)

c. CS/HB 171

4. NAATP – Quality Assurance Guidebook - Nikki Soda

5. SAMHSA – Recovery Housing Guidelines

6. NARR – Medication Assisted Recovery (FARR MAT Guidelines)

7. Public comments.

8. Closing remarks.
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RECOVERY RESIDENCE SUGGESTED PRACTICES 
MEDICATION ASSISTED THERAPY 

 

OVERVIEW 
 

Medication-assisted treatment (MAT) is one of many viable recovery tools.  Research shows MAT with 
other recovery support services improves engagement and outcomes.  
 

Individuals who live or want to live in halfway houses, recovery homes, or other residences for individuals 
in recovery are sometimes excluded because of their participation in Medication Assisted Treatment 
(MAT) for Opioid Use Disorder.  Recovery residence operators cannot legally deny admission solely based 
on an applicant's current use of physician-prescribed medications, however they may decline individuals 
who use certain medications because the recovery residence does not provide pertinent staff or services.  
In those cases, referrals should be made to alternative facilities when available. 
 

The Fair Housing Act (FHA) applies to residences such as recovery houses because they fall under the 
FHA’s definition of “dwelling.” Individuals in MAT are protected by the FHA. 
 

Substance Use Disorder 
 

Substance use disorder, commonly known as “addiction”, is identified by the American Psychiatric 
Association a complex condition, a brain disease that is manifested by compulsive substance use despite 
harmful consequence.  People with addiction (severe substance use disorder) have an intense focus on 
using a certain substance(s), such as alcohol or drugs, to the point that it takes over their life.”  It is 
recommended that each individual experiencing Substance Use Disorder be evaluated by a qualified 
professional to identify the potential existence of any comorbid psychiatric illnesses or mental health 
conditions. 
 

Medication Assisted Treatment 
 

Medication assisted treatment (MAT), as defined by SAMHSA is the use of medications, in combination 
with counseling and behavioral therapies, for the treatment of substance use disorders.  A combination 
of medication and behavioral therapies is effective in the treatment of substance use disorders and can 
help some people to sustain recovery. 
 

A working definition for MAT relative to recovery residences is "Therapy that includes the use of any 
prescribed controlled medication that has been specifically approved by statute as a component of the 
outpatient treatment of addiction.” 
 

FDA has approved several medications to treat opioid addiction and alcohol dependence.  A common 
misconception associated with MAT is that it substitutes one drug for another.  Instead, these 
medications relieve the withdrawal symptoms and psychological cravings that cause chemical 
imbalances in the body.  MAT programs provide a safe and controlled level of medication to overcome 
the use of an abused opioid.  Research has shown that when provided at the proper dose, medications 
used in MAT have no adverse effects on a person’s intelligence, mental capability, physical functioning, 
or employability.  Some of the medications used in MAT are controlled substances due to their potential 
for misuse. 
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Environment, Culture and Challenge 
 

Medication Assisted Treatment (MAT) is an evidence-based, yet optional practice that 
combines pharmacological interventions with substance use counseling and social support.  
 

MAT, for Opioid Use Disorder, is an essential part of the comprehensive array of services available to 
people struggling with addiction to alcohol or opioids.  Recovery residences may need to educate their 
staff and residents about the complete array of options available. 
 

The stigma within the addiction population has contributed to a serious deficiency in ethical MAT 
housing providers.  Often providers are unaware that discriminating against this population may be a 
violation of the Federal Civil Rights laws listed in the “RESIDENT RIGHTS AND FAIR HOUSING 
CONSIDERATIONS” section of this document. 
 

Determination of Compliance to the NARR Standard 
 

Facilities offering MAT services compliant with FARR certification requirements are expected to show 
evidence of Policy and Procedure reflective of the recovery and support services provided, including MAT 
integration, for example: What is the policy when a MAT prospective resident calls?  Is there a referral 
policy when a client is not accepted into the residence? 
 

This document intends to provide guidance on how infrastructure and personnel compliance will be 
measured. 
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ALIGNMENT OF MAT PRACTICES WITH YOUR MISSION AND VISION 
 

Co-occurring disorders can be difficult to diagnose due to the complexity of symptoms, as both may vary 
in severity.  This may occur because psychiatric disorders can have biological, psychological, social and 
spiritual components. Other reasons may be inadequate provider training or screening, an overlap of 
symptoms, or that other health issues need to be addressed first.  In any case, the consequences of 
undiagnosed, untreated, or undertreated co-occurring disorders can lead to a higher likelihood of 
experiencing homelessness, incarceration, medical illnesses, suicide or death. 
 

People with co-occurring disorders are best served through integrated treatment. With integrated 
treatment, practitioners can address psychiatric disorders at the same time, often lowering costs and 
creating better outcomes.  Increasing awareness and building capacity in service systems are important 
in helping identify and treat co-occurring disorders.  Early detection and treatment can improve 
treatment outcomes and the quality of life for those who need these services. 
 

Assessment is an ongoing process of collecting and organizing information based on observation and 
professional judgment.  The screening continues throughout the relationship between the recovery 
residence and the resident.  Residence Staff and housing providers should support and empower 
residents to define and achieve their individual goals with the intent to prepare the resident to move 
beyond the illness and pursue a personally meaningful life.  
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RESIDENT RIGHTS AND FAIR HOUSING CONSIDERATIONS 
 

Under the United States Department of Health and Human Services, The Substance Abuse and Mental 
Health Services Administration (SAMHSA), Center for Substance Abuse Treatment, published a “Know 
Your Rights” brochure specific for “Rights for Individuals on Medication-Assisted Treatment”.   
 

The brochure explains the Federal laws that prohibit discrimination 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, buprenorphine, oral naltrexone) approved by 
the U.S. Food and Drug Administration (FDA) for opioid addiction detoxification or maintenance 
treatment.   
 

Individuals in MAT often face discrimination.  This discrimination may largely be due to lack of knowledge 
about MAT’s value, effectiveness and safety and a lack of knowledge about commonly accepted practices 
that protect people in MAT.  Discrimination may also be common because people in MAT frequently do 
not have the tools necessary to educate employers, landlords, courts, and others about MAT. 
 

Federal civil rights laws protect qualified “individuals with disabilities” from discrimination in many areas 
of life by the following statues:  
 

• Americans with Disabilities Act (ADA) (Prohibits discrimination based on disability) 
• Rehabilitation Act of 1973 (prohibits disability discrimination in programs conducted by federal 

agencies and in programs receiving federal financial assistance) 
• Fair Housing Act (FHA) (protects the buyer/renter of a dwelling from discrimination) 

 

An individual with a “disability” is defined as someone who: 
 

• has a current “physical or mental impairment” that “substantially limits” one or more of that 
person’s “major life activities,” such as caring for one’s self, working, etc., or    

• has a record of or is regarded as having a substantially limiting impairment. 
 

Addiction to opioids is an impairment that can and does, for many people, substantially limit a major life 
activity.  For this reason, MAT is recommended for reintegration.  
 

The Americans with Disabilities Act contains an exception for “current illegal drug use” which extends to 
the Fair Housing Law, permitting the denial of housing on the basis of current illegal drug use.  Moreover, 
the housing prohibition extends beyond individuals’ current drug use to include people in the early phase 
of substance use disorder recovery if the housing provider determines that this makes them a “threat to 
health or safety.” People who currently engage in illegal substance use are not protected under these 
non-discrimination laws for housing.    
 

The Federal Food, Drug, and Cosmetic Act make it clear that the only legal way to access prescription 
drugs is to have a doctor's prescription.  This law states that "no controlled substance may be dispensed 
without the written prescription of a practitioner." 
 

Discrimination is defined as 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. It is  

http://www.usccr.gov/pubs/ada/ch4.htm
https://www.hud.gov/offices/fheo/library/huddojstatement.pdf
http://www.bazelon.org/LinkClick.aspx?fileticket=bdk6FSfUBOQ%3D&tabid=104
https://www.law.cornell.edu/uscode/text/42/3604
https://www.law.cornell.edu/uscode/text/42/3604
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discrimination for housing providers to treat people less favorably because they are in MAT.  It is also 
discrimination to treat people in MAT differently than people who are prescribed medication to treat 
other disabilities, such as people prescribed insulin for diabetes or people with high cholesterol who are 
prescribed cholesterol-lowering medication.   
 

Residences do not have to accept every individual who applies. It is not illegal discrimination to deny a 
person 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 or violates the rules of a housing facility, 
or other program. 
 
 

HOW PEOPLE IN MAT CAN PROTECT THEIR RIGHTS 
 

People who face discrimination because they are in MAT can challenge the violation of their rights by 
filing a housing discrimination complaint with the U.S. Department of Housing and Urban Development 
(HUD) at 800-669-9777 (TTY: 800-927-9275) or visit HUD website for more information. about filing a 
complaint.  Alternatively, a lawsuit could also be filed. 
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UNDUE BURDEN 
 

An undue burden is an obstacle that is intentionally and/or unfairly put in the way of a party that is 
seeking to exercise a constitutional right.  Undue burdens are not permitted by law and there are legal 
procedures for determining whether a burden is undue.  Undue burdens can often arise if a community 
does not want a certain business to conduct operations in its area. The community may attempt to 
burden the business with fees, regulations or other obstacles. 
 

FARR reserves the right to evaluate an operator’s reasoning for claiming undue burden, for instance, if 
another facility is operating within the same parameters and is serving the MAT client. 
 

Some recovery residences for individuals in recovery 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 a different facility, appropriately licensed,  
other than the residence but 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 
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ORIENTATION AND SCREENING 
 

Prior to admission, policy should require completion of a thorough prescreening developed to assess 
appropriateness for the specific program and program resources. 
 

Prescreening assessments should be integrated to: 
• screen for both mental illness and substance use 
• disclose prescribed and over-the-counter medications, doses and a medication schedule 

including a clear start and stop date plan, along with current taper plans, if applicable, for the 
facility staff to determine if the use can be allowed and determine who will be responsible for 
the administration of medication, i.e. staff member or self-administration 

• determine appropriate and safe storage for the medication  
• provide the facility staff with the prescribing licensed health care provider’s treatment plan 

(counseling, case management, monitoring compliance) to: 
o ensure the resident is medically cleared for independent/sober living 
o establish if the prescription is issued by a qualified licensed health care provider 
o establish a suitable communication pathway with licensed care, i.e. relationship with the 

prescribing licensed health care provider before admission, and 
o attain a signed agreement/release of information allowing communication between the 

facility representative and the treatment provider(s) 
• ensure that appropriately qualified staff is available to meet each resident’s needs.  For MAT 

residents, staff is trained in skills that have been found to be effective in treating residents with 
co-occurring disorders. 

 

MAT residents sign an agreement describing the facility’s expectations of the residents, including 
expectations specific to the individual resident.  This agreement includes an appropriate monitoring plan 
and acknowledgment of random inventory of medications policy and advising the resident that they will 
be monitored for acute behavioral changes for the extent of their time as a resident, including nodding, 
slurred speech, lack of normal balance, inappropriate behavior, etc. 
 

The provider identifies and enforces policy on proper drug testing to include the separation of approved 
and non-approved medications during the analysis phase of the testing. 
 

The provider should explain rules and regulations, particularly the consequences for abusing medications 
and/or sharing medications with other residents. 
 

The resident should express willingness to participate in the recovery program offered and understand 
how the provider verifies resident engagement in recovery path prior to admittance. 
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THERAPUETIC COUNSELING AND WRAP SERVICES 
 

MAT residents with prescriptions are required to be under the observation and care of the prescribing 
licensed health care provider. 
 

Residents who are on controlled substances for any reason, are required to adhere to prescribed 
frequency and dosage instruction and cooperate with random medication counts. 
 

Residents on Medication Assisted Therapy are required to provide a Release of Information (ROI) or 
Business Associate Agreement (BAA) with prescribing qualified licensed health care provider, and are 
responsible for self-storage and administration of medication, unless the facility has a policy for storage 
and dispensing by a staff member. 
 

Monitoring is required to be on-going while residing at the facility.  The facility and the resident schedule 
“follow-up” intervals with counseling to the individual resident’s specific needs. 
 

When participating in a pilot program, the residence provider is educated on how to work with the third-
party providers.  This education is provided for by the program coordinators. 
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MIXED AND SEGREGATED POPULATION STRATEGIES 
 

FARR does not require a segregated or a mixed population, that is the provider’s choice.  However, a 
“functional family” atmosphere will be assessed. 
 

A description of the activities should be disclosed in writing, required or encouraged, that will create a 
functional mix, such as; 

• community meetings 
• conflict resolution 
• addressing different concerns relating to minimizing or removing stigma, etc. 
• discussion concerning feeling connected with others that might add more reason for the MAT 

resident to feel different and alone 
• discuss MAT and controlled substance issues and sensitivity during resident interactions 
• issues of non-compliance with rules and regulations by the residents, such as abusing 

medications and/or sharing medications with other residents 
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MEDICATION LOGS, STORAGE AND MONITORING 
 

A Medication Log is required to be maintained by a facility representative at determined intervals which 
provides the appropriate oversight, based on case-to-case circumstances or based on a policy to ensure 
proper use, as prescribed by the qualified licensed health care provider.  The medication log is kept 
secure and up-to-date by the facility representative. 
 

Facility staff may observe medication use but may not administer or dispense.  The methods of 
accomplishing this should be agreed upon, in writing, with the resident.  As per Florida Administrative 
Code 65G-7, without proper licensing and credentials, administering or dispensing medications to a 
resident is illegal. 
 

If self-monitoring is allowed, it is recommended that a facility representative provide a lock box with a 
personal key or combination which remains in the possession of the resident, never to be accessible to 
another resident.  The facility representative possesses a copy of the key or has access to the 
combination. 
 

The provider may choose to require that resident medications are to be stored and accessed 
at an appropriate off-site facility unaffiliated with the recovery residence operator.  The policy 
is required to be documented and provided to potential residents prior to admission. 
 

A description is required in the policy and procedure manual detailing how the staff ensures use is not 
taking place, for example: 

• Hazardous items search 
• Drug testing and toxicology  
• Communication pathways 
• Rules and regulations 

 

Medications cannot be accessible to or shared with other residents. 
 

Medications, including over-the-counter medications, are required to be stored out-of-sight. 
 

Medications are required to be used as prescribed. 
 

Illicit substances are strictly prohibited.   
 

Controlled substances prescribed without a qualified licensed health care provider’s 
acknowledgement of patient’s substance use disorder are strictly prohibited.   
 

Nutritional supplements, vitamins, performance enhancing drugs, energy drinks or other non- 
prescribed supplements may be considered on a case by case basis. 
 

New and/or modified prescriptions are required to be reported to the facility staff 
immediately. 
 

Medications should be taken privately, without being observed by other residents.  The client 
should not discuss their medication with other clients.   
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URINALYSIS TESTING 
 

Procedures for residents on a MAT protocol are the same as residents who are not.  Residents are 
informed during orientation/pre-screening of policy related to conducting urine tests and breathalyzers. 
 

Results of tests should be reviewed, signed, and dated during the test assessment process including the 
type of test, i.e. cup, strips, breathalyzer, etc. 
 

A drug screen should be conducted at the time of admission and thereafter if deemed necessary by staff, 
including random screenings.  The proper consent form should be filed in the resident’s record.  Drug 
testing on residents is for the sole purpose of monitoring substance use as prescribed by the relapse 
prevention plan. 
 

During the orientation process, residents should sign a consent for drug screening. 
 

Urine collection: 
• Collection cups should be stored in the administrative office.   
• Staff should wear gloves during the collection process.   
• Cups with temperature gauge should be utilized.   
• Provide individual with collection cup.   
• Urine collection should be observed in a manner that will ensure the resident is providing the 

sample properly. 
• Individual should be accompanied by a staff member to a private area for testing. 
• The actual testing of the sample should be witnessed by the individual being tested. 

 

Facility reserves the right to send drug screens to a lab for confirmation testing. 
 

Residents with positive screenings should be immediately addressed and referred to the appropriate 
level of care. 
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DOCUMENTATION 
 

Specific rules and expectations for MAT residents should be documented and understood by the MAT 
resident, as well as other residents and staff.  These documents may include, where applicable: 
 

• MAT and Controlled Substance Agreement 
• Authorization for Release of Confidential Information (ROI).  This is a patient’s consent for the 

release of records.  In place of an ROI, a “Business Associate Agreement” (BAA) may be used.  A 
“business associate” is a person or entity, other than a member of the workforce of a covered 
entity, who performs functions or activities on behalf of, or provides certain services to, a covered 
entity that involve access by the business associate to protected health information.  A “business 
associate” also is a subcontractor that creates, receives, maintains, or transmits protected health 
information on behalf of another business associate.  For clinical facilities, the HIPAA Rules 
generally require that covered entities and business associates enter into contracts with their 
business associates to ensure that the business associates will appropriately safeguard protected 
health information and privacy.  The business associate contract also serves to clarify and limit, 
as appropriate, the permissible uses and disclosures of protected health information by the 
business associate, based on the relationship between the parties and the activities or services 
being performed by the business associate.  Many examples of this type of agreement are 
available on the internet for free. 

• Consent for Alcohol and Drug Screening 
• Alcohol/Drug Screening Log 
• Prescription Medication Policy 
• Medication Inventory 
• Medication Log 
• Relapse Discharge Agreement 

 

The following pages provide sample forms that should be modified accordingly, to provide for specific 
circumstances of facility and/or resident population. 
 
 
 
 

 

  



 
 

13 | P a g e  
www.farronline.org   326 Lantana Rd, Lantana FL 33462   Tel: 561.299.0405   Revision Date: November 20, 2018 

Suggested Screening Process for MAT 
 

1. Why were you put on the medication initially? 
 
2. How long have you been on the medication? 
 
3. What was your initial prescription with dosage and directions? 
 
4. What is your current health care provider’s plan for tapering you off the medication? 
 
5. What is your current prescription for the medication? 
 
6. Is the health care provider using any other medication in conjunction with this?  If so please provide 
the health care provider’s reason behind its use. 
 
7. Would you be willing to sign an ROI (Release of Information) for your health care provider that 
prescribes your medication?  
 
8. Have you contacted or set up an appointment with a local health care provider for medications? 
 
The following “Red Flags” might cause the person screening the potential resident to inquire further to 
determine if they are an appropriate fit for their program.  These areas may provide evidence that 
residents on a MAT protocol were not put on that protocol to benefit their recovery: 

• Unusual dosing or regimen for this prescription or long-term use of medication without 
reasonable justification based on experience from previous residents 

• Use of other medications without knowledge of health care provider or not being able to provide 
documentation 

• Not willing to have a Release of Information (ROI) signed  
• Potential resident has little to no knowledge of medications side effects, or benefits 
• Potential resident has little to no initiative to obtain local health care provider for medication 

management 
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MAT and Controlled Substance Agreement 
 

Residents are required to disclose prescribed and over-the-counter medications, doses and a medication 
schedule.  Residents are subject to random inventory of medication. 
 

Residents on Medication Assisted Treatment are required to provide a release of information with 
prescribing qualified licensed health care provider, provide documentation of a clear start and stop date 
plan, presuming a stop date exists, by the prescribing licensed health care provider, including current 
taper plans, provide prescribing licensed health care provider’s treatment plan (counseling, case 
management, monitoring compliance) and will be responsible for self-storage and self-administration of 
the medication.  It is mandatory that the staff is notified by the licensed health care provider, and the 
resident, of any changes in dosage, duration or frequency of prescribed medications. 
 

By signing this agreement, the resident understands the behavioral expectations, including willingness 
to participate in a predetermined recovery program, agreed upon between the facility staff and the 
resident.  The resident also understands how the provider verifies resident engagement in recovery path. 
 

Examples of behavior that could be grounds for dismissal include the use of medications in a manner 
that is not prescribed, not maintaining necessary security from accessibility to other residents, nodding, 
slurred speech, lack of normal balance and inappropriate or criminal behavior.  
 
 
 
 

Resident Signature: ___________________________ Date: ______________ 
 
Staff Signature:   ______________________________ Date: ______________ 
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Authorization for Release of Confidential Information  
 

I _____________________________   hereby authorize ____________________________________ to 
release information regarding a prescribed treatment plan, i.e. counseling, case management, 
monitoring compliance, etc., prescribed and over-the-counter medications, doses and a medication 
schedule including a clear start and stop date plan, as well as the following information: 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
to:  
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________  
for the following purpose: 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________  
 
I acknowledge by my signature that I understand that although I am not required to release my 
information, I am giving my consent to do so.  Additionally, I understand that I may revoke this 
authorization in writing at any time, except for that information which has already been released with 
consent and prior to my revocation.  
 

Resident Signature: ___________________________ Date: ______________ 
 
Staff Signature:   ______________________________ Date: ______________ 
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Consent for Alcohol and Drug Screening 
 

Alcohol and illicit drug free environments are necessary to achieve the goals of this facility.  Drug screens 
and breathalyzer tests help achieve this goal.  Drug testing is for monitoring that substance use is 
compliant with the prescribed relapse prevention plan. 
 

By signing this agreement, the resident consents to participating in these screenings under the 
supervision of staff.  The resident understands that there will be requests upon admission, randomly as 
determined by the staff and upon suspicion of drug or alcohol use. 
 

Records are maintained for alcohol and drug screenings. 
 

Fees may be incurred by the resident to cover the costs of these tests. 
 

Refusal to submit to a requested alcohol or drug screening is cause for immediate discharge from the 
facility and the program. 
 

Test confirmations are payed for by the resident, if they are returned positive for prohibited substances.  
Negative test results will be paid by the facility. 
 
 
 

 
Resident Signature: ___________________________ Date: ______________ 
 
Staff Signature:   ______________________________ Date: ______________   
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Alcohol/Drug Screening Log 
 

Date/Time Method Administered By: Resident Signature 

    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

 
I acknowledge by my signature that I am attesting that this log is accurate. 
 
Resident Signature: ___________________________ Date: ______________ 
 
Staff Signature:   ______________________________ Date: ______________ 
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Prescription Medication Policy 
 
Medications, prescribed and/or over-the-counter, are required to be approved by the facility 
management. 
 

Lock boxes are provided to secure medications.  Medications are not allowed to be stored in the open 
or outside of these lock boxes.  Management holds a key or has knowledge of the combination.  Keys 
and combinations are not allowed to be shared with residents, other than the resident that the 
medications are prescribed to. 
Illicit substances are strictly prohibited.   
 

Nutritional supplements, Vitamins, performance enhancing drugs, energy drinks or other non- 
prescribed supplements are considered on a case by case basis. 
 

New and/or modified prescriptions are required to be reported to the facility staff immediately. 
 

A “Release of Information” or a “Business Associate Agreement” is required to be signed by the resident 
to ensure the facilities’ ability to engage in communication with appropriate medical facilities and other 
agencies. 
 

By signing this agreement, the resident acknowledges this policy and consents to a mandatory 
notification of the emergency contact person. 
 
 
 
 
 

 
Resident Signature: ___________________________ Date: ______________ 
 
Staff Signature:   ______________________________ Date: ______________ 
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Medication Inventory 
 

Medication Expected Counted Comments 

    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

 
I acknowledge by my signature that I am attesting that this inventory is accurate. 
 
Resident Signature: ___________________________ Date: ______________ 
 
Staff Signature:   ______________________________ Date: ______________ 
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Medication Log 
 

Medication Dose Interval Comments 

    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

 
I acknowledge by my signature that I am attesting that this log is accurate. 
 
Resident Signature: ___________________________ Date: ______________ 
 
Staff Signature:   ______________________________ Date: ______________ 
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Relapse/Discharge Agreement 
 

 
 
This facility is committed to providing an environment that is free of illicit substances and alcohol to its 
residents.  
 

If it is discovered that a resident has relapsed the terms of the residential agreement are terminated and 
the resident will be discharged immediately.  The facility staff will assist in obtaining stabilization, safe 
alternative housing, or a higher level of care.  Residents are required to notify the house manager 
immediately if a relapse occurs, including knowledge of a relapse involving other residents. 
 

If the resident violates the rules of the facility, including refusal to submit to a requested alcohol or drug 
screening the resident will be immediately discharged from the facility. 
 

Readmittance is allowed after successfully completing the requirements stipulated by the facility staff, 
based on specific circumstances of the resident and provided a bed is available. 
 

By signing this agreement, the resident acknowledges this policy and consents to a mandatory 
notification of the emergency contact person. 
 
 
 
 
 
 
 

 
 
Resident Signature: ___________________________ Date: ______________ 
 
Staff Signature:   ______________________________ Date: ______________ 
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A bill to be entitled 1 

An act relating to substance abuse services; amending 2 

s. 394.4572, F.S.; authorizing the Department of 3 

Children and Families and the Agency for Health Care 4 

Administration to grant exemptions from 5 

disqualification for certain service provider 6 

personnel; amending s. 397.311, F.S.; providing and 7 

revising definitions; amending s. 397.321, F.S.; 8 

providing for review by the department of certain 9 

decisions made by a department-recognized 10 

credentialing entity; authorizing certain persons to 11 

request an administrative hearing within a specified 12 

timeframe under certain conditions; amending s. 13 

397.4073, F.S.; requiring individuals screened on or 14 

after a specified date to undergo specified background 15 

screening; requiring the department to grant or deny a 16 

request for an exemption from qualification within a 17 

certain timeframe; authorizing certain applicants for 18 

an exemption to work under the supervision of certain 19 

persons for a specified period of time while his or 20 

her application is pending; authorizing certain 21 

persons to be exempt from disqualification from 22 

employment; authorizing the department to grant 23 

exemptions from disqualification for service provider 24 

personnel to work solely in certain treatment 25 
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programs, facilities, or recovery residences; amending 26 

s. 397.4075, F.S.; increasing the criminal penalty for 27 

certain unlawful activities relating to personnel; 28 

providing a criminal penalty for inaccurately 29 

disclosing certain facts in an application for 30 

licensure; creating s. 397.417, F.S.; authorizing an 31 

individual to seek certification as a peer specialist 32 

if he or she meets certain requirements; requiring the 33 

department to approve one or more third-party 34 

credentialing entities for specified purposes; 35 

requiring the credentialing entity to demonstrate 36 

compliance with certain standards in order to be 37 

approved by the department; requiring an individual 38 

providing department-funded recovery support services 39 

as a peer specialist to be certified; authorizing an 40 

individual who is not certified to provide recovery 41 

support services as a peer specialist under certain 42 

circumstances; amending s. 397.487, F.S.; revising 43 

legislative findings relating to voluntary 44 

certification of recovery residences; revising 45 

background screening requirements for owners, 46 

directors, and chief financial officers of recovery 47 

residences; providing for review by the department of 48 

certain decisions made by a department-recognized 49 

credentialing entity; authorizing certain recovery 50 
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residences to request an administrative hearing within 51 

a specified timeframe under certain conditions; 52 

authorizing certain recovery residences to immediately 53 

discharge or transfer residents under certain 54 

circumstances; amending s. 397.4873, F.S.; expanding 55 

the exceptions to limitations on referrals by recovery 56 

residences to licensed service providers; amending s. 57 

397.55, F.S.; revising the requirements for a service 58 

provider, operator of a recovery residence, or certain 59 

third parties to enter into certain contracts with 60 

marketing providers; amending s. 435.07, F.S.; 61 

authorizing the exemption of certain persons from 62 

disqualification from employment; amending s. 817.505, 63 

F.S.; revising provisions relating to payment 64 

practices exempt from prohibitions on patient 65 

brokering; amending ss. 212.055, 397.416, and 440.102, 66 

F.S.; conforming cross-references; providing an 67 

effective date. 68 

 69 

Be It Enacted by the Legislature of the State of Florida: 70 

 71 

 Section 1.  Subsection (2) of section 394.4572, Florida 72 

Statutes, is amended to read: 73 

 394.4572  Screening of mental health personnel.— 74 

 (2)(a)  The department or the Agency for Health Care 75 
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Administration may grant exemptions from disqualification as 76 

provided in chapter 435. 77 

 (b)  The department or the Agency for Health Care 78 

Administration, as applicable, may grant exemptions from 79 

disqualification for service provider personnel to work solely 80 

in mental health treatment programs or facilities, or in 81 

programs or facilities that treat co-occurring substance use and 82 

mental health disorders. 83 

 Section 2.  Subsections (30) through (49) of section 84 

397.311, Florida Statutes, are renumbered as subsections (31) 85 

through (50), respectively, subsection (8) and present 86 

subsection (37) of that section are amended, and subsection (30) 87 

is added to that section, to read: 88 

 397.311  Definitions.—As used in this chapter, except part 89 

VIII, the term: 90 

 (8)  "Clinical supervisor" means a person who meets the 91 

requirements of a qualified professional whose functions include 92 

managing manages personnel who provide direct clinical services 93 

or maintaining lead responsibility for the overall coordination 94 

and provision of clinical services treatment. 95 

 (30)  "Peer specialist" means a person who has been in 96 

recovery from a substance use disorder or mental illness for at 97 

least 2 years who uses his or her personal experience to provide 98 

services in behavioral health settings to support others in 99 

their recovery, or a person who has at least 2 years of 100 
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experience as a family member or caregiver of an individual who 101 

has a substance use disorder or mental illness. The term does 102 

not include a qualified professional or a person otherwise 103 

certified under chapter 394 or this chapter. 104 

 (38)(37)  "Recovery residence" means a residential dwelling 105 

unit, the community housing component of a licensed day or night 106 

treatment facility with community housing, or other form of 107 

group housing, which that is offered or advertised through any 108 

means, including oral, written, electronic, or printed means, by 109 

any person or entity as a residence that provides a peer-110 

supported, alcohol-free, and drug-free living environment. 111 

 Section 3.  Subsection (15) of section 397.321, Florida 112 

Statutes, is amended to read: 113 

 397.321  Duties of the department.—The department shall: 114 

 (15)  Recognize a statewide certification process for 115 

addiction professionals and identify and endorse one or more 116 

entities agencies responsible for such certification of service 117 

provider personnel. Any decision by a department-recognized 118 

credentialing entity to deny, revoke, or suspend a 119 

certification, or otherwise impose sanctions on an individual 120 

who is certified, is reviewable by the department. Upon 121 

receiving an adverse determination, the person aggrieved may 122 

request an administrative hearing pursuant to ss. 120.569 and 123 

120.57(1) within 30 days after completing any appeals process 124 

offered by the credentialing entity or the department, as 125 



   

 

CS/CS/HB 369  2019 

 

 

 

CODING: Words stricken are deletions; words underlined are additions. 

hb0369-02-c2 

Page 6 of 24 

F L O R I D A  H O U S E  O F  R E P R E S E N T A T I V E S 

 

 

 

applicable. 126 

 Section 4.  Paragraphs (a), (f), and (g) of subsection (1) 127 

and subsection (4) of section 397.4073, Florida Statutes, are 128 

amended to read: 129 

 397.4073  Background checks of service provider personnel.— 130 

 (1)  PERSONNEL BACKGROUND CHECKS; REQUIREMENTS AND 131 

EXCEPTIONS.— 132 

 (a)  For all individuals screened on or after July 1, 2019, 133 

background checks shall apply as follows: 134 

 1.  All owners, directors, chief financial officers, and 135 

clinical supervisors of service providers are subject to level 2 136 

background screening as provided under s. 408.809 and chapter 137 

435. Inmate substance abuse programs operated directly or under 138 

contract with the Department of Corrections are exempt from this 139 

requirement. 140 

 2.  All service provider personnel who have direct contact 141 

with children receiving services or with adults who are 142 

developmentally disabled receiving services are subject to level 143 

2 background screening as provided under s. 408.809 and chapter 144 

435. 145 

 3.  All peer specialists who have direct contact with 146 

individuals receiving services are subject to level 2 background 147 

screening as provided under s. 408.809 and chapter 435. 148 

 (f)  Service provider personnel who request an exemption 149 

from disqualification must submit the request within 30 days 150 
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after being notified of the disqualification. The department 151 

shall grant or deny the request within 60 days after receipt of 152 

a complete application.  153 

 (g)  If 5 years or more, or 3 years or more in the case of 154 

a certified peer specialist or an individual seeking 155 

certification as a peer specialist pursuant to s. 397.417, have 156 

elapsed since an applicant for an exemption from 157 

disqualification has completed or has been lawfully released 158 

from confinement, supervision, or a nonmonetary condition 159 

imposed by a court for the applicant's most recent disqualifying 160 

offense, the applicant may work with adults with substance use 161 

disorders or co-occurring disorders under the supervision of 162 

persons who meet all personnel requirements of this chapter for 163 

up to 90 days after being notified of his or her 164 

disqualification or until the department makes a final 165 

determination regarding his or her request for an exemption from 166 

disqualification, whichever is earlier the most recent 167 

disqualifying offense, service provider personnel may work with 168 

adults with substance use disorders under the supervision of a 169 

qualified professional licensed under chapter 490 or chapter 491 170 

or a master's-level-certified addictions professional until the 171 

agency makes a final determination regarding the request for an 172 

exemption from disqualification. 173 

 (h)(g)  The department may not issue a regular license to 174 

any service provider that fails to provide proof that background 175 
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screening information has been submitted in accordance with 176 

chapter 435. 177 

 (4)  EXEMPTIONS FROM DISQUALIFICATION.— 178 

 (a)  The department may grant to any service provider 179 

personnel an exemption from disqualification as provided in s. 180 

435.07. 181 

 (b)  Since rehabilitated substance abuse impaired persons 182 

are effective in the successful treatment and rehabilitation of 183 

individuals with substance use disorders, for service providers 184 

which treat adolescents 13 years of age and older, service 185 

provider personnel whose background checks indicate crimes under 186 

s. 796.07(2)(e), s. 810.02(4), s. 812.014(2)(c), s. 817.563, s. 187 

831.01, s. 831.02, s. 893.13, or s. 893.147, and any related 188 

criminal attempt, solicitation, or conspiracy under s. 777.04, 189 

may be exempted from disqualification from employment pursuant 190 

to this paragraph. 191 

 (c)  The department may grant exemptions from 192 

disqualification for service provider personnel to work solely 193 

in substance use disorder treatment programs, facilities, or 194 

recovery residences or in programs or facilities that treat co-195 

occurring substance use and mental health disorders. The 196 

department may further limit such grant exemptions from 197 

disqualification which would limit service provider personnel to 198 

working with adults in substance abuse treatment facilities. 199 

 Section 5.  Section 397.4075, Florida Statutes, is amended 200 
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to read: 201 

