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PALM BEACH COUNTY SOBER HOMES TASK FORCE PROPOSED

2

LEGISLATION

3
4

An act relating to substance abuse services; amending s. 394.4572, F.S.;

5

authorizing the Department of Health and the Agency for Health Care

6

Administration to grant exemptions from disqualification for service provider

7

personnel to work solely in certain treatment programs and facilities; amending s.

8

397.311, F.S.; defining the term "peer specialist"; revising the definition of

9

“recovery residence”, amending s. 397.4073, F.S.; revising provisions relating to

10

background checks and exemptions from disqualification for certain service

11

provider personnel; requiring the Department of Children and Families to grant or

12

deny an exemption from disqualification within a certain timeframe; authorizing an

13

applicant for an exemption to work under the supervision of certain persons for a

14

specified period of time while his or her application is pending; authorizing certain

15

persons to be exempted from disqualification from employment; authorizing the

16

department to grant exemptions from disqualification for service provider

17

personnel to work solely in certain treatment programs and facilities; creating s.

18

397.417, F.S.; providing qualifications for certification as a peer specialist;

19

authorizing the department to designate certain credentialing entities to certify peer

20

specialists; providing requirements for individuals providing certain recovery

21

support services as peer specialists; amending s. 397.4075 to reclassify willful,

22

knowing or intentional misrepresentation in an application for department licensure

23

from a misdemeanor to a third degree felony, amending s. 397.487, F.S.; revising

24

legislative findings relating to voluntary certification of recovery residences;

25

requiring recovery residences to comply with specified Florida Fire Prevention

26

Code provisions; requiring the State Fire Marshall, in cooperation with the

27

department and credentialing entities, to establish minimum fire safety standards;
Page 1 of 10

28

revising background screening requirements for owners, directors, and chief

29

financial officers of recovery residences; amending 397.4873, F.S..; adding an

30

exemption from referral prohibitions for certain recovery residences, amending

31

397.55 F.S.,; clarifying third party contractor requirements to disclose certain

32

information to prospective patients, amending s. 435.07, F.S.; authorizing certain

33

persons to be exempted from disqualification from employment; amending s.

34

633.206, F.S.; requiring the State Fire Marshall to develop minimum fire safety

35

standards for recovery residences; providing an effective date.

36
37

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

38
39
40

Section 1. Subsection (2) of section 394.4572, Florida Statutes, is amended to read:
394.4572 Screening of mental health personnel.—

41

(2)(a) The department or the Agency for Health Care Administration may

42

grant exemptions from disqualification as provided in chapter 435.

43

(b) The department or the Agency for Health Care Administration, as

44

applicable, may grant exemptions from disqualification of service provider

45

personnel who work solely in mental health treatment programs or facilities

46

or in programs or facilities that treat co-occurring substance use and mental

47

health disorders.

48
49

Section 2. Subsections (30) through (49) of section 397.311, Florida Statutes, are

50

renumbered as subsections (31) through (51), respectively, and subsection (37) is

51

amended and a new subsection (30) is added to that section to read:

52

397.311 Definitions.—As used in this chapter, except part VIII, the term:

53

(30) "Peer specialist" means a person who has been in recovery from a substance

54

use disorder or mental illness for at least two years who uses his or her personal
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55

experience to provide services in behavioral health settings supporting others in

56

their recovery, or a person who has at least two years of experience as a family

57

member or a caregiver of a person having a substance use disorder or mental

58

illness. The term does not include a person who is a qualified professional or

59

otherwise certified under chapter 394 or 397.

60

(37) “Recovery Residence” means a residential dwelling unit, or other form of

61

group housing, including group housing as part of any licensable community

62

housing component established by rule or statute, that is offered or advertised

63

through any means, including oral, written, electronic, or printed means, by any

64

person or entity as a residence that provides a peer-supported, alcohol free, and

65

drug free living environment.

66

Section 3. Paragraphs (a), (f), and (g) of subsection (1) and subsection (4) of

67
68

Section 3. s. 397.4073, Florida Statutes, is amended to read:

69

397.4073 Background checks of service provider personnel.

70

— (1) PERSONNEL BACKGROUND CHECKS; REQUIREMENTS AND

71

EXCEPTIONS.—

72

(a) For all individuals screened on or after July 1, 2019, background checks shall

73

apply as follows:

74

1. All owners, directors, chief financial officers, and clinical supervisors of service

75

providers are subject to level 2 background screening as provided under chapter

76

435. Such screening shall also include background screening as provided in s.

77

408.809. Inmate substance abuse programs operated directly or under contract

78

with the Department of Corrections are exempt from this requirement.

79
80

2. All service provider personnel who have direct contact with children receiving
services or with adults who are developmentally disabled receiving services are
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81

subject to level 2 background screening as provided under chapter 435. Such

82

screening shall also include background screening as provided in s. 408.809.

83

3. All peer specialists who have direct contact with Individuals receiving services

84

are subject to level 2 background screening as provided under chapter 435. Such screening

85

shall also include background screening as provided in s. 408.809 (f) Service provider person

86

exemption from disqualification must submit the request within 30 days after being notified o

87

The department shall grant or deny the exemption from disqualification within 60 days after r

88

application.

89

(g) If five years or more have elapsed since an applicant for the exemption

90

has completed or has been lawfully released from confinement, supervision, or a

91

nonmonetary condition imposed by a court for the applicant’s most recent

92

disqualifying offense, the applicant may work with adults with

93

substance use disorders or co-occurring disorders under the supervision of persons

94

who meet all personnel requirements of this chapter for up to 90 days after being

95

notified of the disqualification or until the department makes a final determination

96

regarding the request for an exemption from disqualification, whichever is earlier.

97

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

98

provider that fails to provide proof that background screening information has been

99

submitted in accordance with chapters 435 and 408..

100
101

(4) EXEMPTIONS FROM DISQUALIFICATION.—

102

(a) The department may grant to any service provider personnel an

103

exemption from disqualification as provided in s. 435.07.

104

(b) Since rehabilitated substance abuse impaired persons are effective in the

105

successful treatment and rehabilitation of individuals with substance use

106

disorders, for service providers which treat adolescents 13 years of age and

107

older, service provider personnel whose background checks indicate crimes
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108

under s. 817.562, s. 893.13, s. 893.147, 796.07(2)(e), s. 810.02(4), s.

109

812.014(2)(c), s. 817.563, s. 831.01, s. 831.02, s. 893.13, or s. 893.147, and

110

any related criminal attempt, solicitation, or conspiracy under s. 777.04,

111

may be exempted from disqualification from employment pursuant to this

112

paragraph.

113

(c) The department may grant an exemption from the disqualification of

114

service provider personnel permitting an individual to work solely in

115

substance use disorder treatment programs, facilities or recovery residences,

116

or in programs or facilities that treat co-occurring substance use and mental

117

health disorders. The department may grant exemptions from

118

disqualification limiting service provider personnel to working with adults in

119

substance use treatment facilities.

120
121
122
123

Section 4. Section 397.417, Florida Statutes, is created to read:
397.417 Behavioral health peer specialists.—
(1) An individual is eligible for certification as a peer specialist if he or she has

124

been in recovery from a substance use disorder or mental illness for at least two

125

years or if he or she has at least two years of experience as a family member or

126

caregiver of a person with a substance use disorder or mental illness.

127

(2) The department may shall designate one or more credentialing entities that

128

have met nationally recognized standards for developing and administering

129

professional certification programs to certify peer specialists. The credentialing

130

entity shall approve a training program for individuals seeking certification as peer

131

specialists. The credentialing entity shall also approve a continuing education

132

program including minimum requirements in order to maintain certification.

133
134

(3) An individual providing department-funded recovery support services as a
peer specialist shall be certified pursuant to subsection (2). However, an individual
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135

who is not certified may provide recovery support services as a peer specialist for

136

up to one year if he or she is working toward certification and is supervised by a

137

qualified professional or by a certified peer specialist with supervisory training

138

who has at least three years of full-time experience as a peer specialist at a licensed

139

behavioral health organization.

140

(4) A person may not advertise to the public, in any way or by any medium

141

whatsoever, or provide recovery services as a peer specialist, without first having

142

obtained certification. Any person who violates this subsection commits a

143

misdemeanor of the first degree, punishable as provided in s. 775.082 or s.

144

775.083.

145
146

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

147

It is a felony misdemeanor of the third first degree, punishable as provided in s.

148

775.082 or s. 775.083, for any person willfully, knowingly, or intentionally to:

149

(1) Inaccurately disclose by false statement, misrepresentation, impersonation,

150

or other fraudulent means, or fail to disclose as part of an application for

151

licensure or in any application for voluntary or paid employment, any fact

152

which is material in making a determination as to the person’s qualifications

153

to be an owner, a director, a volunteer, or other personnel or a service

154

provider;

155

(2) Operate or attempt to operate as a service provider with personnel who are in

156

noncompliance with the minimum standards contained in this chapter; or

157

(3) Use or release any criminal or juvenile information obtained under this

158

chapter for any purpose other than background checks of personnel for

159

employment.