 397.4075  Unlawful activities relating to personnel; 202 

penalties.—It is a felony of the third misdemeanor of the first 203 

degree, punishable as provided in s. 775.082 or s. 775.083, for 204 

any person willfully, knowingly, or intentionally to: 205 

 (1)  Inaccurately disclose by false statement, 206 

misrepresentation, impersonation, or other fraudulent means, or 207 

fail to disclose, in any application for licensure or voluntary 208 

or paid employment, any fact which is material in making a 209 

determination as to the person's qualifications to be an owner, 210 

a director, a volunteer, or other personnel of a service 211 

provider; 212 

 (2)  Operate or attempt to operate as a service provider 213 

with personnel who are in noncompliance with the minimum 214 

standards contained in this chapter; or 215 

 (3)  Use or release any criminal or juvenile information 216 

obtained under this chapter for any purpose other than 217 

background checks of personnel for employment. 218 

 Section 6.  Section 397.417, Florida Statutes, is created 219 

to read: 220 

 397.417  Peer specialists.— 221 

 (1)  An individual may seek certification as a peer 222 

specialist if he or she has been in recovery from a substance 223 

use disorder or mental illness for at least 2 years, or if he or 224 

she has at least 2 years of experience as a family member or 225 
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caregiver of a person with a substance use disorder or mental 226 

illness. 227 

 (2)  The department shall approve one or more third-party 228 

credentialing entities for the purposes of certifying peer 229 

specialists, approving training programs for individuals seeking 230 

certification as peer specialists, approving continuing 231 

education programs, and establishing the minimum requirements 232 

and standards that applicants must achieve to maintain 233 

certification. To obtain approval, the third-party credentialing 234 

entity must demonstrate compliance with nationally recognized 235 

standards for developing and administering professional 236 

certification programs to certify peer specialists. 237 

 (3)  An individual providing department-funded recovery 238 

support services as a peer specialist shall be certified 239 

pursuant to subsection (2). An individual who is not certified 240 

may provide recovery support services as a peer specialist for 241 

up to 1 year if he or she is working toward certification and is 242 

supervised by a qualified professional or by a certified peer 243 

specialist who has at least 3 years of full-time experience as a 244 

peer specialist at a licensed behavioral health organization. 245 

 Section 7.  Subsections (1) and (6) of section 397.487, 246 

Florida Statutes, are amended, paragraph (e) is added to 247 

subsection (8), and subsection (11) is added to that section, to 248 

read: 249 

 397.487  Voluntary certification of recovery residences.— 250 
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 (1)  The Legislature finds that a person suffering from 251 

addiction has a higher success rate of achieving long-lasting 252 

sobriety when given the opportunity to build a stronger 253 

foundation by living in a recovery residence while receiving 254 

treatment or after completing treatment. The Legislature further 255 

finds that this state and its subdivisions have a legitimate 256 

state interest in protecting these persons, who represent a 257 

vulnerable consumer population in need of adequate housing. It 258 

is the intent of the Legislature to protect persons who reside 259 

in a recovery residence. 260 

 (6)  All owners, directors, and chief financial officers of 261 

an applicant recovery residence are subject to level 2 262 

background screening as provided under s. 408.809 and chapter 263 

435. A recovery residence is ineligible for certification, and a 264 

credentialing entity shall deny a recovery residence's 265 

application, if any owner, director, or chief financial officer 266 

has been found guilty of, or has entered a plea of guilty or 267 

nolo contendere to, regardless of adjudication, any offense 268 

listed in s. 408.809(4) or s. 435.04(2) unless the department 269 

has issued an exemption under s. 397.4073 or s. 397.4872. In 270 

accordance with s. 435.04, the department shall notify the 271 

credentialing agency of an owner's, director's, or chief 272 

financial officer's eligibility based on the results of his or 273 

her background screening. 274 

 (8)  Onsite followup monitoring of a certified recovery 275 
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residence may be conducted by the credentialing entity to 276 

determine continuing compliance with certification requirements. 277 

The credentialing entity shall inspect each certified recovery 278 

residence at least annually to ensure compliance. 279 

 (e)  Any decision by a department-recognized credentialing 280 

entity to deny, revoke, or suspend a certification, or otherwise 281 

impose sanctions on a recovery residence, is reviewable by the 282 

department. Upon receiving an adverse determination, the 283 

recovery residence may request an administrative hearing 284 

pursuant to ss. 120.569 and 120.57(1) within 30 days after 285 

completing any appeals process offered by the credentialing 286 

entity or the department, as applicable. 287 

 (11)  Notwithstanding any landlord and tenant rights and 288 

obligations under chapter 83, a recovery residence that is 289 

certified under this section and has a discharge policy approved 290 

by a department-recognized credentialing entity may immediately 291 

discharge or transfer a resident in accordance with that policy 292 

under any of the following circumstances: 293 

 (a)  The discharge or transfer is necessary for the 294 

resident's welfare. 295 

 (b)  The resident's needs cannot be met at the recovery 296 

residence. 297 

 (c)  The health and safety of other residents or recovery 298 

residence employees is at risk or would be at risk if the 299 

resident continues to live at the recovery residence. 300 
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 Section 8.  Paragraph (d) is added to subsection (2) of 301 

section 397.4873, Florida Statutes, and subsection (1) of that 302 

section is republished, to read: 303 

 397.4873  Referrals to or from recovery residences; 304 

prohibitions; penalties.— 305 

 (1)  A service provider licensed under this part may not 306 

make a referral of a prospective, current, or discharged patient 307 

to, or accept a referral of such a patient from, a recovery 308 

residence unless the recovery residence holds a valid 309 

certificate of compliance as provided in s. 397.487 and is 310 

actively managed by a certified recovery residence administrator 311 

as provided in s. 397.4871. 312 

 (2)  Subsection (1) does not apply to: 313 

 (d)  The referral of a patient to, or acceptance of a 314 

referral of such a patient from, a recovery residence that has 315 

no direct or indirect financial or other referral relationship 316 

with the licensed service provider and that is democratically 317 

operated by its residents pursuant to a charter from an entity 318 

recognized or sanctioned by Congress, and where the residence or 319 

any resident of the residence does not receive a benefit, 320 

directly or indirectly, for the referral. 321 

 Section 9.  Paragraph (d) of subsection (1) of section 322 

397.55, Florida Statutes, is amended to read: 323 

 397.55  Prohibition of deceptive marketing practices.— 324 

 (1)  The Legislature recognizes that consumers of substance 325 
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abuse treatment have disabling conditions and that such 326 

consumers and their families are vulnerable and at risk of being 327 

easily victimized by fraudulent marketing practices that 328 

adversely impact the delivery of health care. To protect the 329 

health, safety, and welfare of this vulnerable population, a 330 

service provider, an operator of a recovery residence, or a 331 

third party who provides any form of advertising or marketing 332 

services to a service provider or an operator of a recovery 333 

residence may not engage in any of the following marketing 334 

practices: 335 

 (d)  Entering into a contract with a marketing provider who 336 

agrees to generate referrals or leads for the placement of 337 

patients with a service provider or in a recovery residence 338 

through a call center or a web-based presence, unless the 339 

contract requires such agreement and the marketing provider 340 

service provider or the operator of the recovery residence 341 

discloses the following to the prospective patient so that the 342 

patient can make an informed health care decision: 343 

 1.  Information about the specific licensed service 344 

providers or recovery residences that are represented by the 345 

marketing provider and pay a fee to the marketing provider, 346 

including the identity of such service providers or recovery 347 

residences; and 348 

 2.  Clear and concise instructions that allow the 349 

prospective patient to easily access lists of licensed service 350 
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providers and recovery residences on the department website. 351 

 Section 10.  Subsection (2) of section 435.07, Florida 352 

Statutes, is amended to read: 353 

 435.07  Exemptions from disqualification.—Unless otherwise 354 

provided by law, the provisions of this section apply to 355 

exemptions from disqualification for disqualifying offenses 356 

revealed pursuant to background screenings required under this 357 

chapter, regardless of whether those disqualifying offenses are 358 

listed in this chapter or other laws. 359 

 (2)  Persons employed, or applicants for employment, by 360 

treatment providers who treat adolescents 13 years of age and 361 

older who are disqualified from employment solely because of 362 

crimes under s. 796.07(2)(e), s. 810.02(4), s. 812.014(2)(c), s. 363 

817.563, s. 831.01, s. 831.02, s. 893.13, or s. 893.147, or any 364 

related criminal attempt, solicitation, or conspiracy under s. 365 

777.04, may be exempted from disqualification from employment 366 

pursuant to this chapter without application of the waiting 367 

period in subparagraph (1)(a)1. 368 

 Section 11.  Subsection (3) of section 817.505, Florida 369 

Statutes, is amended to read: 370 

 817.505  Patient brokering prohibited; exceptions; 371 

penalties.— 372 

 (3)  This section shall not apply to the following payment 373 

practices: 374 

 (a)  Any discount, payment, waiver of payment, or payment 375 
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practice expressly authorized not prohibited by 42 U.S.C. s. 376 

1320a-7b(b)(3) 42 U.S.C. s. 1320a-7b(b) or regulations adopted 377 

promulgated thereunder. 378 

 (b)  Any payment, compensation, or financial arrangement 379 

within a group practice as defined in s. 456.053, provided such 380 

payment, compensation, or arrangement is not to or from persons 381 

who are not members of the group practice. 382 

 (c)  Payments to a health care provider or health care 383 

facility for professional consultation services. 384 

 (d)  Commissions, fees, or other remuneration lawfully paid 385 

to insurance agents as provided under the insurance code. 386 

 (e)  Payments by a health insurer who reimburses, provides, 387 

offers to provide, or administers health, mental health, or 388 

substance abuse goods or services under a health benefit plan. 389 

 (f)  Payments to or by a health care provider or health 390 

care facility, or a health care provider network entity, that 391 

has contracted with a health insurer, a health care purchasing 392 

group, or the Medicare or Medicaid program to provide health, 393 

mental health, or substance abuse goods or services under a 394 

health benefit plan when such payments are for goods or services 395 

under the plan. However, nothing in this section affects whether 396 

a health care provider network entity is an insurer required to 397 

be licensed under the Florida Insurance Code. 398 

 (g)  Insurance advertising gifts lawfully permitted under 399 

s. 626.9541(1)(m). 400 
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A bill to be entitled 1 

An act relating to mental health and substance use 2 

disorders; amending s. 394.455, F.S.; providing 3 

definitions; amending s. 394.457, F.S.; providing when 4 

peer specialists must be certified; amending s. 5 

394.4572, F.S.; providing background screening 6 

requirements for peer specialists; authorizing the 7 

Department of Children and Families and the Agency for 8 

Health Care Administration to grant exemptions from 9 

disqualification for individuals to work solely in 10 

certain treatment programs or facilities; amending s. 11 

394.4573, F.S.; revises requirements for annual state 12 

behavioral health assessment; revises elements for a 13 

coordinated system of care; amending s. 397.311, F.S.; 14 

providing a definition; amending s. 397.4012, F.S.; 15 

revising the applicability of exemptions from 16 

licensure for certain entities; amending s. 397.403, 17 

F.S.; providing an exemption from certain 18 

accreditation requirements relating to licensure 19 

renewal for certain substance abuse programs; amending 20 

s. 397.4073, F.S.; requiring individuals screened on 21 

or after a specified date to undergo specified 22 

background screening; requiring the department to 23 

grant or deny a request for an exemption from 24 

disqualification within a certain timeframe; 25 
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authorizing certain applicants for an exemption to 26 

work under the supervision of certain persons for a 27 

specified period of time while his or her application 28 

is pending; authorizing certain persons to be exempt 29 

from disqualification from employment; authorizing the 30 

department to grant exemptions from disqualification 31 

for service provider personnel to work solely in 32 

certain treatment programs, facilities, or recovery 33 

residences; creating s. 397.417, F.S.; providing 34 

legislative findings and intent; authorizing an 35 

individual to seek certification as a peer specialist 36 

if he or she meets specified qualifications; requiring 37 

the department to approve one or more third-party 38 

credentialing entities for specified purposes; 39 

requiring the credentialing entity to demonstrate 40 

compliance with certain standards in order to be 41 

approved by the department; requiring an individual 42 

providing department-funded recovery support services 43 

as a peer specialist to be certified; authorizing an 44 

individual who is not certified to provide recovery 45 

support services as a peer specialist under certain 46 

circumstances; amending s. 435.07, F.S.; authorizing 47 

certain persons to be exempt from disqualification 48 

from employment; amending ss. 212.055, 394.495, 49 

394.496, 394.9085, 397.416, 409.972, 440.102, 464.012, 50 
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and 744.2007, F.S.; conforming cross-references; 51 

providing an effective date. 52 

 53 

Be It Enacted by the Legislature of the State of Florida: 54 

 55 

 Section 1.  Subsections (17) through (31) and (32) through 56 

(48) of section 394.455, Florida Statutes, are renumbered as 57 

subsections (18) through (32) and (34) through (50), 58 

respectively, and new subsections (17) and (33) are added to 59 

that section to read: 60 

 394.455  Definitions.—As used in this part, the term: 61 

 (17)  "First episode psychosis program" means a program 62 

grounded in evidence for individuals between 14 and 30 years of 63 

age who are experiencing early indications of serious mental 64 

illness, especially a first episode of psychotic symptoms, and 65 

which includes, but is not limited to, intensive case 66 

management, individual or group therapy, supported employment, 67 

family education and supports, and appropriate psychotropic 68 

medication as indicated. 69 

 (33)  "Peer specialist" has the same meaning as in s. 70 

397.311. 71 

 Section 2.  Paragraph (a) of subsection (6) of section 72 

394.457, Florida Statutes, is amended to read: 73 

 394.457  Operation and administration.— 74 

 (6)  PERSONNEL.— 75 
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 (a)1.  The department shall, by rule, establish minimum 76 

standards of education and experience for professional and 77 

technical personnel employed in mental health programs, 78 

including members of a mobile crisis response service. 79 

 2.  An individual providing department-funded recovery 80 

support services as a peer specialist must be certified pursuant 81 

to s. 397.417. An individual who is not certified may provide 82 

recovery support services as a peer specialist for up to 1 year 83 

if he or she is working toward certification and is supervised 84 

by a qualified professional or by a certified peer specialist 85 

who has at least 3 years of full-time experience as a peer 86 

specialist at a licensed behavioral health organization. 87 

 Section 3.  Paragraph (a) of subsection (1) and subsection 88 

(2) of section 394.4572, Florida Statutes, are amended to read: 89 

 394.4572  Screening of mental health personnel.— 90 

 (1)(a)  The department and the Agency for Health Care 91 

Administration shall require level 2 background screening 92 

pursuant to chapter 435 for mental health personnel. "Mental 93 

health personnel" includes all program directors, professional 94 

clinicians, staff members, and volunteers working in public or 95 

private mental health programs and facilities who have direct 96 

contact with individuals held for examination or admitted for 97 

mental health treatment. For purposes of this chapter, 98 

employment screening of mental health personnel also includes, 99 

but is not limited to, employment screening as provided under 100 
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chapter 435 and s. 408.809. Background screening for peer 101 

specialists is governed by s. 397.4073 and subsection (2). 102 

 (2)  The department or the Agency for Health Care 103 

Administration may grant exemptions from disqualification as 104 

provided in chapter 435. The department or agency may grant such 105 

exemptions that allow individuals to work solely in mental 106 

health treatment programs or facilities, or in programs or 107 

facilities that treat co-occurring substance use and mental 108 

health disorders. 109 

 Section 4.  Section 394.4573, Florida Statutes, is amended 110 

to read: 111 

 394.4573  Coordinated system of care; annual assessment; 112 

essential elements; measures of performance; system improvement 113 

grants; reports.—On or before December 1 of each year, the 114 

department shall submit to the Governor, the President of the 115 

Senate, and the Speaker of the House of Representatives an 116 

assessment of the behavioral health services in this state. The 117 

assessment shall consider, at a minimum, the extent to which 118 

designated receiving systems function as no-wrong-door models, 119 

the availability of treatment and recovery services that use 120 

recovery-oriented and peer-involved approaches, the availability 121 

of less-restrictive services, and the use of evidence-informed 122 

practices. The assessment shall also describe the availability 123 

of and access to first episode psychosis programs, and any gaps 124 

in their availability and access, in all areas of the state. The 125 
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department's assessment shall consider, at a minimum, the needs 126 

assessments conducted by the managing entities pursuant to s. 127 

394.9082(5). Beginning in 2017, the department shall compile and 128 

include in the report all plans submitted by managing entities 129 

pursuant to s. 394.9082(8) and the department's evaluation of 130 

each plan. 131 

 (1)  As used in this section: 132 

 (a)  "Care coordination" means the implementation of 133 

deliberate and planned organizational relationships and service 134 

procedures that improve the effectiveness and efficiency of the 135 

behavioral health system by engaging in purposeful interactions 136 

with individuals who are not yet effectively connected with 137 

services to ensure service linkage. Examples of care 138 

coordination activities include development of referral 139 

agreements, shared protocols, and information exchange 140 

procedures. The purpose of care coordination is to enhance the 141 

delivery of treatment services and recovery supports and to 142 

improve outcomes among priority populations. 143 

 (b)  "Case management" means those direct services provided 144 

to a client in order to assess his or her needs, plan or arrange 145 

services, coordinate service providers, link the service system 146 

to a client, monitor service delivery, and evaluate patient 147 

outcomes to ensure the client is receiving the appropriate 148 

services. 149 

 (c)  "Coordinated system of care" means the full array of 150 
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behavioral and related services in a region or community offered 151 

by all service providers, whether participating under contract 152 

with the managing entity or by another method of community 153 

partnership or mutual agreement. 154 

 (d)  "No-wrong-door model" means a model for the delivery 155 

of acute care services to persons who have mental health or 156 

substance use disorders, or both, which optimizes access to 157 

care, regardless of the entry point to the behavioral health 158 

care system. 159 

 (2)  The essential elements of a coordinated system of care 160 

include: 161 

 (a)  Community interventions, such as prevention, primary 162 

care for behavioral health needs, therapeutic and supportive 163 

services, crisis response services, and diversion programs. 164 

 (b)  A designated receiving system that consists of one or 165 

more facilities serving a defined geographic area and 166 

responsible for assessment and evaluation, both voluntary and 167 

involuntary, and treatment or triage of patients who have a 168 

mental health or substance use disorder, or co-occurring 169 

disorders. 170 

 1.  A county or several counties shall plan the designated 171 

receiving system using a process that includes the managing 172 

entity and is open to participation by individuals with 173 

behavioral health needs and their families, service providers, 174 

law enforcement agencies, and other parties. The county or 175 
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counties, in collaboration with the managing entity, shall 176 

document the designated receiving system through written 177 

memoranda of agreement or other binding arrangements. The county 178 

or counties and the managing entity shall complete the plan and 179 

implement the designated receiving system by July 1, 2017, and 180 

the county or counties and the managing entity shall review and 181 

update, as necessary, the designated receiving system at least 182 

once every 3 years. 183 

 2.  To the extent permitted by available resources, the 184 

designated receiving system shall function as a no-wrong-door 185 

model. The designated receiving system may be organized in any 186 

manner which functions as a no-wrong-door model that responds to 187 

individual needs and integrates services among various 188 

providers. Such models include, but are not limited to: 189 

 a.  A central receiving system that consists of a 190 

designated central receiving facility that serves as a single 191 

entry point for persons with mental health or substance use 192 

disorders, or co-occurring disorders. The central receiving 193 

facility shall be capable of assessment, evaluation, and triage 194 

or treatment or stabilization of persons with mental health or 195 

substance use disorders, or co-occurring disorders. 196 

 b.  A coordinated receiving system that consists of 197 

multiple entry points that are linked by shared data systems, 198 

formal referral agreements, and cooperative arrangements for 199 

care coordination and case management. Each entry point shall be 200 
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a designated receiving facility and shall, within existing 201 

resources, provide or arrange for necessary services following 202 

an initial assessment and evaluation. 203 

 c.  A tiered receiving system that consists of multiple 204 

entry points, some of which offer only specialized or limited 205 

services. Each service provider shall be classified according to 206 

its capabilities as either a designated receiving facility or 207 

another type of service provider, such as a triage center, a 208 

licensed detoxification facility, or an access center. All 209 

participating service providers shall, within existing 210 

resources, be linked by methods to share data, formal referral 211 

agreements, and cooperative arrangements for care coordination 212 

and case management. 213 

 214 

An accurate inventory of the participating service providers 215 

which specifies the capabilities and limitations of each 216 

provider and its ability to accept patients under the designated 217 

receiving system agreements and the transportation plan 218 

developed pursuant to this section shall be maintained and made 219 

available at all times to all first responders in the service 220 

area. 221 

 (c)  Transportation in accordance with a plan developed 222 

under s. 394.462. 223 

 (d)  Crisis services, including mobile response teams, 224 

crisis stabilization units, addiction receiving facilities, and 225 
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detoxification facilities. 226 

 (e)  Case management. Each case manager or person directly 227 

supervising a case manager who provides Medicaid-funded targeted 228 

case management services shall hold a valid certification from a 229 

department-approved credentialing entity as defined in s. 230 

397.311(10) by July 1, 2017, and, thereafter, within 6 months 231 

after hire. 232 

 (f)  Care coordination that involves coordination with 233 

other local systems and entities, public and private, which are 234 

involved with the individual, such as primary care, child 235 

welfare, behavioral health care, and criminal and juvenile 236 

justice organizations. 237 

 (g)  Outpatient services. 238 

 (h)  Residential services. 239 

 (i)  Hospital inpatient care. 240 

 (j)  Aftercare and other postdischarge services. 241 

 (k)  Medication-assisted treatment and medication 242 

management. 243 

 (l)  Recovery support, including, but not limited to, the 244 

use of peer specialists to assist in the individual's recovery 245 

from a substance use disorder or mental illness, support for 246 

competitive employment, educational attainment, independent 247 

living skills development, family support and education, 248 

wellness management and self-care, and assistance in obtaining 249 

housing that meets the individual's needs. Such housing may 250 
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include mental health residential treatment facilities, limited 251 

mental health assisted living facilities, adult family care 252 

homes, and supportive housing. Housing provided using state 253 

funds must provide a safe and decent environment free from abuse 254 

and neglect. 255 

 (m)  Care plans shall assign specific responsibility for 256 

initial and ongoing evaluation of the supervision and support 257 

needs of the individual and the identification of housing that 258 

meets such needs. For purposes of this paragraph, the term 259 

"supervision" means oversight of and assistance with compliance 260 

with the clinical aspects of an individual's care plan. 261 

 (n)  First episode psychosis programs. 262 

 (3)  SYSTEM IMPROVEMENT GRANTS.—Subject to a specific 263 

appropriation by the Legislature, the department may award 264 

system improvement grants to managing entities based on a 265 

detailed plan to enhance services in accordance with the no-266 

wrong-door model as defined in subsection (1) and to address 267 

specific needs identified in the assessment prepared by the 268 

department pursuant to this section. Such a grant must be 269 

awarded through a performance-based contract that links payments 270 

to the documented and measurable achievement of system 271 

improvements. 272 

 Section 5.  Subsections (30) through (49) of section 273 

397.311, Florida Statutes, are renumbered as subsections (31) 274 

through (50), respectively, and a new subsection (30) is added 275 
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to that section to read: 276 

 397.311  Definitions.—As used in this chapter, except part 277 

VIII, the term: 278 

 (30)  "Peer specialist" means a person who has been in 279 

recovery from a substance use disorder or mental illness for at 280 

least 2 years who uses his or her personal experience to provide 281 

services in behavioral health settings to support others in 282 

their recovery, or a person who has at least 2 years of 283 

experience as a family member or caregiver of an individual who 284 

has a substance use disorder or mental illness. The term does 285 

not include a qualified professional or a person otherwise 286 

certified under chapter 394 or this chapter. 287 

 Section 6.  Section 397.4012, Florida Statutes, is amended 288 

to read: 289 

 397.4012  Exemptions from licensure.—The following are 290 

exempt from the licensing provisions of this chapter: 291 

 (1)  A hospital or hospital-based component licensed under 292 

chapter 395. 293 

 (2)  A nursing home facility as defined in s. 400.021. 294 

 (3)  A substance abuse education program established 295 

pursuant to s. 1003.42. 296 

 (4)  A facility or institution operated by the Federal 297 

Government. 298 

 (5)  A physician or physician assistant licensed under 299 

chapter 458 or chapter 459. 300 
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 (6)  A psychologist licensed under chapter 490. 301 

 (7)  A social worker, marriage and family therapist, or 302 

mental health counselor licensed under chapter 491. 303 

 (8)  A legally cognizable church or nonprofit religious 304 

organization or denomination providing substance abuse services, 305 

including prevention services, which are solely religious, 306 

spiritual, or ecclesiastical in nature. A church or nonprofit 307 

religious organization or denomination providing any of the 308 

licensed service components itemized under s. 397.311(26) is not 309 

exempt from substance abuse licensure but retains its exemption 310 

with respect to all services which are solely religious, 311 

spiritual, or ecclesiastical in nature. 312 

 (9)  Facilities licensed under chapter 393 which, in 313 

addition to providing services to persons with developmental 314 

disabilities, also provide services to persons developmentally 315 

at risk as a consequence of exposure to alcohol or other legal 316 

or illegal drugs while in utero. 317 

 (10)  DUI education and screening services provided 318 

pursuant to ss. 316.192, 316.193, 322.095, 322.271, and 322.291. 319 

Persons or entities providing treatment services must be 320 

licensed under this chapter unless exempted from licensing as 321 

provided in this section. 322 

 (11)  A facility licensed under s. 394.875 as a crisis 323 

stabilization unit. 324 

 325 
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The exemptions from licensure in subsections (3), (4), (8), (9), 326 

and (10) this section do not apply to any service provider that 327 

receives an appropriation, grant, or contract from the state to 328 

operate as a service provider as defined in this chapter or to 329 

any substance abuse program regulated pursuant to s. 397.4014. 330 

Furthermore, this chapter may not be construed to limit the 331 

practice of a physician or physician assistant licensed under 332 

chapter 458 or chapter 459, a psychologist licensed under 333 

chapter 490, a psychotherapist licensed under chapter 491, or an 334 

advanced practice registered nurse licensed under part I of 335 

chapter 464, who provides substance abuse treatment, so long as 336 

the physician, physician assistant, psychologist, 337 

psychotherapist, or advanced practice registered nurse does not 338 

represent to the public that he or she is a licensed service 339 

provider and does not provide services to individuals pursuant 340 

to part V of this chapter. Failure to comply with any 341 

requirement necessary to maintain an exempt status under this 342 

section is a misdemeanor of the first degree, punishable as 343 

provided in s. 775.082 or s. 775.083. 344 

 Section 7.  Subsection (3) of section 397.403, Florida 345 

Statutes, is amended to read: 346 

 397.403  License application.— 347 

 (3)  Applications for licensure renewal must include proof 348 

of application for accreditation for each licensed service 349 

component providing clinical treatment by an accrediting 350 
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organization that is acceptable to the department for the first 351 

renewal, and proof of accreditation for any subsequent renewals. 352 

This subsection does not apply to any inmate substance abuse 353 

program operated by or under an exclusive contract with a jail 354 

or the Department of Corrections. 355 

 Section 8.  Paragraph (g) of subsection (1) of section 356 

397.4073, Florida Statutes, is redesignated as paragraph (h), 357 

and paragraphs (a) and (f) of that subsection and paragraphs (b) 358 

and (c) of subsection (4) are amended, and a new paragraph (g) 359 

is added to subsection (1) of that section, to read: 360 

 397.4073  Background checks of service provider personnel.— 361 

 (1)  PERSONNEL BACKGROUND CHECKS; REQUIREMENTS AND 362 

EXCEPTIONS.— 363 

 (a)  For all individuals screened on or after July 1, 2019, 364 

background checks shall apply as follows: 365 

 1.  All owners, directors, chief financial officers, and 366 

clinical supervisors of service providers are subject to level 2 367 

background screening as provided under s. 408.809 and chapter 368 

435. Inmate substance abuse programs operated directly or under 369 

contract with the Department of Corrections are exempt from this 370 

requirement. 371 

 2.  All service provider personnel who have direct contact 372 

with children receiving services or with adults who are 373 

developmentally disabled receiving services are subject to level 374 

2 background screening as provided under s. 408.809 and chapter 375 
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435. 376 

 3.  All peer specialists who have direct contact with 377 

individuals held for examination under s. 394.463 or receiving 378 

mental health or substance abuse treatment or services are 379 

subject to level 2 background screening as provided under s. 380 

408.809 and chapter 435. 381 

 (f)  Service provider personnel who request an exemption 382 

from disqualification must submit the request within 30 days 383 

after being notified of the disqualification. The department 384 

shall grant or deny the request within 60 days after receipt of 385 

a complete application. 386 

 (g)  If 5 years or more, or 3 years or more in the case of 387 

a certified peer specialist or an individual seeking 388 

certification as a peer specialist pursuant to s. 397.417, have 389 

elapsed since an applicant for an exemption from 390 

disqualification has completed or has been lawfully released 391 

from confinement, supervision, or a nonmonetary condition 392 

imposed by a court for the applicant's most recent disqualifying 393 

offense, the applicant may work with adults with substance use 394 

disorders or co-occurring disorders under the supervision of 395 

persons who meet all personnel requirements of this chapter for 396 

up to 90 days after being notified of his or her 397 

disqualification or until the department makes a final 398 

determination regarding his or her request for an exemption from 399 

disqualification, whichever is earlier the most recent 400 
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disqualifying offense, service provider personnel may work with 401 

adults with substance use disorders under the supervision of a 402 

qualified professional licensed under chapter 490 or chapter 491 403 

or a master's-level-certified addictions professional until the 404 

agency makes a final determination regarding the request for an 405 

exemption from disqualification. 406 

 (4)  EXEMPTIONS FROM DISQUALIFICATION.— 407 

 (b)  Since rehabilitated substance abuse impaired persons 408 

are effective in the successful treatment and rehabilitation of 409 

individuals with substance use disorders, for service providers 410 

which treat adolescents 13 years of age and older, service 411 

provider personnel whose background checks indicate crimes under 412 

s. 796.07(2)(e), s. 810.02(4), s. 812.014(2)(c), s. 817.563, s. 413 

831.01, s. 831.02, s. 893.13, or s. 893.147, or any related 414 

criminal attempt, solicitation, or conspiracy under s. 777.04, 415 

may be exempted from disqualification from employment pursuant 416 

to this paragraph. 417 

 (c)  The department may grant exemptions from 418 

disqualification for service provider personnel to work solely 419 

in substance use disorder treatment programs, facilities, or 420 

recovery residences or in programs or facilities that treat co-421 

occurring substance use and mental health disorders. The 422 

department may further limit such grant exemptions from 423 

disqualification which would limit service provider personnel to 424 

working with adults in substance abuse treatment facilities. 425 
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 Section 9.  Section 397.417, Florida Statutes, is created 426 

to read: 427 

 397.417  Peer specialists.— 428 

 (1)  LEGISLATIVE FINDINGS AND INTENT.— 429 

 (a)  The Legislature finds that: 430 

 1.  The ability to provide adequate behavioral health 431 

services is limited by a shortage of professionals and 432 

paraprofessionals. 433 

 2.  The state is experiencing an increase in opioid 434 

addictions, which prove fatal to persons in many cases. 435 

 3.  Peer specialists provide effective support services 436 

because they share common life experiences with the persons they 437 

assist. 438 

 4.  Peer specialists promote a sense of community among 439 

those in recovery. 440 

 5.  Research has shown that peer support facilitates 441 

recovery and reduces health care costs. 442 

 6.  Peer specialists may have a criminal history that 443 

prevents them from meeting background screening requirements. 444 

 (b)  The Legislature intends to expand the use of peer 445 

specialists as a cost-effective means of providing services by 446 

ensuring that peer specialists meet specified qualifications and 447 

modified background screening requirements. 448 

 (2)  An individual may seek certification as a peer 449 

specialist if he or she has been in recovery from a substance 450 
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use disorder or mental illness for at least 2 years, or if he or 451 

she has at least 2 years of experience as a family member or 452 

caregiver of a person with a substance use disorder or mental 453 

illness. 454 

 (3)  The department shall approve one or more third-party 455 

credentialing entities for the purposes of certifying peer 456 

specialists, approving training programs for individuals seeking 457 

certification as peer specialists, approving continuing 458 

education programs, and establishing the minimum requirements 459 

and standards that applicants must achieve to maintain 460 

certification. To obtain approval, the third-party credentialing 461 

entity must demonstrate compliance with nationally recognized 462 

standards for developing and administering professional 463 

certification programs to certify peer specialists. 464 

 (4)  An individual providing department-funded recovery 465 

support services as a peer specialist shall be certified 466 

pursuant to subsection (3). An individual who is not certified 467 

may provide recovery support services as a peer specialist for 468 

up to 1 year if he or she is working toward certification and is 469 

supervised by a qualified professional or by a certified peer 470 

specialist who has at least 3 years of full-time experience as a 471 

peer specialist at a licensed behavioral health organization.  472 

 Section 10.  Subsection (2) of section 435.07, Florida 473 

Statutes, is amended to read: 474 

 435.07  Exemptions from disqualification.—Unless otherwise 475 
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provided by law, the provisions of this section apply to 476 

exemptions from disqualification for disqualifying offenses 477 

revealed pursuant to background screenings required under this 478 

chapter, regardless of whether those disqualifying offenses are 479 

listed in this chapter or other laws. 480 

 (2)  Persons employed, or applicants for employment, by 481 

treatment providers who treat adolescents 13 years of age and 482 

older who are disqualified from employment solely because of 483 

crimes under s. 796.07(2)(e), s. 810.02(4), s. 812.014(2)(c), s. 484 

817.563, s. 831.01, s. 831.02, s. 893.13, or s. 893.147, or any 485 

related criminal attempt, solicitation, or conspiracy under s. 486 

777.04, may be exempted from disqualification from employment 487 

pursuant to this chapter without application of the waiting 488 

period in subparagraph (1)(a)1. 489 

 Section 11.  Paragraph (e) of subsection (5) of section 490 

212.055, Florida Statutes, is amended to read: 491 

 212.055  Discretionary sales surtaxes; legislative intent; 492 

authorization and use of proceeds.—It is the legislative intent 493 

that any authorization for imposition of a discretionary sales 494 

surtax shall be published in the Florida Statutes as a 495 

subsection of this section, irrespective of the duration of the 496 

levy. Each enactment shall specify the types of counties 497 

authorized to levy; the rate or rates which may be imposed; the 498 

maximum length of time the surtax may be imposed, if any; the 499 

procedure which must be followed to secure voter approval, if 500 
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A bill to be entitled 1 

An act relating to infectious disease elimination 2 

programs; providing a short title; amending s. 3 

381.0038, F.S.; authorizing a county commission to 4 

establish a sterile needle and syringe exchange 5 

program; providing a definition; prohibiting the 6 

operation of an exchange program under certain 7 

conditions; providing requirements for establishing an 8 

exchange program; specifying entities that may operate 9 

an exchange program; providing requirements for 10 

exchange programs; requiring the collection of data 11 

and submission of reports; authorizing the Department 12 

of Health to adopt certain rules; providing for 13 

immunity from civil liability under certain 14 

circumstances; authorizing the continuation of a 15 

specified pilot program under certain circumstances; 16 

providing severability; providing an effective date. 17 

 18 

Be It Enacted by the Legislature of the State of Florida: 19 

 20 

 Section 1.  This act may be cited as the "Infectious 21 

Disease Elimination Act (IDEA)." 22 

 Section 2.  Subsection (4) of section 381.0038, Florida 23 

Statutes, is amended to read: 24 
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 381.0038  Education; sterile needle and syringe exchange 25 

programs pilot program.—The Department of Health shall establish 26 

a program to educate the public about the threat of acquired 27 

immune deficiency syndrome. 28 

 (4)  A county commission The University of Miami and its 29 

affiliates may authorize establish a single sterile needle and 30 

syringe exchange pilot program to operate within the boundaries 31 

of the in Miami-Dade county. The exchange pilot program may 32 

operate at one or more fixed locations a fixed location or 33 

through a mobile health units unit. The exchange pilot program 34 

shall offer the free exchange of clean, unused needles and 35 

hypodermic syringes for used needles and hypodermic syringes as 36 

a means to prevent the transmission of HIV, AIDS, viral 37 

hepatitis, or other blood-borne diseases among intravenous drug 38 

users and their sexual partners and offspring. Prevention of 39 

disease transmission must be the goal of the exchange program. 40 

For the purposes of this subsection, the term "exchange program" 41 

means a sterile needle and syringe exchange program established 42 

by a county commission under this subsection. A sterile needle 43 

and syringe exchange program may not operate unless it is 44 

authorized and approved by a county commission in accordance 45 

with this subsection. 46 

 (a)  Before an exchange program may be established, a 47 

county commission must: 48 
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 1.  Authorize the program under the provisions of a county 49 

ordinance; 50 

 2.  Enter into a letter of agreement with the department in 51 

which the county commission agrees that any exchange program 52 

authorized by the county commission will operate in accordance 53 

with this subsection; 54 

 3.  Enlist the local county health department to provide 55 

ongoing advice, consultation, and recommendations for the 56 

operation of the program; and 57 

 4.  Contract with one of the following entities to operate 58 

the program: 59 

 a.  A hospital licensed under chapter 395. 60 

 b.  A health care clinic licensed under part X of chapter 61 

400. 62 

 c.  A medical school in this state accredited by the 63 

Liaison Committee on Medical Education or the Commission on 64 

Osteopathic College Accreditation. 65 

 d.  A licensed addictions receiving facility as defined in 66 

s. 397.311. 67 

 e.  A nonprofit HIV/AIDS service organization that meets 68 

the qualifications of s. 501(c)(3) of the Internal Revenue Code. 69 

 (b)(a)  An exchange The pilot program must: 70 

 1.  Develop an oversight and accountability system to 71 

ensure the program's compliance with statutory and contractual 72 

requirements. The system must include measurable objectives for 73 
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meeting the goal of the program and must track the progress in 74 

achieving those objectives. The system must require the program 75 

operator to routinely report its progress in achieving the 76 

objectives and the goal of the program. The system must also 77 

incorporate mechanisms to track the program operator's 78 

compliance or noncompliance with contractual obligations and to 79 

apply consequences for noncompliance. The program must receive 80 

the county commission's approval of the oversight and 81 

accountability system before commencing operations. 82 

 2.1.  Provide for maximum security of exchange sites at 83 

which needles and syringes are exchanged and of any equipment 84 

used under the program, including, at a minimum, an accounting 85 

of the number of needles and syringes in use, the number of 86 

needles and syringes in storage, safe disposal of returned 87 

needles, and any other measure that may be required to control 88 

the use and dispersal of sterile needles and syringes. 89 

 3.2.  Operate a one-to-one exchange, whereby a the 90 

participant shall receive one sterile needle and syringe unit in 91 

exchange for each used one. 92 

 4.3.  Make available educational materials and referrals to 93 

education regarding the transmission of HIV, viral hepatitis, 94 

and other blood-borne diseases. The program operator must offer 95 

such materials to program participants whenever needles or 96 

syringes are exchanged; provide referrals for drug abuse 97 



   

 

CS/HB 171  2019 

 

 

 

CODING: Words stricken are deletions; words underlined are additions. 

hb0171-01-c1 

Page 5 of 8 

F L O R I D A  H O U S E  O F  R E P R E S E N T A T I V E S 

 

 

 

prevention and treatment; and provide or refer for HIV and viral 98 

hepatitis screening. 99 

 5.  Provide onsite counseling or referrals for drug abuse 100 

prevention, education, and treatment, and provide onsite HIV and 101 

viral hepatitis screening or referrals for such screening. If 102 

such services are offered solely by referral, they must be made 103 

available to participants within 72 hours after referral. A 104 

county commission in a rural county may, under its contract with 105 

the program operator, adjust the 72-hour requirement if the 106 

commission finds that the availability of providers warrants an 107 

extended timeframe. 108 

 6.  Provide kits containing an emergency opioid antagonist, 109 

as defined in s. 381.887, or provide referrals to a program that 110 

can provide such kits. 111 

 7.  Collect data for annual reporting purposes. The data 112 

must include the number of participants served; the number of 113 

used needles and syringes received and the number of clean, 114 

unused needles and syringes distributed through exchange with 115 

participants; the demographic profiles of the participants 116 

served; the number of participants entering drug counseling or 117 

treatment; the number of participants receiving testing for HIV, 118 

AIDS, viral hepatitis, or other blood-borne diseases; and other 119 

data that may be required under department rule. However, a 120 

participant's personal identifying information may not be 121 

collected for any purpose. Each exchange program must submit a 122 
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report to its county commission and to the department annually 123 

by August 1. The department must submit a compilation report 124 

encompassing data from all exchange programs annually by October 125 

1 to the Governor, the President of the Senate, and the Speaker 126 

of the House of Representatives. The department may adopt rules 127 

to implement this subparagraph. 128 

 (c)(b)  The possession, distribution, or exchange of 129 

needles or syringes as part of an exchange the pilot program 130 

established under this subsection is not a violation of any part 131 

of chapter 893 or any other law. 132 

 (d)(c)  An exchange A pilot program staff member, 133 

volunteer, or participant is not immune from criminal 134 

prosecution for: 135 

 1.  The possession of needles or syringes that are not a 136 

part of the exchange pilot program; or 137 

 2.  The redistribution of needles or syringes in any form, 138 

if acting outside the exchange pilot program. 139 

 (e)  A law enforcement officer acting in good faith who 140 

arrests or charges a person who is thereafter determined to be 141 

immune from prosecution under this section shall be immune from 142 

civil liability that might otherwise be incurred or imposed by 143 

reason of the officer's actions. 144 

 (d)  The pilot program must collect data for quarterly, 145 

annual, and final reporting purposes. The annual report must 146 

include information on the number of participants served, the 147 
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number of needles and syringes exchanged and distributed, the 148 

demographic profiles of the participants served, the number of 149 

participants entering drug counseling and treatment; the number 150 

of participants receiving testing for HIV, AIDS, viral 151 

hepatitis, or other blood-borne diseases; and other data 152 

necessary for the pilot program. However, personal identifying 153 

information may not be collected from a participant for any 154 

purpose. Quarterly reports must be submitted to the Department 155 

of Health in Miami-Dade County by October 15, January 15, April 156 

15, and July 15 of each year. An annual report must be submitted 157 

to the Department of Health by August 1 every year until the 158 

program expires. A final report is due on August 1, 2021, to the 159 

Department of Health and must describe the performance and 160 

outcomes of the pilot program and include a summary of the 161 

information in the annual reports for all pilot program years. 162 

 (f)(e)  State, county, or municipal funds may not be used 163 

to operate an exchange the pilot program. Exchange programs The 164 

pilot program shall be funded through grants and donations from 165 

private resources and funds. 166 

 (f)  The pilot program shall expire July 1, 2021. 167 

 Section 3.  Notwithstanding s. 381.0038(4), Florida 168 

Statutes, as amended by this act, the pilot program established 169 

in Miami-Dade County under chapter 2016-68, Laws of Florida, may 170 

continue to operate under that chapter until the Miami-Dade 171 

County Board of County Commissioners establishes an exchange 172 
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program as defined in s. 381.0038, as amended by this act, or 173 

until July 1, 2021, whichever occurs first. 174 

 Section 4.  If any provision of this act or its application 175 

to any person or circumstance is held invalid, the invalidity 176 

does not affect other provisions or applications of the act 177 

which can be given effect without the invalid provision or 178 

application, and to this end the provisions of this act are 179 

severable. 180 

 Section 5.  This act shall take effect July 1, 2019. 181 
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GUIDELINES BETA RELEASE 

 

This publication is a guide to addiction treatment operation. It is written for providers by providers. 