160
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161

Section 6. Subsection (1), and subsection (6) of section 397.487, Florida Statutes, are

162

amended to read:

163

397.487 Voluntary certification of recovery residences.—

164

(1) The Legislature finds that a person suffering from addiction has a higher

165

success rate of achieving long-lasting sobriety when given the opportunity to build

166

a stronger foundation by living in a recovery residence while receiving treatment

167

or after completing treatment. The Legislature further finds that this state and its

168

subdivisions have a legitimate state interest in protecting these persons, who

169

represent a vulnerable consumer population in need of adequate housing. It is the

170

intent of the Legislature to protect persons who reside in a recovery residence.

171

(6) All owners, directors, and chief financial officers of an applicant recovery

172

residence are subject to level 2 background screening as provided under chapter 435

173

and s. 408.809. A recovery residence is ineligible for certification, and a credentialing

174

entity shall deny a recovery residence's application, if any owner, director, or chief

175

financial officer has been found guilty of, or has entered a plea of guilty or nolo

176

contendere to, regardless of adjudication, any offense listed in s. 408.809(4) or s.

177

435.04(2) unless the department has issued an exemption under s. 397.4073 or s.

178

397.4872. In accordance with s. 435.04, the department shall notify the credentialing

179

agency of an owner's, director's, or chief financial officer's eligibility based on the

180

results of his or her background screening.

181

(11) The State Fire Marshal shall, in cooperation with the department and

182

credentialing entities approved by the department pursuant to s. 397.487, establish and

183

enforce minimum fire safety standards for recovery residences, which standards must

184

be included in the rules adopted by the Department of Financial Services, Division of

185

State Fire Marshal. The use of a structure as a recovery residence, standing alone,

186

shall not be deemed a conversion of use requiring heightened life safety standards

187

including but not limited to fire sprinkler protection.
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188
189

Section 8. Subsection (2) of section 397.4873, Florida Statutes, is amended to read:

190

397.4873 Referrals to or from recovery residences; prohibitions; penalties.-

191

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

192

(d) Referrals made by a licensed service provider to a recovery residence that has

193

no direct or indirect financial or other referral relationship with the referring

194

provider, is democratically operated by its residents pursuant to a charter from an

195

entity recognized or sanctioned by Congress, and where neither the residence, nor

196

any resident therein, receives a benefit, directly or indirectly, for the referral.

197
198

Section 9. Subsection (d) of section 397.55, Florida Statutes, is amended to read:

199

397.55 Prohibition of deceptive marketing practices –

200

(1)The legislature recognizes that consumers of substance abuse treatment have

201

disabling conditions and that such consumers and their families are vulnerable and

202

at risk of being easily victimized by fraudulent marketing practices that adversely

203

impact the delivery of health care. To protect the health, safety and welfare of this

204

vulnerable population, a service provider, an operator of a recovery residence, or a

205

third party who provides any form of advertising or marketing services to a service

206

provider or an operator of a recovery residence may not engage in any of the

207

following marketing practices:

208

(d) Entering into a contract with a marketing provider who agrees to generate

209

referrals or leads for the placement of patients with a service provider or in a

210

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

211

service provider or the operator of the recovery residence contract requires and the

212

marketing provider discloses the following to the prospective patient so that the

213

patient can make an informed health care decision:
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214

1. Information about the specific licensed service providers or recovery residences

215

that are represented by the marketing provider and pay a fee to the marketing

216

provider, including the identity of such service providers or recovery residences;

217

and

218

2. Clear and concise instructions that allow the prospective patient to easily access

219

lists of licensed service providers and recovery residences on the department

220

website.

221
222
223

Section 10. Subsection (2) of section 435.07, Florida Statutes, is amended to read:
435.07 Exemptions from disqualification.—Unless otherwise provided by

224

law, the provisions of this section apply to exemptions from disqualification for

225

disqualifying offenses revealed pursuant to background screenings required under

226

this chapter, regardless of whether those disqualifying offenses are listed in this

227

chapter or other laws.

228

(2) Persons employed, or applicants for employment, by treatment providers

229

who treat adolescents 13 years of age and older who are disqualified from

230

employment solely because of crimes under s. 817.563, 893.13, or s. 893.147, s.

231

796.07(2)(e), s. 810.02(4), s. 812.014(2)(c), s. 831.01, s. 831.02, and any related

232

criminal attempt, solicitation, or conspiracy under s. 777.04, may be exempted

233

from disqualification from employment pursuant to this chapter without

234

application of the waiting period in subparagraph (1)(a)1.

235
236

Section 11. Subsection (9) of section 553.80, Florida Statutes, is created to read:

237

553.80 Enforcement-

238

The use of a single-family or two-family structure as a recovery residence,

239

standing alone, shall not be deemed a conversion of use requiring heightened life

240

safety or building standards, including but not limited to fire sprinkler protection.
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241
242

Section 11. Subsection (1) of section 633.206, Florida Statutes, is amended to read:

243

633.206 Uniform firesafety standards-

244

(1) The department shall establish uniform firesafety standards that apply to:

245

(a) All new, existing, and proposed state-leased buildings.

246

(b) All new, existing, and proposed hospitals, nursing homes, assisted living

247

facilities, adult family-care homes, recovery residences, correctional facilities,

248

public schools, transient public lodging establishments, public food service

249

establishments, elevators. Migrant labor camps, mobile home parks, lodging parks,

250

recreational vehicle parks,, recreational camps, residential and nonresidential child

251

care facilities, facilities for the developmentally disabled, motion picture and

252

television special effects productions, tunnels, and self-service gasoline stations, of

253

which standards the State Fire Marshal is the final administrative interpreting

254

authority.

255
256

Section 12. This act shall take effect July 1, 2019.
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Oxford House, Inc.
1010 Wayne Ave, Ste 300
Silver Spring, MD 20910
301-587-2916 office – www.oxfordhouse.org

To Whom It May Concern:
I am writing today to address the following directives set forth by SAMHSA Funding
Opportunity Announcement for the State Opioid Response (SOR) Grants, which includes the
following directive:
In addition to these treatment services, grantees will be required to employ effective
prevention and recovery support services to ensure that individuals are receiving a
comprehensive array of services across the spectrum of prevention, treatment, and
recovery.
Implement community recovery support services such as peer supports, recovery
coaches, and recovery housing. Grantees must ensure that recovery housing supported
under this grant is in an appropriate and legitimate facility. Individuals in recovery
should have a meaningful role in developing the service array used in your program.
For over 43-years, Oxford House, Inc., a nonprofit 501(c)(3) umbrella organization, has been a
primary resource for those recovering from a substance use disorder who seek a peer supportive
safe sober living environment after treatment. Oxford Houses are self-run, self-supported group
homes for those recovering from a substance use disorder. Oxford House offers a highly
structured living environment that helps individuals stay off alcohol and drugs by learning or relearning how to achieve long-term recovery and responsible civic behavior.
Evidence-based research has demonstrated that the Oxford House program works. Supported by
grants by NIAAA and NIDA for the study of recovery, DePaul University in Chicago and other
academic researchers have found remarkable recovery success from Oxford House living. Their
findings prompted SAMSHA to list Oxford House™ on the National Registry of Evidencedbased Programs and Practices [NREPP]. In November 2016, the U.S. Surgeon General’s Report,
Facing Addiction in America, highlighted the effectiveness of Oxford Houses.
Oxford House, Inc. would like to partner in supporting the state of New Hampshire in their
efforts to address the opioid epidemic through the 2018 SAMHSA State Opioid Response Grant.
In an effort to do this Oxford House, Inc. requests $323,565 to hire one (1) full-time state
coordinator, one (1) full-time outreach worker, and one (1) full-time training and education
specialist [working specifically which the Oxford House resident population on NARCAN
training and integrating good practices for those on MAT into the Oxford House Model] for 12
months to provide support to the New Hampshire with a developing network of Oxford Houses.
Please see below the purpose, goal and target population for this request.

Purpose
The purpose of this expansion would be to fill gaps in the substance use disorder services
continuum by establishing and maintaining additional self-run, self-supported peer-operated
recovery homes. In adherence with United States Code, Title 42, Section §300x–25 Group
Homes for Recovering Substance Abusers, your agency would utilize the Oxford House concept
to increase recovery housing assistance opportunities for recovering individuals living together
in a disciplined environment to maintain recovery without recurrence of use. This level of care
includes the provision of a safe and affordable, drug-free living situation to recovering
individuals with the support of other peers in recovery, Oxford House outreach staff, and other
supports and services in the community.
Goal
The primary objective is to expand and enhance the Oxford House concept of care by integrating
prevention, treatment, re-entry, and recovery support services for individuals with substance use
disorders, specifically for those utilizing System Agency-funded treatment and recovery
programs.
Target Population
Adult men and women completing a System Agency funded substance use disorder residential
treatment program, as well as those enrolled in outpatient, recovery support, and opioid treatment
services, who need a place to live and can meet the requirements for being a resident of a
Recovery House. Recovery housing shall also include populations with a reported history of
opioid use disorder (OUD) and opioid use.
Oxford House, Inc. and its staff will work collaboratively with the NH DHHS and other
organizations in our community to insure our goals are in alignment with the goals of the
proposed project(s) through the Oxford House Model, including; reducing unmet treatment
needs; and reducing overdose deaths through the provision of prevention; treatment and recovery
activities.
You will also find attached to this letter the requested proposal per the DHHS website.
Warmest Regards,