Numerous NAATP Provider Members and staff members contributed to the writing of this guidebook 

(readers may notice shifts in tone and language from one commentary to the next). We value the wide 

range of voices that were involved in this effort.  

 

The effectiveness and usefulness of this Guidebook requires that it both set a proficiency standard for 

operation and be implementable in practice. NAATP has, therefore, released the Guidebook in this initial 

draft format to our members only as a Beta Version for member comment. The Guidebook is scheduled 

for formal publication in the Fall of 2019 following the comment period, giving NAATP the opportunity 

to improve the document based on additional member feedback.  

 

Please submit your comments to NAATP using the Quality Assurance Feedback Form.  

 

Comment period closes May 31, 2019. 

 

  

https://www.naatp.org/guidebook-feedback-form
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EXECUTIVE SUMMARY 

 

Since its founding in 1978, The National Association of Addiction Treatment Providers (NAATP and The 

National Association) has served as the national professional membership society and trade organization 

for addiction treatment providers. In this role, The National Association serves the field of addiction 

treatment through convening, education and training, provision of resources, member visibility, and 

public policy advocacy. During its 41-year existence, NAATP has nurtured the evolution of addiction 

treatment from a small cottage industry to a professional healthcare discipline.  

 

This publication, The Addiction Treatment Provider Quality Assurance Guidebook: A Guide to the Core 

Competencies for the Delivery of Addiction Treatment Services (The Guidebook and The Guidelines) is 

an important next step in that evolution. It identifies and provides implementation strategy for the core 

competencies of addiction treatment program operation, thereby empowering addiction treatment 

providers with clear direction for the proficient and ethical delivery of addiction treatment services.  

 

The Guidebook is the product of NAATP’s Quality Assurance Initiative (QAI), which was created to set a 

strong standard for treatment service delivery, below which no provider should fall, and at which level 

proficient services will be delivered. The QAI objectives are to Promote Best Business Practice, Deter 

Problematic Business Practice, Assist Payers in the Discernment of Services, Inform Law and Policy 

Makers, Educate and Protect the Consumer, and Train and Educate the Provider. The QAI is the National 

Association’s response to the need for clear and centralized professional industry guidelines. Absent such 

guidance, the addiction treatment field is inadequately defined, less effective in service delivery, and 

susceptible to problematic business practices that have damaged the reputation of the discipline and most 

importantly, harmed the consumer.  

 

The Guidebook identifies the core competencies of addiction treatment service through the nine 

categories of Operations; Admissions and Patient Screening; Employment, Training, and Credentialing; 

Billing; Discharge and Continuing Care; Outcomes Measures; Community Engagement, Public Relations, 

and Public Policy; Marketing, Advertising, and Visibility; and Ethics. Within these categories are 32 

specific Guidelines, each accompanied by an explanatory Commentary from an industry expert, followed 

by a list of Resources referenced to aid the provider in understanding and implementing the Guideline.  

 

NAATP and its members want membership in the National Association to be viewed as an indication of 

high-quality, reliable care. NAATP members agree to adhere to The Guidelines as a condition of 

membership. Taken together with the additional membership requirements of licensing, accreditation, and 

Ethics Code compliance, The Guidebook and The Guidelines outlined in this publication allow 

consumers, payers, and industry professionals to use the NAATP Addiction Industry Directory (The AID) 

with the confidence that the members listed therein are committed to the provision of reliable, proficient, 

and ethical addiction treatment.  

 

At its core, NAATP is its membership. As a membership organization, we are comprised of our parts, our 

members, and together we form a society that is stronger and more effective than the sum of its parts. As 

such, this is our Guidebook, written by NAATP members for NAATP members. Additionally, this 1st 

Edition of the Guidebook will not be its last. As the field of addiction treatment continues to evolve, so 

will this publication with future additions.       

 

 

  

http://naatp.org/resources/addiction-industry-directory
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THE GUIDELINES 

  

SECTION A: OPERATIONS 

 

Operations are a foundational element in effective and ethical provision of addiction treatment services. 

From organizational culture, leadership practices, and the physical space in which services are provided, 

to the values and philosophy that define an organization and map its trajectory, operations form the 

physical and cultural environment in which recovery happens.  

 

With these considerations, operations are a core component of the Quality Assurance Guidebook and are 

a container in which other components of addiction treatment are developed and implemented. Treatment 

Philosophy forms the overarching principles for the model of services; licensing, accreditation, and 

policies and procedures enhance quality, guide best practice, and ensure the safety of patients; governance 

and leadership practices are the basis of organizational culture and, ultimately, the guide for patients as 

they learn and develop relational skills; facilities are the physical environment in which recovery can 

happen and are the public face of treatment facilities.  

 

Mature organizations that have operated in the field for many decades have helped guide the field and set 

an example for the ways addiction treatment providers should operate. However, with changes in the 

field, insurance, and reimbursements for addiction treatment, the field has grown, and many organizations 

not grounded in the philosophical values-based legacy of recovery have devalued our work, undermined 

trust, and tarnished the reputation of the many quality providers.  

 

The purpose of this section is to provide a basis upon which treatment providers can develop and enhance 

operational systems within their organizations, and supply guidelines for the development and 

implementation of a minimum standard for treatment provider operations.  
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Guideline A-1: Treatment Philosophy 

 

Addiction Treatment providers should develop a treatment philosophy that includes their mission, values, 

services, and ethics. The treatment philosophy should be stated in their materials and made available to 

consumers. The treatment philosophy should recognize addiction as a multifaceted disease requiring 

multiple interventions provided along a continuum of care. The philosophy should describe the provider’s 
role or roles along the continuum of recovery and its use of best practices.  

 

Commentary 

 

Addiction treatment is a complex disease that is stigmatized, misunderstood, and difficult to treat. To 

guide its own operation and to assist in the consumer’s search for appropriate care, treatment providers 

must be accurate and transparent in describing the disease and the services available to address it.  

 

The National Association of Addiction Treatment Providers recognizes Substance Use Disorder as a 

treatable disease. Addiction is a primary and chronic disease of the brain characterized by biological, 

psychological, social, and spiritual manifestations. Without treatment, addiction is progressive and can be 

fatal. With treatment, individuals recover. A provider’s treatment philosophy should articulate these 

concepts and describe how the provider’s services address the disease and contribute to recovery as a 

process of change toward wellness and a life of potential.  

Addiction is best treated by an integrated and comprehensive model of care that addresses the medical, 

biological, psychological, social, and spiritual needs of individuals impacted by the disease of addiction. 

Best practices in the treatment of addiction occur along a continuum of care wherein an individual’s needs 

are addressed from assessment and diagnosis to stabilization and detoxification, primary residential and 

outpatient treatment, and the options for long-term recovery maintenance.  

NAATP values should guide the provider in stating its philosophy of care. NAATP values: 

 

• The history of significant contributions made by 12-step abstinence-based treatment to the 

sobriety of over twenty million Americans in recovery 

• Residential treatment’s vital, necessary, and essential place in the full continuum of care as a 

viable choice for the treatment of the disease of addiction 

• A comprehensive model of care that addresses the medical, bio-psycho-social and spiritual needs 

of individuals and families impacted by the disease of addiction 

• Outcome data that assesses the efficacy of treatment interventions 

• Education and training that promotes understanding of a continuum of care that embraces these 

values 

• Abstinence from all abusable drugs as an optimal component of wellness and lifelong recovery. 

Depending on bio-psycho-social and economic factors, there may be persons who might require 
medication assisted treatment for extended periods of time and perhaps indefinitely. However, 

medication alone is never sufficient to maintain long-term recovery 

• Research-driven, evidence-based treatment interventions that integrate the sciences of medicine, 

therapy, and spirituality including: 

o Pharmaceutical interventions including medications for reducing craving and withdrawal 

symptoms 

o Psycho-social interventions including cognitive behavioral therapy and motivational 

interviewing 

o Spiritual interventions including Twelve Step facilitated therapy and mindfulness 

meditation 
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o Behavioral interventions including nutrition and exercise  

 

Treatment philosophy statements should also include the provider’s commitment to conduct itself in all 

facets of business and clinical service pursuant to high ethical standards and should reference those 

standards. NAATP members must comply with the NAATP Code of Ethics and should state their 

commitment to the NAATP Code.  

 

Resources 

 

1. ASAM Public Policy Statement: Definition of Addiction 

2. SAMHSA Definition of Recovery 

3. NAATP Public Policy Statement 

4. NAATP Code of Ethics 

5. ASAM Treatment Placement Criteria 

   

 

Guideline A-2: Licensing 

 

Treatment providers should be state licensed at all locations for all services they market and provide. 

When state licensure is not available, providers should seek credentialing and support development of 

effective oversight that protects the patient and serves to professionalize the field. 
 

Commentary 

 

Licensing is used by regulatory agencies in city, county, and state jurisdictions to provide agencies in the 

behavioral health field the assurance that they have met certain predetermined standards of operating. 

These standards generally cover a wide array of categories such as safety, risk, outcomes, quality, 

treatment, etc. The process of licensing helps ensure the provider and its staff are trained, knowledgeable, 

and experienced to provide the licensed services. Being licensed for all services is a formal recognition by 

the regulatory agency that the provider has reasonably passed all required qualifications to provide the 

services in that city, county, or state. 

 

Licensing means that the organization, agency, or program was able to demonstrate evidence of 

implementation of all required standards. Licensure generally reduces risk to individuals served and 

assures minimum standards of quality care will be met.  

 

Resources 

 

1. NAATP List of State Licensing Agencies 

2. The Joint Commission 

3. CARF  

 

 

Guideline A-3: Accreditation 

 

Treatment providers should obtain national accreditation through a recognized accrediting body for all 

services provided at all locations. Providers should be transparent about their accreditation status and 

the services and locations that have been accredited.  

 

  

https://www.asam.org/docs/default-source/public-policy-statements/1definition_of_addiction_long_4-11.pdf?sfvrsn=a8f64512_4
https://www.samhsa.gov/find-help/recovery
https://www.naatp.org/sites/naatp.org/files/PolicyStatmentCURRENT_01.03.18.pdf
https://www.naatp.org/resources/ethics/code-ethics
https://www.asam.org/resources/the-asam-criteria/about
https://www.naatp.org/state-licensing-agencies
http://jointcommission.org/
http://www.carf.org/
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Commentary 

 

The two most widely recognized and used accrediting bodies in the substance use disorder treatment field 

are The Joint Commission and the Commission on Accreditation of Rehabilitation Facilities (CARF). The 

Joint Commission is a non-profit, tax-exempt U.S. based company that accredits more than 21,000 

healthcare organizations. It also has an international branch that accredits medical services around the 

globe. CARF is also a tax-exempt U.S. company that provides global accrediting services in the area of 

health and human services. CARF accredits 50,000 programs in 25,000 locations. Over 10 million 

individuals are served annually by 7,000 providers. 

 

In general, accreditation is a process that provides a framework for any behavioral healthcare organization 

to manage risk and improve quality, safety, treatment, and services. The accrediting organizations above 

are recognized by state regulatory and licensing bodies, and in some states are used for the licensing 

process or are mandated by state regulatory bodies. Additionally, for many third-party healthcare payers, 

accreditation is required or seen as an esteemed status that can increase your reimbursement rates. 

 

The accreditation process allows for a customized, intensive review of all of a provider’s programs and 

services and enhances staff recruitment, development, and retention due to its human resources standards. 

Accreditation is recognition by an independent organization or non-government agency, ensuring that a 

behavioral healthcare agency has met predetermined standards. In short, accreditation stands for quality, 

something we all strive for and want to represent.   

 

Resources 

 

1. The Joint Commission 

2. CARF 

 

 

Guideline A-4: Governance, Management, and Leadership 

 

Addiction treatment providers should develop and implement a governance structure and leadership 

practices that provide a framework for the operation of the company, within which management can 

effectively pursue the organization’s mission for the benefit of its patients.  
 

Commentary 

 

Member organizations of all complexities need structured leadership. The organization’s mission, vision, 

and values should first be embraced at the highest level of governance, e.g., a governing body, board of 

directors, or owners. On-site executives and managers whose leadership responsibilities encompass the 

provision of care and treatment are the next leadership level. They direct the services required to operate a 

licensed, accredited facility. Monthly operational meetings with a governing representative and quarterly 

board meetings satisfy accountability from the organization. 

 

How well leaders work together is the key to effective organizational performance. Value-centric 

leadership philosophies have replaced autocratic ones. The best leaders exhibit both core values and 

ethics in their leadership style and actions. The goal is to provide employees with the resources needed to 

be successful, share organizational vision, encourage the exchange of ideas, and be continuously seeking 

new and better ways to achieve success.  

 

Offering patient satisfaction questionnaires at discharge, and compiling and sharing them monthly with 

department managers, is an excellent way to measure patients’ perceptions of care quality. Similarly, an 

http://jointcommission.org/
http://www.carf.org/
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annual questionnaire through which employees can evaluate their jobs and benefits may be equally 

valuable.   

 

Again, every organization must have a leadership structure that supports its particular operation. In some 

organizations, leaders have distinct roles. In others, one person may perform several leadership functions. 

What they have in common is that leadership is essential to the success or failure of the organization. 

 

Resources 

 

1. Jim Collins, Good to Great: Why Some Companies Make the Leap and Others Don’t 

2. Simon Sinek, Start with Why: How Great Leaders Inspire Everyone to Take Action  
3. The Arbinger Institute, Leadership and Self-Deception: Getting Out of the Box  
4. Jeff Sutherland, Scrum: The Art of Doing Twice the Work in Half the Time  

5. Gino Wickman, Traction: Get a Grip on Your Business  
 

 

Guideline A-5: Policies and Procedures 

 

Addiction Treatment Providers should develop, maintain, and adhere to policies and procedures in 

compliance with licensing and accreditation requirements, which govern the operation of the treatment 
facility, inform staff activity, and protect the patient. Policies and procedures should be regularly 

reviewed and updated to reflect changes in best practice and the evolution of licensing and accreditation 

standards.  

 

Commentary 

 

The provision of healthcare services continues to increase in complexity and, as a result, risk potential. 

Formalized policies and procedures mitigate this risk by promoting workplace safety, regulatory 

compliance, and the delivery of safe, high-quality care.   

 

Well-written, up-to-date policies and procedures reduce practice variability and facilitate adherence to 

industry-recognized professional practices. A major source of error and oversight can result when 

employees rely on memory, which can be overtaxed and flawed. Formalized written policies and 

procedures serve as resources for all staff, particularly new employees. Outdated or non-existent policies 

and procedures may result in patient harm or malpractice claims. 

 

Creating and maintaining comprehensive written policies and procedures is challenging in light of ever-

increasing demands on healthcare managers, but it is critical in providing quality patient care. 

 

Resources 
 

1. PSQH Policies and Procedures for Healthcare Organizations 

2. AHIMA Practical Advice for Effective Policies, Procedures 

 

 

  

https://www.amazon.com/Good-Great-Some-Companies-Others/dp/0066620996/ref=sr_1_2?hvadid=241609564255&hvdev=c&hvlocphy=9028770&hvnetw=g&hvpos=1t1&hvqmt=e&hvrand=10688825435936948794&hvtargid=kwd-8544706511&keywords=%27good+to+great%27&qid=1552340916&s=gateway&sr=8-2&tag=googhydr-20
https://www.amazon.com/Start-Why-Leaders-Inspire-Everyone/dp/1591846447/ref=sr_1_1?crid=1BA107X1FB53A&keywords=always+start+with+why&qid=1552341056&s=gateway&sprefix=always+start%2Caps%2C161&sr=8-1
https://www.amazon.com/Leadership-Self-Deception-Getting-Out-Box/dp/1576759776
https://www.amazon.com/Scrum-Doing-Twice-Work-Half/dp/038534645X/ref=sr_1_3?keywords=SCRUM&qid=1552341029&s=gateway&sr=8-3
https://www.amazon.com/Traction-Get-Grip-Your-Business/dp/1936661837/ref=sr_1_1?crid=8SLBWTT7DH36&keywords=traction+book&qid=1552341117&s=books&sprefix=traction%2Cstripbooks%2C169&sr=1-1
https://www.psqh.com/analysis/policies-and-procedures-for-healthcare-organizations-a-risk-management-perspective/
http://library.ahima.org/doc?oid=59451#.W3HUKenruJA
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Guideline A-6: Strategic Planning 

 

Addiction treatment providers should engage in periodic strategic planning within their organizations 

and produce written strategic plans that define the organization’s mission, vision, values, goals, 

objectives, and actions. The strategic plan should include implementation and accountability mechanisms 

that inform organizational activity, priorities, and staff efforts.   
 

Commentary 

 

The strategic plan is both a process and a product. It is a process through which organizational leadership 

teaches itself, through honest and transparent evaluation, its current identity and its future potential. The 

product of this process is a comprehensive high-level strategic plan: a roadmap to success, which 

permeates the entire organizational structure. The strategic plan begins with vision and mission and 

concludes with measurable implementation actions. It, in turn, informs the daily operations of the 

organization through shorter term and granular operating plans.  

 

Strategic plans vary in term. Whereas such plans were once five to even ten years in term, the modern 

ever-changing business climate, and the addiction treatment climate in particular, suggest that such plans 

be in the range of one to three years in term. 

 

Addiction treatment entities are businesses regardless of entity form. For-profit, public, and not-for-profit 

entities are all business operations formed as sole proprietorships, partnerships, and various corporation 

types. Not-for-profit operations, typically formed as state not-for-profit corporations and so designated by 

the IRS for tax purposes, are no less business operations than the others. Likewise, all such entities can 

and should be mission driven. NAATP member organizations, pursuant to NAATP values and ethics, 

should be grounded in the fundamental mission to serve the patient through the provision of best practice 

addiction treatment. Mission should dictate business practice and not the converse. 

 

Strategic planning sessions should be facilitated by outside individuals or organizations that specialize 

and have demonstrated proficiency in strategic planning. Organizational effectiveness is dependent on 

both internal and external perspective. Organizations should devote adequate time and resources to this 

process and not view strategic planning as merely a necessary box to check.         

 

The strategic planning process and product should consider organizational administration, service, and 

development, and may include the following components: 

1. Executive Summary  

2. Mission and Vision  

3. Environmental Analysis 

4. SWOT Analysis (Strengths, Weaknesses, Opportunities, and Threats)  

5. Goals, Priorities, and Strategies  

6. Finance 

7. Evaluation 

8. Staffing 

9. Operational Tasks 

Integral to strategic plan effectiveness is accountability. The plan should not only contain measurable 

objectives, but those objectives should be reviewed for implementation outcomes at timely intervals. 
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Resources 

 

1. NAATP Strategic Plan 

2. Harvard How to Write a Strategic Plan 

3. Nonprofit Strategic Planning 

4. Harvard Business Essentials: Strategy 

 

 

Guideline A-7: Facilities 

 

Treatment providers should operate, maintain, and utilize facilities in a way that is consistent with zoning 
and intended use, enhances the therapeutic environment, conveys a safe and professional setting, and 

integrates within the surrounding community.    
 

Commentary 

 

Clarity of purpose and use is important for an addiction treatment facility. It should align with the stated 

purpose of the zoning. Only the licensed addiction services for the zoning permit should be housed at that 

site. 

 

Addiction treatment is a medical, professional service and the facilities and the accompanying grounds 

should be conducive to professional treatment and create a professional environment. Facilities and the 

accompanying grounds should be clean, safe, secure, confidential, amenable to effective clinical 

interventions, and should honor and respect the dignity of the persons served. 

 

Continued stigmatization of addiction treatment and individuals with substance use disorder can lead 

communities to resistance addiction treatment providers operating within their neighborhoods. 

Appropriate use and maintenance of facilities mitigates stigma and community resistance. Addiction 

treatment is a community service. Treatment providers, in their facilities and operations, should function 

as a part of the community and have a positive impact on the community.  

 

Resources  

 

1. Facility Guidelines Institute, 2018 Guidelines for Design and Construction 

2. Joint Commission Comprehensive Accreditation Manual for Behavioral Healthcare 
3. CARF 2019 Standards Manuals & Workbooks 

 

  

 

  

https://www.naatp.org/sites/naatp.org/files/StrategicPlan2016-2018FINAL%3APUBLIC.pdf
https://projects.iq.harvard.edu/files/hks-communications-program/files/pp_how_to_write_a_strategic_plan.pdf
https://www.councilofnonprofits.org/tools-resources/strategic-planning-nonprofits
https://hbr.org/product/harvard-business-essentials-strategy-create-and-implement-the-best-strategy-for-your-business/6328-PBK-ENG
https://www.fgiguidelines.org/guidelines/2018-fgi-guidelines/
https://www.jcrinc.com/2019-comprehensive-accreditation-manual-for-behavioral-health-care-cambhc-/cbhc19/
http://bookstore.carf.org/miva/merchant.mvc?Store_Code=CB&Screen=CTGY&Category_Code=2019_SMY
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SECTION B: ADMISSIONS AND PATIENT SCREENING 

 

Admissions and Patient screening are critical components of quality, ethical, evidence-based treatment. 

Appropriate screening prior to admission and throughout treatment helps to ensure that the facility is 

capable of meeting patient needs, identifies co-occurring physical and behavioral health conditions, and 

offers a means of monitoring progress throughout treatment.   

 

This process should begin with the initial patient contact, where information is gathered to identify 

whether the facility is capable of effectively meeting patient needs or the patient would be better served 

through referral to an alternate provider.  

 

Upon admission, a comprehensive assessment identifies patient needs and diagnosis, assesses for 

appropriate care recommendations, and helps develop initial treatment plans. Research shows that over- 

and under-providing leads to less favorable outcomes, so care should be taken in appropriately assessing 

and placing patients within the spectrum of care.   

 

Ongoing assessment and screening throughout treatment helps to identify patient progress, areas of 

continued need, and areas within the treatment plan that should be amended.  

 

The purpose of this section is to provide guidelines for admissions and patient screenings at addiction 

treatment facilities.  
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Guideline B-1: Admission Process 

 

Addiction treatment providers should follow a written admissions process that governs admission 

criteria, decision making, and intake procedure at the facility. The process should include informed 

consent for treatment that provides information on the anticipated length, intensity, and cost of treatment, 

as well as levels of care and treatment modalities available at the facility.  
 

Commentary 

 

The addiction treatment field believes that provision of services is based on the identified needs, 

preferences, strengths, and goals of the individual served, and that the agency is professionally and 

ethically responsible for providing care that is within its capability, mission, and in accordance with 

applicable laws and regulations.   

 

A preliminary assessment is conducted prior to admission where a diagnostic impression of substance use 

and/or mental illness is made based upon the Diagnostic and Statistical of Mental Disorders, as well as a 

recommendation for level of care. A structured interview may take place over the phone, via video 

conference, or face-to-face. A complete face-to-face assessment should be completed upon every 

admission to services. For substance use disorder clients, treatment placement should reference 

established placement criteria like ASAM PPC-2R. 

 

Additionally, so that clients may make knowledgeable decisions and choices about their care, the client 

and family (if applicable) should be provided with information regarding the nature and goals of care, the 

hours of service, the cost of care, and client and family rights and expectations for the level of 

involvement in their own care. These elements should include forms identifying client rights and 

responsibilities, HIPAA Notice of Privacy Practices, and financial responsibility. The client should 

acknowledge their receipt and understanding of this information to verify informed consent. 

 

Resources 

 

1. ASAM Placement Criteria 

2. ASAM Screening & Assessment Tools 

 

 

Guideline B-2: Patient Screening and Assessment 

 

Addiction treatment providers should conduct screenings with patients before admission, at intake, and 

throughout treatment to determine if the facility is equipped to treat the patient, assess patient needs, 
inform treatment planning, and measure progress throughout treatment. Assessments and screening tools 

utilized by addiction treatment providers should be normed and validated for their intended use.  
 

Commentary 

 

Addiction Treatment providers have a responsibility to provide initial screening and ongoing assessments 

for all patients in programming. Prior to admission, conduct a brief screening to ensure the facility is 

capable of meeting the specific needs of the prospective patient. If the screening results in a decision that 

the provider is not capable of meeting the patient’s needs, the provider must refer to the appropriate level 

of care.  

 

Upon admission into programming, a thorough and complete assessment of patient’s history across all 

functional areas is required to determine applicable diagnoses, make an appropriate recommendation for 

https://www.asam.org/resources/the-asam-criteria
https://www.asam.org/education/live-online-cme/fundamentals-program/additional-resources/screening-assessment-for-substance-use-disorders/screening-assessment-tools
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level of care needs, and assist in developing an initial treatment plan based on patient's specific needs and 

problem areas. Cross-functional areas to be assessed should include: thorough use history, including 

DSM-5 diagnostic criteria for each substance used; detox history; withdrawal potential; biomedical 

concerns, including medications; history of behavioral health concerns, including medications; readiness 

to change; internal and external motivation factors; treatment and recovery history; relapse risks and 

recovery assets; legal history; employment history; and home environment.  

 

Continual reassessment, at least weekly, is essential to ensure proper recommendations continue to be 

made regarding length of stay and level of care placement and that current needs are being addressed via 

the treatment plan.   

 

Resources 

 

1. ASAM Placement Criteria 

2. PHQ-9 (Depression) 

3. GAD-7 (Anxiety) 

4. ADHD Self-Report Scale (ADHD) 

5. MDQ Scale (Mood disorders) 

 

https://www.asam.org/resources/the-asam-criteria
https://www.naatp.org/sites/all/modules/civicrm/extern/url.php?u=6213&qid=940648
https://www.naatp.org/sites/all/modules/civicrm/extern/url.php?u=6214&qid=940648
https://www.naatp.org/sites/all/modules/civicrm/extern/url.php?u=6215&qid=940648
https://www.naatp.org/sites/all/modules/civicrm/extern/url.php?u=6216&qid=940648
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SECTION C: EMPLOYMENT, TRAINING, AND CREDENTIALING 

 

In many respects, an addiction treatment provider’s staff is its product. Whether implementing 

programming, overseeing the patient milieu, dispensing medications, or ensuring the safety and wellbeing 

of patients, the staff are a primary resource within the treatment environment. With this consideration in 

mind, appropriate staff credentialing and training are critical to ensuring appropriate care is available to 

patients, that patients are safe and receiving quality treatment, and that the facility is capable of offering 

the services it markets.  

 

Staff also represent the programs they work for and, in some respects, the treatment field generally. If a 

patient has a negative experience with a staff member, it may create a negative impression of the 

treatment facility and of the field more broadly, undermining the facility’s ability to build therapeutic 

rapport and the patient’s potential treatment outcomes.  

 

As a professional healthcare service, it is important that treatment providers hire, train, and compensate 

staff in a way that furthers professionalism and raises standards within the field. Historically, treatment 

providers have hired from within, promoting former patients into staff positions. While there may be 

value in this practice, special care and consideration must be taken to promote well-being for both former 

and current patients.  

 

The purpose of this section is to provide guidelines that assist treatment providers in developing and 

enhancing systems for employment, staff training, and credentialing.  
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Guideline C-1: Staff Training 

 

Addiction treatment providers should ensure that all personnel receive adequate training around their 

individual roles, responsibilities, and organizational expectations in the provision of safe, ethical, and 

high-quality services.    

 

Commentary  

 

Addiction treatment providers should provide ongoing training and continuing education at the providers’ 

expense and offer incentives for staff to seek additional education that expands their competence and 

serves to further professionalize the field.    

 

Training opportunities should be reviewed and updated regularly to match organizational goals and 

scientific research, and to ensure continuous organizational improvement based on identified areas for 

growth. Clinical staff should receive training in evidence-based practices and complete regular 

assessments of clinical competencies.   

 

Non-clinical or support staff should receive basic information on addiction, the nature of the services 

provided, and general information about the patient population, including the likelihood of co-occurring 

mental health issues and trauma histories. All staff should receive training in customer service, empathic 

communication skills, field ethics, organizational culture and values, cultural competence, sexual 

harassment prevention, and self-care. 

 

Resources 

 

1. NAADAC Education Resources 

2. NAATP Webinar Series 

 

 

Guideline C-2: Professional Staff Credentials 

 

Addiction treatment providers should employ professional staff who have obtained appropriate 

credentials for the services they provide. Clinical and medical staff should be licensed and have the 
appropriate educational background and credentials to effectively and professionally carry out their job 

duties.  

 

Commentary 

 

For all clinical staff, a Primary Source Verification must be completed to ensure they have the required 

credentials to provide services. Primary Source Verification means verifying credentials through direct 

contact with an issuing organization. Education, certification, and licensure should be verified online with 

the issuing institution or agency, or their official designate. A job applicant’s highest level of education, 

area of study, and graduation date should be verified, as well as any certification and licensure, and the 

corresponding issuance and expiration dates. It is a field imperative that organizations support ongoing 

education and development in their employees by providing opportunities to obtain advanced education 

and licensure. It is critical for organizations to have an internal or external system that will verify 

credentials annually. 

 

Uncertified or unlicensed employees hired or promoted into a position that provides clinical services and 

who have not previously provided clinical services, must become certified or licensed within two years of 

https://www.naadac.org/education
https://www.naatp.org/training/naatp-webinar-series
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the date of hire or promotion. A clinical staff member may not work in any supervisory capacity until the 

certification or license requirements as stated are met.   

 

Certified employees are responsible for maintaining their certification by completing the required 

continuing education hours as outlined by the IAODAPCA. Licensed staff, including Licensed 

Psychologists, must be licensed prior to employment and are responsible for maintaining their licensure 

for continued employment. Nursing staff, including Licensed Practical Nurses, Registered Nurses, 

Nursing Supervisor and Intake/Nursing Manager, must be licensed prior to employment and are 

responsible for maintaining their licensure for continued employment. 

 

Any employee not meeting the qualifications set forth above will not provide direct clinical or medical 

services until the certification and licensure qualifications are met.  

 

Resources  

 

1. NASADAD, State Regulations on Substance Use Disorder Programs and Counselors 

2. National Association for Alcoholism and Drug Abuse Counselors 

3. NAATP List of State Credentialing Boards 

4. American Society of Addiction Medicine  

5. American Medical Association 

6. National Association of Social Workers 

7. American Psychological Association 

8. American Counseling Association 

 

 

Guideline C-3: Salaries 

 

Addiction treatment providers should compensate and offer benefits to their staff at competitive levels 
that support professionalization of the field and help to recruit and retain competent staff with credentials 

and experience to perform their job functions.  
 

Commentary 

 

Ensuring that salaries are competitive is critical in attracting and retaining qualified staff, particularly as 

the need for SUD counselors continues to grow. The increase in employment of SUD counselors is one of 

the highest projected growth increases of any occupation listed in the U.S. Occupational Outlook 

Handbook. A 22 percent rise in employment opportunities is predicted between 2014 and 2024. 

 

Before determining salary, it’s important for addiction treatment providers to assess the value of the 

position. Developing a detailed job description that outlines all expected duties and responsibilities is a 

helpful starting point. Think critically about the value the position provides to the organization. What 

level of education and experience, and which certifications, are necessary to get the job done? What 

would someone reasonably expect to be paid in that role? 

 

A key component to determining salary is offering payment that is competitive. The going rate for a job 

will be influenced by location. Researching wages in the area, as well as within the addiction treatment 

field, may help determine what an employee will expect to be paid. Researching wages can indicate 

whether or not the treatment organization will be able to sustain the salary for the position being filled, 

while providing valuable insight about how qualifications, experience levels, and education influence 

salary.    

 

http://nasadad.org/pageviewer/?target=2010/12/State_Regulation_of_SUD_Programs_and_Counselors-7-26-13.pdf
http://naadac.org/
https://www.naatp.org/state-licensing-agencies
http://asam.org/
https://www.ama-assn.org/
https://www.socialworkers.org/
https://www.apa.org/
https://www.counseling.org/
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The NAATP National Addiction Industry Salary Survey is a great resource that provides salary and 

benefits information for a wide range of positions typically found among addiction treatment providers. 

Data is collected from NAATP Provider Members and can assist in benchmarking for the organization. 

Addiction treatment providers may also reference salary information websites, classified job listings, or 

data on the Bureau of Labor Statistics website to research what competitors are paying for similar 

positions.   

 

Beyond salary, providers should also consider offering a competitive range of benefits. Employee benefits 

typically refer to retirement plans, health insurance, life insurance, disability insurance, vacation, sick 

time, etc. Benefits are increasingly expensive for businesses to provide to employees, so it is important to 

carefully consider the range and options of benefits being offered. Offering low-cost or no-cost perks such 

as development opportunities, flexible hours, or working remotely may help with workforce retention.   

 

Employer surveys have shown that the value of benefits accounts for, on average, about 30 percent of an 

employee’s total compensation. Benefits like health insurance and a retirement plan could be worth a few 

thousand dollars. Providers should consider cost sharing with employees. Certain benefits like health 

insurance are often paid, at least in part, by employees because of the high costs of health insurance. 