Jason Paul Jarreau
Manager, Contracts & Development
Oxford House, Inc.
202-308-2366 – cell

Proposal to Develop A Network Of Oxford Houses In The State of New Hampshire
Funding Period: 24 - Months
Abstract: For over 43-years, Oxford House, Inc., a nonprofit 501(c)(3) umbrella organization,
has been a primary resource for those recovering from a substance use disorder who seek a peer
supportive safe sober living environment after treatment. Oxford Houses are self-run, selfsupported group homes for those recovering from a substance use disorder. Oxford House offers
a highly structured living environment that helps individuals stay off alcohol and drugs by
learning or re-learning how to achieve long-term sobriety and responsible civic behavior.
Oxford House proposes to open between six (6) and eight (8) Oxford Houses for men and/or
women or women and their children and to maintain the newly created Oxford Houses in the
State of New Hampshire and organize these homes into mutually supportive chapters to assist the
growing needs of the recovery and OUD population. These chapters will in time create the New
Hampshire Oxford House state Association.
Organizational Background: Oxford House, Inc. [OHI] is the 501(c)(3) nonprofit umbrella
organization for a network of more than 2,400 self-run, self-supported rented recovery homes
throughout the United States. Its nine-person board of directors [list attached] is composed of
five outside members, three alumni and the Chairperson of its World Council – an advisory panel
elected by the national network of houses. Oxford House, Inc. has the sole authority to charter an
individual Oxford House™ and conditions the charter on adherence to three simple
requirements:
1. The group – six or more recovering individuals of the same gender – must be
democratically self-run using the 43-year old Oxford House disciplined system of
democratic operations set forth in the Oxford House Manual©.
2. The group must be financially self-supported.
3. The group must immediately expel any resident who returns to using alcohol or illegal
drugs.
Each chartered house is a single-family home in a good neighborhood rented to the residents by
local landlords. The house must comfortably accommodate six or more recovering substance
users [average number of residents per house nationally is 8.2]. Residents share household
expenses by getting a job or in a few cases receive retirement or disability payments.
OHI trains and supervises outreach workers, approves all charters, monitors adherence to
charters. During FY 2016, OHI operated on a budget of approximately $6.2 million, while
residents in the approximately 2,200 individual Oxford Houses paid landlords, utility companies
and general household expenses of approximately $69 million. The self-support aspect of Oxford
House not only makes Oxford Houses cost-efficient, but also encourages residents in recovery to
join or rejoin the workforce. The national equal share of household costs for the individual
resident averages about $120 [range of $75 to $150 a week].
Because Oxford Houses can be established at low cost without need for any capital investment in
property, they can be replicated quite easily. This easy replication enables recovering individuals

who pay their equal share of household expenses and stay clean and sober to live in an Oxford
House for as long as they want. This is important because individuals in recovery become
comfortable in recovery without relapse over different lengths of time. The houses provide
transitional housing for some residents and permanent housing for others.
OHI – the umbrella organization for all individual Oxford Houses – has a 43-year track record
built upon the time-tested system of operations for the individual houses. The Oxford House
Manual© provides a sound foundation for the disciplined self-run, self-supported system of
operations that assures the alcohol and drug-free open-ended living environment. The democratic
operation, election of house officers and allocation of specific responsibilities among the officers
provide the framework for the group to focus on recovery without relapse. The model was so
sound that Congress incorporated it as §2036 of the Anti-Drug Abuse Act of 1988 codified at 42
USC 300x-25 [copy attached]. That law enabled states to establish recovery home start-up
revolving loan funds to make two-year loans up to $4,000 to groups of six or more recovering
individuals to help pay the first month’s rent on a suitable group home. For purposes of this
proposal Oxford House will not propose an New Hampshire revolving loan fund but instead onetime house start-up funds of $6,000.00 per house.
In keeping with The Substance Abuse and Mental Health Services Administration’s [SAMHSA]
strategic initiative, the Oxford House program addresses the following areas for the residents that
move in and participate in the Oxford House Model:
Health - Oxford Houses are high quality (as evidenced by its Federal best-practices
listing) and, because they are self-run and self-supported, there is no need for residency time
limits. Residents can stay as long as they believe that they need to do so as long as they pay their
equal share of expenses and don’t use alcohol or drugs. This is particularly important because
each person heals from addiction and develops comfortable long-term sobriety at a different pace.
Oxford House works closely with treatment providers and correctional facilities to advise them
about the program and to encourage recovering individuals exiting these facilities to consider
continuing their recovery in an Oxford House where they will have the opportunity to have the
mutual support of fellow residents, develop or redevelop a job history, attend local AA/NA
meetings, participate in social activities with others in other Oxford Houses and the recovery
community and develop the stable sobriety and community attachments that promote long-term
sobriety without relapse. Typical treatment facilities are unable to provide this type of long-term
support since their costs generally require strict time limits on residency. Furthermore, Oxford
House is the only program we are aware of in which leadership comes from the residents
themselves; all Oxford Houses are run by the residents themselves; they elect House officers,
assume responsibility and each resident has an equal vote in House decisions. Together they
share their diverse backgrounds to teach each other networking for medical assistance, job
openings and the sharing of broadly based recovery resources.
In addition, Oxford House residents come into Oxford House with a wide variety of illnesses
including AIDS or are HIV-positive or have Hepatitis C, cancer or other diseases. Others suffer
from PTSD and other mental disorders. No one is excluded from an Oxford House because of
health issues. Those on prescribed medications are monitored by the group to make sure that
their medications are secure and taken in the right dosage at the right times. NIDA-sponsored
research has shown that even those with co-occurring mental illness do well in an Oxford House
setting because they develop habits of properly taking their medications. (A Longitudinal

Analysis of Psychiatric Severity upon Outcomes Among Substance Abusers Residing in Self
Help Settings, American Journal of Psychology, Vol. 42, 145-153 [2008]
Home - The first step in having a good home is to live in a house in a good
neighborhood. Oxford Houses fill the gap for peer-operated recovery homes and provides a
level of care not found in other settings. Specifically, this level of care entails a safe, affordable,
and drug-free living situation with the support of peers in recovery, support from OHI, and
access to other supports in the community. The primary objective for this contract with OHI is
to provide this level of care for persons with addictive disorders, including those coming from
the Criminal Justice system.
Purpose - One of the many objectives of Oxford House is teaching individuals how to
become self-sufficient by learning life skills in a peer supportive environment. This effort assists
the Agency in meeting its mission to provide people with substance abuse problems the
necessary support they need to live successfully in society. The structured living environment
offered at Oxford House enables individuals to stay off alcohol and drugs by learning how to
achieve long-term sobriety and become productive citizens. The American Correctional
Association and the Hazelden Foundation 1996 Handbook for probation, parole and community
corrections states: “Oxford House, Inc. is fast becoming one of the most important and cost-free
community-based resources available for community corrections”. (Partners in Change by
Edward M. Read, Hazelden and the American Correctional Association, 1996; page 144.)
Community - Recovery support groups play an integral role in the development of a
recovery lifestyle. Whether it is trying to get a job for the first time in years, rebuilding
relationships, finding safe and affordable housing, fighting off the cravings to use drugs or
alcohol, or just figuring out what to do with the many hours in the day, recovering alcoholics and
addicts often support each other as they face the fears and changes associated with a new life of
recovery. Oxford Houses, where recovering individuals can live together in affordable housing in
continuous support of one another, are an important aspect of recovery peer support. The Oxford
House model encourages individuals to change their environment and associations, while
avoiding isolation, to allow for a supportive atmosphere that is conducive to the recovery process.
Outcomes: Throughout its 43-year history, Oxford House has encouraged both in-house and
independent academic researchers to evaluate the Oxford House program. The result is that there
are many research reports on Oxford House that show that the program works – and that it works
for many difficult-to-reach populations. As a result of this research, the Oxford House program is
listed as a best practice on the Federal Government’s National Registry of Evidence-based
Programs and Practices (NREPP), more information can be found at the following link
http://legacy.nreppadmin.net/ViewIntervention.aspx?id=223.
The revolving door from addiction to treatment and the return to addiction reflects about an 80
percent relapse rate. With the benefit of Oxford Houses, this trend can be reversed. Beginning in
1991, a number of academic researchers, including a team from DePaul University in Chicago,
have conducted studies of Oxford House residents. More than 120 peer-reviewed articles
reporting the results from dozens of scientific studies have been published in leading journals. A
list of those articles is downloadable from the www.oxfordhouse.org under “About
Us/Resources.”

Two of the DePaul University studies are major outcome studies tracking long-term sobriety.
One study followed 897 residents in 219 Oxford Houses throughout the country for 27 months
and found that 87% stayed clean and sober without relapse. The second study randomly selected
one half of 150 individuals leaving treatment in Illinois to go to Oxford House after treatment
and the other half went to a place of their choice; e.g., home, a traditional halfway house, etc.
After 27 months of observation, 65% of the cohort going to Oxford Houses stayed clean and
sober without relapse and only 30% of the control group stayed clean and sober 1. In both studies,
residents were interviewed periodically for 27 months following their acceptance into an Oxford
House after leaving detoxification units or formal treatment. In addition, their self- reports to the
researchers were verified by seeking confirmation from an acquaintance identified by the subject
during the first interview.
In fact, recent surveys of Oxford House residents reflect that 79 percent remained clean and
sober one year later and those individuals with co-occurring mental illness do well in the Oxford
House living environment. 2 The Oxford House model increases the odds that such individuals
following detoxification can stay clean and sober without relapse and, if necessary, take
appropriate medication as prescribed. For more information visit www.oxfordhouse.org under
Publications/Evaluations where the full research article can be downloaded.
Target Population: Alcohol and drug abuse contribute to an array of tragic, life‐changing
events. Thousands of these events are recorded in the state of New Hampshire every year. The
involvement of substance abuse is often documented in overdose deaths, medical emergencies,
traffic crashes, traffic deaths and injuries, and arrests for violations of alcohol and drug laws.
Substance abuse is often an undocumented factor in many other events such as school failure,
unemployment, divorce, and crime. Countless other alcohol and drug related incidents are known
only by those who are personally involved. Substance abuse places a significant burden on the
criminal justice, healthcare, and social services systems, and ultimately impacts everyone
through societal economic costs.
Expectations: Of those residents it serves, Oxford House anticipates 70 ++ percent will remain
alcohol and drug free one year later. In fact, Oxford House residents over time and with
therapeutic peer support learn to become “comfortable enough with sobriety” to avoid the
recurrence of use. Their sobriety eventually becomes a habit so strong that the individual is likely
to achieve long-term recovery.
Amount Sought: $323,565 (year 1), 319,385 (year 2 )in general support to open 6-8 new Oxford
Houses (each year) and maintain newly established Oxford Houses for (2) 12-month periods.
(See Attached Proposed Budget).
PROPOSED PROJECT DESCRIPTION:
Oxford House of New Hampshire Proposed Program Goals and Objectives: The mission of
1

Eight of the control group members independently chose to go to an Oxford House. If the 8 in the control group [all of whom stayed clean and
sober] are subtracted from the control group because they went into an Oxford House on their own, the percentage drops from 32% staying clean
Majer, J. M., Jason, L.A., North, C.S., Ferrari, J.R., Porter, N. S, Olson, B.D., Davis, M.I., Aase, D., & Molloy, J.P. (2008). A Longitudinal

2

Where OHI has outreach workers relapse figures are verified and come in at less than 19% compared to a relapse rate of 90% for residents
leaving traditional halfway houses. R.J. Goldsmith in The Essential Features of Alcohol and Drug Treatment found that six-months after a
traditional halfway house stay only 10.9% of male residents maintained sobriety and only 9.5% of female residents remained sober. By contrast
the outcome for residents of Oxford Houses is eight times better than what Goldsmith reports. [Psychiatric Annals, 22, pp. 419-424 (1992).]

Oxford House is to establish enough Oxford Houses to provide recovering alcoholics and drug
addicts the opportunity to live in the time-tested environment designed to learn sober behavior
sufficiently to avoid relapse. To implement this mission successfully in the state of New
Hampshire, Oxford House will attain the following goals and objectives:
Goal 1.0 – Propagation of the Oxford House Network of Houses in New Hampshire over a 12month period
Objective 1.1 – By the end of a 12-month period rent and implement the Oxford House
model for the establishment of to open between six (6) and eight (8) Oxford Houses for
men and/or women or women and their children [48 – 60 available new beds] throughout
New Hampshire.
Objective 1.2 – Oxford House will complete and maintain a web-based listing, including
the name, address, telephone number, e-mail address, and contact person’s name for all of
its pre-existing and new recovery homes in the New Hampshire.
Objective 1.3 – Oxford House will implement and maintain an information exchange that
includes New Hampshire Department of Health and Human Services Division, treatment
providers, city jails, federal prisons, the court system, veteran’s hospitals, veteran’s
groups, and homeless shelters, to match recovering individuals seeking group home
residences with vacancies in houses located in areas convenient to the clients.
Objective 1.4 – Oxford House Outreach Staff will hold monthly statewide discussion
groups/presentations for those nearing treatment completions informing them of the
benefits of group recovery homes.
Objective 1.5 – Training and Development coordinator will conduct NARCAN and
overdose prevention trainings at House, Chapter and State level. Conduct MAT/MAR
education trainings to help break the stigma. Assist residents with local and statewide
MAT/MAR resources.
Goal 2.0 – Maintain a High-Quality Network of Oxford Houses
Objective 2.1 – Teach residents in New Hampshire Oxford House’s the standard system of
operations needed to effectively operate the houses throughout the state.
Objective 2.2 – By the end of a 12-month period, Oxford House Regional Manager will
make quarterly scheduled visits and at least one unannounced visit per year to selected
existing and new homes to determine the level of compliance to federal and local
governmental rules and Oxford House policies and procedures.
Goal 3.0 – Increase Peer Support within the Oxford House Network.
Objective 3.1 – Teach the residents of Oxford Houses how to operate autonomously within
the Oxford House Model, training them on officer positions, house meetings, chapter
formation, and service positions within the community.
Objective 3.2 – Promote personal growth for each resident of Oxford House and encourage
active engagement within the recovery community and community at-large.

DELIVERABLES AND REPORTS
The Provider will be required to submit all requested program and financial reports to the
proposed agency as follows:
As documentation for services rendered, the Contractor is requested to submit:
1. A program narrative report Goal (1, 2, 3) for each six-month program period that
documents achievement of program outcomes and barriers; to include quantitative data
on number of individuals served.
2. New Hampshire State Housing Activity Report
3. New Hampshire Project Status Report
4. Six Month Reporting – Narrative Report due 30 days after the end of the calendar year.
5. Annual Reporting– Narrative Report due 30 days after end of fiscal year.

Proposed Budget Broken Down
Organization Name: Oxford House, Inc. New Hampshire Proposed Program
Budget Period: 24 Months
TOTAL REVENUE

Expenses

Year 1

Year 2

$323,565

$319,385

Dollar Amount

Dollar Amount

Direct Costs

Annual Salary

% FTE

State Outreach Coordinator #1 (OHI)

$36,000

100%

$36,000

$36,000

Outreach Worker #1 (OHI)

$33,000

100%

$32,000

$32,000

Training & Education Specialist

$34,000

100%

$34,000

$34,000

Direct Supervision (OHI)

$8,500

100%

$8,500

$8,500

$110,500

$110,500

$0.30

$0.30

Total Benefits

$33,150

$33,150

Total Personal + Benefits

$143,650

$143,650

Travel Air

$4,000

$4,000

Travel/Ground

$25,000

$25,000

Training Staff Development

$4,000

$4,000

Lodging

$21,600

$21,600

Per Diem

$3,000

$3,000

Communications

$36,000

$36,000

IT / Vacancy System Maintenance

$2,100

$2,100

Audit

$2,000

$2,000

Legal

$3,000

$3,000

Equipment (First Year)

$4,800

$1,000

Printing/Postage

$2,000

$2,000

Supplies

$3,000

$3,000

State Training Workshop [Resident]

$4,000

$4,000

New House Start-up Funds [6 Houses @
$6,000.00]

$36,000

$36,000

Total Operating Costs

$150,500

$146,700

Total Direct Costs

$294,150

$290,350

$29,415.00

$29,035.00

$323,565

$319,385

Total Personnel
Benefits @ 30% of Salary

% of Salaries

Operating Costs

Overhead G & A 10%

Total Project Costs

1

A bill to be entitled...

2
3

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

4
5
6
7
8
9

Section 1. Paragraph (a) of subsection (26) of section
397.311, Florida Statutes, is amended to read:
397.311 Definitions.—As used in this chapter, except
part VIII, the term:
(26) Licensed service components include a

10

comprehensive continuum of accessible and quality substance

11

abuse prevention, intervention, and clinical treatment

12

services, including the following services:

13

(a) “Clinical treatment” means a professionally

14

directed, deliberate, and planned regimen of services and

15

interventions that are designed to reduce or eliminate the

16

misuse of drugs and alcohol and promote a healthy, drug-

17

free lifestyle. As defined by rule, “clinical treatment

18

services” include, but are not limited to, the following

19

licensable service components:

20

1. “Addictions receiving facility” is a secure, acute

21

care facility that provides, at a minimum, detoxification

22

and stabilization services; is operated 24 hours per day, 7

23

days per week; and is designated by the department to serve

24

individuals found to be substance use impaired as described

25

in s. 397.675 who meet the placement criteria for this

26

component.

Coding: Words stricken are deletions; words underlined are
additions.
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27

2. “Day or night treatment” is a service provided in a

28

nonresidential environment, with a structured schedule of

29

treatment and rehabilitative services.

30

3. “Day or night treatment with community housing”

31

means a program intended for individuals who can benefit

32

from living independently in peer community housing while

33

participating in treatment services for a minimum of 5

34

hours a day for a minimum of 25 hours per week.

35

43. “Detoxification” is a service involving subacute

36

care that is provided on an inpatient or an outpatient

37

basis to assist individuals to withdraw from the

38

physiological and psychological effects of substance abuse

39

and who meet the placement criteria for this component.