Providers must ensure that the total compensation, including salary and benefits, offered fits the financial 

capabilities of the organization and is commensurate with local employment offerings and within the 

broader treatment field.  

 

Resources 

 

1. NAATP Salary Survey  

 

 

Guideline C-4: Hiring Former Patients 

 

Addiction treatment providers should have a written policy governing the hiring of former patients that 

protects the former patient from exploitative relationships, prevents them being placed in a position of 
power over former peers, and ensures that the facility and treatment staff are not placed in a position of 

dual relationships with former patients.  

 

Commentary 

 

The addiction treatment field has a practice of employing treatment alumni. There is a belief that this 

enhances the cultural integrity of the organization, provides an opportunity for patients to give back, helps 

them to develop employment-related skills, and places former patients in a position where their personal 

experience in recovery can benefit others. However, in a healthcare model, this practice generates ethical 

considerations related to the wellbeing of the patient, which must be the primary concern of the treatment 

provider even after the initial treatment episode ends. While personal experience in recovery can be a 

great asset in peer and social support systems, this experience is not a professional credential and, in 

itself, does not provide the training or qualifications needed to deliver services in a professional setting.  

 

Within addiction treatment, employing alumni is inherently a conflict of interest, and must be carefully 

managed. The practice places providers in a position of balancing therapeutic goals established during 

treatment with the financial and business interests of an employer. For the former patient, these become 

inexorably linked, potentially leading to the loss of therapeutic and social support systems in the event of 

relapse or termination from employment.  

 

https://www.naatp.org/resources/treatment-outcomes-surveys
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The dual relationship created by employing alumni also establishes a power differential between the 

patient and their now-colleagues, as well as between the patient and their former peers in treatment. The 

disparity in interpersonal knowledge and power between the alumnus-employee, fellow staff, and former 

peers increases the potential for inappropriate and exploitative relationships.  

 

Finally, employing alumni may place clinical staff in a position where they must maintain a professional 

relationship with former patients, a practice that may be in violation of the clinicians’ own professional 

ethics.  

 

With these considerations, addiction treatment providers should develop and adhere to a written policy 

related to the hiring of former patients, which will serve to protect patients, staff, and the institution.  

 

Resources 

 

1. Social Work Today: Hiring Former Clients 

2. APA The Principles of Medical Ethics 

 

  

https://www.socialworktoday.com/news/eoe_0616.shtml
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&cad=rja&uact=8&ved=2ahUKEwjZku6V1ozhAhVmw4MKHVxpDYMQFjABegQICRAC&url=https%3A%2F%2Fwww.psychiatry.org%2FFile%2520Library%2FPsychiatrists%2FPractice%2FEthics%2FOpinions-of-the-Ethics-Committee.pdf&usg=AOvVaw13BbwfS-uCvvwnZxA2eh8I
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SECTION D: BILLING 

 

Billing practices in addiction treatment have changed rapidly in recent years. Historically, many addiction 

treatment providers operated through cash pay models. Changes in insurance regulation and a better 

understanding of addiction as a disease have increased access to insurance-based payment models. Now, 

most providers operate largely on revenue from private insurance. In the most recent NAATP Salary 

Survey, NAATP Members reported that approximately 60% of revenue came through insurance 

reimbursements.  

 

Despite this being the primary source of revenue for addiction treatment providers, some providers 

remain ignorant of regulations governing insurance billing at the policy, state, and federal levels, and 

continue to engage in inappropriate billing practices.  

 

Billing practices vary from state to state and between policies. It is important that addiction treatment 

providers understand the regulatory environment and underlying policy language when billing insurance.  

 

Better enforcement of parity law and inclusion of coverage for substance use disorders as an essential 

benefit under the Affordable Care Act have enhanced access to addiction treatment services and 

significantly expanded the addition treatment field. Along with the expansion came greater opportunity 

for profit, and some addiction treatment providers have responded by exploiting the system, billing 

unconscionable rates, and over-utilizing toxicology and treatment services.  

 

These practices are shifting the pendulum and have caused some insurers to drastically reduce allowable 

rates, restrict authorized days, and increase premiums and out-of-pocket costs for patients. This damages 

patients financially, reduces access to care, and harms the credibility of quality addiction treatment 

providers. Continued problematic practices in billing undermine provider and trade group efforts to 

effectively advocate for parity enforcement and reasonable reimbursements for providers.  

 

It is the purpose of this section to provide guidelines that assist providers in developing policies, 

procedures, and best practices for billing, receiving, and collection of patient responsibility.  
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Guideline D-1: Calculating Cost of Service 

 

Addiction treatment providers should understand the cost of providing the services offered at their facility 

and have a methodology for calculating these costs. Providers should utilize the cost of providing a given 

service when calculating their billed rates, developing network contracts, and forecasting business 

operations.  
 

Commentary 

 

The field of addiction treatment has evolved structurally over the past fifty years with changes in clinical 

models, staffing expectations, and reimbursement opportunities. Evolution in payment and reimbursement 

has accelerated its change cycle dramatically from 2008-2018. Prior to 2008, treatment opportunities 

lived primarily in two domains. The first treatment opportunity was for those individuals and families 

with the assets and resources necessary to pay for high-dollar private treatment. The second treatment 

opportunity was available only to those individuals and families at or below 200% of the poverty level. 

Middle class families, the working poor, and upper middle-class families had extremely limited access 

without a mechanism to use private insurance to pay for treatment.  

 

Parity laws and health reform in the 1990s and 2000s led to a requirement that all plans provide 

reimbursement for SUD residential and outpatient care. Consequently, many existing providers moved to 

a business position where they were able to bill insurance, and a new market was created through private 

equity monies, which introduced large numbers of providers and increased competition. As a result, 

providers have an imperative to manage and forecast cost if they want to remain viable and competitive in 

a managed care insurance environment.  

 

Successfully forecasting costs provides many avenues of growth and sustainability for providers. The first 

benefit is related to the negotiation strength of providers with payers. Public and commercial payer 

reimbursement rates are often lower than cost, and payers are extremely resistant to increasing rates 

outside of annual riders. Demonstrating empirically the cost of service can lead directly to material 

market adjustments to rates. Strategically, cost forecasting is critical when considering expansion. 

Underestimating expense can lead to an organization expanding into a market, service line, or population 

that costs more than it earns, threatening the entire organization. Providers should develop competency or 

partner with provider partners capable of forecasting expense and revenue for long-term success. 

 

Resources 

 

1. Small Business Administration Learning Center   

 

 

 

Guideline D-2: Reasonable Billing Margins 

 

Addiction treatment providers should utilize their calculated cost of providing services in the development 
of billed rates. Billed rates should reflect reasonable profit margins consistent with other healthcare 

areas. 
 

Commentary 

 

With the emergence of the Affordable Care Act, better enforcement of parity, and more funding being 

directed toward addiction treatment services, treatment of substance use disorders has emerged as a 

profitable business, drawing the interest of private equity and other profit-driven providers.  

https://www.sba.gov/learning-center
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A lack of clear standards for reasonable billing and continued separation from mainstream healthcare 

have led to billing practices focused on revenue, rather than reasonable profit margins based on the cost of 

goods sold. Unconscionable markups for toxicology and treatment services have damaged the field, led to 

greater scrutiny from regulators and insurance providers, and reduced consumer confidence in the quality 

and ethics of addiction treatment. These practices have led to difficulty receiving reasonable 

reimbursements from payors, and challenges securing adequate authorizations to provide the care that is 

clinically indicated.  

 

While practices such as the “robin hood model,” i.e., overbilling in order to subsidize patients or services 

that underpaid, or exorbitant billing for out of network services to capture allowable rates may pay off in 

the short term, these practices devalue the field, cause financial harm to patients, and create greater 

difficulty in acquiring authorizations needed to serve patients effectively and fair reimbursements that 

sustain the field.  

 

Amounts billed for services should be reasonable and based on a reasonable markup on the cost of 

providing services.  

 

Resources 

 

1. Congressional Budget Office, Projecting Hospitals’ Billing Margins 

 

 

Guideline D-3: Usual, Customary, and Reasonable Rates 

 

Addiction treatment providers should work with payers and trade groups to standardize and make public 

usual, customary and reasonable rates, and understand the usual and customary rates for the services 

they provide. Addiction treatment providers should consider these rates when developing their billing 
policies and have justification for billing amounts that significantly differ from what is usual and 

customary.  
 

Commentary 

 

Within the addiction treatment field, there is little transparency with regard to billing. While many 

healthcare services and procedures have established expected billed rates based on geographic location, 

billed rates for addiction treatment services often remain opaque and vary widely, especially when billing 

out of network. Addiction treatment providers should work to standardize Usual, Customary and 

Reasonable (UCR) rates within a given geographic location and be able to justify their billed rates.    

 

Unconscionable billing practices have been highlighted in national news media, especially in regard to 

toxicology and lab billing. While some of these loopholes have been closed, certain addiction treatment 

providers continue to manipulate their out-of-network billing practices and bill unreasonable rates. These 

practices damage patients and devalue the addiction treatment field. By developing reasonable fees for 

services, providers strengthen their ability to appeal denials of services and underpayments. 

 

The NAATP Code of Ethics requires that “Fee structures must be reasonable, transparent, and available to 

the public.” When it comes to network contracts, providers may be prohibited from disclosing the rates 

negotiated under the contract. However, rates developed for private pay and out-of-network billing are not 

governed in this way, and should be made publicly available, and be Usual, Customary, and Reasonable.  

 

  

http://www.cbo.gov/sites/default/files/114th-congress-2015-2016/workingpaper/51919-Hospital-Margins_WP.pdf
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Resources 

 

1. Find A Code: UCR Payment Pricing 

2. Recovery Research Institute: Addiction Treatment Insurance Guide 

3. Modern Healthcare, Transparency: Washington’s Healthcare Plan 

 

 

Guideline D-4: Balance Billing and Receiving 

 

Addiction treatment providers should develop and adhere to a written policy regarding balance billing 

that complies with state law, network contracts, and insurance policy documents. Balance billing should 
be uniform for all patients and insurance policies, except if specifically addressed in an in-network 

contract or policy documents when billing out of network.  
 

Commentary 

 

Balance billing generally involves those amounts that are not otherwise covered by insurance or patient 

financial responsibility portions (e.g. copayments, deductibles, or coinsurance). These amounts often 

represent the difference between what is covered by insurance and the actual cost of treatment. In order to 

ensure clear and consistent communications with patients, treatment providers should clearly and 

conspicuously disclose the cost of treatment and any treatment modalities likely to be denied by a 

patient's insurance company. This will ensure that a patient and his or her family are properly informed 

about potential financial consequences at the inception of treatment. Additionally, many states have now 

adopted surprise billing laws that prohibit balance billing unless a medical provider adheres to very strict 

disclosure, notification, and patient signature requirements. Not all of these surprise billing laws will 

apply to addiction treatment providers; however, providers should carefully monitor such laws to ensure 

that if they are out of network for a particular insurer, then they are complying with surprise billing laws 

if applicable.   

 

As an aside, HMO contracts generally prohibit in-network providers from balance billing their members. 

Thus, careful review of network contracts is also necessary to ensure that a provider is complying with a 

particular insurer's balance billing requirements. 

 

Resources 

 

1. NAIC State Departments of Insurance Map  

 

 

Guideline D-5: Toxicology 

 

Addiction treatment providers should have a written policy governing the use of and billing for toxicology 

provided at the facility. The type and frequency of testing should be decided based on disease severity, 

current best practices, and the clinical interests of the patient. Drug testing regimens should consider 
past toxicology results, length of sobriety, patients’ stated history of recent substance use, and other bio-

psycho-social-spiritual considerations that may influence the likelihood of substance use. Billing for 
toxicology should be reasonable and related to the actual cost of providing the service.   

 

Commentary 

 

Drug tests are tools that provide information about an individual's substance use, and the decision to use 

any tool in healthcare should be grounded in the principles of improved patient care and outcomes. Any 

https://www.findacode.com/articles/ucr-payment-pricing-fact-or-myth.html
https://www.recoveryanswers.org/resource/navigating-addiction-insurance/
https://www.modernhealthcare.com/article/20190202/NEWS/190209989/transparency-washington-s-healthcare-plan
https://www.naic.org/state_web_map.htm
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practitioner involved with the care of patients with addiction should understand what information drug 

testing can and cannot convey. Drug testing has been referred to as the "technology of addiction 

treatment," but, like any technology, its value depends on whether it is utilized correctly. Drug testing is 

only an effective technology when the right test is selected for the right person at the right time.  

 

Test selections should be individualized based on patients' clinical needs and may be guided by patients' 

self-reported substance use. Individualization of a test does not mean that every patient will get a different 

test, but that he or she can, if the circumstances warrant it. Drug-testing panels should be based on 

patients’ drug of choice, prescribed medications, and drugs commonly used in patients’ geographic 

location and peer group. Frequency of testing should be dictated by patient acuity and level of care. There 

is currently insufficient evidence that more frequent testing leads to decreased substance use. In general, it 

is not necessary to identify every instance of a patient's substance use to evaluate the patient’s acuity or 

severity. 

 

Providers should always consider cost, both to patients and insurers, when choosing drug tests. Smarter 

drug testing means careful consideration of the financial costs of testing in relationship to the value and, 

in many cases, medical necessity of the test results. Examples of inappropriate and often costly drug 

testing practices include the routine use of large, arbitrary test panels; unnecessarily frequent drug testing, 

without consideration for the windows of drug detection; and the confirmation and quantification of all 

presumptive positive and negative test results. These and other inappropriate drug testing practices are 

harmful, not only because they waste valuable resources, but because they do not fit the standards of 

appropriate clinical care.  

 

With these considerations, addiction treatment providers should develop and adhere to a written policy 

related to the use of and billing for toxicology provided at the facility.  

 

Resources 

 

1. ASAM Appropriate Use of Drug Testing in Clinical Addiction Medicine. 

2. SAMHSA Drug-Free Workplaces: Drug Testing  

 

 

Guideline D-6: Deductibles and Copays 

 

Addiction treatment providers should, by policy, collect all patient responsibility under the insurance 

policy being billed including deductibles and copayments, in alignment with the network contract, or 

policy documents when billing out of network. Exceptions to the policy should be documented, comply 

with insurance policy or contract guidelines, and not be standard business practice. Routine waiver of 
patient financial responsibility related to deductibles and copays is prohibited. Waivers must not be 

provided except in the case of demonstrable financial hardship, based on written objective criteria in 
alignment with insurance policy guidelines. 

 

Commentary 

 

The addiction treatment field is marked by a desire to assist patients in the recovery process.   In many 

instances, those patients have exhausted all financial resources, leaving them with limited access to 

treatment. Since the passage of the Mental Health Parity and Addiction Equity Act (MHPAEA), 

individual and group insurance policies should provide addiction treatment coverage(s) that are on par 

with medical and surgical benefits. Thus, in theory, anyone who can afford the related premium should be 

able to procure insurance coverage with addiction treatment benefits. Of course, those benefits can vary 

greatly among and between insurance policies, but one constant is the requirement that the patient or 

https://www.asam.org/resources/guidelines-and-consensus-documents/drug-testing
https://www.samhsa.gov/workplace/resources/drug-testing
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insured meets the personal financial requirements of the underlying insurance policy. These generally 

come in the form of deductibles, coinsurance, and copays. Many insurance policies require that patients 

satisfy these financial responsibilities before claims are paid to treatment providers. For example, copays 

and fixed deductibles must be paid by patients in advance of any claim payments made to treatment 

providers.   

 

The routine waiver of patient financial responsibility amounts has been held by courts to interfere with the 

contractual relationship between the patient and the insurance company.   Since the underlying policy 

requires that such financial responsibility be assumed by the patient, the waiver of such amounts by the 

treating provider may be held to interfere with that contractual relationship. 

 

In the event the insurance company believes that the waiver of patient financial responsibility amounts is 

occurring, they may pend or deny claims and request definitive evidence that those amounts are being 

properly collected. At a minimum, this could lead to delay in the payment of claims and, if the addiction 

treatment provider is waiving such patient financial responsibility amounts, it could lead to denial of 

claims and recoupment of any claims paid under such arrangement(s). Ultimately, the underlying 

insurance policy dictates the terms of collecting patient financial responsibility amounts and should be 

carefully reviewed and followed in order to ensure compliance. 

 

Resources  

 

1. View Insurance Policy Documents.   
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SECTION E: DISCHARGE AND CONTINUING CARE 

 

Addiction treatment has historically operated in the Minnesota Model, typically 28-days in intensive 

residential settings. As the field matured and the disease model of addiction became better accepted and 

understood, the continuum of care has expanded to more effectively treat the condition, based on disease 

severity and placement in clinically-indicated levels of care.  

Despite this progress and understanding of Substance Use Disorder as a chronic disease, treatment has 

continued to focus on the acute stages and, in some cases, has not embraced the effective use of the 

continuum of care to address the disease’s chronic nature.  

 

The effective provision of addiction treatment should appropriately place patients within the continuum of 

care, recognizing that patients may move to a higher or lower level of care based on progress and clinical 

indication.  

 

Providers should engage the patient in discharge planning throughout the treatment process in a way that 

facilitates continuity of care between discrete levels of treatment and transitions the patient to post-

treatment resources.   

 

The purpose of this section is to provide guidelines on effective utilization of the continuum of care and 

best practices for discharge planning.  
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Guideline E-1: Continuum of Care 

 

Addiction treatment providers should offer treatment along a continuum of care that recognizes addiction 

as a chronic illness requiring ongoing bio-psycho-social treatment. Patients should be placed in the 

continuum based on normed evidence-based assessment tools. Providers that only offer specific levels of 

care should have resources to help patients obtain services through the full continuum.  
 

Commentary 

 

Addiction treatment should be delivered in a manner that matches the severity of an individual patient's 

addiction and the intensity of services required. Each discrete level of care should be viewed as 

representing a single point of treatment intensity along a broad continuum of care. Patients should move 

along the continuum as they progress through treatment and the length of stay at each level should be 

determined based on the patient's response to treatment. 

 

To ensure patients are placed into the appropriate level of care, referral should be based on a careful, 

multidimensional assessment that captures all information relevant to treatment planning. For both 

clinical and financial reasons, the appropriate level of care is that which is least intensive while still 

meeting treatment objectives and maintaining patient safety and security. Research has shown that 

patients experience worse outcomes when referrals are made to levels of care that are more or less 

intensive than necessary. 

 

Patients may begin treatment at one level and move to a more or less intensive level of care, depending on 

his or her treatment response and individual needs. However, most providers of addiction treatment do 

not offer all levels of care. Movement through levels may involve referring the patient out of the 

provider’s own network of care. As such, it is important for providers to identify programs that are 

suitable for referral and be prepared to share pertinent information and coordinate with the new program 

so that transitions in care are effectively managed. 

 

Resources 

 

1. ASAM Continuum of Care    

 

 

Guideline E-2: Discharge Planning 

 

Addiction treatment providers should engage in discharge planning for every patient with the goal that 

patients are supported through the continuum of care. Discharge plans should be updated throughout the 
treatment episode to reflect treatment goals, patient progress, and to enhance successful reintegration 

into the community.  
 

Commentary 

 

Recognizing Substance Use Disorder as a chronic disease, providers should approach any treatment 

episode as one part of a continuum of care for the patient, allowing for an increase or decrease of service 

intensity in response to the needs of the patient. Multiple factors must be considered: clinical services 

needed, medical conditions, potential for ongoing withdrawal and/or post-acute withdrawal, financial 

resources, family and social support, and recovery capitol. Most importantly, the patient’s involvement in 

and commitment to the continuing care process is key. 

  

https://www.asam.org/resources/the-asam-criteria/about
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Providers should have an eye toward discharge from the time of admission and begin consideration of 

next steps for the patient early in treatment. The plans may change over time as more information 

becomes available about the patient’s circumstance and condition. Willingness to pursue ongoing support 

may also change as the patient gains awareness of the complexity of recovery. Involving the patient in 

discussions about what may come next should be a routine aspect of care.   

  

Continuing care plans should allow for as seamless a flow as possible for the patient to the next level of 

care or service provider. Every attempt should be made to have connections established for the patient, 

along with timely and complete communication of services that have been provided and the 

recommendations for ongoing care for the patient. “Warm clinical hand-offs” are ideal, introducing the 

patient to the next provider to the extent possible.  

  

It is the responsibility of the provider to develop a plan that meets the needs of and is financially 

accessible to the patient. Great referrals can be made, but if it has not been established that the patient has 

the financial resources to access them, the patient has essentially been left to fend for him/herself. 

Affordability for the patient should be a primary consideration. Providers should be prepared to develop 

continuing care plans with all levels of clinical services as well as affordability for patients of all 

economic means. 

 

Resources  

  

1. SAMHSA, Addiction Counseling Competencies: The Knowledge, Skills, and Attitudes of 

Professional Practice  
2. The ASAM Criteria: Treatment Criteria for Addictive, Substance-Related, and Co-Occurring 

Conditions, 3rd Edition 
3. Joint Commission Comprehensive Accreditation Manual for Behavioral Healthcare 
4. CARF 2019 Standards Manuals & Workbooks 

 

 

Guideline E-3: Atypical Discharges 

 

Addiction treatment providers should develop and adhere to policies and procedures related to atypical 

discharges. Providers should work with each patient and, if appropriate, the patient’s family to develop a 
contingency plan in the case of a self-discharge against medical advice (AMA), relapse, or significant 

behavioral symptoms outside of the provider’s scope of services in order to enhance patient safety, 

support them in obtaining clinically appropriate services, and prevent the patient from being discharged 

to the street.  

 

Commentary 

 

A provider has a responsibility for competent continuing care planning, even when a patient leaves 

treatment unexpectedly. When a patient decides to leave treatment against medical advice, often the 

discharge happens very quickly. While recognizing the patient may not be a willing participant in the 

process at the time, providers need to have a plan in place. Having resources available to the patient 

and/or family members in the event of a crisis, even if they have to be non-patient specific, can be part of 

a standard “emergency” discharge packet that addresses suicide or self-harm prevention, and overdose 

response.  

  

Early identification of patients with AMA discharge potential can help providers evaluate resources and 

prepare for more patient-specific recommendations. 

  

https://store.samhsa.gov/system/files/sma12-4171.pdf
https://store.samhsa.gov/system/files/sma12-4171.pdf
https://www.asam.org/resources/the-asam-criteria
https://www.asam.org/resources/the-asam-criteria
https://www.jcrinc.com/2019-comprehensive-accreditation-manual-for-behavioral-health-care-cambhc-/cbhc19/
http://bookstore.carf.org/miva/merchant.mvc?Store_Code=CB&Screen=CTGY&Category_Code=2019_SMY
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When a patient is discharged due to needs beyond the scope of the provider, every attempt should be 

made to assist the patient and/or family to identify and connect with a provider that offers the needed 

services and is financially accessible to the patient. 

  

Patients discharged because they are unwilling to comply with program rules and/or expectations should 

be referred to another program where they may be better able to engage in the treatment process. These 

discharges must not occur too quickly as to consider the best interest of the patient. 

  

Recognizing that these can be very difficult situations and an ideal transition to another care provider may 

be impossible does not relieve the provider from the responsibility to make their best effort for the 

patient.   

 

Resources 

 

1. SAMHSA, Addiction Counseling Competencies: The Knowledge, Skills, and Attitudes of 

Professional Practice  
2. The ASAM Criteria: Treatment Criteria for Addictive, Substance-Related, and Co-Occurring 

Conditions, 3rd Edition 
3. Joint Commission Comprehensive Accreditation Manual for Behavioral Healthcare 
4. CARF 2019 Standards Manuals & Workbooks 

  

https://store.samhsa.gov/system/files/sma12-4171.pdf
https://store.samhsa.gov/system/files/sma12-4171.pdf
https://www.asam.org/resources/the-asam-criteria
https://www.asam.org/resources/the-asam-criteria
https://www.jcrinc.com/2019-comprehensive-accreditation-manual-for-behavioral-health-care-cambhc-/cbhc19/
http://bookstore.carf.org/miva/merchant.mvc?Store_Code=CB&Screen=CTGY&Category_Code=2019_SMY
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SECTION F: OUTCOMES MEASURES 

 

Outcomes research focuses on assessing results for individuals who have received an intervention and 

determining the impact of that intervention. In substance use treatment outcomes research, programs 

define short- and long-term goals, and systematically track progress towards those goals. For example, 

short-term outcomes include factors related to what happened in treatment such as length of stay, services 

utilized, and program completion rate. Long-term outcomes focus on changes in condition after treatment 

and may include, but are not limited to, substance use, mental health, aftercare engagement, life 

satisfaction, and other indicators of well-being and improved health. 

 

The primary function of outcomes data collection and analysis is organizational learning and 

improvement. As a healthcare field, it is critical that addiction treatment providers have metrics by which 

they can understand the value and efficacy of their service. These metrics serve as a tool to show that 

treatment works, justify access to and payment for treatment services, and as a means by which addiction 

treatment providers may refine and enhance the quality and efficacy of services.  

 

The purpose of this section is to provide guidelines for the implementation of validated outcomes 

measurement at addiction treatment facilities.  
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Guideline F-1: Tracking Patient Outcomes 

 

Addiction treatment providers should engage in the collection, analysis, and publication of Patient 

Outcomes in a manner that informs program development, enhances the quality of addiction services, 

provides feedback on the efficacy of services, and informs the public.   

 

Commentary 

 

Addiction Treatment is recognized as a chronic medical condition, warranting bio-psycho-social-spiritual 

treatment. Public policy developments have implemented mandates for funding addiction treatment in 

parity with other medical surgical conditions. Despite this, the addiction treatment field has largely relied 

on anecdotal evidence in determining what treatment modalities work and what interventions to employ 

in treatment facilities. This practice has contributed to the view that addiction treatment is less valid than 

other medical and behavioral health services. The collection and analysis of data on patient outcomes 

serves as both a tool to inform the continued enhancement of addiction treatment services, and a means of 

demonstrating the value of these services to payors, patients, policy makers, and the public. Utilizing 

outcomes measures legitimizes our profession, while also offering a means to assess areas of continued 

improvement and, as such, is an important component of quality addiction treatment services. Providers 

should utilize an appropriate outcomes measurement protocol and tool. It is recommended that providers 

use the NAATP Outcomes Measurement Toolkit in the process of conducting outcomes measurement. 

 

Resources 

 

1. NAATP The Addiction Treatment Provider Implementation Guide to Standardized Outcomes 

Measurement 

 

  

https://www.naatp.org/sites/naatp.org/files/NAATP_Newsletter_Outcomes_FINAL.pdf
https://www.naatp.org/sites/naatp.org/files/NAATP_Newsletter_Outcomes_FINAL.pdf
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SECTION G: COMMUNITY ENGAGEMENT, PUBLIC RELATIONS, AND PUBLIC POLICY 

 

Community engagement, public relations, and public policy are important areas of work for addiction 

treatment providers that enhance the field’s ability to treat individuals with substance use disorders. 

Public perceptions of addiction and treatment have shifted dramatically in recent decades, but unlike with 

other chronic health conditions, significant hurdles continue to restrict access to and provision of 

treatment services. Providers face ongoing challenges like obtaining appropriate authorizations from 

insurers, parity violations in the way services are authorized and reimbursed, and resistance within the 

communities where they operate. Patients are still viewed as morally flawed, lacking in self-control, and 

as criminals deserving ostracization rather than as patients in need of care.  

 

In combating continued stigmatization faced by patients and providers, organizations must work to 

enhance relationships within their local communities, with regulators, and media. Effective community 

engagement and public policy advocacy starts with the professional provision of quality ethical services, 

topics covered in other areas of this guidebook. Only from a foundation of quality can providers 

effectively advocate for themselves and their patients. 

 

Community engagement and effective public relations strategies help providers integrate into their 

communities, which, in turn, furthers the work of ending stigmatization and shining a light on the value of 

treatment and realities of recovery. Development of and adherence to a public policy position and 

engagement in advocacy helps patients and the field by reducing barriers to care and furthering policies 

that promote access, funding and, ultimately, recovery.  

 

The purpose of this section to provide guidelines for effective community engagement, public relations 

activities, and public policy advocacy.  
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Guideline G-1: Participation in the Community 

 

Addiction treatment providers should integrate into and engage with the communities in which they serve 

and operate. As members of a professional healthcare community, addiction treatment providers should 

engage in collaborative collegial relationship with other addiction providers, and with the larger medical 

community. 
 

Commentary 

 

Even before Hippocrates, healers understood the importance and holistic nature of treating the mind, 

body, and spirit. The logical extension of this concept is the significance of restoring the community. 

Addiction treatment providers play a key role in healing and rebuilding the fabric of society, so it is 

paramount to engage at a community level. While the traditional understanding of addiction providers and 

the larger medical community is that of professional and clinical staff, to truly connect with a community, 

it is necessary to partner with the full spectrum of recovery assets e.g., paraprofessionals, volunteers, and 

lay people.  Frequently, this combination of efforts produces a result greater than any individual 

component.   

 

At the professional and paraprofessional level in many communities, there is a vibrant and growing 

culture of Peer Recovery Support Services (PRSS). These services may take a variety of shapes and sizes, 

but typically, at their core, there is a currency of lived experience leveraged to support the recovery 

process at multiple points along the wellness continuum.  Delivery points for PRSS can be Recovery 

Community Centers, emergency rooms, civic and government offices, or anywhere in the community. In 

addition to PRSS, many communities have developed complex social service infrastructures to handle the 

symptoms of addiction like unemployment, housing instability, child protection, probation, etc. It would 

be impossible for addiction treatment providers to interface with all of these, but where PRSS already 

exists, resource navigation is sometimes as simple as a single phone call.    

 

Community volunteers and lay people can also be powerful allies for support and engagement. 

Frequently, alumni chapters are stocked with energetic, high-functioning people in recovery. These 

groups are often invaluable in supporting returning members to the community from treatment. 

Traditionally, addiction treatment and twelve step communities have maintained working relationships. 

With the proliferation of secular recovery groups like Smart Recovery, LifeRing, and All-Recovery, a 

broader base of community recovery supports is now available.  

 

The key to connecting at the aforementioned levels is a keen awareness of the depth, breadth, and rich 

texture of the existing recovery infrastructure already present in a given community. As is public 

knowledge, only a small percentage of those who meet clinical criteria for Substance Use Disorder 

actually receive treatment, so in most communities there is and has been a functioning, community-based 

methodology that does not necessarily include formalized addiction treatment. The intersection of these 

two systems can prove to be a force multiplier in the battle against addiction. 

 

Resources 

 

1. Faces and Voices of Recovery  

 

 

  

https://facesandvoicesofrecovery.org/
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Guideline G-2: Public Relations Strategy 

 

Addiction treatment providers should have a public relations strategy that serves as a guideline for 

communicating the provider’s mission, values, and treatment philosophy, promotes a positive 

relationship with the community, enhances the public impression of addiction treatment, and works to 

destigmatize addiction and addiction treatment facilities.  
 

Commentary 

 

Public relations, which often encompasses the disciplines of media relations, social media, and 

communications, is a powerful tool that can humanize and educate by using multi-channel media and 

direct communications with stakeholders. Used effectively, public relations will inform and influence its 

target audience, leading to long-term relationships with consumers, clinicians, legislators, and media 

representatives, to name a few. 

 

Current media reporting about addiction and treatment often does not address the complexity of substance 

use disorder. This can create confusion among the public about the true nature of this chronic disease, 

adding to the stigma associated with addiction.  

 

Furthermore, the narrative surrounding SUD often does not effectively convey that there are millions of 

Americans living full lives in recovery. It must be a purpose of public relations to shift the narrative from 

despair to a more hopeful message.    

 

A strategic public relations plan should outline how the organization will communicate and engage with 

stakeholders to address these barriers. Messaging should be clear and consistent, with a focus on the 

organization’s mission, its evidence-based practices, and the efficacy of SUD treatment. The plan should 

consider each stakeholder’s unique needs and the most effective delivery channel for each group. Finally, 

a public relations plan must be flexible in order to accommodate and optimize changes within the 

organization, the industry, and current events. 

 

Resources 

 

1. NAATP Policy Agenda  

2. NAATP Values Statement  

 

 

Guideline G-3: Public Policy Position 

 

Addiction treatment providers should develop public policy positions guided by the provider’s mission, 

vision, values, and treatment philosophy, and that serve to promote access to high-quality addiction 
treatment services. Addiction treatment providers’ public policy positions should embrace SUD as a 

chronic healthcare condition best treated in an integrated and comprehensive continuum of care that 

addresses the bio-psycho-social-spiritual needs of the patient, utilizes best practices, and integrates 
within the larger healthcare field.  

 

Commentary 

 

In addition to providing addiction treatment services, providers have a duty to advocate for their 

organizations, the individuals they serve, and the field. Addiction treatment providers play a vital role in 

advocating for individuals diagnosed with a substance use disorder and their families, as well as providing 

education to stakeholders about addiction and what constitutes appropriate treatment for substance use 

https://www.naatp.org/advocacy/policy-agenda
https://www.naatp.org/about-us/values
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disorders. Activities include but are not limited to community outreach and education, partnerships with 

other local healthcare providers, educating policy makers, participating in regulatory activities, 

participation in NAATP’s political action committee, etc.   

 

Whether it is done individually or collectively with other providers or organizations, each provider should 

participate in activities that advance the recognition and understanding of substance use disorder as a 

treatable disease to reduce the stigma of addiction and its treatment.   

 

Resources 

 

3. NAATP Policy Agenda  

4. NAATP Values Statement  

 

  

https://www.naatp.org/advocacy/policy-agenda
https://www.naatp.org/about-us/values
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SECTION H: MARKETING, VISIBILITY, AND ADVERTISING 

 

Addiction treatment marketing practices have become a primary area of concern in recent years. 

Misleading marketing practices, regardless of intention, damage patients and undermine the credibility of 

the field at large. Marketing practices, especially those viewed as unethical by The National Association, 

are covered in detail in the NAATP Code of Ethics. Due to the harm some marketing practices have had 

on patients and the field, they are also covered in greater detail within this Guidebook.  

 

With increased competition in the field, some providers have looked for ways to set themselves apart 

from competitors by utilizing unsubstantiated claims of treatment success, presenting as offering services 

they are not licensed for or able to provide, advertising as if located in regions where they do not operate, 

or drawing on the name recognition of other more established providers. These types of practices devalue 

the field, undermine collaboration, harm patients, and create liability for the providers engaging in 

deceptive and misleading practices.  

 

Addiction treatment providers should foster collaboration between clinical and marketing activities to 

ensure that marketers understand and accurately reflect the types and levels of care provided at the 

facility. Similarly, medical and clinical staff members should understand the program that is being 

marketed, ensure they are able to uphold any claims made, and operate congruently with the service being 

sold.  

 

The purpose of this section is to provide effective guidelines for the development and implementation of 

ethical and transparent marketing, branding, and advertising practices. 
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Guideline H-1: Marketing 

 

Addiction treatment providers should engage in marketing practices that promote transparency, foster 

trust, support consumer confidence, and focus on the best interest of the patient. Marketing activities and 

strategy should be developed and implemented in a way that aligns with a holistic bio-psycho-social-

spiritual treatment philosophy, encourages collaboration among providers, and is integrous with the 
organization’s Mission, Vision, and Values. 

 

Commentary 

 

Marketing is the public face of our agencies and the field. It is how we differentiate ourselves, and help 

consumers identify services that fit their clinical needs. When marketing practices are employed that 

mislead or misrepresent the facility and available services, or deceive and exploit consumers, it becomes a 

liability for patients, the provider, and the field at large.  

Individuals with substance use disorders and their families are often in a position of crisis, desperate to 

find resources for themselves or a loved one. This vulnerability, when compounded by a limited 

understanding of the addiction treatment field, makes this population easy prey for deception and 

exploitation by unscrupulous providers. These shortsighted practices, perpetrated for the provider’s 

financial benefit, violate consumer trust, cause harm to patients, and undermine the integrity of the field.  

 

Because addiction treatment providers work with a vulnerable population, special care should be taken to 

ensure that all marketing and advertising clearly and accurately reflect the available programs and 

services.   

 

Resources  

 

1. NAATP Code of Ethics  

2. NAATP Treatment Selection Guide 

3. NAATP Treatment Program Discernment and Selection 

4. American Marketing Association Ethics  

 

 

Guideline H-2: Transparency 

 

Addiction treatment providers should be fully transparent in all print, digital, and direct marketing 

performed by or on behalf of the provider. Marketing should make easily available the actual corporate 

identity of the treatment program being marketed or promoted, and accurately reflect the provider’s 

clinical competence, location, amenities, staff and staff credentials.  
 

Commentary 

 

Marketing materials should provide a true and accurate picture of the services being provided. The 

consumer should be able to rely upon that information in order to make an informed decision of which 

treatment provider may be best suited to their situation. Honesty and trust are hallmarks of the therapeutic 

relationship. 

 

Marketing that omits key information about clinical competency, location, and expertise damages this 

relationship at best. Obtuse and deceptive marketing can sabotage the patient experience. Claims of 

unrealistic outcomes that are unsubstantiated by rigorous measures are deceptive and violate a sacred trust 

between the patient and the provider.   