40

54. “Intensive inpatient treatment” includes a planned

41

regimen of evaluation, observation, medical monitoring, and

42

clinical protocols delivered through an interdisciplinary

43

team approach provided 24 hours per day, 7 days per week,

44

in a highly structured, live-in environment.

45

65. “Intensive outpatient treatment” is a service that

46

provides individual or group counseling in a more

47

structured environment, is of higher intensity and duration

48

than outpatient treatment, and is provided to individuals

49

who meet the placement criteria for this component.

50

76. “Medication-assisted treatment for opioid use

51

disorders opiate addiction” is a service that uses

52

methadone or other medication as authorized by state and

53

federal law, in combination with medical, rehabilitative,

Coding: Words stricken are deletions; words underlined are
additions.
2

54

supportive, and counseling services in the treatment of

55

individuals who are dependent on opioid drugs.

56

87. “Outpatient treatment” is a service that provides

57

individual, group, or family counseling by appointment

58

during scheduled operating hours for individuals who meet

59

the placement criteria for this component.

60

98. “Residential treatment” is a service provided in a

61

structured live-in environment within a nonhospital setting

62

on a 24-hours-per-day, 7-days-per-week basis, and is

63

intended for individuals who meet the placement criteria

64

for this component.

65

Coding: Words stricken are deletions; words underlined are
additions.
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1

397.407. Licensure process; fees

2

(1) The department shall establish the licensure process to include

3

fees and categories of licenses and must prescribe a fee range that

4

is based, at least in part, on the number and complexity of programs

5

listed in s. 397.311(26) which are operated by a licensee. The fees

6

from the licensure of service components are sufficient to cover

7

the costs of regulating the service components. The department

8

shall specify a fee range for public and privately funded licensed

9

service providers. Fees for privately funded licensed service

10

providers must exceed the fees for publicly funded licensed service

11

providers by not less than three hundred percent (300%) of publicly

12

funded licensed service provider component fees.

13

Page 1 of 1
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Notice of Change/Withdrawal
DEPARTMENT OF CHILDREN AND FAMILIES
Substance Abuse Program
RULE NOS.:
RULE TITLES:
65D-30.002
Definitions
65D-30.003
Department Licensing and Regulatory Standards
65D-30.0031
Certifications and Recognitions Required by Statute
65D-30.0032
Display of Licenses
65D-30.0033
License Types
65D-30.0034
Change in Status of License
65D-30.0035
Required Fees
65D-30.0036
Licensure Application and Renewal
65D-30.0037
Department Licensing Procedures
65D-30.0038
Violations; Imposition of Administrative Fines; Grounds
65D-30.004
Common Licensing Standards
65D-30.0041
Clinical Records
65D-30.0042
Clinical and Medical Guidelines
65D-30.0043
Placement
65D-30.0044
Plans, Progress Notes, and Summaries
65D-30.0045
Rights of Individuals
65D-30.0046
Staff Training, Qualifications, and Scope of Practice
65D-30.0047
Facility Standards
65D-30.0049
Voluntary and Involuntary Placement
65D-30.005
Standards for Addictions Receiving Facilities
65D-30.006
Standards for Detoxification
65D-30.0061
Standards for Intensive Inpatient Treatment
65D-30.007
Standards for Residential Treatment
65D-30.0081
Standards for Day or Night Treatment with Community Housing
65D-30.009
Standards for Day or Night Treatment
65D-30.0091
Standards for Intensive Outpatient Treatment
65D-30.010
Standards for Outpatient Treatment
65D-30.011
Standards for Aftercare
65D-30.012
Standards for Intervention
65D-30.013
Standards for Prevention
NOTICE OF CHANGE
Notice is hereby given that the following changes have been made to the proposed rule in accordance with
subparagraph 120.54(3)(d)1., F.S., published in Vol. 43 No. 250, December 29, 2017 issue of the Florida
Administrative Register.

65D-30.0046 Staff Training, Qualifications, and Scope of Practice
(1) Staff Training. Providers shall develop and implement a staff development plan. At least one (1) staff
member with skill in developing staff training plans shall be assigned the responsibility of ensuring that staff
development activities are implemented.
(a) No change.
(b) All required requried training activities shall be documented and accessible for Department review,
including the date, duration, topic, name(s) of participants, and name(s) of the trainer or training organization.
(c) New staff orientation. Within six (6) months of the hiring date, employees must complete the following
trainings:
1. No change.

2. Overdose prevention training which must be renewed biennially. The training shall include, at a minimum,
information about:
a. Risk factors for overdose;
b. Overdose recognition and response; and
c. Naloxone, the medication that reverses opioid overdose, including how to use Naloxone and the importance
of individuals at risk of opioid overdose and their friends and family having access to Naloxone.
3. No change.
4. For direct care those staff working in component services identified in subsection 65D-30.004(12), F.A.C.,
two (2) hours of training in control of aggression techniques and two (2) hours annually thereafter.
5. Staff performing nursing support functions must be trained in those services prior to performing that function.
65. For all direct care staff, training and certification in cardiopulmonary resuscitation (CPR) and /fFirst aid
AID. Staff must maintain CPR and /fFirst aid AID certification and a copy of the valid certificate must be filed in
the personnel record.
(d) General Training Requirements. All staff and volunteers who provide direct care or prevention services and
whose work schedule is at least 20 hours per week or more, shall participate in a minimum of 16 hours of
documented training per year related to their duties and responsibilities. This includes training conducted annually
in the following areas:
1. Prevention and control of infection iIn inpatient and residential settings, prevention and control of infection;
2. through 3. No change.
4. Rights of individuals indivudals served;
5. Federal law, 42 CFR, Part 2, and sections 397.334(10), 397.501(7), 397.752, F.S. applicable state laws
regarding confidentiality.
(e) In those instances where an individual has received the requisite training as required in paragraphs (1)(c) and
(d) during the year prior to employment by a provider, that individual will have met the training requirements. This
provision applies only if the individual is able to produce documentation that the training was completed and that
such training was provided by persons who or organizations that are qualified to provide such training
(f) through (g) No change.
(h) Medication Administration Training Requirements. Training is required before personnel may supervise the
self-administration of medication. At least two and a half (2.5) four (4) hours of training is required which may be
conducted only by licensed practical nurses, licensed registered nurses or advanced practice Advance rRegistered
nurses Nurse Practitioners. Personnel responsible for training must certify by signed document or certificate the
competency of unlicensed staff to supervise the self-administration of medication. Proof of training shall be
documented in the personnel file and shall be completed prior to implementing the supervision of self-administration
of medication.
(i) In addition addtion to the requirements of paragraph (h), self-administration of medication adminsitration
training must include step-by-step procedures, covering, at a minimum, the following subjects:
1. No change.
2. Comprehensive understanding of and compliance with medication instructions on a prescription perscription
label, a healthcare practitioner’s order, and proper completion of medication observation adminsitration record
(MOR) (MAR) form;
3. No change.
4. The proper administration of oral, transdermal, ophthalmic opthalmic, otic, rectal, inhaled or topical
medications;
5. through 10. No change.
(2) Clinical Supervision. A qualified professional, as defined in subsection 65D-30.002(68), F.A.C., shall
supervise clinical services, as permitted within the scope of their qualifications. In addition, all licensed and
unlicensed staff shall be supervised by a qualified professional. In the case of medical services, medical staff may
provide supervision within the scope of their license. Supervisors shall conduct regular reviews of work performed
by subordinate employees. Clinical supervision may include supervisory participation in treatment planning
meetings, staff meetings, observation of group sessions and private feedback sessions with personnel. The date,
duration, and content of supervisory sessions shall be clearly documented for staff in each licensed component and

made available for Department review.
(3) Scope of Practice. Unless licensed under Chapter 458, 459, 464, 490 or 491, F.S., non-medical clinical staff
providing clinical services specific to substance use are limited to the following tasks unless otherwise specified in
this rule:
(a) through (d) No change.
(e) Service coordination and case management;
(f) through (k) are redesignated (e) through (j) No change.
(4) Staff Qualifications. Staff must provide services within the scope of their professional licensure; or
certification; or training, protocols, and competence in applicable clinical protocols. Minimum staff qualifications
apply to the type of task and licensable components listed below. A master’s level or bachelor’s level practitioner
must hold a degree from an accredited university or college with a major in counseling, social work, psychology,
nursing, rehabilitation, special education, health education, or a related human services field. Certification must be
obtained through a Department approved credentialing entity.
(a) Clinical services, including expressive therapy and crisis intervention, and recovery support services
intending to engage or reengage an individual into treatment must be provided by one (1) of the following
practitioners:
1. Qualified professional.,
2. The following staff, working directly under the supervision of a qualified professional:
a. Bachelor’s or master’s level practitioner.
b. Registered marriage and family therapy, clinical social work, and mental health counseling interns.
c. Certified addiction counselors. These staff may provide services listed in subsections (3)(a)-(g) and (i)-(k) of
this rule.
d. Certified recovery peer specialist or certified recovery support specialist. These staff may provide services
listed in subsections (3)(a)-(g) and (j)-(k) of this rule.
2. A bachelor’s or master’s level practitioner, including registered marriage and family therapy, clinical social
work, and mental helath counseling interns, working directly under the supervision of a qualified professional
licensed under chapters 458, 459, 490, or 491, F.S.
(b) Training/education, intervention, and aftercare services must be provided by one (1) of the following
practitioners:
1. Any practitioners described in paragraph (4)(a) of this section.
2. A certified recovery peer specialist or certified recovery support specialist working under the supervision of a
bachelor’s level practitioner or a certified recovery peer specialist with a minimum of two (2) years of experience
working with individuals with substance use disorders.”

SoberLawNews.com - 11.2.18 - Federal Government Seeks to Commentary Relating to Anti-Kickback
Laws
According to an article published by FierceHealthCare.com, there continues to be a groundswell of
opposition from hospital trade groups to the continued application of the federal anti-kickback laws to
the extent they “stand in the way of growing participation in value-based models.”
Comments and opposition to existing payment structures came from major hospital groups and other
industry stakeholders in response to the Department of Health and Human Service Office of Inspector
General’s request for information on ways to reform the Stark and anti-kickback laws.
In its letter to OIG, the Federation of American Hospitals (FAH) said value-based payments are “hindered
by the existing fraud and abuse regime.” To address this, OIG should build an overarching waiver to antikickback laws for advanced payment models run by the Centers for Medicare & Medicaid Services.
Provider groups, including the American Hospital Association, have long argued that the Stark and antikickback laws pose a major barrier to care coordination, a crucial piece of these new payment
arrangements.
“Provided that the compensation to be received is fair market value, does not take into account the
volume or value of referrals and is commercially reasonable, the arrangement should be deserving of
safe harbor protection,” the group said.
Another hospital trade industry group, America’s Essential Hospitals (AEH), also wrote in favor of the
OIG consider narrowing its use of anti-kickback and civil monetary penalty statutes.
Anti-kickback provisions, AEH said, are overly broad and could apply to any payment that has an impact
on referrals, even if ultimately it leads to better care or otherwise benefits patients. At the same time,
existing anti-kickback safe harbors are very narrow, the group said.
Narrowing the use of these statutes would offer providers greater certainty in the work they’re doing
and would allow for clarification of regulatory requirements, AEH said.
“Regulatory uncertainty has put essential hospitals in an untenable position,” AEH said. “The very
activities our members undertake to support new delivery system and payment models—actives the
Centers for Medicare & Medicaid Services and Congress have encouraged—increase their exposure
under the AKS and CMP law.”
The Association of American Medical Colleges (AAMC), which represents academic medical centers,
noted in its commentary to OIG that “the Stark and anti-kickback laws are relics of a healthcare system
that hadn’t yet conceived of value-based models.”
According to their argument, because alternative payment models are tightly regulated, it’s unlikely that
patients would receive poor care, AAMC said.
“It is critical that CMS, the OIG, and other associated agencies coordinate their efforts to allow waivers
of the physician self-referral law, the civil monetary penalties and anti-kickback laws, as appropriate to

support the clinical and financial integration needed for the success of these new delivery and payment
models,” AAMC said.
At the same time, and just last week, President Trump signed the “Substance Use-Disorder Prevention
that Promotes Opioid Recovery and Treatment for Patients and Communities Act” or the “SUPPORT for
Patients and Communities Act”, H.R.6 — 115th Congress (2017-2018), which we reported about back on
October 4th.
Included within that legislation was a section sponsored by Senators Marco Rubio and Amy Klobuchar
entitled the “Eliminating Kickbacks in Recovery Act” (EKRA) which essentially makes the federal AntiKickback Statute applicable to private health care plans. As adopted, the new law:
•

•
•

Makes it illegal to provide, or receive, financial kickbacks for referring patients to recovery
homes and clinical treatment facilities. These kickbacks are already illegal under Federal health
care plans, like Medicare, but there is no federal law to prohibit them in private health
insurance plans;
Fine anyone found guilty up to $200,000 or 10 years of prison, or both; and
Establish exceptions to enable legitimate cases of patient referral.

Those “exceptions” would be generated by HHS through adoption and publication in the Code of Federal
Regulations (CFR).
We have reported in the past that it seems fundamentally unfair that healthcare providers involved in
federally funded programs could seek guidance from OIG as to their behavior, while private pay
providers could not. This was specifically true for providers in the SUD treatment space, who could only
seek such input from their regulating agencies, such as the Department of Children and Families (DCF) in
Florida. But since only the Florida Patient Brokering Act applied to such behavior, which is a state (not
federal) criminal law, DCF was not authorized to comment upon such behavior.
With the adoption of EKRA and the anticipated development of regulations adopting “safe harbors,”
SUD treatment providers should have clarity on what behaviors would trigger federal penalties. That
law, however, does not cause state laws, such as Florida’s Patient Brokering Act, to be superseded.
Those laws will remain on the books and will be prosecuted separately, without interpretation of the
new federal law having any impact.
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Despite criticism and concerns, FDA approves a new opioid 10 times
more powerful than fentanyl
By Ed Silverman @Pharmalot
November 2, 2018

FDA Commissioner Scott Gottlieb.Drew Angerer/Getty Images

In a highly controversial move, the Food and Drug Administration approved an especially powerful opioid
painkiller despite criticism that the medicine could be a “danger” to public health. And in doing so, the agency
addressed wider regulatory thinking for endorsing such a medicine amid nationwide angst about overdoses and
deaths attributed to opioids.
The drug is called Dsuvia, which is a tablet version of an opioid marketed for intravenous delivery, but is
administered under the tongue using a specially developed, single-dose applicator. These “unique features” make
the medicine well-suited for the military and therefore was a priority for the Pentagon, a point that factored
heavily into the decision, according to FDA Commissioner Scott Gottlieb.
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Although an FDA advisory committee last month recommended approval, the agency was urged by critics not to
endorse the drug because it is 10 times more powerful than fentanyl, a highly addictive opioid. Among those who
opposed approval were four U.S. senators1 and the FDA advisory panel chair, who could not attend the meeting,
but took the rare step of later writing a letter2 to the agency.
The objections included complaints that Dsuvia has no unique medical benefits and might be easily diverted by
medical personnel, despite a risk mitigation plan the manufacturer, AcelRx Pharmaceuticals, must maintain. There
was also criticism the FDA failed to convene the Drug Safety and Risk Management Advisory Committee, not just
the Anesthetic and Analgesic Drug Products Advisory Committee. Last year, the FDA refused to approve the
medicine over concerns about usage directions and a need for additional safety data.
“The lack of efficacy data and the (manufacturer’s) inadequate response to safety concerns have not been
addressed since the FDA’s complete response letter was sent in 2017. Clearly the issue of the safety of the public
is not important to the commissioner, despite his attempts to obfuscate and misdirect,” said Dr. Raeford Brown,
the FDA panel chair and a professor of anesthesiology and pediatrics at the College of Medicine at the University
of Kentucky. “I will continue to hold the agency accountable for their response to the worst public health problem
since the 1918 influenza epidemic.”
In discussing the rationale for the approval, however, Gottlieb argued that the different formulation and battlefield
needs made it possible for the FDA to have Dsuvia fit into the “overall drug armamentarium.” And while he
acknowledged the criticism, he insisted the risk management program, known as a REMS, will ensure the drug is
only used in a medically supervised settings.
STAT Plus: 3
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“The FDA has made it a high priority to make sure our soldiers have access to treatments that meet the unique
needs of the battlefield, including when intravenous administration is not possible for the treatment of acute pain
related to battlefield wounds. The military application for this new medicine was carefully considered in this
case,” he said in a statement4.
In fact, the FDA and the Department of Defense on Friday formalized5 a collaboration for approving new drugs
and devices. AcelRx, by the way, worked with the Defense Department to develop Dsuvia.
“There are very tight restrictions being placed on the distribution and use of this product. We’ve learned much
from the harmful impact that other oral opioid products can have in the context of the opioid crisis. We’ve applied
those hard lessons as part of the steps we’re taking to address safety concerns for Dsuvia,” he said.
Nonetheless, Gottlieb also acknowledged the episode triggered a broader discussion about FDA policy toward
opioid approvals and whether additional opioid painkillers are necessary. In the 12-month period ending in March
2018, the Centers for Disease Control and Prevention reported6 a decline of 2.8 percent in the number of overdose
deaths, to an estimated 71,073 people, which is still a large number.
Toward that end, he mentioned the FDA is undertaking a “comprehensive process” to develop a formal benefit
and risk framework for how the agency evaluates the safety and efficacy of opioid medicines. Gottlieb also vowed
that the FDA is re-evaluating how it considers individual and public health impacts of new opioids as they are
reviewed for approval.
“I recognize that the debate goes beyond the characteristics of this particular product or the actions that we’re
taking to mitigate this drug’s risks and preserve its differentiated benefits. We won’t sidestep what I believe is the
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real underlying source of discontent among the critics of this approval — the question of whether or not America
needs another powerful opioid while in the throes of a massive crisis of addiction,” he said.
Among the questions Gottlieb said need to be answered: How does the availability of an additional opioid drug
benefit the public health through its ability to, for example, provide therapeutic differentiation, promote more
appropriate access, or advance safer use of these medicines? Does the approval of an additional opioid drug create
added risks for diversion, accidental overdose, abuse and misuse, or other concerns?
“If the approval of an additional opioid will create such added risks, will the new drug provide sufficient clinical
differentiation that can benefit certain groups of patients, or offer other important clinical benefit, such that the
benefits to patients of introducing the additional opioid outweigh the risks? And can the implementation of REMS
help mitigate some of these risks?”
Critics were not appeased.
Related: 9
Tapered to zero: In radical move, Oregon’s Medicaid program weighs cutting off chronic pain patients from opioids