 

https://www.naatp.org/resources/ethics/code-ethics
https://www.naatp.org/naatp-treatment-selection-guide
https://www.naatp.org/treatment-program-discernment-and-selection
https://www.ama.org/topics/ethics/
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Resources 

 

1. NAATP Code of Ethics  

 

 

Guideline H-3: Financial Remuneration 

 

Addiction treatment providers should not provide or receive any form of remuneration—financial or 
otherwise—for patient referrals made to or by the treatment provider.  

 

Commentary 

 

Providing compensation for patient referrals, whether in the form of direct payment, bonuses, or other 

remuneration, creates a conflict of interest for the referent and the provider, making the best interests of 

the patient secondary to financial gain. In recent years, the development of state and federal legislation 

prohibiting patient brokering has validated concerns from within the field. Despite these laws and risk of 

criminal prosecution, some addiction treatment providers have continued to provide remuneration for 

referral of patients and leads.  

 

Remuneration in any form devalues the field and harms patients. Referents are incentivized to provide 

leads to a specific treatment center for their own financial benefit, rather than facilitating the best clinical 

fit for the potential patient. Providers are then incentivized to admit patients, even if they are unable to 

address client needs, in order to obtain a return on the investment and recoup costs expended in acquiring 

the lead.   

 

Even if a referral is made to a clinically-appropriate facility, financial remuneration for the referrals 

damage the image of the field and may damage the therapeutic relationship with and trust of the patient. 

Furthermore, payment for leads and referrals encourages unbranded, deceptive, and misleading marketing 

practices, which also violate the NAATP Code of Ethics.  

 

Some addiction treatment providers engage in reciprocal referrals, with other providers offering to refer a 

certain number of patients, or patients with specific insurance policies, to a given provider in exchange for 

receiving referrals in return. This practice is also a form of remuneration and should be avoided. 

Addiction treatment providers may form referral relationships with other providers due to shared values, 

philosophy, and quality of care, and only when the referral is clinically appropriate rather than being 

financially motivated.  

 

Resources 

 

1. NAATP Code of Ethics  

 

 

Guideline H-4: Brand Integrity 

 

Addiction treatment providers should conduct all marketing and business development activities in a way 
that clearly identifies and enhances their company brand and does not infringe upon the recognition or 

integrity of a third-party brand.  

 

  

https://www.naatp.org/resources/ethics/code-ethics
https://www.naatp.org/resources/ethics/code-ethics
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Commentary 

 

Treatment providers develop their brand and reputation over time by providing the highest quality care to 

patients and their families. Valuable resources are allocated for trademarked logos, marketing materials, 

fonts, images, and tag lines, websites, designs, and content associated with each brand. Ethical providers 

do not use other brands in their marketing materials or ad search terms.  

 

Resources 

 

1. NAATP Code of Ethics  

 

 

Guideline H-5: Third-Party Marketers 

 

Addiction treatment providers may utilize third parties for certain marketing activities. However, the 

activities of a contracted or third-party marketer must adhere to all other provisions of the NAATP Code 

of Ethics, and Marketing, Advertising, and Visibility standards of the NAATP Quality Assurance 

Guidebook. As an extension of the company, treatment providers should be held accountable for all 
marketing efforts conducted on its behalf.  

 

Commentary 

 

Within the addiction treatment field, it is common practice for providers to outsource some marketing 

services. When doing so, providers should consider these contractors an extension of their organization 

and should, therefore, educate them on organizational values and treatment philosophy to ensure that they 

operate within the ethical standards established in the NAATP Code of Ethics. Marketing activities 

undertaken by contractors should adhere to the guidelines established in this guidebook, such as clear 

branding and full transparency in all marketing and marketing communications, not engaging in financial 

remuneration, not utilizing misleading or deceptive practices, and not infringing upon the brands of 

competitors.  

 

Resources 

 

1. Florida Statute Title XLVI Chapter 817.505: Fraudulent Practices: Patient Brokering 

2. Tennessee Code, Title 4; Title 33; Title 39; Title 63 and Title 68, relative to treatment for alcohol 

and drug abuse.  

 

  

https://www.naatp.org/resources/ethics/code-ethics
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&URL=0800-0899/0817/Sections/0817.505.html
http://www.capitol.tn.gov/Bills/110/Bill/HB2068.pdf
http://www.capitol.tn.gov/Bills/110/Bill/HB2068.pdf
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SECTION I: CODE OF ETHICS 

 

Professional ethics are the foundation of quality, values-based provision of addiction treatment services. 

As with all professional services, addiction treatment providers should understand and articulate basic 

values, ethical standards, and the principles by which the field operates. The NAATP Code of Ethics is a 

guide for conduct to which all NAATP members must adhere and to which all providers should aspire. 

The NAATP Code of Ethics sets forth conduct requirements in the areas of Management, Facilities, 

Marketing, and Treatment. Addiction treatment service must be bound by ethical conduct that requires 

both competence and honorable conduct. NAATP and its members hold us accountable by enforcing the 

Code of Ethics and reviewing violations through the NAATP Ethics Complaint Policy and Procedure. 

 

The purpose of this section is to provide rationale for and guidance in implementation of professional 

ethics.  

 

  

https://www.naatp.org/resources/ethics/code-ethics
https://www.naatp.org/resources/ethics/ethics-complaint-process
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Guideline I-1: Code Compliance 

 

Addiction treatment providers should, and NAATP members must, adopt and adhere to the NAATP Code 

of Ethics (Code). Adherence to the Code promotes competence and professional conduct. Adherence to 

the Code also demonstrates competence and professional conduct to consumers, colleagues, health care, 

payers, policy-makers, the press, and the public. The Code provides a framework for values-based service 
that furthers the provider’s mission and guides operational decision-making. 

 

Commentary 

 

Adherence to a uniform code of ethics is a distinguishing feature of a profession. Professions, including 

law and medicine for example, demand that their workforces hold themselves to a higher standard of 

conduct than business operators in general. This is true because the work of a profession is complex, 

requiring specialized knowledge and training, and because the consumer of the services is vulnerable to 

harm in the event that the service is performed deficiently. Such is the case with addiction treatment. 

 

Addiction treatment service must be bound by ethical conduct that requires both competence and 

honorable conduct. In addition to serving a patient, addiction treatment providers should serve the 

profession at large as exemplars of model behavior. Elements of a code of ethics typically include, as 

does the NAATP Code of Ethics, five essential principles: Integrity, Objectivity, Competence, 

Confidentiality, and Professional Behavior.  

 

NAATP members must adhere to the highest levels of professionalism and ethical conduct through the 

entire continuum and spectrum of clinical and business services, including development and marketing, 

admissions, treatment services, management, human resources, and relationships with the public, press, 

and policy makers. To ensure that NAATP members adhere to such responsibility and accountability, 

NAATP adopted its Code of Ethics. All NAATP members agree to abide by all provisions of the Code as 

a condition of membership and further agree to removal from membership for violating the Code based 

upon such a determination by NAATP. NAATP also offers the Code as an ethical conduct guide for 

addiction treatment providers outside NAATP membership. 

 

The NAATP Code of Ethics is comprised of the following four operational sections, with a particular 

emphasis on marketing ethics: 

 

Section I: Treatment 

Section II: Management   

Section III: Facilities 

Section IV: Marketing 

 A. Financial Rewards for Patient Referrals 

B. Deceptive Advertising or Marketing Practices 

C. Exposing Clients’ Identities for Marketing Purposes 

 

Failure to comply with the NAATP Code of Ethics may result in corrective action by NAATP ranging 

from a directive to change the problematic behavior to removal from membership. Grievances against an 

NAATP member for ethical violations may be filed with NAATP at the resource location indicated 

below.  

 

Resources  

 

1. NAATP Code of Ethics 

2. NAATP Ethics Complaint Process 

https://www.naatp.org/resources/ethics/code-ethics
https://www.naatp.org/resources/ethics/ethics-complaint-process
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April 8, 2019

NAATP Releases Treatment Provider Guidebook
naatp.org/resources/news/naatp-releases-treatment-provider-guidebook/apr-8-2019

The National Association is pleased to release the NAATP Addiction Treatment Provider Quality
Assurance Guidebook: A Guide to the Core Competencies for the Delivery of Addiction
Treatment Services (The Guidebook). The Guidebook identifies, describes, and provides
implementation strategy for the core competencies of addiction treatment program operation,
thereby empowering addiction treatment providers with clear direction for the proficient and
ethical delivery of addiction treatment services. 

Download The Guidebook

The effectiveness and usefulness of The Guidebook requires that it both set a proficiency
standard for operation and be implementable in practice. NAATP has, therefore, released the
Guidebook in this initial draft format to our members only as a Beta Version for member
comment. The Guidebook is scheduled for formal publication in the Fall of 2019 following the
comment period, giving NAATP the opportunity to improve the document based on additional
member feedback. Please submit your comments to NAATP using the Quality Assurance
Feedback Form. The comment period closes May 31, 2019.

The Guidebook is the product of NAATP’s Quality Assurance Initiative (QAI), which was created to
set a strong standard for treatment service delivery, below which no provider should fall, and at
which level proficient services will be delivered. The Guidebook identifies the core competencies

1/2

https://www.naatp.org/resources/news/naatp-releases-treatment-provider-guidebook/apr-8-2019
https://www.naatp.org/sites/naatp.org/files/NAATP QA Guidebook Beta.pdf
https://www.naatp.org/sites/all/modules/civicrm/extern/url.php?u=6735&qid=1006511


of addiction treatment service through the nine categories of Operations; Admissions and
Patient Screening; Employment, Training, and Credentialing; Billing; Discharge and Continuing
Care; Outcomes Measures; Community Engagement, Public Relations, and Public Policy;
Marketing, Advertising, and Visibility; and Ethics. Within these categories are 32 specific
Guidelines, each accompanied by a Commentary and a list of Resources to aid the provider in
understanding and implementing the Guideline.

NAATP and its members want membership in the National Association to be viewed as an
indication of high-quality, reliable care. NAATP members agree to adhere to The Guidelines as a
condition of membership. Taken together with the additional membership requirements of
licensing, accreditation, and Ethics Code compliance, The Guidebook and The Guidelines
outlined in this publication allow consumers, payers, and industry professionals to use
the NAATP Addiction Industry Directory (The AID) with the confidence that the members listed
therein are committed to the provision of reliable, proficient, and ethical addiction
treatment.      

The Guidebook core competencies form the subject matter of the upcoming NAATP 41st Annual
Addiction Leadership Conference, NAATP National 2019, in Washington, DC, May 5th through
8th and will be made available to all attendees. We hope to see you there.

2/2

https://www.naatp.org/sites/all/modules/civicrm/extern/url.php?u=6736&qid=1006511
https://www.naatp.org/sites/all/modules/civicrm/extern/url.php?u=6737&qid=1006511


April 8, 2019

Quality Assurance Initiative
naatp.org/resources/quality-assurance-initiative

The NAATP Quality Assurance Initiative (QAI) was created in 2018 to establish standards for
treatment service delivery, below which no provider should fall, and at which level proficient
services will be delivered. The QAI objectives are to Promote Best Business Practice, Deter
Problematic Business Practice, Assist Payers in the Discernment of Services, Inform Law and
Policy Makers, Educate and Protect the Consumer, and Train and Educate the Provider. The QAI
is the National Association’s response to the need for clear and centralized professional industry
guidelines. Absent such guidance, the addiction treatment field is inadequately defined, less
effective in service delivery, and susceptible to problematic business practices that have
damaged the reputation of the discipline and most importantly, harmed the consumer.

Read Raising the Floor Article 

The centerpiece of the QAI is the publication, The Addiction Treatment Provider Quality Assurance
Guidebook: A Guide to the Core Competencies for the Delivery of Addiction Treatment Services (The
Guidebook). It identifies and provides implementation strategy for the core competencies of
addiction treatment program operation, thereby empowering addiction treatment providers
with clear direction for the proficient and ethical delivery of addiction treatment services.

The Guidebook identifies the core competencies of addiction treatment service through the nine
categories of Operations; Admissions and Patient Screening; Employment, Training, and
Credentialing; Billing; Discharge and Continuing Care; Outcomes Measures; Community

1/2

https://www.naatp.org/resources/quality-assurance-initiative
http://www.naatp.org/sites/naatp.org/files/NAATP_addictionLEADER_Fall 2017_Marvin Ventrell_0.pdf


Engagement, Public Relations, and Public Policy; Marketing, Advertising, and Visibility; and
Ethics. Within these categories are 32 specific Guidelines, each accompanied by an explanatory
Commentary from an industry expert, followed by a list of Resources referenced to aid the
provider in understanding and implementing the Guideline.

Read NAATP Quality Assurance Guidebook

2/2

https://www.naatp.org/sites/naatp.org/files/NAATP QA Guidebook Beta.pdf
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Comments In Support of SAMHSA’s Recovery Housing Guidelines

SAMHSA should adopt standards for certification of recovery residences.
The City of Delray Beach recently required certification of recovery residences in
the City and it has seen a huge decrease in overdoses and overdose deaths.

I. The City of Delray Beach’s Study

A. In 2017, Delray Beach engaged the services of Daniel Lauber,
attorney and certified planner and expert in the area of Fair Housing Law and
Group Homes to perform a study of the City of Delray Beach regarding group
homes, including recovery residences (homes for persons in recovery from
substance use disorder). Mr. Lauber stated in his study, “There appears to be
no legal reason why any local Florida jurisdiction could not require recovery
residences to obtain certification from the State of Florida….” See, Principles to
Guide Zoning for Community Residences for People with Disabilities in Delray
Beach, Florida, 3rd Ed. at 36, fn. 52, (River Forest IL. Planning/Communications,
August 2017).

1. The failure to comply with minimal standards was a focus of a
grand jury proceeding that the Palm Beach County State Attorney’s Office
convened to investigate fraud and abuse in the addiction treatment
industry. The grand jury report stated that:

The Grand Jury received evidence from a number of sources
that recovery residences operating under nationally
recognized standards, such as those created by the National
Alliance for Recovery Residences (NARR), are proven to be
highly beneficial to recovery. The Florida Association of
Recovery Residences (FARR) adopts NARR standards.
One owner who has been operating a recovery residence
under these standards for over 20 years has reported a 70%
success rate in outcomes. The Grand Jury finds that
recovery residences operating under these nationally
approved standards benefit those in recovery and, in turn,
the communities in which they exist.

In contrast, the Grand Jury has seen evidence of horrendous
abuses that occur in recovery residences that operate with
no standards. For example, some residents were given
drugs so that they go back into detox, some were sexually
abused, and others were forced to work in labor pools.
There is currently no oversight on these businesses that
house this vulnerable class. Even community housing that is
part of a DCF [Department of Children and Families] license
has no oversight other than fire code compliance. This has
proven to be extremely harmful to patients.
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See, The Palm Beach Grand Jury in the Circuit Court of the 15th Judicial
Circuit In and For Palm Beach County, Florida, Report on the Proliferation
of Fraud and Abuse in Florida’s Addiction Treatment Industry, (Dec. 8,
2016) 16-17 as citied in Principles to Guide Zoning for Community
Residences for People with Disabilities in Delray Beach, Florida, 3rd Ed.
at 4, (River Forest IL. Planning/Communications, August 2017).

B. As a result of the Study and the Grand Jury Report referenced
above, Daniel Lauber, Max Lohman, the former City Attorney of Delray Beach,
and I drafted Ordinance 25-17, which was approved by the City Commission in
July, 2017 and required certification of all recovery residences in the City of
Delray Beach housing four or more unrelated individuals by April 1, 2018, among
other things. As a result of the City’s passage of Ordinance 25-17, the City has
seen a 60% decrease in overdoses (down from 635 to 245) and a 48% decrease
in overdose deaths (down from 57 to 30) in the last year alone since
implementing the ordinance.

II. Federal Law

A. The Fair Housing Act provides justification for regulatory schemes,
and federal courts have upheld same when they are narrowly construed to
benefit the protected population. A governmental entity may act on the basis of
protecting the public health and safety of other individuals. See, 42 U.S.C. §
3604(f)(9).

B. Federal Cases.
1. Regulatory schemes that are narrowly tailored to serve a

legitimate state interest have been upheld so long as there is an actual
benefit to the disabled residents and not just a pretext to cover a
discriminatory motive.

a. In Bangarter v. Orem City Corp., 46 F.3d 1491, 1504
(10th Cir. 1995) the Court stated, “the Fair Housing Amendments
Act should not be interpreted to preclude special restrictions upon
the disabled that are really beneficial to, rather than discriminatory
against, the handicapped”.

2. By contrast, regulatory schemes that do not provide an actual
benefit to the disabled residents have been stricken.

a. In Human Resource Res. & Mgmt. Grp. Inc. v. Cnty.
of Suffolk, 687 F. Supp. 2d 237 (E.D.N.Y. 2010), a County
ordinance that was intended to avoid overcrowding, ensure proper
supervision and avoid excess debris which imposed location
requirements and occupancy limitations on Oxford House was held
to be discriminatory because it was not rationally related to the
proffered reasons for the ordinance where there was no proof of
excess debris, overcrowding or need for 24/7 supervision.
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b. In Tsombanidis v. West Haven Fire Department, 352
F.3d 565 (2d Cir. 2003)(superseded by regulation as stated in
Mhany Management, Inc. v. Cnty of Nassau, 819 F.3d 581 (2nd
Cir. 2016)), fire safety regulations were held not to have a
discriminatory impact, but failure to treat Oxford Home as a one-
family dwelling under fire regulations did have discriminatory
impact.

III. Joint Statement of HUD and DOJ

A. In a Joint Statement of the Department of Housing and Urban
Development (HUD) and the Department of Justice (DOJ), the agencies charged
with enforcing the Fair Housing Act, those agencies stated, “Operators of group
homes for persons with disabilities are subject to applicable state and local
regulations addressing health and safety concerns unless those regulations are
inconsistent with the Fair Housing Act or other federal law. Licensing and other
regulatory requirements that may apply to some group homes must also be
consistent with the Fair Housing Act. Such regulations must not be based on
stereotypes about persons with disabilities or specific types of disabilities”. See,
Joint Statement of the Department of Housing and Urban Development and the
Department of Justice, State and Local Land Use Laws and Practices and the
Application of the Fair Housing Act at 13, (November 10, 2016).

IV. Florida State Law

A. House Bill 21 signed into law in 2015 created:
1. A definition of “Recovery Residences”, which means a

residential dwelling unit, or other form of group housing, that is offered or
advertised through any means, including oral, written, electronic, or
printed means, by any person or entity as a residence that provides a peer
supported, alcohol-free, and drug-free living environment.” See, Section
397.311(37), Fla. Stat. (2018).

2. It also created “Voluntary Certification of Recovery
Residences” via Section 397.487, Fla. Stat.(2018), which required:

a. The Department of Children and Families (DCF) to
create a voluntary certification program for recovery residences,
approve credentialing entities to develop and administer the
certification program by 12/1/15, provide background screening of
employees, provide for denial, suspension, or revocation of
certification, and provide criminal penalties for false advertising as a
“certified recovery residence”.

b. It further required the DCF approved credentialing
entity, the Florida Association of Recovery Residences (FARR), to:

i. Establish procedures for certification,
ii. Establish procedures to:
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a) Administer the application,
certification, recertification and
disciplinary processes.

b) Monitor and inspect a recovery
residence and its staff to ensure
compliance with certification
requirements.

c) Provide training for owners,
managers, and staff.

d) Develop a code of ethics.
e) Establish application, inspection,

and annual certification renewal
fees.

f) Require the recovery residence to
submit the following documents with
the completed application and fee:
1) A policy and procedures manual

containing:
a. Job descriptions for all staff

positions.
b. Drug-testing procedures and

requirements.
c. A prohibition on the premises

against alcohol, illegal drugs,
and the use of prescribed
medications by an individual
other than the individual for
whom the medication is
prescribed.

d. Policies to support a
resident’s recovery efforts.

e. A good neighbor policy to
address neighborhood
complaints and concerns.

f. Rules for residents.
g. Copies of all forms provided

to residents.
h. Intake procedures.
i. Sexual predator and sexual

offender registry compliance
policy.

j. Relapse policy.
k. Fee schedule.
l. Refund policy.
m. Eviction procedures and

policy.
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n. Code of ethics.
o. Proof of insurance.
p. Proof of background

screening.
q. Proof of satisfactory fire,

safety and health inspections.

V. “Oxford Houses” must be excluded from any regulatory schemes

A. As referenced in the cases above, Courts have generally stricken
regulations imposed upon Oxford Houses.

B. An Oxford House Charter gives a group of six or more recovering
individuals the right to call itself an Oxford House and to use the Oxford House
system of operations set forth in the Oxford House Manual, forms and other
publications. There is no charge for the charter but it has three conditions: (1)
the group must be democratically self-run following the procedures of the Oxford
House Manual, (2) the group must be financially self-supporting and pay all its
own bills, and (3) the group must immediately expel any resident who returns to
using alcohol or illicit drugs.
See,http://www.oxfordhouse.org/userfiles/file/questions_and_answers.php (Last
viewed February 1, 2019).

C. As Daniel Lauber stated in his study, “While there are no Oxford
Houses in Florida as of this writing, local zoning provisions for community
residences must provide for these unstructured, self-operated recovery
communities. Oxford House has been recognized by Congress and has its own
internal monitoring system in place to inspect and maintain compliance with the
Oxford House Charter…. As noted above, Oxford House, which is recognized by
Congress, maintains its own standards and procedures that are comparable to
the standards and procedures of licensing laws in jurisdictions outside Florida.”
Id. at 36.

VI. Conclusion

A. SAMHSA should adopt standards for certification of all recovery
residences as long as the requirements imposed address health and safety
concerns and benefit the disabled residents and Oxford Houses are excluded
from the certification requirement.

1. Imposing certification standards on recovery residences will
provide consistent regulations throughout every state instead of
regulations that differ from one state or local jurisdiction to another.

B. It is clear that the requirements under Section 397.487, Fla. Stat.
(2018) are designed to benefit the protected class by protecting residents of
recovery residences against fraud, misrepresentation, exploitation and abuse;
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and there are legitimate concerns regarding same as pointed out in Daniel
Lauber’s study and the Grand Jury Report. Therefore, providing for certification
of recovery residences will only serve to protect the residents of recovery
residences from the “horrendous abuses that occur in recovery residences that
operate with no standards.” See, Report on the Proliferation of Fraud and Abuse
in Florida’s Addiction Treatment Industry, supra. Further, the City of Delray
Beach’s Ordinance, which I have attached to this document, tracked the
certification language provided in the Florida Statutes, but made it mandatory for
all recovery residences with occupancy that exceeded the City’s definition of
Family to obtain certification (versus voluntary for the rest of the state). This
contributed to the decrease in overdoses and overdose deaths in the City of
Delray Beach last year. I strongly urge you to include in your guidelines the
language from Section 397.487, Fla. Stat. (2018) as referenced on pages 3-5 of
this document.

By: Terrill C. Pyburn, Esq.
April 11, 2019



info@narronline.org | narronline.org | 855-355-NARR (6277)

to Support People with
Helping Recovery Residences Adapt 

Medication-Assisted Recovery 



In this Brief
Many people with opioid use disorders embrace medication-assisted treatment (MAT) 
or medication-assisted recovery (MAR) as a pathway to recovery. For some, the role that 
medication can play in a person’s long-term recovery process is not as clear. Within the 
recovery community, many people have questions about the use of agonist or partial 
agonist medications (methadone, buprenorphine) to support abstinence. As we continue to 
grapple with the effects of the opioid crisis, it is important to recognize the life-saving role 
of medications to address opioid dependence and addiction, understand the facts about 
how medications work, and find ways to support long-term recovery for individuals using 
these medications.

As one key recovery support, access to quality recovery housing can make or break a 
person’s likelihood of long-term success. Specific to opioid use disorders, recovery residence 
operators need guidance to implement cultural and operational changes that support 
medication-assisted recovery. While different levels of recovery residences have varying 
structures, staffing, services, and supports, the information and considerations in this brief 
are helpful to all residences seeking to support medication-assisted pathways to recovery. 
Currently, there is no definitive research that matches the level of a recovery residence with 
its ability to support residents using medication in their recovery.

This document provides basic guidance, key considerations, and tips and tools for recovery 
residence operators that are supporting or want to support individuals who choose 
medication-assisted recovery. 



The concepts of medication-assisted treatment (MAT) and 
medication-assisted recovery (MAR) are closely related, but 
may have distinct meanings across individuals, communities, 
and systems of care. Both MAT and MAR refer to using FDA-
approved medications (such as buprenorphine, methadone, 
naltrexone) to address the physical components of addiction. 
In this brief, the described medications are specific to opioid 
use disorders. Other medications can be prescribed to address 
alcohol dependence. 

Within the recovery community, MAR is a preferred term since 
it emphasizes recovery. It may also indicate an individual’s 
commitment to engaging in recovery supports as part of their 
long-term pathway to abstinence and recovery, in addition to 
using prescribed medication. This brief will primarily use the 
term MAR; however, it is important to know that MAT and 
MAR are sometimes misunderstood or used interchangeably. 
When screening and supporting residents, be sure to ask 
explicit questions about a person’s use of medication to support 
their recovery. Also ask about their specific goals for abstinence 
and recovery over the long term, and together determine if 
your recovery residence can meet their needs.

Recovery residences provide 
a family-like living environment 
free from alcohol and illicit drug 
use, centered on peer support and 
connections that promote sustained 
recovery from substance use. NARR 
has described four levels of recovery 
residences, ranging from fully 
peer-run (Level 1) to therapeutic 
residences (Level 4).

Medication-assisted treatment 
(MAT) refers to using a FDA-
approved medication (such as 
buprenorphine, methadone, 
naltrexone) to assist a person in 
addressing a substance use disorder.

Medication-assisted recovery 
(MAR) also refers to using a FDA-
approved medication to address 
a substance use disorder, and 
emphasizes a person’s commitment 
to engaging with abstinence-based 
recovery supports. 
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Developing 
A Shared Language



Reviewing  
Key Facts About MAR 

The history, evolution, policies, and systems of care for 
medication-assisted treatment (MAT) and abstinence-based 
treatment (ABT) are quite different. Traditionally, individuals 
using medication may not have been thought of as abstinent 
and thus were not a visible part of the larger recovery 
community. However, the term medication-assisted recovery 
(MAR) recently emerged to describe individuals who use 
medication as an aid in abstaining from alcohol and illicit drug 
use and in support of their overall recovery process. This term 
offers a non-stigmatizing framework that bridges the two 
different philosophies. 

For some individuals, medication can be life-saving, and is one 
of many tools to support abstinence and long-term recovery. 
This section briefly reviews basic facts and common myths 
about MAR.

The 3-Legged stool: Medication, 
Psychosocial Services, and Recovery 
Support Services
MAR refers to using a medication to assist a person in their 
recovery from a substance use disorder. Ideally, MAR is part of 
a three-pronged effort that combines the use of medications 
with counseling or behavioral therapies (psychosocial services) 
and recovery support services. Medication can help stabilize 
brain functioning and relieves cravings and withdrawal 
symptoms, allowing individuals to focus on their recovery 
process. Psychosocial services help individuals address the 
underlying causes of addiction, while recovery support 
services ensure that individuals have the supports needed 
to learn how to live a life of recovery. Many opioid treatment 
programs are now trying to connect people to recovery 
support services, because these supports are important to 
sustain long-term recovery.
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Medications: What are they and how do they work?1, 2

Medications are primarily used to treat addiction to opioids such 
as heroin and prescription drugs like oxycodone and hydrocodone. 
(The US Food and Drug Administration (FDA) has also approved 
several medications to treat alcohol dependence.) The three FDA-
approved medications for opioid use disorders are described 
below. Each of them works differently in the brain. However, these 
medications are not interchangeable. The length and severity of a 
person’s substance use history, and their past treatment experiences 
and preferred treatment setting, all affect medication decisions 
made by an individual and their prescribing physician. Any of these 
three medications should be prescribed as part of a comprehensive 
treatment plan that includes counseling and participation in recovery 
support services.

• Methadone is a full opioid agonist, meaning that it works by 
binding to opioid receptors in the brain. Methadone targets the 
same neural receptors as heroin and other opioids. Replacing an 
illegal drug with a prescribed drug such as methadone, helps to 
stabilize the lives of people who are opioid dependent. The aim of 
methadone treatment is to prevent opioid cravings and to assist 
in complete abstinence from illegal opioids. Studies have shown 
methadone maintenance decreases illicit opioid use, psychosocial 
and medical problems, and criminal activity. It also improves overall 
health status and social functioning.

• Buprenorphine (also known by the common brand name 
Subutex) is a partial agonist, which means the way that it binds to 
opioid receptors in the brain is dependent on dosing. However, 
buprenorphine will only have increasing effects up to a certain 
dose, and then its effects will plateau. Because of this, it is often 
less effective for individuals who are dependent on higher opioid 
doses. Many studies have supported the safety and effectiveness of 
buprenorphine in treating opioid dependence.

• Naltrexone (also known by the common brand name Vivitrol), 
works differently than methadone and buprenorphine in the 
treatment of opioid use disorders. It is an antagonist, meaning that 
it binds to and also blocks opioid receptors in the brain. If a person 
using naltrexone begins to use opioids, naltrexone blocks the 
euphoric and sedative effects. Naltrexone is available in a long-
acting injectable format. It is important to note that naltrexone can 
only be used with patients that have not used any opioids, including 
opioid-based medication, for at least 7-10 days. If administered 
before a person has completely detoxed from opioids, naltrexone 
can initiate serious withdrawal symptoms. This should not be 
confused with naloxone (also known as Narcan), which is the short-
acting opioid agonist used to reverse an opioid overdose.

1 American Psychiatric Association. (2006). Practice guideline for the treatment 
of patients with substance use disorders. 2nd edition. Arlington, VA: American 
Psychiatric Association. Available online at https://psychiatryonline.org/pb/
assets/raw/sitewide/practice_guidelines/guidelines/substanceuse.pdf 

2 Lingford-Hughes AR, Welch S, Peters L, Nutt DJ. (2012). BAP updated guidelines: 
evidence-based guidelines for the pharmacological management of substance 
abuse, harmful use, addiction and comorbidity: recommendations from BAP. 
Journal of Psychopharmacology, 26(7):899-952.

Agonist: A medication to treat opioid 
use disorder that is opiate-based, and 
binds with receptors in the brain in 
place of heroin or other opioids. A 
partial agonist medication also binds 
with opioid receptors, but not as 
strongly as a full agonist.

Antagonist: A medication to treat 
opioid use disorder that works by 
blocking any euphoric or sedative 
effects of using opioids.
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Below are some examples of common myths about MAR, along 
with a summary of key facts in response to each myth.

Myth: MAR is not a legitimate pathway to recovery. 

Truth: FDA-approved medications, combined with psychosocial services 
and recovery supports, are considered the “gold standard” for opioid use 
disorder treatment. This approach has been proven to reduce drug use, 
reduce risk of overdose, prevent injection behaviors, and reduce criminal 
behavior. In the past, MAR has been referred to as “drug replacement 
therapy,” often leading to disagreement about whether people on MAR 
could truly live a substance-free life in recovery. However, medications are 
essential for some people to reduce cravings and withdrawal symptoms, 
and to help them avoid future opioid misuse and engage in long-term 
recovery. Medication helps to prevent relapse and overdose death. From 
this perspective, MAR may actually be the best chance some have at life 
and recovery.

Myth: MAR means someone is not practicing abstinence-based recovery.

Truth: MAR is consistent with abstinence-based approaches to recovery. 
For example, an individual who is taking their medication as prescribed, 
is not engaging in other substance use like alcohol or marijuana, and 
is connected to a recovery program or culture, is fulfilling the alcohol 
and illicit drug-free expectations of an abstinence-based approach. 
The emergence of MAR as a concept has led to an increasing number 
of abstinence-based programs, including a growing group of 12-step 
programs, to welcome individuals using MAR to participate.

Myth: MAR should only be used for a short time.

Truth: Currently, there is no research to support the use of a 
predetermined length of treatment for MAR. Decisions about length of 
treatment and any adjustments should be made between an individual 
and their prescribing physician. Many issues involving MAR come from 
someone stopping their prescribed medication too abruptly. When this 
happens, a person’s tolerance to opioids drops dramatically, putting them 
at risk for a life-threatening overdose.

Common Myths  
about MAR
Myths and misinformation 
about MAR have been a source 
of stigma and discrimination. 
Ultimately, this can limit access 
to life-saving treatments and 
recovery supports, or lead to 
a relapse or other negative 
consequences. MAR stigma and 
discrimination happens in many 
different ways, such as:

 ▷ Exclusion of people from 
recovery support services 
(recovery housing, mutual 
aid programs, recovery 
community events) based 
only on their use  
of medications 

 ▷ Pressure from law 
enforcement, corrections, 
drug courts, abstinence-
based treatment providers, 
or recovery community to 
prematurely stop or taper 
use of medications

 ▷ The use of outdated and 
stigmatizing language or 
information about MAR as 
a pathway to recovery
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 Understanding  
MAR and Recovery Housing 

The differences between treatment and recovery pathways that 
incorporate medications, and those that do not, are important 
when considering housing options for people in recovery. 
Traditionally, individuals who have chosen recovery housing 
as an abstinence-based environment to support their recovery 
have not used MAR. This has often been driven by recovery 
residences, which may not have been open to accepting 
individuals using medication to address substance use. As 
the opioid epidemic has escalated, so have the numbers of 
individuals using MAR, including those who need housing that 
supports their recovery.

For individuals practicing abstinence-based MAR, they are 
likely to seek a recovery residence with an abstinence-oriented 
philosophy. However, for some individuals using medication 
and not practicing abstinence, a recovery residence may 
not be appropriate. Other supportive housing programs 
that use a “harm reduction” philosophy might be a better 
environment for someone who is using medication to address 
opioid dependence, but is not ready to commit fully to 
abstinence-based recovery. In light of the current demand for 
MAR-capable housing, some recovery residences are being 
developed exclusively for residents practicing MAR, while 
other models are blending MAR residents with residents 
whose recovery is not medication-assisted.

In many situations and locales, recovery residence operators 
are being asked to make adaptations that adequately support 
residents who are practicing MAR. This might include 
adapting perceptions, policies, and procedures, and gaining a 
better understanding of different medications. With intention, 
these changes can work to advance the safety and recovery of 
all residents. 
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Welcoming  
MAR Residents 

Regardless of how a recovery 
residence plans to support individuals 
who are using MAR, there are several 
considerations and best practices to 
foster an inclusive, welcoming, and 
safe environment. 

Screening MAR Residents
Recovery residences may ask 
applicants questions that determine 
their ability to meet financial 
requirements, their history of 
substance use and recovery, and 
whether they otherwise meet the 
home’s eligibility criteria. Screening 
procedures should be consistent, fair, 
and documented, and a residence 
should not accept or reject an 
applicant solely based on their use of 
MAR. Such exclusions may violate the 
Federal Fair Housing Act and/or the 
Americans with Disabilities Act. Be 
sure to consult with an attorney before 
establishing and using screening 
procedures, to ensure you are aware of 
all relevant federal and state laws and 
their impact.

For more information, Know Your 
Rights summarizes the rights of 
individuals using MAT. 

Here are some general tips on how to screen and evaluate potential 
MAR residents:

1. As with any applicant, your evaluation process should 
demonstrate that your residence is able to meet an individual’s 
needs, whether you are able to support residents using 
medications or not. 

2. The process should be consistent across all applicants and focus 
on questions that determine the applicant’s 1) eligibility, such as 
substance use recovery history and priority population criteria, 
and 2) ability to meet the terms of the resident agreement, such as 
financial obligations and upholding house rules and expectations.

3. Avoid categorical exclusions based on use of medications. Such 
exclusions may violate the Federal Fair Housing Act and/or the 
Americans with Disabilities Act.

4. Pre-acceptance conversations should engage applicants in 
discussion about their recovery plans, and on their willingness 
to abstain from alcohol and all illicit drugs, as conditions of the 
environment. Not all individuals using medications to address 
opioid use want an abstinence-based recovery environment—
even one that permits opioid medications.

5. The applicant’s recovery goals should align with the recovery 
residence’s philosophy and services and support offerings, 
regardless of their MAR status.

6. Residents practicing MAR are expected to engage in personal 
recovery programs, and to participate in residence activities, just 
like any other resident. Making this clear in the interview and 
acceptance process will avoid misunderstandings and will help 
applicants to understand community expectations.

7. Inform applicants that you may need them to permit you 
(or your designated staff ) and their prescribing physician to 
communicate with each other. (Note: this may vary based on the 
level of a recovery residence and whether staff are available to fill 
this role.) Both you and the physician will need signed releases 
from the applicant. Obtain a release from the applicant for that 
communication. Inform the applicant that you will verify with the 
physician that the same permission has been granted to him/
her. You can find a sample consent form here (42 CFR Part 2 
compliant). Consult an attorney for guidance on the releases.

8. Be clear about medication management and safekeeping policies.

9. If an applicant is not a good fit for your residence, offer referrals to 
other residences that might be more appropriate.
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Sample Resident  
Screening Questions
1. Do you have a history of substance use issues?

a. If so, what has your recovery journey been like (history of use, 
treatment, recovery)?

b. If so, what recovery goals do you want to achieve while living 
in the recovery residence?

c.  Complete a recovery capital scale. (For an example, click here.)

d.  To verify your abstinence from alcohol and illicit drugs, are you 
willing to submit a urine sample and disclose what medications 
you are prescribed in order to rule out “false positives”?

2.  Are you able to provide a copy of a government-issued ID verifying 
your name and age?

3.  Are you willing to adhere to and hold others accountable to the 
“House Rules”?

4. Are you willing to participate in the required recovery activities?

5. Are you able to manage basic activities of daily living (ADL) on your 
own, such as bathing, dressing, continence, eating, and evacuating 
the home during emergencies?

6. Are you able to manage instrumental activities of daily living 
(IADL) on your own, such as self-managing medications, finances, 
transportation, cooking, shopping, house cleaning, and laundry?

7. What is your criminal justice involvement history including felony 
convictions or supervision status?

8. How will you pay your recovery residence fees and living expenses? 
Are you employed? Are you willing to work? What financial 
resources do you have?
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Coordinating with Prescribing Physicians
Information sharing with prescribers is essential to the success of 
residents on MAR. While decisions about an individual’s medication will 
be driven by discussions with their prescriber, it is important for recovery 
residence operators to have a basic understanding of a resident’s 
recommended dosing and medication duration, and potential negative 
or positive effects of the medication. Additionally, it is important for 
prescribers to understand the impact of certain medications and 
medication interactions on a person’s day-to-day recovery.

This two-way communication is especially important because of the 
challenges of establishing appropriate doses and protecting against 
diversion or other behaviors that may be associated with drug-seeking. 
Recovery residence operators can let prescribers know if they are 
observing behaviors that could indicate that a dosage is not adequate 
or appropriate. Their input is also helpful if a resident requests a higher 
dose or a different medication from a prescriber, to ensure that the 
prescriber makes an informed decision together with the resident. 

It may take time to foster this kind of open communication between 
recovery residences and prescribers. Some recovery residence 
operators report that not all prescribers welcome this kind of 
communication. However, the more that operators make an effort 
to collaborate, the more likely that prescribers will see them as key 
partners in supporting a person’s treatment and recovery goals. 

To facilitate this collaboration, recovery housing operators and/or 
staff should establish a mutual release with prescribers about what 
information will be shared and how frequently it will be shared. It 
is important that the release works both ways—that it allows the 
recovery residence operator/staff member to share information with 
the prescriber, and for the prescriber to share information with the 
residence operator/staff. You can find a sample consent form here (42 
CFR Part 2 compliant). Be sure to consult an attorney when developing 
the release agreements.

Preventing Diversion of Medications 
Because of their opioid base, methadone and buprenorphine both 
have “street value” and as a result, introduce diversion risks. Preventing 
diversion of these and other medications that are kept on-site is critical 
to the safety and wellbeing of all residents and staff. 

It is important to have clear written policies on medications and ensure 
that staff members are thoroughly trained and supervised. Many 
recovery residences already have general policies and procedures in 
place for residents’ medications. Depending on the level of a recovery 
residence, the need and capability to administer or supervise residents’ 
medications will vary. For prospective residents, it might be helpful to 
incorporate questions about medication support needs into screening 
criteria, to ensure that a residence can fully meet a person’s needs. 

Information sharing 
with prescribers 
is essential to the 
success of residents 
on MAR. 
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Recovery residences may find the following considerations and tips helpful in preparing for  
MAR-specific diversion risks.

Staff training 
on handling 
and distributing 
medication

• Ensure that staff are knowledgeable about policies and procedures for managing on-
site medications. 

• Ensure that staff do not dispense medication unless the facility license and their 
credentials permit them to do that.

Medication lists • Residents should be provided with a list of prohibited medications if there any. 
Examples could include over-the-counter cold and flu remedies that contain alcohol.

Medication security

• If your staffing model supports this, strictly limit access to all medications. However, 
residents must be able to access their prescribed medications.

• Provide safes and lockers for secure storage. Keyless entry safes or lockers promote 
the safety and security of on-site medication storage where either the resident is the 
only one with access OR staff have access to storage devices kept in the main office.

• Have staff accompany residents when picking up medications from pharmacy. 

Managing days with 
fewer staff

• Allow residents to keep the minimum required dose(s) on their person on days with 
fewer staff.

Behavior monitoring
• Be attuned to the behavioral warning signs of inappropriate dosing and/or misuse 

of medications such as drowsiness, lethargy, mood changes, increase in drug use 
ideation, or disengagement with housemates.

Drug testing

• Conduct regular, random tests. Determine who is responsible for conducting 
these tests and when. Affordable tests are available that isolate methadone and 
buprenorphine from other opioids. Testing for naltrexone is not necessary.

• Test residents and staff regardless of MAR status. Inform staff of the drug testing 
requirement prior to employment or promotion to positions to authority.

• If available, conduct lab testing to assess the levels of specific substances. Ensure that 
staff have the information or support needed to interpret and respond to testing results. 

Medication logs • Conduct daily monitoring and documentation of each medication dose taken.

Medication inventory • Carefully track the number of pills or strips associated with each prescription. 

Blister packs • Use packaging that makes it obvious when a pill has been removed.
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Creating a House Culture that Supports MAR 
Recovery residences reflect the culture of local recovery communities, which have 
historically been 12-step or faith-based communities with definitions of recovery that do 
not include the assistance of medication. Residents’ personal experiences and openness 
to MAR are diverse and varied, often based on the amount of knowledge and exposure 
a person has had. Welcoming individuals practicing MAR may require adaptations 
developed through a process of open discussion, education, and reflection with residents 
and staff. Below are tips to guide this process:

1
Educate residents about MAR, including residents who are currently using 
medication as well as those who are not. Make basic information about MAR available 
throughout common areas of the house and upon request. In addition to providing 
helpful and supportive information to residents currently using medication, be sure to 

provide information on MAR resources for residents with opioid use disorders who are not 
currently receiving one of these medications. All residents deserve to know about their 
options, particularly if they are struggling in their recovery. Brief fact sheets or brochures 
might describe topics such as: the growing number of people in the recovery community 
that are using MAR, developing a recovery plan that may or may not include medication 
over time, talking with your doctor about potential side effects of medications and before 
changing doses (up or down), and the importance of not sharing or diverting medications.

2
Share success stories and openly discuss concerns. Some of the strongest opponents 
of MAR are those who have had a negative experience with the medications and/or 
treatment regimens. It is important not to discount or minimize their lived experience, 
while helping them stay open to the idea that others can benefit from MAR. Many 
people have succeeded in recovery with the help of MAR, but their story is not often 
told. Find a MAR champion inside or outside of your residence who is willing to share 
their experience and answer questions and concerns from residents. Assure residents 
that many pathways (or “all abstinence-based pathways, including MAR”) to recovery 
will be honored in the house. Also, when celebrating an individual’s discontinuation 
of a medication as a milestone in their recovery journey, be careful not to imply that 
discontinuation of use is an immediate goal for everyone using MAR, or that they have 
achieved more in their recovery than someone who is still using medication.

3
Provide connections to MAR-welcoming recovery support services. 
Depending on where a residence is located, it may be difficult to find mutual 
assistance groups that accept individuals receiving MAR. For some individuals 
using medication to support their recovery, they may be concerned about, 
or directly experience, stigma from others in the recovery community. It is 
important that you, your staff, and your residents develop and maintain a list 
of MAR-welcoming meetings and other resources for your MAR residents. This 
will help residents to engage in essential recovery supports, regardless of their 
personal pathway to recovery. 

4
Develop and provide MAR-supportive recovery support services, such as 
an all-recovery meeting. Many recovery residences rely on local mutual aid 
societies to provide external recovery support. In areas where MAR-welcoming 
mutual aid societies do not exist, recovery residences should develop their own 
using resident leaders, alumni, and/or staff.
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In this Brief
Many people with opioid use disorders embrace medication-assisted treatment (MAT) 
or medication-assisted recovery (MAR) as a pathway to recovery. For some, the role that 
medication can play in a person’s long-term recovery process is not as clear. Within the 
recovery community, many people have questions about the use of agonist or partial 
agonist medications (methadone, buprenorphine) to support abstinence. As we continue to 
grapple with the effects of the opioid crisis, it is important to recognize the life-saving role 
of medications to address opioid dependence and addiction, understand the facts about 
how medications work, and find ways to support long-term recovery for individuals using 
these medications.

As one key recovery support, access to quality recovery housing can make or break a 
person’s likelihood of long-term success. Specific to opioid use disorders, recovery residence 
operators need guidance to implement cultural and operational changes that support 
medication-assisted recovery. While different levels of recovery residences have varying 
structures, staffing, services, and supports, the information and considerations in this brief 
are helpful to all residences seeking to support medication-assisted pathways to recovery. 
Currently, there is no definitive research that matches the level of a recovery residence with 
its ability to support residents using medication in their recovery.

This document provides basic guidance, key considerations, and tips and tools for recovery 
residence operators that are supporting or want to support individuals who choose 
medication-assisted recovery. 



The concepts of medication-assisted treatment (MAT) and 
medication-assisted recovery (MAR) are closely related, but 
may have distinct meanings across individuals, communities, 
and systems of care. Both MAT and MAR refer to using FDA-
approved medications (such as buprenorphine, methadone, 
naltrexone) to address the physical components of addiction. 
In this brief, the described medications are specific to opioid 
use disorders. Other medications can be prescribed to address 
alcohol dependence. 

Within the recovery community, MAR is a preferred term since 
it emphasizes recovery. It may also indicate an individual’s 
commitment to engaging in recovery supports as part of their 
long-term pathway to abstinence and recovery, in addition to 
using prescribed medication. This brief will primarily use the 
term MAR; however, it is important to know that MAT and 
MAR are sometimes misunderstood or used interchangeably. 
When screening and supporting residents, be sure to ask 
explicit questions about a person’s use of medication to support 
their recovery. Also ask about their specific goals for abstinence 
and recovery over the long term, and together determine if 
your recovery residence can meet their needs.

Recovery residences provide 
a family-like living environment 
free from alcohol and illicit drug 
use, centered on peer support and 
connections that promote sustained 
recovery from substance use. NARR 
has described four levels of recovery 
residences, ranging from fully 
peer-run (Level 1) to therapeutic 
residences (Level 4).

Medication-assisted treatment 
(MAT) refers to using a FDA-
approved medication (such as 
buprenorphine, methadone, 
naltrexone) to assist a person in 
addressing a substance use disorder.

Medication-assisted recovery 
(MAR) also refers to using a FDA-
approved medication to address 
a substance use disorder, and 
emphasizes a person’s commitment 
to engaging with abstinence-based 
recovery supports. 
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Reviewing  
Key Facts About MAR 

The history, evolution, policies, and systems of care for 
medication-assisted treatment (MAT) and abstinence-based 
treatment (ABT) are quite different. Traditionally, individuals 
using medication may not have been thought of as abstinent 
and thus were not a visible part of the larger recovery 
community. However, the term medication-assisted recovery 
(MAR) recently emerged to describe individuals who use 
medication as an aid in abstaining from alcohol and illicit drug 
use and in support of their overall recovery process. This term 
offers a non-stigmatizing framework that bridges the two 
different philosophies. 

For some individuals, medication can be life-saving, and is one 
of many tools to support abstinence and long-term recovery. 
This section briefly reviews basic facts and common myths 
about MAR.

The 3-Legged stool: Medication, 
Psychosocial Services, and Recovery 
Support Services
MAR refers to using a medication to assist a person in their 
recovery from a substance use disorder. Ideally, MAR is part of 
a three-pronged effort that combines the use of medications 
with counseling or behavioral therapies (psychosocial services) 
and recovery support services. Medication can help stabilize 
brain functioning and relieves cravings and withdrawal 
symptoms, allowing individuals to focus on their recovery 
process. Psychosocial services help individuals address the 
underlying causes of addiction, while recovery support 
services ensure that individuals have the supports needed 
to learn how to live a life of recovery. Many opioid treatment 
programs are now trying to connect people to recovery 
support services, because these supports are important to 
sustain long-term recovery.
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Medications: What are they and how do they work?1, 2

Medications are primarily used to treat addiction to opioids such 
as heroin and prescription drugs like oxycodone and hydrocodone. 
(The US Food and Drug Administration (FDA) has also approved 
several medications to treat alcohol dependence.) The three FDA-
approved medications for opioid use disorders are described 
below. Each of them works differently in the brain. However, these 
medications are not interchangeable. The length and severity of a 
person’s substance use history, and their past treatment experiences 
and preferred treatment setting, all affect medication decisions 
made by an individual and their prescribing physician. Any of these 
three medications should be prescribed as part of a comprehensive 
treatment plan that includes counseling and participation in recovery 
support services.

• Methadone is a full opioid agonist, meaning that it works by 
binding to opioid receptors in the brain. Methadone targets the 
same neural receptors as heroin and other opioids. Replacing an 
illegal drug with a prescribed drug such as methadone, helps to 
stabilize the lives of people who are opioid dependent. The aim of 
methadone treatment is to prevent opioid cravings and to assist 
in complete abstinence from illegal opioids. Studies have shown 
methadone maintenance decreases illicit opioid use, psychosocial 
and medical problems, and criminal activity. It also improves overall 
health status and social functioning.

• Buprenorphine (also known by the common brand name 
Subutex) is a partial agonist, which means the way that it binds to 
opioid receptors in the brain is dependent on dosing. However, 
buprenorphine will only have increasing effects up to a certain 
dose, and then its effects will plateau. Because of this, it is often 
less effective for individuals who are dependent on higher opioid 
doses. Many studies have supported the safety and effectiveness of 
buprenorphine in treating opioid dependence.

• Naltrexone (also known by the common brand name Vivitrol), 
works differently than methadone and buprenorphine in the 
treatment of opioid use disorders. It is an antagonist, meaning that 
it binds to and also blocks opioid receptors in the brain. If a person 
using naltrexone begins to use opioids, naltrexone blocks the 
euphoric and sedative effects. Naltrexone is available in a long-
acting injectable format. It is important to note that naltrexone can 
only be used with patients that have not used any opioids, including 
opioid-based medication, for at least 7-10 days. If administered 
before a person has completely detoxed from opioids, naltrexone 
can initiate serious withdrawal symptoms. This should not be 
confused with naloxone (also known as Narcan), which is the short-
acting opioid agonist used to reverse an opioid overdose.

1 American Psychiatric Association. (2006). Practice guideline for the treatment 
of patients with substance use disorders. 2nd edition. Arlington, VA: American 
Psychiatric Association. Available online at https://psychiatryonline.org/pb/
assets/raw/sitewide/practice_guidelines/guidelines/substanceuse.pdf 

2 Lingford-Hughes AR, Welch S, Peters L, Nutt DJ. (2012). BAP updated guidelines: 
evidence-based guidelines for the pharmacological management of substance 
abuse, harmful use, addiction and comorbidity: recommendations from BAP. 
Journal of Psychopharmacology, 26(7):899-952.

Agonist: A medication to treat opioid 
use disorder that is opiate-based, and 
binds with receptors in the brain in 
place of heroin or other opioids. A 
partial agonist medication also binds 
with opioid receptors, but not as 
strongly as a full agonist.

Antagonist: A medication to treat 
opioid use disorder that works by 
blocking any euphoric or sedative 
effects of using opioids.
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Below are some examples of common myths about MAR, along 
with a summary of key facts in response to each myth.

Myth: MAR is not a legitimate pathway to recovery. 

Truth: FDA-approved medications, combined with psychosocial services 
and recovery supports, are considered the “gold standard” for opioid use 
disorder treatment. This approach has been proven to reduce drug use, 
reduce risk of overdose, prevent injection behaviors, and reduce criminal 
behavior. In the past, MAR has been referred to as “drug replacement 
therapy,” often leading to disagreement about whether people on MAR 
could truly live a substance-free life in recovery. However, medications are 
essential for some people to reduce cravings and withdrawal symptoms, 
and to help them avoid future opioid misuse and engage in long-term 
recovery. Medication helps to prevent relapse and overdose death. From 
this perspective, MAR may actually be the best chance some have at life 
and recovery.

Myth: MAR means someone is not practicing abstinence-based recovery.

Truth: MAR is consistent with abstinence-based approaches to recovery. 
For example, an individual who is taking their medication as prescribed, 
is not engaging in other substance use like alcohol or marijuana, and 
is connected to a recovery program or culture, is fulfilling the alcohol 
and illicit drug-free expectations of an abstinence-based approach. 
The emergence of MAR as a concept has led to an increasing number 
of abstinence-based programs, including a growing group of 12-step 
programs, to welcome individuals using MAR to participate.

Myth: MAR should only be used for a short time.

Truth: Currently, there is no research to support the use of a 
predetermined length of treatment for MAR. Decisions about length of 
treatment and any adjustments should be made between an individual 
and their prescribing physician. Many issues involving MAR come from 
someone stopping their prescribed medication too abruptly. When this 
happens, a person’s tolerance to opioids drops dramatically, putting them 
at risk for a life-threatening overdose.

Common Myths  
about MAR
Myths and misinformation 
about MAR have been a source 
of stigma and discrimination. 
Ultimately, this can limit access 
to life-saving treatments and 
recovery supports, or lead to 
a relapse or other negative 
consequences. MAR stigma and 
discrimination happens in many 
different ways, such as:

 ▷ Exclusion of people from 
recovery support services 
(recovery housing, mutual 
aid programs, recovery 
community events) based 
only on their use  
of medications 

 ▷ Pressure from law 
enforcement, corrections, 
drug courts, abstinence-
based treatment providers, 
or recovery community to 
prematurely stop or taper 
use of medications

 ▷ The use of outdated and 
stigmatizing language or 
information about MAR as 
a pathway to recovery
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 Understanding  
MAR and Recovery Housing 

The differences between treatment and recovery pathways that 
incorporate medications, and those that do not, are important 
when considering housing options for people in recovery. 
Traditionally, individuals who have chosen recovery housing 
as an abstinence-based environment to support their recovery 
have not used MAR. This has often been driven by recovery 
residences, which may not have been open to accepting 
individuals using medication to address substance use. As 
the opioid epidemic has escalated, so have the numbers of 
individuals using MAR, including those who need housing that 
supports their recovery.

For individuals practicing abstinence-based MAR, they are 
likely to seek a recovery residence with an abstinence-oriented 
philosophy. However, for some individuals using medication 
and not practicing abstinence, a recovery residence may 
not be appropriate. Other supportive housing programs 
that use a “harm reduction” philosophy might be a better 
environment for someone who is using medication to address 
opioid dependence, but is not ready to commit fully to 
abstinence-based recovery. In light of the current demand for 
MAR-capable housing, some recovery residences are being 
developed exclusively for residents practicing MAR, while 
other models are blending MAR residents with residents 
whose recovery is not medication-assisted.

In many situations and locales, recovery residence operators 
are being asked to make adaptations that adequately support 
residents who are practicing MAR. This might include 
adapting perceptions, policies, and procedures, and gaining a 
better understanding of different medications. With intention, 
these changes can work to advance the safety and recovery of 
all residents. 
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Welcoming  
MAR Residents 

Regardless of how a recovery 
residence plans to support individuals 
who are using MAR, there are several 
considerations and best practices to 
foster an inclusive, welcoming, and 
safe environment. 

Screening MAR Residents
Recovery residences may ask 
applicants questions that determine 
their ability to meet financial 
requirements, their history of 
substance use and recovery, and 
whether they otherwise meet the 
home’s eligibility criteria. Screening 
procedures should be consistent, fair, 
and documented, and a residence 
should not accept or reject an 
applicant solely based on their use of 
MAR. Such exclusions may violate the 
Federal Fair Housing Act and/or the 
Americans with Disabilities Act. Be 
sure to consult with an attorney before 
establishing and using screening 
procedures, to ensure you are aware of 
all relevant federal and state laws and 
their impact.

For more information, Know Your 
Rights summarizes the rights of 
individuals using MAT. 

Here are some general tips on how to screen and evaluate potential 
MAR residents:

1. As with any applicant, your evaluation process should 
demonstrate that your residence is able to meet an individual’s 
needs, whether you are able to support residents using 
medications or not. 

2. The process should be consistent across all applicants and focus 
on questions that determine the applicant’s 1) eligibility, such as 
substance use recovery history and priority population criteria, 
and 2) ability to meet the terms of the resident agreement, such as 
financial obligations and upholding house rules and expectations.

3. Avoid categorical exclusions based on use of medications. Such 
exclusions may violate the Federal Fair Housing Act and/or the 
Americans with Disabilities Act.

4. Pre-acceptance conversations should engage applicants in 
discussion about their recovery plans, and on their willingness 
to abstain from alcohol and all illicit drugs, as conditions of the 
environment. Not all individuals using medications to address 
opioid use want an abstinence-based recovery environment—
even one that permits opioid medications.

5. The applicant’s recovery goals should align with the recovery 
residence’s philosophy and services and support offerings, 
regardless of their MAR status.

6. Residents practicing MAR are expected to engage in personal 
recovery programs, and to participate in residence activities, just 
like any other resident. Making this clear in the interview and 
acceptance process will avoid misunderstandings and will help 
applicants to understand community expectations.

7. Inform applicants that you may need them to permit you 
(or your designated staff ) and their prescribing physician to 
communicate with each other. (Note: this may vary based on the 
level of a recovery residence and whether staff are available to fill 
this role.) Both you and the physician will need signed releases 
from the applicant. Obtain a release from the applicant for that 
communication. Inform the applicant that you will verify with the 
physician that the same permission has been granted to him/
her. You can find a sample consent form here (42 CFR Part 2 
compliant). Consult an attorney for guidance on the releases.

8. Be clear about medication management and safekeeping policies.

9. If an applicant is not a good fit for your residence, offer referrals to 
other residences that might be more appropriate.
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Sample Resident  
Screening Questions
1. Do you have a history of substance use issues?

a. If so, what has your recovery journey been like (history of use, 
treatment, recovery)?

b. If so, what recovery goals do you want to achieve while living 
in the recovery residence?

c.  Complete a recovery capital scale. (For an example, click here.)

d.  To verify your abstinence from alcohol and illicit drugs, are you 
willing to submit a urine sample and disclose what medications 
you are prescribed in order to rule out “false positives”?

2.  Are you able to provide a copy of a government-issued ID verifying 
your name and age?

3.  Are you willing to adhere to and hold others accountable to the 
“House Rules”?

4. Are you willing to participate in the required recovery activities?

5. Are you able to manage basic activities of daily living (ADL) on your 
own, such as bathing, dressing, continence, eating, and evacuating 
the home during emergencies?

6. Are you able to manage instrumental activities of daily living 
(IADL) on your own, such as self-managing medications, finances, 
transportation, cooking, shopping, house cleaning, and laundry?

7. What is your criminal justice involvement history including felony 
convictions or supervision status?

8. How will you pay your recovery residence fees and living expenses? 
Are you employed? Are you willing to work? What financial 
resources do you have?
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Coordinating with Prescribing Physicians
Information sharing with prescribers is essential to the success of 
residents on MAR. While decisions about an individual’s medication will 
be driven by discussions with their prescriber, it is important for recovery 
residence operators to have a basic understanding of a resident’s 
recommended dosing and medication duration, and potential negative 
or positive effects of the medication. Additionally, it is important for 
prescribers to understand the impact of certain medications and 
medication interactions on a person’s day-to-day recovery.

This two-way communication is especially important because of the 
challenges of establishing appropriate doses and protecting against 
diversion or other behaviors that may be associated with drug-seeking. 
Recovery residence operators can let prescribers know if they are 
observing behaviors that could indicate that a dosage is not adequate 
or appropriate. Their input is also helpful if a resident requests a higher 
dose or a different medication from a prescriber, to ensure that the 
prescriber makes an informed decision together with the resident. 

It may take time to foster this kind of open communication between 
recovery residences and prescribers. Some recovery residence 
operators report that not all prescribers welcome this kind of 
communication. However, the more that operators make an effort 
to collaborate, the more likely that prescribers will see them as key 
partners in supporting a person’s treatment and recovery goals. 

To facilitate this collaboration, recovery housing operators and/or 
staff should establish a mutual release with prescribers about what 
information will be shared and how frequently it will be shared. It 
is important that the release works both ways—that it allows the 
recovery residence operator/staff member to share information with 
the prescriber, and for the prescriber to share information with the 
residence operator/staff. You can find a sample consent form here (42 
CFR Part 2 compliant). Be sure to consult an attorney when developing 
the release agreements.

Preventing Diversion of Medications 
Because of their opioid base, methadone and buprenorphine both 
have “street value” and as a result, introduce diversion risks. Preventing 
diversion of these and other medications that are kept on-site is critical 
to the safety and wellbeing of all residents and staff. 

It is important to have clear written policies on medications and ensure 
that staff members are thoroughly trained and supervised. Many 
recovery residences already have general policies and procedures in 
place for residents’ medications. Depending on the level of a recovery 
residence, the need and capability to administer or supervise residents’ 
medications will vary. For prospective residents, it might be helpful to 
incorporate questions about medication support needs into screening 
criteria, to ensure that a residence can fully meet a person’s needs. 

Information sharing 
with prescribers 
is essential to the 
success of residents 
on MAR. 
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Recovery residences may find the following considerations and tips helpful in preparing for  
MAR-specific diversion risks.

Staff training 
on handling 
and distributing 
medication

• Ensure that staff are knowledgeable about policies and procedures for managing on-
site medications. 

• Ensure that staff do not dispense medication unless the facility license and their 
credentials permit them to do that.

Medication lists • Residents should be provided with a list of prohibited medications if there any. 
Examples could include over-the-counter cold and flu remedies that contain alcohol.

Medication security

• If your staffing model supports this, strictly limit access to all medications. However, 
residents must be able to access their prescribed medications.

• Provide safes and lockers for secure storage. Keyless entry safes or lockers promote 
the safety and security of on-site medication storage where either the resident is the 
only one with access OR staff have access to storage devices kept in the main office.

• Have staff accompany residents when picking up medications from pharmacy. 

Managing days with 
fewer staff

• Allow residents to keep the minimum required dose(s) on their person on days with 
fewer staff.

Behavior monitoring
• Be attuned to the behavioral warning signs of inappropriate dosing and/or misuse 

of medications such as drowsiness, lethargy, mood changes, increase in drug use 
ideation, or disengagement with housemates.

Drug testing

• Conduct regular, random tests. Determine who is responsible for conducting 
these tests and when. Affordable tests are available that isolate methadone and 
buprenorphine from other opioids. Testing for naltrexone is not necessary.

• Test residents and staff regardless of MAR status. Inform staff of the drug testing 
requirement prior to employment or promotion to positions to authority.

• If available, conduct lab testing to assess the levels of specific substances. Ensure that 
staff have the information or support needed to interpret and respond to testing results. 

Medication logs • Conduct daily monitoring and documentation of each medication dose taken.

Medication inventory • Carefully track the number of pills or strips associated with each prescription. 

Blister packs • Use packaging that makes it obvious when a pill has been removed.
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Creating a House Culture that Supports MAR 
Recovery residences reflect the culture of local recovery communities, which have 
historically been 12-step or faith-based communities with definitions of recovery that do 
not include the assistance of medication. Residents’ personal experiences and openness 
to MAR are diverse and varied, often based on the amount of knowledge and exposure 
a person has had. Welcoming individuals practicing MAR may require adaptations 
developed through a process of open discussion, education, and reflection with residents 
and staff. Below are tips to guide this process:

1
Educate residents about MAR, including residents who are currently using 
medication as well as those who are not. Make basic information about MAR available 
throughout common areas of the house and upon request. In addition to providing 
helpful and supportive information to residents currently using medication, be sure to 

provide information on MAR resources for residents with opioid use disorders who are not 
currently receiving one of these medications. All residents deserve to know about their 
options, particularly if they are struggling in their recovery. Brief fact sheets or brochures 
might describe topics such as: the growing number of people in the recovery community 
that are using MAR, developing a recovery plan that may or may not include medication 
over time, talking with your doctor about potential side effects of medications and before 
changing doses (up or down), and the importance of not sharing or diverting medications.

2
Share success stories and openly discuss concerns. Some of the strongest opponents 
of MAR are those who have had a negative experience with the medications and/or 
treatment regimens. It is important not to discount or minimize their lived experience, 
while helping them stay open to the idea that others can benefit from MAR. Many 
people have succeeded in recovery with the help of MAR, but their story is not often 
told. Find a MAR champion inside or outside of your residence who is willing to share 
their experience and answer questions and concerns from residents. Assure residents 
that many pathways (or “all abstinence-based pathways, including MAR”) to recovery 
will be honored in the house. Also, when celebrating an individual’s discontinuation 
of a medication as a milestone in their recovery journey, be careful not to imply that 
discontinuation of use is an immediate goal for everyone using MAR, or that they have 
achieved more in their recovery than someone who is still using medication.

3
Provide connections to MAR-welcoming recovery support services. 
Depending on where a residence is located, it may be difficult to find mutual 
assistance groups that accept individuals receiving MAR. For some individuals 
using medication to support their recovery, they may be concerned about, 
or directly experience, stigma from others in the recovery community. It is 
important that you, your staff, and your residents develop and maintain a list 
of MAR-welcoming meetings and other resources for your MAR residents. This 
will help residents to engage in essential recovery supports, regardless of their 
personal pathway to recovery. 

4
Develop and provide MAR-supportive recovery support services, such as 
an all-recovery meeting. Many recovery residences rely on local mutual aid 
societies to provide external recovery support. In areas where MAR-welcoming 
mutual aid societies do not exist, recovery residences should develop their own 
using resident leaders, alumni, and/or staff.
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The 2018 Florida Statutes
 

Title XXIX
 PUBLIC HEALTH

Chapter 397 
SUBSTANCE ABUSE SERVICES

View Entire Chapter

397.410 Licensure requirements; minimum standards; rules.—
(1) The department shall establish minimum requirements for licensure of each service component, as defined

in s. 397.311(26), including, but not limited to:
(a) Standards and procedures for the administrative management of the licensed service component, including

procedures for recordkeeping, referrals, and financial management.
(b) Standards consistent with clinical and treatment best practices that ensure the provision of quality

treatment for individuals receiving substance abuse treatment services.
(c) The number and qualifications of all personnel, including, but not limited to, management, nursing, and

qualified professionals, having responsibility for any part of an individual’s clinical treatment. These requirements
must include, but are not limited to:

1. Education; credentials, such as licensure or certification, if appropriate; training; and supervision of
personnel providing direct clinical treatment.

2. Minimum staffing ratios to provide adequate safety, care, and treatment.
3. Hours of staff coverage.
4. The maximum number of individuals who may receive clinical services together in a group setting.
5. The maximum number of licensed service providers for which a physician may serve as medical director and

the total number of individuals he or she may treat in that capacity.
(d) Service provider facility standards, including, but not limited to:
1. Safety and adequacy of the facility and grounds.
2. Space, furnishings, and equipment for each individual served.
3. Infection control, housekeeping, sanitation, and facility maintenance.
4. Meals and snacks.
(e) Disaster planning policies and procedures.
(2) The department shall adopt rules to provide that if the criteria established under subsection (1) are not

met, such deficiencies shall be classified according to the nature and the scope of the deficiency. The scope shall
be cited as isolated, patterned, or widespread. The department shall indicate the classification on the face of the
notice of deficiencies in accordance with s. 397.411.

(a) An isolated deficiency is a deficiency affecting one or a very limited number of individuals or involving one
or a very limited number of staff, or a situation that occurred only occasionally or in a very limited number of
locations.

(b) A patterned deficiency is a deficiency where more than a very limited number of individuals are affected or
more than a very limited number of staff are involved, the situation has occurred in several locations, or the same
individual or individuals have been affected by repeated occurrences of the same deficient practice but the effect
of the deficient practice is not found to be pervasive throughout the facility.

(c) A widespread deficiency is a deficiency in which the problems causing the deficiency are pervasive
throughout the facility or represent systemic failure that has affected or has the potential to affect a large portion
of individuals.
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(3) By October 1, 2017, the department shall publish a notice of development of rulemaking, and by January 1,
2018, the department shall publish a notice of proposed rule pursuant to s. 120.54(3)(a) to implement the
provisions of this section.

(4) The department shall provide a report to the Governor, the President of the Senate, and the Speaker of the
House of Representatives by December 1, 2020, concerning the appropriateness of service component licensure
requirements as those requirements apply to the qualifications of personnel providing direct clinical treatment.
The report shall include, but not be limited to, the requirements established in rule, the number and nature of
complaints received regarding personnel providing direct clinical treatment and about the qualifications of the
individuals subject to the complaints, and the precipitating cause, number, and types of licensure actions taken by
the department regarding such personnel.

History.—s. 10, ch. 2017-173.
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The Bureau of Emergency Medical Oversight has established customer service

expectations for its employees. Please provide us with your honest feedback to help

us ensure that we are meeting your expectations and to improve our services to you.

The survey is anonymous; however, you can provide your contact information if

you wish. In your comments, please identify the person that your feedback pertains

to, in order for us to effectively respond.

I contacted the section of:*

Brain and Spinal Cord Injury

Data

Emergency Medical Services

Trauma

I received the information or services that I requested within two working days.*

Agree

Neither Agree nor Disagree

Disagree

The staff person was well informed and the service or information provided was

clear and understandable.

*

Agree

Neither Agree nor Disagree

Disagree

Page 1 of 3SurveyMonkey Powered Online Survey
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The staff person was helpful, friendly and polite.*

Agree

Neither Agree nor Disagree

Disagree

The employee's name who assisted me is:

Overall, how would you rate your satisfaction with the information or

services you received?

*

Satisfied

Neither Satisfied nor Dissatisfied

Dissatisfied

If you want us to contact you, please provide your contact information

below.

Please provide any comments or suggestions on how we could better serve

you.

Page 2 of 3SurveyMonkey Powered Online Survey
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Powered by

See how easy it is to create a survey.

Privacy & Cookie Policy
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CONCLUSIONS
OF THE NATIONAL ACADEMIES COMMITTEE

1. Opioid use disorder is a treatable chronic brain 
    disease. 

Opioid use disorder is a treatable chronic brain disease resulting from 
the changes in neural structure and function that are caused over 
time by repeated opioid use. The behavioral and social contexts are 
critically important both to its development and treatment. Stopping 
opioid misuse is extremely difficult. Medications are intended to 
normalize brain structure and function.

2. FDA-approved medications to treat opioid use disorder are effective and 
save lives. 
FDA-approved medications to treat opioid use disorder—methadone, buprenorphine, and  
extended-release naltrexone—are effective and save lives. The most appropriate medication varies 
by individual and may change over time. To stem the opioid crisis, it is critical for all FDA-approved 
options to be available for all people with opioid use disorder. At the same time, as with all medical 
disorders, continued research on new medications, approaches, and formulations that will expand 
the options for patients is needed. 

3. Long-term retention on medication for opioid use disorder is associated 
with improved outcomes.
There is evidence that retention on medication for the long term is associated with improved 
outcomes and that discontinuing medication often leads to relapse and overdose. There is 
insufficient evidence regarding how the medications compare over the long term. 

4. A lack of availability or utilization of behavioral interventions is not 
a sufficient justification to withhold medications to treat opioid use 
disorder.
Behavioral interventions, in addition to medical management, do not appear to be necessary as 
treatment in all cases. Some people may do well with medication and medical management alone. 
However, evidence-based behavioral interventions can be useful in engaging people with opioid 
use disorder in treatment, retaining them in treatment, improving outcomes, and helping them 
resume a healthy functioning life. There is inadequate evidence about which behavioral interven-
tions provided in conjunction with medications for opioid use disorder are most helpful for which 
patients, including evidence on how effective peer support is; more research is needed to address 
this knowledge deficit.



5. Most people who could benefit from medication-based treatment for 
opioid use disorder do not receive it, and access is inequitable across 
subgroups of the population.
Available evidence suggests that medication-based treatment for opioid use disorder is highly  
effective across all subgroups of the population, including adolescents and older persons; pregnant 
women; individuals with co-occurring disorders (e.g., psychiatric, substance use disorders, infectious 
diseases); and all racial, sex and gender, and socioeconomic groups. However, the nature and extent 
of opioid use disorder in these groups appear to vary greatly, as does access to needed medications. 
To more widely and equitably address the opioid crisis, the significance and causes of these differ-
ences demand additional study, as does the potential need for specific medication-based treatment 
guidelines for subpopulations.

6. Medication-based treatment is effective across all treatment settings 
studied to date. Withholding or failing to have available all classes of 
FDA-approved medication for the treatment of opioid use disorder in any 
care or criminal justice setting is denying appropriate medical treatment.
Treatment with FDA-approved medications is clearly effective in a broader range of care settings 
(e.g., office-based care settings, acute care, and criminal justice settings) than is currently the norm. 
There is no scientific evidence that justifies withholding medications from opioid use disorder  
patients in any setting or denying social services (e.g., housing, income supports) to individuals on 
medication for opioid use disorder. Therefore, to withhold treatment or deny services under these 
circumstances is unethical.