9

“More than a year ago Commissioner Gottlieb endorsed a National Academy of Sciences report that called on
FDA to overhaul its opioid policies. In particular, NAS urged FDA to utilize a new risk vs benefit analysis for
opioid approval AND removal decisions,” said Dr. Andrew Kolodny, who heads the Opioid Policy Research
Collaborative at Brandeis University and is executive director of Physicians for Responsible Opioid Prescribing,
an education and advocacy group.
“If Gottlieb meant business when he endorsed the report — if he was speaking truthfully when he promised
Congress that he would fix FDA’s past mistakes — then he would not have allowed this product on the market.
Rather than approving new exceptionally dangerous opioid formulations, he would be pulling the most dangerous
opioids off the market.”
“There is absolutely no need for this product,” Kolodny concluded. “Claiming we need it on the market to help
soldiers on the battlefield is ridiculous. We already have sublingual fentanyl product available for use on the
battlefield.”
“It is certain that Dsuvia will worsen the opioid epidemic and kill people needlessly,” said Dr. Sidney Wolfe,
senior adviser at Public Citizen Health Research Group. “It will be taken by medical personnel and others for
whom it has not been prescribed. And many of those will overdose and die.”
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Hospitals to OIG: Please give us anti-kickback safe harbors for
value-based care
by Paige Minemyer | Oct 31, 2018 8:44am

Hospital groups are weighing in on how the OIG can reform the anti-kickback laws to make it friendlier to
value-based care. (Getty/monkeybusinessimages)

Anti-kickback statutes stand in the way of growing participation in value-based
models, hospitals warn.

GET THE NEWSLETTER
Subscribe to FierceHealthcare to get
healthcare news and updates delivered

Major hospital groups were among the slew of industry stakeholders who
weighed in on the Department of Health and Human Service Office of Inspector
General’s request for information on ways to reform the Stark and anti-
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kickback laws.
In its letter (PDF) to OIG, the Federation of American Hospitals said valuebased payments are “hindered by the existing fraud and abuse regime.” To
address this, OIG should build an overarching waiver to anti-kickback laws for
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advanced payment models run by the Centers for Medicare & Medicaid
Services.
Provider groups, including the American Hospital Association, have long
argued that the Stark and anti-kickback laws pose a major barrier to care
coordination, a crucial piece of these new payment arrangements.
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RELATED: CMS seeks ‘bold ideas’ as it makes reducing regulatory burden
of the Stark law a top priority
The Medicare Access and CHIP Reauthorization Act signaled how much the
federal government values these new models, FAH said, but hospitals need the
flexibility to align participants and offer incentives. A broad waiver to address
this problem would reverse OIG’s current approach, which is to review waivers
for alternative payment models on a case-by-case basis.
The changes would offer a sense of consistency across APMs and “will provide
to hospitals and physicians the confidence necessary to move forward with
meaningful alignment strategies that further quality, reduce waste, and improve
patient outcomes,” FAH said.
For advanced payment models operating outside of CMS’ purview, OIG should
offer providers anti-kickback safe harbors in these arrangements, FAH said.
“Provided that the compensation to be received is fair market value, does
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not take into account the volume or value of referrals and is commercially
reasonable, the arrangement should be deserving of safe harbor protection,”
the group said.
RELATED: Athenahealth floats kickback carve-out that would allow
physicians to pay for clinical data exchange
FAH’s suggestions were echoed in letters from other hospital groups. America’s
Essential Hospitals also pushed (PDF) for broader waivers
for APMs and suggested that the OIG consider narrowing its use of antikickback and civil monetary penalty statutes.
Anti-kickback provisions, AEH said, are overly broad and could apply to any
payment that has an impact on referrals, even if ultimately it leads to better care
or otherwise benefits patients. At the same time, existing anti-kickback safe
harbors are very narrow, the group said.
Narrowing the use of these statutes would offer providers greater certainty in
the work they’re doing and would allow for clarification of regulatory
requirements, AEH said.
“Regulatory uncertainty has put essential hospitals in an untenable position,”
AEH said. “The very activities our members undertake to support new delivery
system and payment models—actives the Centers for Medicare & Medicaid
Services and Congress have encouraged—increase their exposure under the
AKS and CMP law.”
RELATED: OIG’s anti-kickback request for information offers providers an
opportunity for ‘legal clarity’
The Association of American Medical Colleges, which represents academic
medical centers, noted (PDF) that the Stark and anti-kickback laws are relics of
a healthcare system that hadn’t yet conceived of value-based models.
Because alternative payment models are tightly regulated, it’s unlikely that
patients would receive poor care, AAMC said. So CMS and OIG need to
continue to evolve the policies governing these models to draw in more
participants.
“It is critical that CMS, the OIG, and other associated agencies coordinate their
efforts to allow waivers of the physician self-referral law, the civil monetary
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penalties and anti-kickback laws, as appropriate to support the clinical and
financial integration needed for the success of these new delivery and payment
models,” AAMC said.
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397.311. Definitions, FL ST § 397.311