7. Confronting the major barriers to the use of medications to treat  
opioid use disorder is critical to addressing the opioid crisis. 
The major barriers to the use of medications for opioid use disorder include

• High levels of misunderstanding and stigma toward drug addiction, individuals with opioid use 
disorder, and the medications to treat it.

• Inadequate education of the professionals responsible for working with people with opioid use 
disorder, including treatment providers and law enforcement and other criminal justice personnel.

• Current regulations around methadone and buprenorphine, such as waiver policies, patient  
limits, restrictions on settings where medications are available, and other policies that are not 
supported by evidence or employed for other medical disorders. 

• The fragmented system of care for people with opioid use disorder and current financing and 
payment policies.

In the report Medications for Opioid Use Disorder Save Lives, an expert committee of the  
National Academies of Sciences, Engineering, and Medicine examines the evidence base  
for medications to treat opioid use disorder and identify barriers that prevent people from 
accessing such treatment.

To read the full report and related resources, visit  
nationalacademies.org/OUDTreatment

http://nationalacademies.org/ecighealtheffects
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Recovery Housing: Best Practices and Suggested Minimum Guidelines 
 
On October 24, 2018 the Substance Use-Disorder Prevention that Promotes Opioid 
Recovery and Treatment (SUPPORT) for Patients and Communities was signed into law 
by President Trump.  Subtitle D, Ensuring Access to Quality Sober Living (SEC. 7031), 
of this law mandates that the Secretary of Health and Human Services, in consultation 
with other specified individual stakeholders and entities, shall identify or facilitate the 
development of best practices for operating recovery housing. These best practices may 
include model laws for the implementation of suggested minimum standards that: 
 

(1) consider how recovery housing is able to support recovery and prevent relapse, 
recidivism, and overdose, including by improving access to medication assisted 
treatment  

(2) identify or facilitate the development of common indicators that could be used to 
pinpoint potentially fraudulent recovery housing operators 
 

The SUPPORT legislation seeks to improve client care for individuals suffering from a 
substance use disorder who are in need of supportive recovery-oriented transitional 
housing. The Administration and SAMHSA’s Assistant Secretary for Mental Health and 
Substance Use have dedicated time, attention, and resources to ensuring that individuals 
with addictions have access to life saving medications, treatments, and services in 
settings throughout the substance use disorder continuum of care, including recovery 
housing. As such, the information and suggestions within this document address the areas 
of concern listed above and should serve as an opportunity for states, governing bodies, 
treatment providers, recovery house operators, and other interested stakeholders to 
improve the behavioral health of their citizens.  
 
This report identifies ten specific areas, or guiding principles, that will assist patients, 
providers, specialists, concerned citizens, and state and federal policy makers in defining 
and understanding what safe, effective, and legal recovery housing is. There has been 
significant and valuable work by national organizations to assist in developing polices, 
practices, and guidance that improves recovery houses as a valuable model of care. The 
areas defined in this report are not meant to supplant or contradict that good work. In 
contrast, these areas are meant to provide an overarching framework that can be mutually 
supportive of the foundational policy and practice work that has successfully guided the 
development of recovery housing to date. Based on best practices evidence, SAMHSA 
recommends following these Ten Minimum Standards to guide recovery house operators, 
stakeholders and states in enacting laws designed to provide the greatest level of client 
care and safety. 
 

1. Have a clear operational definition 
2. Understands that addiction is a chronic condition requiring recovery supports 
3. Co-occurring Informed 
4. Assesses facility and appropriately matches client needs 
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5. Administrative acumen and accountability  
6. Provides or supports evidence-based practices 
7. Ensures quality and client safety 
8. Ongoing communication with interested parties and care specialists 
9. Culturally Competent 
10. Measures performance and success 

 
 
Background Information: 
 
The disease of addiction is often accompanied by a unique culture and an environment 
that supports and facilitates the progression of the disease. During active addiction, most 
people with a substance use disorder have an established informal network of enablers, 
suppliers, or dealers that all operate to furnish the addicted person with the desired 
intoxicating chemicals. This informal network can be comprised of a parent who supplies 
money or pays bills, close friends and using associates, a particular corner or location 
known for drug dealing, a prescribing physician, stocked medicine cabinet or other 
unhealthy relationships that exacerbate the desire for self-medication. These unhealthy 
dynamics create a self-destructive living environment that is both familiar and entrenched 
as using patterns and addictive behaviors tend to be ritualistic in nature. In addition, 
cravings to use drugs are often associated with emotional reactions or “triggers” to 
environmental cues that are most pronounced. For most addicts these environmental and 
emotional cues are strong and complicate the recovery process. Therefore, it is necessary 
for people seeking recovery to relocate to another environment to gain a fresh start free of 
the trappings of a potentially fatal lifestyle. Recovery housing is an intervention that was 
specifically designed to address the recovering person’s need for a safe and healthy living 
environment while supplying the requisite recovery and peer supports. Given how vital 
recovery housing is to the continuum of care, the ten best practices and minimum 
standards are further described within this document. 
 
 
Best Practices and 10 Minimum Standards: 
 

1. Recovery House Operational Definition: 
 
In keeping with the basic premise that recovery houses are important interventions in the 
continuum of care that are designed to prevent relapse by providing recovery supports to 
individuals in early recovery; all recovery housing should have a clear operational 
definition that accurately delineates the type of services offered and to what degree or 
intensity these services are provided. The SUPPORT legislation defined the term 
‘recovery housing’ to describe a shared living environment free from alcohol and illicit 
drug use and centered upon peer supports and connection to services that promote 
sustained recovery from substance use disorders. Noted recovery house researchers 
Polcin, Korcha, Gupta, Subbaraman, & Mericle (2017) described recovery sober living 
homes as alcohol and drug free recovery residences that assist individuals with substance 
use disorders in achieving and maintaining long-term abstinence. Both of these 
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descriptions highlight the basic concept that recovery house utilize the social model of 
recovery to help individuals maintain sobriety.  
 
Additionally, the Substance Abuse and Mental Health Services Administration 
(SAMHSA) official definition of recovery housing is described below:  
 

Recovery houses are safe, healthy, family-like substance-free living environments 
that support individuals in recovery from addiction. While recovery residences 
vary widely in structure, all are centered on peer support and a connection to 
services that promote long-term recovery. Recovery housing benefits individuals 
in recovery by reinforcing a substance-free lifestyle and providing direct 
connections to other peers in recovery, mutual support groups and recovery 
support services. Substance-free does not prohibit prescribed medications taken 
as directed by a licensed physician, such as Medication Assisted Treatment, and 
other FDA approved medications.  

 
For purposes of this document, SAMHSA’s official definition will serve as the 
benchmark from which to ascribe best practices and suggested minimum standards. The 
utilization of this definition is because it encompasses the basic tenets as set forth in the 
statute and it stipulates the inclusion of medication assisted treatment and other FDA 
approved pharmacological interventions.  
 
Within the treatment industry levels of care generally signify the type of services 
provided and to what intensity these services are provided. To deliver the best care 
possible, recovery house operators should include to which level of care their facility 
delivers services to their residents. SAMHSA supports the levels of care, as identified by 
the National Alliance of Recovery Residences (NARR) and other stakeholder agencies 
depicted below, as these levels accurately reflect the basic structural blueprint of quality 
recovery housing. 
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Source: The National Alliance for Recovery Residences  

 
2. Addiction as a chronic condition requiring recovery supports: 

 
The American Society of Addiction Medicine asserts that addiction is characterized by 
the inability to abstain, impairment in behavioral control, spontaneous cravings, and a 
diminished capacity to recognize significant problems. In as much, addiction or a 
substance use disorder resembles other chronic diseases because it includes cycles of 
relapse and remission, and without interventions, treatment and engagement in recovery-
oriented activities premature death is possible. It is therefore envisioned that recovery 
houses meeting the suggested minimum standards in accordance with best practice 
guidelines set forth in the SUPPORT legislation will treat addiction as a chronic 
condition through a system of recovery supports utilizing the social model of recovery. 
The transition from active addiction into lasting recovery is often a difficult and 
emotionally trying journey for many addicts. The first 12 months of this transitional 
period, sometimes referred to early recovery, is a crucial period as people contend with 
raw core clinical issues such as family of origin problems, unresolved trauma, grief and 
loss, emotional immaturity, low frustration tolerance, and other triggers that makes them 
susceptible to relapse. It is in this period of early recovery, usually post inpatient 
treatment, that recovery houses are uniquely qualified to address.  
 
A recovery support network comprised of sober friends, certified peers with lived 
experience, and if necessary professional treatment providers is essential in helping the 
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newly sober individual avoid a relapse with potentially dangerous consequences. 
Community, camaraderie, empathy and guidance are necessary ingredients in helping 
somebody remain on track as they navigate their way back into life. This is true for 
individuals recently discharged from inpatient treatment, criminal justice custody, or 
people seeking an alternative from a living environment that is not conducive to recovery.  
 
To be most effective in breaking the cycle of addiction of remission followed by relapse, 
recovery housing should support the life building aspect of recovery by generating 
recovery capital, as opposed to merely treating the acute episodes of addiction. Recovery 
capital refers to the combination of both internal and external resources that nurture and 
foster a person’s development. It is during this early phase of recovery, especially while 
living in a recovery house, where a person learns to cope with setbacks and challenges, 
develops essential life skills, pursues employment or educational opportunities and works 
through interpersonal relationship difficulties. Recovery houses are uniquely qualified to 
enhance these important growth areas that assist a person in maintaining lasting recovery. 
 
 

3. Co-occurring Informed: 
 
In compliance with the SUPPORT legislation’s mandate to improve client care within the 
recovery house system, SAMHSA recommends that all recovery house operators and 
their designated staff should be informed as co-occurring disorders. According to Polcin, 
Korcha, Gupta, Subbaraman, & Mericle (2016) the issue of co-occurring mental disorders 
and substance use disorders is prevalent within American society. Utilizing the National 
Epidemiological Survey on Alcohol and Related Conditions, Polcin et al (2016) reported 
that approximately 18% and 20% of individuals with a substance use disorder also met 
criteria for an anxiety disorder or for at least one mood disorder respectively. 
Additionally, Compton, Cottler, Jacobs, Ben-Abdallah, & Spitznagel (2003) indicted that 
for individuals in substance use disorder treatment, especially inpatient residential 
treatment, the rates for comorbid psychiatric disorders is much higher. Furthermore, the 
2017 National Survey on Drug Use and Health (NSDUH) produced by SAMHSA 
determined that there are 8.5 million adults with a co-occurring mental illness and a 
substance use disorder, and 3.1 million of these individuals qualified as having a serious 
mental illness.  
 
Polcin et al (2016) used data from the largest evaluation of sober living houses and 
examined how living in a recovery house affected the severity of comorbid psychiatric 
symptoms of individuals with a co-occurring ailment.  After controlling for length of 
stay, Polcin et al (2016) discovered that overall psychological distress and symptoms of 
depression and anxiety improved. However, Polcin et al (2016) advised caution as these 
symptoms of psychological distress were associated with decreased rates of abstinence 
and that psychiatric symptoms represent an increased risk for relapse. These findings 
seem to support the notion that recovery house operators, staff, and certified peers need to 
be informed as to how co-occurring disorders and resulting symptomology can contribute 
to increase a person’s susceptibility for relapse.  
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4. Comprehensive Assessment (assess program and client): 
 
The SUPPORT legislation stated that the Secretary shall consider how recovery housing 
is able to support recovery, relapse, recidivism, or overdose, by improving access and 
adherence to treatment including medication assisted treatment. In completing this 
consideration and in fulfilling this requirement, SAMHSA recommends that all client 
referrals and placements be predicated upon what gives the client the best chance for 
success. Therefore, a comprehensive assessment should be a component of these best 
practice solutions to help recovering individuals achieve the amelioration of relapse and 
recidivism. Kushner, Abrams, Thuras, Brekke, & Sletten (2005) studied co-occurring 
patients and determined that a prescreening for comorbid disorders such as depression 
and anxiety should be conducted to discover potential relapse indictors. Kushner et al. 
(2005) further asserted that institutions should have knowledge of relapse factors of 
previous clients or profiles of clients that could aid in determining if a particular setting is 
appropriate and gives a prospective client the best chance of success. To best achieve 
these ends, the assessment should involve the prospective facility and the individual 
client. 
 
 
Facility Assessment:  
State governing agencies including probation and parole departments and licensing 
bodies should advise potential referents to recovery housing to be well versed about the 
prospective program prior to referring a potential client. Relevant information to be 
considered in determining the most appropriate setting includes: 
 

• House Culture: such as permissiveness of unhealthy behaviors, degree of 
adherence to outside meeting attendance, is general living environment supportive 
of recovery, etc. 

• Level of Care: the type, nature and intensity of therapeutic services and recovery 
supports provided, especially for co-occurring clients 

• Types of clients or general profiles of clients who have had success and/or failure 
at facility 

• Utilization of certified peers with relevant lived experience 
• Geographic area, neighborhood or external surrounding environment of the 

recovery house 
• Current residents: welcoming, committed to sobriety, are they mostly employed, 

supportive of one another 
• Medication Assisted Treatment: does the operator or other house staff support the 

use of medication assisted treatment, is the use of this medication properly 
monitored, are the other residents in the house also supportive of MAT, are peers 
with MAT experience available for clients with severe opioid use disorder (OUD) 

• Level of training and professionalism of house staff (e.g., co-occurring disorder, 
crisis interventions, etc.) 

• Reputation regarding ethical business practices, including fraud and abuse of 
residents 

• Relapse policy 
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• Availability of NARCAN 
 
Client Assessment: 
Client assessment is the other integral part of the Comprehensive Assessment that should 
be performed prior to referral and placement into a recovery house system of care. 
Whether the referent is a licensed clinician, concerned family member, criminal justice 
professional, or other stakeholder it is important to know and consider the relevant and 
pertinent information about a person before making impactful decisions regarding their 
chances for a successful recovery. Usually a licensed clinician obtains intimate 
knowledge of their client throughout the therapeutic process. Listed below are some 
relevant factors to consider when making an appropriate referral to a particular facility or 
level of care. 
 

• Level of emotional maturity of client 
• Severity of substance use disorder 
• Clinical diagnoses, co-occurring, etc. 
• Treatment history including prior relapses 
• Easily swayed by those not committed to recovery 
• Level of commitment to sobriety 
• Family of origin 
• Frustration tolerance 
• Level of functioning in outside world 
• Criminal history  
• Progress made in treatment and/or lack there of  
• Promiscuity or engagement in other potentially unhealthy behaviors 
• Strengths, weaknesses, and other core issues 

 
 

5. Provision of or support for Evidence Based Practices: 
 
As previously stated, the SUPPORT legislation instructed the Secretary to consider how 
recovery housing is able to support recovery, relapse, recidivism, or overdose, by 
improving access and adherence to treatment including medication assisted treatment. 
Therefore, one of the 10 minimum standards regarding client care and recovery housing 
needs to address the usage of and support for evidence-based practices. Evidenced based 
practices are the conscientious, explicit and judicious use of current best evidence in 
making decisions about the care of the individual patient (Sackett, 1996).  Essentially, 
evidenced based practices represent the intersection of a three-prong process of clinical 
expertise, client data including values, preferences, concerns and needs, and the best 
available research evidence into the formulation of treatment decisions. As such the full 
integration of these components expands the opportunity for improved clinical outcomes 
including the overall quality of life (Sackett, 1996). 
 
Since client care and improved clinical outcomes form the impetus of this legislation, it is 
important to ensure that access to these practices are expanded to those seeking services. 
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In so doing, SAMHSA recommends that recovery houses either offer treatment and 
recovery services that strongly encourage participation. Polcin (2009) conducted a study 
on the premise that outpatient clients need an established living environment that 
supports sobriety to improve treatment outcomes. Polcin (2009) determined that 
improvements in the number of months using substances, the number of days in the 
month using substances, the number of arrests, and in rates of employment incurred for 
those domiciled in sober living. Additionally, 76% of the residents that participated in 
this study remained domiciled in a recovery house for at least five months. In 1995, the 
Philadelphia Coordinating Office for Drug and Alcohol Abuse Programs (Office of 
Addiction Services) established a recovery house system for individuals participating in 
state-licensed outpatient substance abuse programs. This particular program has grown 
from the initial five recovery houses to 21 houses encompassing 288 beds in the 
Philadelphia area. This evidence seems to reinforce the idea that the combination of 
recovery houses with outpatient treatment is an efficacious model of care.  
 
Medication Assisted Treatment (MAT) is an evidence based practice that is explicitly 
noted in the SUPPORT legislation as a specific area of concern. MAT includes the use of 
FDA-approved medications, in conjunction with counseling and behavioral therapies, to 
provide a “whole-patient” approach to the treatment of substance use disorders.  
According to the National Institute on Drug Abuse, there were approximately 63,632 
overdose deaths in 2016 of which 42,249 were attributed to opioids and synthetic opioids 
such as fentanyl and fentanyl analogs. In 2017, the provisional number of drug overdose 
deaths climbed to 72,306 with 49,068 of these deaths attributed to the misuse of opioids 
and related synthetics. The evidence asserting the efficacy of MAT in treating opioid use 
disorder is substantial. For instance, Mittal, Vashishtha, Sun, Jain, Cuevas-Mota, Garfein, 
Strathdee & Webb (2017) examined the efficacy of MAT in reducing the frequency of 
those people who inject drugs. Mittal et al. (2017) referred to MAT as the “gold 
standard” treatment for opioid use disorder, and they determined MAT’s key role in the 
reduction of drug injectors introducing non-injectors into this form of ingestion. In other 
words, MAT reduced the frequency of drug injectors and had the added benefit of 
reducing the number of new future drug injectors. This can be of great benefit for people 
in early recovery living in close proximity to one another. 
  
Ma, Bao, Wang, Su, Liu, Degenhardt, Farrell, Blow, Ilgen, Shi & Lu (2018) conducted a 
meta-analysis that those individuals with opioid use disorder not receiving MAT had the 
a mortality rate that was 8.10 times higher than their MAT receiving counterparts. 
Additionally, Ma et al. (2018) found that the cessation of MAT tripled (3.09) the risk 
factor for an overdosed related fatality, and that longer retention time was closely 
associated with a reduction in mortality rates. Ma et al. (2018) further indicated that 
increased retention in MAT was not only beneficial for survival, but those individuals 
who remained in treatment for one year had lower mortality rates. It is important to note 
that this one year time frame also matches the time period often ascribed to “early 
recovery,” when a person is susceptible to relapse.  This evidence validates the Assistant 
Secretary’s continued encouragement for recovery housing to accept MAT patients, and 
SAMHSA even conducted a technical expert panel on this subject.  
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Many individuals afflicted with the disease of addiction often suffer in silence to the 
point where isolation or social isolation can be a clinical issue that is frequently addressed 
in treatment. Isolation can start as a way a person can use drugs and alcohol without 
being intervened upon, which inevitably creates feelings of intense loneliness followed 
by more using.  The idea of “fellowship” to intervene on social isolation has been a key 
component in the philosophy of 12 step support groups and other recovery-oriented 
support services for years. In addition, Polcin, Mericle, Howell, Sheridan & Christensen 
(2014) endorse the social model of recovery where social and interpersonal aspects of 
recovery are emphasized, as opposed to merely an individual focus.  
 
The utilization of peers, recovery coaches, and the recovery-oriented systems of care are 
other evidence-based practices that model the social and fellowship aspects of recovery, 
and are fully endorsed by the Assistant Secretary. According to Jack, Oller, Kelly, 
Magidson, & Wakeman (2017) primary care physicians can provide effective addiction 
treatment with medications but their patients often lack the necessary psychosocial 
supports. Recovery coaches have emerged as an efficacious intervention to help alleviate 
this problem thereby increasing a person’s opportunity for success in maintaining 
sobriety. In these situations, recovery coaches with MAT lived experience can be a 
valuable addition to a person’s recovery plan. Other evidence suggests that peer-delivered 
recovery support systems resulted in fewer days drinking to intoxication, a reduction in 
overall alcohol consumption, and those individuals discharged from inpatient treatment 
that utilized peer support had a sobriety rate of approximately 48% compared to 33% of 
those without peer-related services (Samuelson et al, 2013; Tracey et al, 2011).  
 

6. Policies, Procedures, Client Expectations, and Administrative Acumen: 
 
To be in comportment with these 10 suggested minimum standards and practice 
guidelines as mandated in the SUPPORT legislation, recovery house operators should 
have clearly written and well laid out listing of all standard operating procedures and 
policies.  To avoid ambiguity, it is recommended that during the initial intake process that 
these standard operating procedures and house policies are explained to the new admit by 
a staff member or a designated senior peer.  Listed below are some key examples of key 
topics that should be listed and disclosed to the client.  
 

• Day to day operations of the recovery house 
• In-House meetings 
• Urine analysis / breathalyzer policies 
• Client expectations: education or employment activities, outside meeting (support 

group) attendance, adherence to treatment plan including medication 
management, sponsor, peer recovery coach, wake up time, video games, 
interactions with neighbors, sobriety requirements, tobacco policy, etc. 

• Therapeutic Duty Assignments: chore, house duties 
• House rules: curfew, visitation policies, leaves of absences, potential 

consequences 
• Discharge policies 
• Prices, costs, any additional costs such as testing or late penalties 
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• Medication protocols (administration, storage, documentation, disposal) 
 

In addition to providing a list of client expectations, house rules, and standard operating 
procedures new clients should also undergo an orientation process. It is recommended 
that the orientation process also include a brief rundown of the surrounding living 
environment including potential hot spots or places to avoid, a list of local AA / NA or 
other support group meetings, and other areas of interest such as prospective employment 
opportunities.  
 

7. Ensures quality, integrity and client safety: 
 
As mentioned previously in this document, the SUPPORT legislation seeks to improve 
client care for individuals suffering from a substance use disorder who are in need of 
supportive recovery-oriented transitional housing. Improved client care and increasing 
each person’s chances for success in recovery are also chief concerns for the Assistant 
Secretary. It is important to note that most recovery house operators and treatment 
providers are ethical professional who only want the best for their clients. However, 
unscrupulous providers do exist and the SUPPORT legislation explicitly addresses the 
need for the remediation of fraud, particularly in the urine analysis drug testing processes. 
Listed below are some recommended strategies to improve client care, address fraud, and 
enhance safety for recovery house residents. 
  
Addressing Unethical Practices: 
It is standard clinical protocol for all treatment centers and recovery houses to require 
patients and residents to submit random urine analyses and breathalyzers. This practice is 
conducted to ensure the safety of the individual by monitoring sobriety and to ascertain if 
other interventions are necessary. In other situations, clients may be required to submit 
additional samples if suspected of using or returning to the residence after spending time 
in a potentially using type of environment. 
 
In May 2018, SAMHSA conducted a technical expert panel on patient brokering, which 
also examined the role of fraudulent laboratory billing for urine analyses. Our expert 
panelists noted that this ethical standard clinical practice has been exploited for financial 
gain by unscrupulous providers. For instance, Fair Health (2016) examined claims data 
based on Current Procedural Terminology (CPT) codes and discovered that costs 
associated with laboratory testing has increased more than 900% between 2011 and 2014. 
Testing for quantitative levels on negative samples, charging exorbitant amounts that are 
over and above standard costs for lab test, and excessive drug testing during residential 
treatments and recovery houses are three main areas of fraudulent activities.  
 
To help alleviate these fraudulent activities and the potential abuse of clients, recovery 
house operators should have a clearly written set of policies and protocols that describe 
their urine analysis process complete with all associated costs. In testing situations, 
clients are generally required to sign a sheet of paper that documents the date and time, 
and that this is their sample. Listed below are several recommended strategies to curtail 
this type of fraud in the system: 
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• Disallow the ordering of additional laboratory testing on negative samples (i.e., 
additional tests are usually only ordered on positive UA results to determine the 
amount of a drug present in a person’s system) 

• Document in client records, and on the order sheet the exact reason a person is 
being tested (e.g., random, returning from a leave of absence, suspicion for using) 

• The price of the urine analysis test needs to be presented to the client for signature 
and all associated costs should be posted in the tech office or common area 
including costs of the standard panel of drugs tested, costs for additional levels 
testing, and costs for ordering a special test to detect the presence of other drugs 
such as Kratom 

• The signed UA document including the price, reason for testing, and the exact 
tests order should be sent to the client’s referent or concerned stakeholder. This 
should be a standard practice as it can help alleviate collusion between an 
unscrupulous operator and a complicit client, and it notifies the referent as to the 
client’s progress or need for further intervention.  

 
Given the chronic nature of the disease, relapses happen and with great regularity in the 
early recovery period. Therefore, it is incumbent on recovery house operators to have 
clearly defined and established policies, protocols and procedures describing how they 
address relapsed residents, especially since all relapses can potentially lead to devastating 
consequences. The Assistant Secretary recognizes that in addition to a set of clearly 
defined policies regarding relapses, some recovery house operators and treatment 
providers may choose to address specific relapses on an individual case-by-case basis, as 
it is difficult to accurately anticipate and account for the full breadth of human behavior 
and individual circumstances. However, all decisions regarding relapse should be guided 
by the best interest of the client, and on the safety of the house and recovery environment.  
Patient brokering is a potentially life threatening form of fraud that involves treating 
vulnerable people with a substance use disorder as a pawn or commodity to be traded to 
an unscrupulous treatment center in return for a cash payment or another type of valuable 
kickback. In some cases, the reimbursed services are never provided to brokered clients. 
It is standard clinical practice for many individuals to be referred to a step-down 
continuing care facility such as a sober house after completing inpatient substance abuse 
treatment. This referral to the step down level of care is done under the auspices to help 
ensure that the newly sober individual remains committed to recovery and maintains 
sobriety. However in patient brokering situations, many of these individuals once in sober 
living facilities, are incentivized with free drugs or other inducements to relapse, thereby 
restarting another use cycle that requires another referral back to treatment. The sober 
house operator or another brokering merchant refers this individual back to treatment for 
another fee and this process of treatment followed by an incentivized relapsed is started 
all over again.  
 
SAMHSA’s May 2018 technical expert on panel patient brokering examined how 
unscrupulous recovery house operators and colluding treatment providers exploit the 
phenomena of relapse for financial gain. These experts found that some solutions may 
include a focus on a value-based payment system for addiction treatment centers, more 
accountability and audits, and certifications by an independent agency.  
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Program Certification: 
SAMHSA recommends that each recovery house should undergo a certification process 
by an independent agency. By submitting to an independent certification process 
recovery housing could witness improved client care and an upgrade in their day to day 
operations. An examination of relapse policies and a thorough investigation of how 
clients pass through the system are valuable services to be provided. For instance, an 
independent third party certifying agency can investigate how many clients continue to 
repetitively cycle back through the recovery house and treatment center without making 
any progress. A process such as this can also examine drug testing records and to ensure 
that the proper policies and procedures documenting client care are in place. A system of 
certification can assist in the identification of fraudulent operators and curtail abusive 
business practices. 
 
Medication Policy: 
According the NSDUH (2017) the intentional misuse of buprenorphine increased over 
30%, making it the fastest growing abused prescription opioid in the country. There are 
still other prescription opioids that are intentionally misused or abused more than 
buprenorphine, but this drug has witnessed the largest percentage uptick in popularity. In 
July 2018, SAMHSA conducted a technical expert panel on the inclusion of MAT into 
the recovery model of care. Our expert panelists described the diversion of mood-altering 
(partial and full agonist) MAT drugs as the act of diverting an appropriate prescribed 
medication from the intended recipient to another recipient. Also equally problematic is 
the intentional abuse of these medications such as mixing with other drugs or alcohol 
and/or injecting medications for the sole purpose of achieving intoxication. Since the 
abuse of mood-altering substances can have detrimental effects on other people’s sobriety 
living in close quarters such as a recovery house, our experts recommended several 
courses of action listed below to help ensure client safety.  

• Medication counts with staff and client 
• Increase drug testing (if suspected of diversion) 
• Communication between stakeholders, providers & staff (releases of information) 
• Distribution of lock boxes 
• Maintain proper documentation 
• Monitor specific residents 
• Open discussion of medications (e.g., group topic, potential triggers, etc.) 

 
 
Trauma-Informed care: 
It is important to note that many individuals who receive substance use disorder 
treatment, especially those requiring residential treatment, have been adversely affected 
by trauma. According to McHugh, Gratz, & Tull (2017) approximately 95% of patients 
with a substance use disorder report a history of being exposed to trauma events. 
Additionally, those individuals with co-occurring post-traumatic stress disorder (PTSD) 
or who have been exposed to significant trauma are more susceptible to relapse, suicidal 
and self-injurious behaviors, higher levels of risk taking behaviors, and have lower 
incidents of treatment completion (McHugh, 2017). Given these significant statistics, it is 
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strongly recommended for recovery house operators to try to create a living environment 
that is considered trauma informed.  
 
SAMHSA suggests that trauma informed care involves an environment that understands, 
recognizes and responds to the effects of trauma. As such, SAMHSA subscribes to a set 
of six key principles in providing a trauma informed approach to ensure client wellbeing 
and to improve quality of care. These concepts listed below can be modified to curtail 
with the unique model of recovery houses. 
 

• Safety 
• Trustworthiness and transparency 
• Collaboration and mutuality 
• Client empowerment 
• Cultural, historical, and gender-related issues 

 
8. Cultural Competency: 

 
Cultural competence means to be respectful and responsive to the health beliefs and 
practices, and cultural and linguistic needs, of diverse population groups. Cultural 
competency furthermore describes a person’s capability to understand, appreciate, 
communicate and interact with persons from another culture or who holds an entirely 
different set of beliefs. The concept of cultural competency is of extreme importance, as 
the disease of addiction does not discriminate along racial, cultural or social economic 
lines as people from all walks of life can be affected. Furthermore, the disease of 
addiction can do tremendous harm to healthy relationships resulting in social isolation 
and the formation of unhealthy alliances. Recovery that occurs within a recovery house is 
predicated on peer-to-peer relationships, the restoration of healthy relationships, and for 
those in treatment the therapeutic relationship between patient and provider. Since 
recovery housing is grounded upon relationships and the social model of recovery that 
emphasizes “we” and a strong sense of community, it is strongly recommended that 
recovery houses adhere to establishing a cultural competent living environment.  
 
The SUPPORT legislation explicitly mentions the recovery and supportive housing needs 
of the Native American community. According to Tipps, Buzzard, & McDougall (2018) 
the opioid overdose rate among American Indians has risen over the years from 2.9 
deaths per 100,000 people in 199 to 13.9 deaths per 100,000 people in 2016. In 
Minnesota, a state with a large Native American population, the overdose death rate was 
47.6 compared to the non-Hispanic white rate of 7.3 per 100,000. Additionally, the urban 
Native American population within the city of Minneapolis was also high with a death 
rate of 42.4% in the 1999-2016 time period (Tipps, et al., 2018). A multitude of tribes are 
now incorporating the use of naloxone, medication assisted treatment and Wellness 
Courts as interventions to address these difficult circumstances.  
 
However, according to the Urban Indian Health Knowledge Resource Center (2018) the 
Native American population still has concerns regarding the cultural competency of some 
evidence-based practices, as these programs fail to accurately account for cultural 
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differences. As such, they are starting to embrace the concept of Practice Based Evidence 
as means to addressing their difficulties through their own unique cultural framework. 
Tipps et al. (2018) stated that several tribal communities have adopted the recovery house 
model that is also linked to outpatient treatment centers. Therefore, SAMHSA is 
encouraging the use of cultural competent recovery houses that offer a recovery-oriented 
living environment for Native Americans with a substance use disorder.  
 

9. Ongoing Communication: 
 
Ongoing communication is another important aspect of clinical practice that recovery 
houses should implement as part of their operating procedures. Provided there is a signed 
release of confidential information, ongoing communication between the client’s referent, 
concerned loved one, treatment provider, former treatment provider, certified peer 
recovery coach and criminal justice professional, if involved, is essential to helping the 
client stay on track with recovery. In certain vocational type programs, it could also be 
advantageous to maintain contact with the person’s place of employment. In addition, 
ongoing communication between the recovery house, treatment providers, case managers, 
and probation officers is a standard of care implemented by the Philadelphia 
Coordinating Office for Drug and Alcohol Abuse Programs. Listed below are some 
topics areas that could be covered during communication between stakeholders to 
improve the quality of client care. 
 

• Level of program adherence 
• Client behavior – potential relapse indictors 
• Attendance concerns at treatment 
• MAT dosage changes, take home doses 
• Progress reports  
• Psychotropic medication changes 
• Employment status 
• Referral decisions (especially following a relapse to help alleviate any brokering 

type activities) 
• Drug testing 
• Discharge planning 
• Any social network concerns 
• Relapse history  

 
10. Performance Measurement:  

 
SAMHSA recognizes and understands the difficulties some recovery houses will have 
with accurately gaging performance. This is especially true for the Level 1 type houses 
that are more democratically managed by the peer community. However, as recovery 
houses become recognized more and more as vital components in the continuum of care, 
it is important to properly assess how each house is ultimately performing in delivering 
quality client care. SAMHSA utilizes a set of National Outcome Measures (NOMs) 
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which consists of 10 variables that encompass mental health, substance abuse treatment 
and prevention metrics.  
 
Even though recovery houses may struggle to obtain such a wide array of data, especially 
once a client has discharged from their facility, they may still be able to tabulate client 
performance as they remain domiciled at their facility. Nonetheless, collection of 
performance data, both client characteristics and utilization of evidenced based services, 
will provide federal, state, and local policy makers with the information they need to 
further the advancement of recovery housing. This process could become less 
complicated as recovery houses move towards independent certification, as the 
certification process aids in record keeping functions and can help operators implement a 
system that can be managed by nonprofessional staff. SAMHSA recommends that 
recovery houses work towards implementing a performance measurement system, 
especially if such entities are going to seek third party reimbursements. 
  



 

16 
 

  
References 
 
Evidence-based Practices & Practice-based Evidence 
Bartgis, J., & Bigfoot, D. (2010) full article published in the National Indian Health 
Board Edition, Healthy Indian Country Initiative Promising Prevention Practices 
Resource Guide. 
 
Fighting Opioid Abuse in Indian Country 
 
Introduction to Evidence-Based Practice : Overview 
 
Journal of Law, Medicine & Ethics: a Journal of the American Society of Law, Medicine 
& Ethics 2018, 46 (2): 422-436 
 
Milby, J. B., Schumacher, J. E., Wallace, D., Freedman, M. J., & Vuchinich, R. E. 
(2005). To house or not to house: the effects of providing housing to homeless substance 
abusers in treatment. American journal of public health, 95(7), 1259-65. 
Polcin D. L. (2009). A model for sober housing during outpatient treatment. Journal of 
psychoactive drugs, 41(2), 153-61. 
 
Tuten, M., DeFulio, A., Jones, H. E., & Stitzer, M. (2012). Abstinence-contingent 
recovery housing and reinforcement-based treatment following opioid detoxification. 
Addiction (Abingdon, England), 107(5), 973-82. 
Jason, L. A., Olson, B. D., & Harvey, R. (2015). Evaluating Alternative Aftercare Models 
for Ex-Offenders. Journal of drug issues, 45(1), 53-68. 
 
Polcin, D., Mericle, A., Howell, J., Sheridan, D., & Christensen, J. (2014). Maximizing 
social model principles in residential recovery settings. Journal of psychoactive drugs, 
46(5), 436-43. 
 
Substance Abuse and Mental Health Services Administration (SAMHSA). Medication-
Assisted Treatment (MAT) [Internet]. SAMHSA; 2016 [cited 2017 Jun 20]. Available 
from: https://www.samhsa.gov/medication-assisted-treatment 
 
Polcin, D., Korcha, R., Gupta, S., Subbaraman, M. S., & Mericle, A. A. (2016). 
Prevalence and Trajectories of Psychiatric Symptoms Among Sober Living House 
Residents. Journal of dual diagnosis, 12(2), 175-84. 
 
The addict brokers: Middlemen profit as desperate patients are ‘treated like paychecks’  
 
A Safe Transition to Wellness  
 
National Institute on Drug Abuse- Overdose Death Rates  
 

https://www.ncuih.org/krc/D_bigfoot_EBP_PBE
https://www.pewtrusts.org/en/research-and-analysis/blogs/stateline/2016/12/06/fighting-opioid-abuse-in-indian-country
https://guides.mclibrary.duke.edu/c.php?g=158201&p=1036021
https://www.samhsa.gov/medication-assisted-treatment
https://www.statnews.com/2017/05/28/addict-brokers-opioids/
https://dbhids.org/about/organization/office-of-addiction-services/recovery-house-initiative/
https://www.drugabuse.gov/related-topics/trends-statistics/overdose-death-rates


 

17 
 

McHugh, R. K., Gratz, K. L., & Tull, M. T. (2017). The role of anxiety sensitivity in 
reactivity to trauma cues in treatment-seeking adults with substance use 
disorders. Comprehensive psychiatry, 78, 107-114. 
 