West’s Florida Statutes Annotated
Title XXIX. Public Health (Chapters 381-408)
Chapter 397. Substance Abuse Services (Refs & Annos)
Part I. General Provisions
West’s F.S.A. § 397.311
397.311. Definitions
Effective: October 1, 2018
Currentness
As used in this chapter, except part VIII, the term:
(1) “Ancillary services” are services that include, but are not limited to, special diagnostic, prenatal and
postnatal, other medical, mental health, legal, economic, vocational, employment, and educational services.
(2) “Authorized agent of the department” means a person designated by the department to conduct any audit,
inspection, monitoring, evaluation, or other duty imposed upon the department pursuant to this chapter. An
authorized agent must be qualified by expertise and experience to perform these functions.
(3) “Beyond the safe management capabilities of the service provider” refers to an individual who is in need
of:
(a) Supervision;
(b) Medical care; or
(c) Services, beyond that which the service provider or service component can deliver.
(4) “Certificate of compliance” means a certificate that is issued by a credentialing entity to a recovery
residence or a recovery residence administrator.
(5) “Certified recovery residence” means a recovery residence that holds a valid certificate of compliance and is
actively managed by a certified recovery residence administrator.
(6) “Certified recovery residence administrator” means a recovery residence administrator who holds a valid
certificate of compliance.
(7) “Clinical assessment” means the collection of detailed information concerning an individual’s substance use,
emotional and physical health, social roles, and other areas that may reflect the severity of the individual’s
abuse of alcohol or drugs. The collection of information serves as a basis for identifying an appropriate
treatment regimen.
(8) “Clinical supervisor” means a person who manages personnel who provide direct clinical treatment.
(9) “Court” means the court of legal jurisdiction in the context in which the term is used in this chapter.
(10) “Credentialing entity” means a nonprofit organization that develops and administers professional, facility,
or organization certification programs according to applicable nationally recognized certification or
psychometric standards.
(11) “Department” means the Department of Children and Families.
(12) “Director” means the chief administrative or executive officer of a service provider or recovery residence.
(13) “Disclose” or “disclosure” means a communication of identifying information, the affirmative verification
of another person’s communication of identifying information, or the communication of any information
regarding an individual who has received services. Any disclosure made pursuant to this chapter must be limited
to that information which is necessary to carry out the purpose of the disclosure.
(14) “Fee system” means a method of establishing charges for services rendered, in accordance with an
individual’s ability to pay, used by providers that receive state funds.
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(15) “For profit” means registered as for profit by the Secretary of State and recognized by the Internal Revenue
Service as a for-profit entity.
(16) “Habitual abuser” means a person who is brought to the attention of law enforcement for being substance
impaired, who meets the criteria for involuntary admission in s. 397.675, and who has been taken into custody
for such impairment three or more times during the preceding 12 months.
(17) “Hospital” means a hospital or hospital-based component licensed under chapter 395.
(18) “Identifying information” means the name, address, social security number, fingerprints, photograph, and
similar information by which the identity of an individual can be determined with reasonable accuracy directly
or by reference to other publicly available information.
(19) “Impaired” or “substance abuse impaired” means a condition involving the use of alcoholic beverages or
any psychoactive or mood-altering substance in such a manner as to induce mental, emotional, or physical
problems and cause socially dysfunctional behavior.
(20) “Incompetent to consent to treatment” means a state in which a person’s judgment is so affected by a
substance abuse impairment that he or she lacks the capacity to make a well-reasoned, willful, and knowing
decision concerning his or her medical health, mental health, or substance abuse treatment.
(21) “Individual” means a person who receives alcohol or other drug abuse treatment services delivered by a
service provider. The term does not include an inmate pursuant to part VIII of this chapter unless expressly so
provided.
(22) “Informed consent” means consent voluntarily given in writing by a competent person after sufficient
explanation and disclosure of the subject matter involved to enable the person to make a knowing and willful
decision without any element of force, fraud, deceit, duress, or other form of constraint or coercion.
(23) “Involuntary services” means an array of behavioral health services that may be ordered by the court for
persons with substance abuse impairment or co-occurring substance abuse impairment and mental health
disorders.
(24) “Law enforcement officer” means a law enforcement officer as defined in s. 943.10(1).
(25) “Licensed service provider” means a public agency under this chapter, a private for-profit or not-for-profit
agency under this chapter, a physician or any other private practitioner licensed under this chapter, or a hospital
that offers substance abuse services through one or more licensed service components.
(26) Licensed service components include a comprehensive continuum of accessible and quality substance
abuse prevention, intervention, and clinical treatment services, including the following services:
(a) “Clinical treatment” means a professionally directed, deliberate, and planned regimen of services and
interventions that are designed to reduce or eliminate the misuse of drugs and alcohol and promote a healthy,
drug-free lifestyle. As defined by rule, “clinical treatment services” include, but are not limited to, the following
licensable service components:
1. “Addictions receiving facility” is a secure, acute care facility that provides, at a minimum,
detoxification and stabilization services; is operated 24 hours per day, 7 days per week; and is
designated by the department to serve individuals found to be substance use impaired as described in s.
397.675 who meet the placement criteria for this component.
2. “Day or night treatment” is a service provided in a nonresidential environment, with a structured
schedule of treatment and rehabilitative services.
3. “Day or night treatment with community housing” means a program intended for individuals who can
benefit from living independently in peer community housing while participating in treatment services
for a minimum of 5 hours a day for a minimum of 25 hours per week.
© 2018 Thomson Reuters. No claim to original U.S. Government Works.
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4. “Detoxification” is a service involving subacute care that is provided on an inpatient or an outpatient basis to
assist individuals to withdraw from the physiological and psychological effects of substance abuse and who meet
the placement criteria for this component.
5. “Intensive inpatient treatment” includes a planned regimen of evaluation, observation, medical monitoring,
and clinical protocols delivered through an interdisciplinary team approach provided 24 hours per day, 7 days
per week, in a highly structured, live-in environment.
6. “Intensive outpatient treatment” is a service that provides individual or group counseling in a more
structured environment, is of higher intensity and duration than outpatient treatment, and is provided to
individuals who meet the placement criteria for this component.
7. “Medication-assisted treatment for opiate addiction” is a service that uses methadone or other medication
as authorized by state and federal law, in combination with medical, rehabilitative, and counseling services in
the treatment of individuals who are dependent on opioid drugs.
8. “Outpatient treatment” is a service that provides individual, group, or family counseling by appointment
during scheduled operating hours for individuals who meet the placement criteria for this component.
9. “Residential treatment” is a service provided in a structured live-in environment within a nonhospital setting
on a 24-hours-per-day, 7-days-per-week basis, and is intended for individuals who meet the placement criteria
for this component.
(b) “Intervention” means structured services directed toward individuals or groups at risk of substance
abuse and focused on reducing or impeding those factors associated with the onset or the early stages
of substance abuse and related problems.
(c) “Prevention” means a process involving strategies that are aimed at the individual, family,
community, or substance and that preclude, forestall, or impede the development of substance use
problems and promote responsible lifestyles.
(27) “Medication-assisted treatment (MAT)” is the use of medications approved by the United States Food and
Drug Administration, in combination with counseling and behavioral therapies, to provide a holistic approach to
the treatment of substance abuse.
(28) “Medical monitoring” means oversight and treatment, 24 hours per day by medical personnel who are
licensed under chapter 458, chapter 459, or chapter 464, of individuals whose subacute problems are so severe
that the individuals require intensive inpatient treatment by an interdisciplinary team.
(29) “Not for profit” means registered as not for profit by the Secretary of State and recognized by the Internal
Revenue Service as a not-for-profit entity.
(30) “Physician” means a person licensed under chapter 458 to practice medicine or licensed under chapter 459
to practice osteopathic medicine, and may include, if the context so indicates, an intern or resident enrolled in
an intern or resident training program affiliated with an approved medical school, hospital, or other facility
through which training programs are normally conducted.
(31) “Physician assistant” means a person licensed under chapter 458 or chapter 459 to practice medicine
under the supervision of a physician or psychiatrist whose specialty includes substance abuse treatment.
(32) “Private practitioner” means a physician or a physician assistant licensed under chapter 458 or chapter
459, a psychologist licensed under chapter 490, or a clinical social worker, marriage and family therapist, or
mental health counselor licensed under chapter 491.
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(33) “Program evaluation” or “evaluation” means a systematic measurement of a service provider’s
achievement of desired individual or service outcomes.
(34) “Qualified professional” means a physician or a physician assistant licensed under chapter 458 or chapter
459; a professional licensed under chapter 490 or chapter 491; an advanced practice registered nurse licensed
under part I of chapter 464; or a person who is certified through a department-recognized certification process
for substance abuse treatment services and who holds, at a minimum, a bachelor’s degree. A person who is
certified in substance abuse treatment services by a state-recognized certification process in another state at
the time of employment with a licensed substance abuse provider in this state may perform the functions of a
qualified professional as defined in this chapter but must meet certification requirements contained in this
subsection no later than 1 year after his or her date of employment.
(35) “Quality improvement” means a systematic and organized approach to monitor and continuously improve
the quality of services in order to maintain, restore, or improve outcomes in individuals and populations
throughout a system of care.
(36) “Recovery” means a process of personal change through which individuals achieve abstinence from alcohol
or drug use and improve health, wellness, and quality of life.
(37) “Recovery residence” 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.
(38) “Recovery residence administrator” means the person responsible for overall management of the
recovery residence, including, but not limited to, the supervision of residents and staff employed by, or
volunteering for, the residence.
(39) “Recovery support” means services designed to strengthen or assist individuals to regain skills, develop the
environmental supports necessary to help the individual thrive in the community, and meet life goals that
promote recovery from alcohol and drug use. These services include, but are not limited to, economic,
vocational, employment, educational, housing, and other ancillary services.
(40) “Screening” means the gathering of initial information to be used in determining a person’s need for
assessment, services, or referral.
(41) “Secure facility,” except where the context indicates a correctional system facility, means a provider that
has the authority to deter the premature departure of involuntary individuals whose leaving constitutes a
violation of a court order or community-based supervision as provided by law. The term “secure facility”
includes addictions receiving facilities and facilities authorized by local ordinance for the treatment of habitual
abusers.
(42) “Service component” or “component” means a discrete operational entity within a service provider which
is subject to licensing as defined by rule. Service components include prevention, intervention, and clinical
treatment described in subsection (26).
(43) “Service provider” or “provider” means a public agency, a private for-profit or not-for-profit agency, a
person who is a private practitioner, or a hospital licensed under this chapter or exempt from licensure under
this chapter.
(44) “Service provider personnel” or “personnel” includes all owners, directors, chief financial officers, staff,
and volunteers, including foster parents, of a service provider.
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(45) “Stabilization” means:
(a) Alleviation of a crisis condition; or
(b) Prevention of further deterioration, and connotes short-term emergency treatment.
(46) “Substance abuse” means the misuse or abuse of, or dependence on alcohol, illicit drugs, or prescription
medications. As an individual progresses along this continuum of misuse, abuse, and dependence, there is an
increased need for substance abuse intervention and treatment to help abate the problem.
(47) “Substate entity” means a departmental office designated to serve a geographical area specified by the
department.
(48) “System of care” means a coordinated continuum of community-based services and supports that are
organized to meet the challenges and needs of individuals who are at risk of developing substance abuse
problems or individuals who have substance abuse problems.
(49) “Treatment plan” means an immediate and a long-range plan based upon an individual’s assessed needs
and used to address and monitor an individual’s recovery from substance abuse.
Credits
Laws 1993, c. 93-39, § 2; Laws 1995, c. 95-228, § 55. Amended by Laws 1998, c. 98-107, § 1, eff. May 22, 1998;
Laws 1998, c. 98-262, § 1, eff. Jan. 1, 1999; Laws 1999, c. 99-8, § 107, eff. June 29, 1999; Laws 2000, c. 2000-139,
§ 52, eff. July 1, 2000; Laws 2002, c. 2002-196, § 1, eff. July 1, 2002; Laws 2004, c. 2004-11, § 78, eff. Oct. 1,
2004; Laws 2005, c. 2005-55, § 2, eff. July 1, 2005; Laws 2009, c. 2009-132, § 8, eff. July 1, 2009; Laws 2010, c.
2010-5, § 80, eff. June 29, 2010; Laws 2014, c. 2014-19, § 112, eff. July 1, 2014; Laws 2015, c. 2015-100, § 1, eff.
July 1, 2015; Laws 2016, c. 2016-241, § 21, eff. July 1, 2016; Laws 2017, c. 2017-173, § 2, eff. July 1, 2017; Laws
2018, c. 2018-106, § 24, eff. Oct. 1, 2018.

Notes of Decisions (1)
West’s F. S. A. § 397.311, FL ST § 397.311
Current through the 2018 Second Regular Session of the 25th Legislature.
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