 
Compton WM, III, Cottler LB, Jacobs JL, Ben-Abdallah A, Spitznagel EL. The role of 
psychiatric disorders in predicting drug dependence treatment outcomes. The American 
Journal of Psychiatry. 2003;160(5):890–895. doi: 10.1176/appi.ajp.160.5.890 
 
Jason, L. A., Olson, B. D., & Harvey, R. (2015). Evaluating Alternative Aftercare Models 
for Ex-Offenders. Journal of drug issues, 45(1), 53-68. 
Kushner MG, Abrams K, Thuras P, Hanson KL, Brekke M, Sletten S. Follow-up study of 
anxiety disorder and alcohol dependence in comorbid alcoholism treatment patients. 
Alcohol Clin Exp Res. 2005;29:1432–1443 
 
Milby, J. B., Schumacher, J. E., Wallace, D., Freedman, M. J., & Vuchinich, R. E. 
(2005). To house or not to house: the effects of providing housing to homeless substance 
abusers in treatment. American journal of public health, 95(7), 1259-65. 
 
Polcin, D., Korcha, R., Gupta, S., Subbaraman, M. S., & Mericle, A. A. (2016). 
Prevalence and Trajectories of Psychiatric Symptoms Among Sober Living House 
Residents. Journal of dual diagnosis, 12(2), 175-84. 
 
Polcin, D. L., & Henderson, D. M. (2008). A clean and sober place to live: philosophy, 
structure, and purported therapeutic factors in sober living houses. Journal of 
psychoactive drugs, 40(2), 153-9.  
 
Smelson, D. A., Kline, A., Kuhn, J., Rodrigues, S., O’Connor, K., Fisher, W. Kane, V. 
(2013). A wraparound treatment engagement intervention for homeless veterans with co-
occurring disorders. Psychological Services, 10(2), 161–167 
 
Tracy, K., Burton, M., Nich, C., & Rounsaville, B. (2011). Utilizing peer mentorship to 
engage high recidivism substance-abusing patients in treatment. The American Journal of 
Drug and Alcohol Abuse, 37(6), 525–531 
 
Jack HE, Oller D, Kelly J, Magidson JF, Wakeman SE. Asking How Our Patients 
Understand Addiction. Am J Med. 2018 Sep 18. PMID: 30240683. 



Addressing anxiety helps youth with FAPDsAddressing anxiety helps youth with FAPDsAddressing anxiety helps youth with FAPDsAddressing anxiety helps youth with FAPDsAddressing anxiety helps youth with FAPDs

COMMENTARY

Beyond the opioids
The drug epidemic of early initiation, frequent use, and a polydrug reality
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By Mark S. Gold, MD; Robert L. DuPont, MD

The national opioid epidemic is one of the most important public health challenges facing the United States today. This crisis has

resulted in death, disability, and increased infectious and other comorbid diseases.

Public attention has been focused on the medical management of pain, patterns of opioid

prescriptions, and use of heroin and fentanyl. But the opioid crisis is, in fact, part of a far larger drug

epidemic. The foundation on which the opioid epidemic is built is recreational pharmacology – the

widespread use of aggressively marketed chemicals that seductively superstimulate brain-reward

producing alterations in consciousness and pleasure, often mislabeled “self-medication.”

Drugs of abuse are unique chemicals that stimulate their own taking by producing an intense

reinforcement in the human brain, which tells users that they have done something monumentally

good. Instead of preserving the species, this chemical stimulation of brain reward begins the process of retraining the brain and reward

system to respond quickly to drugs of abuse and drug-promoting cues. Drugs of abuse do not come from one class or chemical structure,

but, rather, from disparate chemical classes that have in common the stimulation of brain reward. This bad learning is accelerated to

addiction when drugs of abuse are smoked, snorted, vaped, or injected, as these routes of administration produce rapidly rising and

falling blood levels.

Thanks to the science of animal models, we understand drug self-administration and abstinence. However, in animals, we cannot

approximate addiction beyond the mechanical because of the cultural complexity of human behavior. Most animal models are good at

predicting what treatments will work for drug addiction in animals. They are less predictive when it comes to humans. Animal models

are good for understanding withdrawal reversal and identifying self-administration reductions and even changes in place preference.

Animal models have consistently shown that drugs of abuse raise the brain’s reward threshold and cause epigenetic changes, and that

many of these changes are persistent, if not permanent. In animal models, clonidine or opioid detoxification followed by naltrexone is a

cure for opioid use disorder. Again, in animal models, this protocol is tied to no relapses – just a cure. We know that this is not the case

for humans suffering from opioid addiction, where relapses define the disorder.

A closer look at opioid overdoses
Opioid overdose deaths are skyrocketing in the United States. The number of deaths tied to opioid overdoses quadrupled between 1999

and 2015 (in this 15-year period, that is more than 500,000 deaths). Then, between 2015 and 2016, they further increased dramatically

to more than 60,000 and in 2017 topped 72,000. This increase was driven partly by a sevenfold increase in overdose deaths involving

synthetic opioids (excluding methadone): from 3,105 in 2013 to about 20,000 in 2016.

Illicitly manufactured fentanyl, a synthetic opioid 50-100 times more potent than morphine, is primarily responsible for this rapid

increase. In addition, fentanyl analogs such as acetyl fentanyl

<https://www.deadiversion.usdoj.gov/drug_chem_info/acetylfentanyl.pdf> , furanyl fentanyl

<https://www.deadiversion.usdoj.gov/fed_regs/rules/2016/fr1129.htm> , and carfentanil <https://www.dea.gov/press-

releases/2016/09/22/dea-issues-carfentanil-warning-police-and-public> are being detected increasingly in overdose deaths and the

illicit opioid drug supply. Drug overdose is the leading cause of accidental death in the United States, with opioids implicated in more

than half of these deaths. Moreover, drug overdose is now the leading cause of death of all Americans under age 50. As if these data

were not bad enough, recent analyses suggest that the number of opioid overdose deaths might be significantly undercounted. Without
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intervention, we would expect 235,000 opioid-related deaths (85,000 from prescription opioids and 150,000 from heroin) from 2016 to

2020; and 510,000 opioid-related deaths (170,000 from prescription opioids and 340,000 from heroin) from 2016 to 2025. In these

opioid overdose deaths, rarely is the opioid the only drug present. Data from the Florida Drug-Related Outcomes Surveillance &

Tracking System show that, in that state, more than 90% of opioid overdose deaths in 2016 showed other drugs of abuse present at

death, an average of 2 to 4 – but as many as 11.

It is well-accepted that medicine – in particular the overprescribing of opioids for pain and downplaying the risks of prescription opioid

use – has played a fundamental role in the exponential rise in addiction and overdose death. The prescribing of other controlled

substances, especially stimulants and benzodiazepines, also is a factor in overdose deaths.

To say that the country has an opioid problem would be a simplistic understatement. It has been too easy to zero in on opioids while

ignoring the ubiquity of polysubstance use by almost all individuals suffering from opioid and other substance use disorders and related

drug problems, including overdose. Drug sellers are innovative, consistently adding new chemicals to the menu of available drugs. The

user market keeps adding potential customers who already have trained their brains and dopamine systems to respond vigorously to

drug-promoting cues and drugs. We are a nation of polydrug users without drug or brand loyalty, engaging in “recreational

pharmacology.” Framing the national drug problem around opioids misses the bigger target. The future of the national drug problem is

more drugs used by more drug users – not simply prescription misuse or even opioids but instead globally produced illegal synthetic

drugs as is now common in Hong Kong and Southeast Asia. A focus exclusively on opioid use disorders might yield great progress in

new treatment developments that are specific to opioids. But few people addicted to opioids do not also use many other drugs in other

drug classes. The opioid treatments (for example, buprenorphine, methadone, naltrexone) are irrelevant to these other addictive and

problem-generating drugs.

Finally, as a very recent report found, the national opioid epidemic has had profound second- and third-hand effects on those with

opioid use disorders, their families, and communities, costing about $80 billion yearly in lost productivity, treatment (including

emergency, medical, psychiatric, and addiction-specific care), and criminal justice involvement. Worse yet, missing from current

discussion is the simple fact that drug users in the United States spend $100 billion on drugs each year. The entire annual cost of all

treatment – both public and private – for alcohol and other substance use disorders is $34 billion a year. Drug users could pay for all of

the treatment in the country with one-third of the money they now spend on drugs.

How much do drug users themselves spend on addiction treatment? Close to zero. The costs of both treatment and prevention are

almost all carried by nondrug users. While many drug policy discussions call for “more treatment,” as important as that objective is,

overlooked is the fact that 95% of people with substance use disorders do not think they have a drug problem and do not want

treatment. What actions are needed now?

Control drug supply
Illicit drug supply used to be centrally controlled and reasonably well understood by law enforcement. Today, the illegal supply of

addicting chemicals is global, innovative, massive, and decentralized. More drugs, including opioids, are now manufactured and

delivered to users in higher potency, at lower prices, and with greater convenience than ever before. At the same time, illegal drug

suppliers are moving away from agriculturally produced drugs such as marijuana, cocaine, and heroin to purely synthetic drugs such as

synthetic cannabis, methamphetamine, and fentanyl. These synthetics do not require growing fields that are difficult to conceal, nor do

they require farmers, or complex, clandestine, and vulnerable modes of transportation.

Instead, these new drugs can be synthesized in small and mobile laboratories located in any part of the globe and delivered

anonymously, often by mail, to the users’ addresses. In addition, there remains ample illegal access to the older addicting agricultural

chemicals and access to the many addicting legal chemicals that are widely used in the practice of medicine (for example, prescription

drugs, including opioids). These abundant and varied sources make addicting drugs widely available to millions of Americans. Strong

supply reduction efforts are needed. We must use the Drug Enforcement Administration to increase the cost of doing business in the

illegal drug supply chain, and decrease access to drugs by bolstering interdiction and reducing precursor access. We can work to screen

packages for drugs sent by U.S. mail or other express services.

It is gratifying to see so many of the missing pieces identified in the classic report published in 2012 by Columbia University in New

York. Health care providers and professionals-in-training are being taught addiction medicine principles and practices. The Surgeon

General has helped mobilize the public response to this crisis, and rightly suggested that everyone learn how to use and carry naloxone.

Researchers are refocused on more than supply reduction. In addition, the Substance Abuse and Mental Health Services

Administration and the National Institute on Drug Abuse (NIDA) are working on delivery service improvements, developing nonopioid

pain medications, and new treatments for addiction.
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Increase access to naloxone
Increasing access to the opioid reversal medication is critical. Because of the surge in opioid overdose–related mortality, considerable

resources have been devoted to emergency response and the widespread dissemination of the mu-opioid receptor antagonist naloxone.

Naloxone should be readily available without prescription and at a price that makes access practical for emergency technicians and any

concerned citizen. Administering naloxone should be analogous to CPR or cardioversion. They are similar, in that they are life-saving

actions, but the target within the patient is the brain, rather than the heart. CPR education and cardioversion training efforts and access

have been promoted well across the United States and can be done for naloxone.

Another comparison has been made between naloxone and giving an EpiPen to an allergic person in an anaphylaxis emergency or crisis.

We need and want to rescue, resuscitate, and revive the overdosed patient and give the person another chance to make a change. We

want to administer naloxone and get the patient evaluated and into long-term treatment. Now, rapid return to drug use is common after

overdose reversal. We need to use overdose reversal as a path to treatment and see that it is sustained to long-term abstinence from

drug use. The most recent report on the high cost of drug use correctly points out that none of the current treatment and policy

proposals can reduce substantially the number of overdose deaths. Among 11 interventions analyzed by those researchers, making

naloxone more available resulted in the greatest number of addiction deaths prevented.

Learn from physician health model of care
An assessment is needed of the 5-year recovery outcomes of all interventions for substance use disorder, including treatments that use

and do not use medications, and harm-reduction interventions such as naloxone, needle exchange, and safe injection sites. A few years

ago, researchers reported on a sample of 904 physicians consecutively admitted to 16 state Physician Health Programs (PHPs) that was

monitored for 5 years or longer.

This study characterized the outcomes of this episode of care and explored the elements of those programs that could improve the care

routinely given to physicians but not to other addicted populations. PHPs were abstinence based and required physicians to abstain

from any use of alcohol or other drugs of abuse as assessed by frequent random tests typically lasting for 5 years. Random tests rapidly

identified any return to substance use, leading to swift and significant consequences.

Remarkably, 78% of participants had no positive test for either alcohol or drugs over the 5-year period of intensive monitoring. At

posttreatment follow-up, 72% of the physicians were continuing to practice medicine. A key to the PHPs’ success is the 5 years of close

monitoring with immediate consequences for any use and rapid, vigorous intervention upon any relapse to alcohol or drugs.

The unique PHP care management included close links to the 12-step fellowships of Alcoholics Anonymous (AA), Narcotics Anonymous,

and other intensive recovery support for the entire 5 years of care management. The PHPs used relatively brief residential and

outpatient treatment programs. Given the remarkable long-term outcomes of the PHPs, this model of care management should inspire

new approaches to integrated and sustained care management of addiction in health care generally. The 5-year recovery standard

should be applied to all addiction treatments to judge their value.

Re-energize prevention efforts
The country must integrate addiction care into all of health care in the model of other chronic disease management: from prevention to

intervention, treatment, monitoring, and intervention for any relapse. For prevention, we must retarget the health goal for youth under

age 21 of no use of alcohol, nicotine, marijuana, or other drugs. Substance use disorders, including opioid use disorders, can be traced to

adolescent use of alcohol and other drugs. The younger the age of a person initiating the use of any addicting substance – and the more

chronic that use – the greater the likelihood of subsequent substance use problems persisting, or reigniting, later in life.

This later addiction risk resulting from adolescent drug use is no surprise, given the unique vulnerability of the adolescent brain, a brain

that is especially vulnerable to addicting chemicals and that is not fully developed until about age 25. Effective addiction prevention –

for example, helping youth grow up drug free – can improve dramatically public health by reducing the lifetime prevalence of substance

use disorders, including opioid addiction.

Youth prevention efforts today vary tremendously in message and scope. Often, prevention messages for youth are limited to specific

drugs (for example, nonmedical use of prescription drugs or tobacco) to specific situations (e.g., drunk driving), or to specific amounts

of drug use (for example, binge drinking) when all substance use among youth is linked and all drug use poses health risks during

adolescence and beyond. Among youth aged 12-17, the use of any one of the three most widely used and available drugs – alcohol,

nicotine, and marijuana – increases the likelihood of using the other two drugs, as well as other illicit drugs. Similarly, no use of

alcohol, nicotine, or marijuana decreases the likelihood of using the others, or of using other illicit drugs.
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A recent clinical report and policy statement issued by the American Academy of Pediatrics affirms that it is in the best interests of

young patients to not use any substances. The screening recommendations issued by the AAP further encourage pediatricians and

adolescent medicine physicians to help guide their patients to this fundamental and easily-understood health goal.

A new and better vision for addiction prevention must focus on the single, clear goal of no use of alcohol, nicotine, marijuana, or other

drugs for health by youth under age 21. Some good news for prevention is that, for the past 3 decades, there has been a slow but

steadily increasing percentage of American high school seniors reporting abstinence from any use of alcohol, cigarettes, marijuana, and

other illicit drugs. In 2014, 25.5% of high school seniors reported lifetime abstinence, and fully 50% reported past-month abstinence

from all substances. Those figures are dramatic, compared with abstinence rates during the nation’s peak years of youth drug use. In

1978, among high school seniors, 4.4% reported lifetime abstinence from any use of alcohol, cigarettes, marijuana, and other illicit

drugs and 21% reported past-month abstinence. Notably, similar increasing rates of abstinence have been recorded among eighth- and

10th-graders. This encouraging and largely overlooked reality demonstrates that the no-use prevention goal for youth is both realistic

and attainable.

Expand drug and alcohol courts
We need to rehabilitate the role of the criminal justice system in a public health–oriented policy to achieve two essential goals: 1) to

improve supply reduction as described above, and 2) to reshape the criminal justice system as an engine of recovery as it is now for

alcohol addiction.

The landmark report, “Facing Addiction in America: The Surgeon General’s Report on Alcohol, Drugs and Health,” called for a

continuum of health care extending from prevention to early identification and treatment of substance use disorders and long-term

health care management with the goal of sustained recovery. A growing number of pioneering programs within the criminal justice

system (for example, Hawaii’s HOPE Probation <http://www.courts.state.hi.us/special_projects/hope/about_hope_probation> ,

South Dakota’s 24/7 Sobriety Project <https://www.crimesolutions.gov/ProgramDetails.aspx?ID=404> , and drug courts

<https://www.nij.gov/topics/courts/drug-courts/Pages/welcome.aspx> ) are using innovative monitoring strategies for individuals

with substance use problems, including providing substance use disorder treatment, with results showing reduced substance use,

reduced recidivism, and reduced incarceration.

In HOPE, drug-involved offenders are subject to frequent random drug testing, rather than the typical drug testing done on standard

probation, only at the time of scheduled meetings with probation officers. Failure to abstain from drugs or failure to show up for

random drug testing always results in a brief jail sanction, usually 2-15 days, depending on the nature and severity of the offense. Upon

placement in HOPE at a warning hearing, probationers are encouraged to succeed, and are fully informed of the length of the jail

sanctions that will be imposed for each type of violation. They are assured of the certainty and speed with which the sanctions will be

applied.

Sanctions are applied consistently and impartially to ensure fairness for all. Substance abuse treatment is available to all offenders who

want it and to those who demonstrate a need for treatment through “behavioral triage.” Offenders who test positive for drugs two or

more times in short order with jail sanctions are referred for a substance abuse assessment and instructed to follow any recommended

treatment. For this reason, offenders in HOPE succeed in treatment – because they are the offenders in most need and are supported by

the leverage provided by the court to help them complete treatment.

A randomized, controlled trial compared offenders assigned to HOPE Probation and a control group assigned to probation as usual.

Compared with offenders on probation as usual, at 1-year follow-up, HOPE offenders were:

• 55% less likely to be arrested for a new crime.

• 72% less likely to test positive for illegal drugs.

• 61% less likely to skip appointments with their supervisory officer.

• 53% less likely to have their probation revoked.

There also is a growing potential to harness the latent but enormous strength of the families who have confronted and are continuing to

confront addiction in a family member. Families and those with addictions can be engaged in alcohol or drug courts, which can act like

the PHP for addicted individuals in the criminal justice system.

Implications for treatment
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The diversion of medications that are prescribed and intended for patients in pain is just one part of the far larger drug use and

overdose problem. An addicted person with a hijacked brain is not the same as a nonaddicted pain patient. Taking medication as

prescribed for pain can produce physical dependence, but importantly, this is not addiction. The person who is using drugs – whether or

not prescribed – to produce euphoria is a different person from the person in that same body who is abstinent and not using. Talking

with a person in active addiction often is frustrating and futile. That addicted user’s brain wants to use drugs.

The PHP system of care management demonstrates that individuals with substance use disorders can refrain from any substance use for

extended periods of time with a carrot and stick approach; permitting a physician to earn a livelihood as a physician is the carrot. In

medication-assisted treatment (MAT), the carrot is provided by agonist drugs and the comfort-fit they provide in the brain. They protect

the patient from anxiety, and reduce stress and craving responsivity. The stick is an environment that is intolerant of continued

nonmedical or addicting drug use. This can be the family, an employer, the criminal justice system, or others in a position to insist on

abstinence.

PHP care management shows the way to improve all treatment outcomes; however, an even larger lesson can be learned from the

millions of Americans now in recovery from addiction to opioids and other drugs. The “evidence” of what recovery is and how it is

achieved and sustained is available to everyone who knows or comes into contact with people in recovery. How did that near-miraculous

transformation happen? Even more importantly, how is it sustained when relapse is so common in addiction? The millions of

Americans in recovery are the inspiration for a new generation of improved addiction treatment.

Addiction reprioritizes the brain toward continued drug use first, rather than family, friends, health, job, or another important remnant

of the addicted person’s past having any meaningful standing. It is often a question like that raised by the AA axiom that it is easy to

change a cucumber (naive or new drug user) into a pickle (an addict), but turning a pickle into a cucumber is very difficult. Risk-benefit

research has shown that drugs change the ability to accurately assess risks and benefits by prioritizing drug use over virtually everything

else, including the interests of the drug users themselves.

Along with judgment deficits comes dishonesty – a hallmark of addiction. The person with addictions lies, minimizes, and denies drug

use, thus keeping the addictive run going. That often is the heart of addiction. The point is that once the disease is in control of the

addicted brain, those around that hijacked brain must intervene – and the goal of cutting down drug use or limiting it to exclude one or

another drug is not useful. Rather, it perpetuates the addiction. Freedom from addiction, that modern chemical slavery, requires no use

of alcohol and other drugs, including marijuana, and a return to healthy relationships, sleep, eating, exercise, etc.

Recovery is more than abstinence from all drug use; it includes character development and citizenship. The data supporting the

essential goal of recovery are found in the people who are in recovery not in today’s scientific research, which generally is off-target on

recovery. Just because recovering people are anonymous does not mean that they do not exist. They prove that recovery happens all the

time. They show what recovery is, and how it is achieved and maintained. Current arguments over which MAT is the best in a 3-month

study is too short-term for a lifetime disorder and it ignores the concept of recovery despite the millions of people who are living it.

Their stories are the bedrock of our message.

Our core evidence, our inspiration, comes from asking the people in recovery from the deadly, chronic disease of addiction three

questions: 1) What was your life like when using drugs? 2) What happened to get you to stop using drugs? and 3) What is your life like

when not using any drugs?” Every American who knows someone in recovery can do this research for themselves. We have been doing

that research for decades.

People in recovery all have sobriety dates. Few in MAT have sobriety dates. Recovery from addiction is not just not taking Vicodin but

living the life of a drug-free, recovering person. How do they hold onto recovery, and prevent and deal with relapses and slips? MAT is a

major achievement in addiction treatment, including agonist maintenance with buprenorphine and methadone, but it needs to build in

the goal of sustained recovery and strong recovery support. That means building into MAT the 12-step fellowships and related recovery

support, as is done every day by James H. Berry, DO <https://directory.hsc.wvu.edu/Individual/Index/28373> , of the Chestnut Ridge

Center at West Virginia University’s Comprehensive Opioid Addiction Treatment, or COAT, program.

MAT is good. It needs to be targeted on recovery, which can include continued use of the medicines now widely used: methadone,

buprenorphine, and naltrexone. But recovery cannot include continued nonmedical drug use, and it also must include character

development – with honesty replacing the dishonesty that is at the heart of addiction.

Holding up that widely available picture of recovery and making it clear to our readers is our goal in this

article. For too many people, including some of our most treasured colleagues in addiction treatment, this

message is new and radical. The PHP model has put it together in a program that is now more than 4 decades

old. It is real, possible, and understandable. The key to its success is the commitment to living drug free, the

active and sustained testing for any use of alcohol or other drugs linked to prompt intervention to any
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Dr. Mark S. Gold

Dr. Robert L. DuPont

relapse, the use of recovery support, and the long duration of active care management: 5 years. That package

is seldom seen in the current approach to addiction treatment, which often is siloed out of mainstream

medicine – with little or no monitoring or support after the typically short duration of treatment.

People with addictions in recovery remain vulnerable to relapse for life, but the

disease now is being managed successfully by millions of people. As dishonesty

and self-centeredness were the heart of behaviors during active addiction, so

honesty and caring for others are at the heart of life in recovery. This is an

easily seen spiritual transformation that gives hope and guidance to addiction

treatment, and inspiration to us in our work in treatment – and to all people

with addictions.

Dr. Gold is the 17th Distinguished Alumni Professor at the University of Florida, Gainesville, professor

of psychiatry (adjunct) at Washington University in St. Louis. Dr. DuPont is the first director of the

National Institute on Drug Abuse and the second White House drug chief, founding president of the

Institute for Behavior and Health in Rockville, Md., and author of “Chemical Slavery: Understanding Addiction and Stopping the

Drug Epidemic” (Create Space Independent Publishing Platform), 2018.
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DUBLIN, March 22, 2019 /PRNewswire/ -- The "Alcohol Testing and Drug Testing:

Market Shares, Strategies, and Forecasts, Worldwide, 2019-2025" report from

Wintergreen Research, Inc has been added to ResearchAndMarkets.com's

offering.

Consideration of Alcohol Testers and Drug Tester equipment Market Forecasts

indicates that markets at $1.6 billion will reach $4.7 billion by 2025.

Growth comes as businesses and law enforcement agencies crack down on abuse

of alcohol and drugs. Worldwide markets are poised to achieve significant growth

as law enforcement and companies test for substance abuse.

Page 1 of 12Global $4.7 Bn Alcohol Testing and Drug Testing Market, 2019-2025 - Markets are Poise...

3/26/2019https://www.prnewswire.com/news-releases/global-4-7-bn-alcohol-testing-and-drug-testin...



Alcohol abuse and drug abuse represent a significant danger to society. Most users

are benign but the risk to society from drunk driving and workplace accidents

demand that some controls be put in place. The reality is that drug and alcohol

users kill people as they get behind a wheel and drive and as they let anger boil

over into killing rage.

Not all users are killers surely, but there is a need for society to control abuse for the

common good. These controls are likely to be put more in place going forward as

the dangers are more commonly recognized and as the ability to detect users

becomes more available at an affordable price.

Alternatives to bars are emerging. Sports clubs have sprung up all over, creating

clubs where people can meet and interact without going to a bar. The fact that

alternative socialization venues exist is making it easier to enforce laws against

drinking and driving. Alcohol-related accidents kill someone every 31 minutes and

injure someone every 2 minutes in the US.

Alcohol and drugs cause serious disruption to the workforce when present among

employees. Breath and saliva contain markers that can be used to monitor alcohol

abuse, drug abuse, and the health status of patients.

In the U.S. nearly half of road accidents are estimated to occur due to excessive

alcohol consumption and drug abuse. Similarly, the number of deaths soared by

26% in Britain due to drunk driving in 2012. Thus, alcohol enforcement remains a

priority for governments across the globe. Governments of various countries are

strictly enforcing safety laws and are heavily emphasizing on work safety issues.

Moreover, they are compelling organizations, vehicle owners and others to install

portable breath analyzers at their workplaces.

Law enforcement use of breathalyzers is helping decrease the number of

accidents. For employers, alcohol abuse accounts for two-thirds of all substance
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abuse complaints and depletes a similar percentage from the health care benefit

budgets of American companies.

Key Topics Covered:

1. Alcohol And Drug Testing Market Description and Market Dynamics

1.1 Impact of Alcohol

1.1.1. BAC

1.2 Breathalyzer

1.2.1 Breathalyzer Applications

1.3 DUI Offenses

1.3.1 Sports Fans Drunk at Games 8%

1.3.2 Personal Breathalyzer

1.3.3 Indicators To Spot Potential Drunk Drivers

1.4 Breathalyzer

1.4.1 Mis-Calibrated Equipment

1.4.2 Law Enforcement

1.4.3 Consumer Use

1.4.4 Breath Test Evidence

1.4.5 Hosting Parties, And Celebrating

1.5 Demand For More Effective Detection Of Alcohol Impairment

1.5.1 Traditional Alcohol Breath Analyzer Testing

1.5.2 Breath Alcohol Analysis

1.5.3 Alcohol Merges with Breath

1.5.4 Analyze An Alveolar Or Deep Lung Air

1.6 Alcohol Is A Drug

1.7 Laws Prohibit Driving With An Elevated BAC

1.8 Drunk Driving Statistics

1.8.1 When Alcohol-Impaired Crashes Occur

1.9 Breath to Test for Alcohol Concentrations in the Body

1.10 Heart Problems Linked to Heavy Drinking

1.10.1 Atrial Defibrillation
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1.10.2 Health Insurers Denied Coverage

1.11 Synthetic Marijuana Testing

1.11.1 K2 and Spice Synthetic Compounds Chemical Structure

1.12 Spice Drug

1.13 US Military Drug Tests

1.13.1 Synthetic Marijuana Often Undetected by Drug Tests for People on role or

Probation

1.13.2 Diagnostic Drug Testing Demonstrated ROI

1.14 Biomedical And Chemical Mid-IR SPR Based Sensor

1.14.1 Development Of Mid-Infrared Surface Plasmon

1.14.2 Sensors Utilizing Surface Plasmon Resonance (SPR)

1.14.3 Drug Testing Kit Prices

1.15 Miniaturized Mid-Infrared Sensor Technologies Trends

1.16 Nanotechnology Is Significant

1.16.1 Mid IR Waveguides

1.16.2 Miniaturized IR Gas Sensors

2. Alcohol And Drug Testing Market Shares And Forecasts

2.1 Alcohol and Drug Testing Market Driving Forces

2.1.1 Alternatives to Bars

2.1.2 Alcohol and Drug Addicted People

2.2 Alcohol Testing Market Shares

2.2.1 Alcohol Testing Market Shares

2.3 Alcohol Testing Equipment Market Forecasts

2.3.1 Alcohol Substance Abuse Testing Breath Detection, Urine And Saliva

Equipment

2.3.2 Alcohol Testing Market Forecasts, Law Enforcement, Workplace, Personal, and

Clinical Market Segments

2.4 Drug Testing Equipment Market Shares

2.5 Drug Testing Equipment Market Forecasts

2.6 Alcohol and Drug Testing Equipment Market

2.7 Alcohol and Drug Abuse Market Segment Discussion
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2.7.1 Workplace Monitoring Capability, Law Enforcement, And Consumer

Monitoring

2.7.2 Alcohol Usage Problem in The Workplace

2.7.3 Drug Testing Markets in An Age of the Opioid Crisis

2.7.4 Alcohol Testing Market Description

2.7.5 Law Enforcement Alcohol Testing

2.7.6 4-1 Personal vs. Professional Law Enforcement Breathalizer Devices

2.7.7 Portable Breath Testers In Law Enforcement

2.7.8 Alcohol Testing Technology In The Workplace

2.8 Breathalyzer Prices

2.8.1 Portable Breath Testers Utilize Fuel Cell Technology

2.8.2 Drger Alcotest 9510
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3.1 Fundamental Principle Of Breath Analysis
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3.1.2 Testing for Alcohol: Fuel Cell Sensor Breath Analysis

3.1.3 Testing for Alcohol: Infrared Analysis

3.1.4 Draeger Machine Measures The Temperature Of The Subject's Breath And

Then Adjusts The Results

3.1.5 Forensic Breath-Alcohol Testing Quality Assurance

3.2 Bio Sensors Detection
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3.2.1 Sensors Utilizing Surface Plasmon Resonance (SPR)

3.2.2 Clinical Niche for Breath Tests

3.2.3 Heart Problems Linked to Heavy Drinking

3.2.4 Atrial Defibrillation

3.2.5 Health Insurers Denied Coverage
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The Path Forward: Addiction Crisis | Feb 25, 2019

By Katie Wedell, Staff Writer

A proposed state rule change has raised debate about what is the most

effective way to treat opioid addiction.

Ohio rule changes spark debate about

addiction treatment
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The Ohio medical board proposed new rules late last year for doctors

prescribing buprenorphine — one of the three FDA-approved drugs for

treating opioid use disorder, also called Suboxone.

The state already requires patients receiving Suboxone to get counseling. The

proposed rules specify what type of counseling or therapy qualifies.

Several doctors have raised issues with the requirement to get counseling,

saying it isn’t medically necessary and limits the number of doctors offering

MAT and number of patients getting help.

RELATED: Millions of tax dollars pay for new drug treatment -- is it

working?

“There are a lot of barriers that we’re putting in the face of treatment,” said Dr.

Jeanette Moleski, a board certified addiction and family medicine doctor in

Portage County near Cleveland. She wrote to the board about the rule

changes saying, “What I am afraid more rules will do is keep good physicians

and other providers from even considering treating people with addiction.”

In-depth
local news.
Delivered
right to you.
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Others in the treatment community say giving someone Suboxone without

treating the underlying behavioral problems will not lead to long-term

recovery.

“Addiction is a disease … It’s also fundamentally a lack of skills,” said Marcia

Weber, manager of program development and quality assurance at

Cornerstone Project treatment center in Dayton.

Is counseling necessary?

The Ohio Society of Addiction Medicine has objected to the counseling

requirement, citing a 2018 Substance Abuse and Mental Health Services

Administration document called Treatment Improvement Protocol 63.

“Four randomized trials found no extra benefit to adding adjunctive

counseling to well-conducted medical management visits delivered by the

buprenorphine prescriber,” it says.

Gregory Boehm, the Ohio society’s president, wrote the group agrees.

“Counseling does not improve outcomes,” he said.

That document also makes references to the benefits of counseling.

START TODAY  
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“Counseling helps people with (opioid use disorder) and other substance use

disorders change how they think, cope, react, and acquire the skills and

confidence necessary for recovery,” the document says.

Behavioral health experts say treatment drugs like Suboxone help patients

avoid overdose and death by blocking their craving for opioids. But they

believe it’s the psychosocial treatment that changes behaviors and leads to

long-term recovery.

“Does it work for people to not kill them? Absolutely,” said Kyle Zink, assistant

clinical supervisor of Woodhaven Residential Treatment Center in Dayton.

“Does it change them? I don’t know.”

The Path Forward: Addiction in Dayton

» Millions of tax dollars pay for new drug treatment -- is it

working?

» This local drug court cut rate of new felonies by more than

half
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» Dayton getting national credit for battling opioid crisis

» Vets twice as likely to fatally OD -- what the Dayton VA is

doing about it

» Foster care system struggles to keep pace with opioid

epidemic

» New challenge for recovering addicts: Finding a job

» Can Dayton go from 'overdose capital' to a model for

recovery?

» Mother of 7 rebuilding family after addiction

» A day with Dayton's overdose response team

Woodhaven’s program is abstinence based, but it doesn’t turn patients on

medication-assisted treatment away. The center has had clients who have

tried Suboxone and failed to stay sober — sometimes moving to

methamphetamine instead, Zink said.

Others want to get off Suboxone as they move into long-term recovery, he

said, because they still feel anxious about needing a substance to get through

the day.

While counseling can help, some doctors say they fear a requirement will

cause some patients to forgo treatment. Moleski gave the example of Type II

diabetes.
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“It is almost 100 percent preventable with diet and exercise, yet we don’t take

their medication away if they don’t go to diabetic classes,” she said.

Many of those in addiction will take the path of least resistance if given a

choice, Weber said. But if forced to attend counseling, they will do it

begrudgingly.

“The goal is to allow them to be out of distress enough to learn,” she said.

More rules needed?

Cornerstone Managing Partner Mike Ward wants to see the medical board

enact more rules for MAT.

He’s concerned about some doctors he sees in Dayton who are operating

cash-only clinics, giving out Suboxone with no other services or referrals to

further treatment. For about $200 a client can get a 90-day prescription,

which he said they can turn around and sell on the street for $2,000.

RELATED: Addiction doctor: Drug dealers are profiting off Medicaid

And while they paid cash to the doctor for the visit, they may have used

Medicaid to fill the prescription, meaning tax money is funding street drug

trade, Cornerstone staff members said.

“Until the Ohio Medical Board can reign these doctors in, we’re going to see

the same results,” Ward said, meaning more overdoses and deaths from

opioids.
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Montgomery County saw a reduction in overdose deaths from 566 in 2017 to

292 in 2018. More access to treatment, including more doctors able to

prescribe Suboxone in their practices, has been credited with helping to move

the needle on opioid deaths.

Moleski is also concerned about bad medicine.

“I understand the State Medical Board of Ohio’s desire to put these doctors

out of business,” she said. “The issue is bad doctors are not going to become

good doctors because you give them more rules.”

Changes moving to review committee

The state medical board made several changes to the proposed rules after the

comment period but kept the requirement for counseling. The changes have

been submitted to the Joint Committee on Agency Rule Review and are

expected to be on the committee’s agenda for review on March 4.

One of the changes made based on the comments covers a patient who

refuses to attend counseling. Originally the alternative was participation in a

12-step program. Moleski pointed out in her letter to the board that 12-step is

a faith-based program and it would be unconstitutional to require attendance.

The wording now says 12-step or other self-help recovery program.

RELATED: No Carfentanil spike locally, but OD deaths are up
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Moleski still has questions about how the rules will work in practice. For

be in counseling or therapy for years?

“It doesn’t say how long that needs to continue. It’s very unclear,” she said.

Experts on both sides of the argument say the best plan is an individualized

approach.

“We have people that will do very well without the counseling,” Moleski said.

“There are people that absolutely have to go to counseling … I really wish this

could be more individualized.”

ABOUT THE PATH FORWARD

We have formed a team to dig into the most pressing issues facing the Miami

Valley. The Path Forward project, with your help and that of a 16-member

community advisory board, seeks solutions to issues readers told us they were

most concerned about.Follow the project on our Facebook pages and at

DaytonDailyNews/PathForward, and share your ideas.
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