Meeting Agenda – September 18, 2019 - SHTF
1. Introductions:
2. Updates:
a. Legislative Update:
b. Delray Beach Update: Ariana Ciancio
c. State Fire Marshall/discrimination: Jeffrey Lynne
d. Syringe Exchange implementation: Jon Van Arnam
e. Palm Beach County Initiatives: John Hulick
f. Addiction Receiving Facility
g. SEBHN Update: Ann Berner

3. DCF: (Suzette Fleishmann)
a. Quality Assurance Steering Committee
b. Rules Implementation effective 08/29/2019
c. Status: Residential 5 licenses
d. Day/Night licenses: Certification Requirement, FS 397.4873(5)

4. FARR: (Steve Farnsworth)
a. Current trends/Program Expansion

5. NAATP Quality Assurance Guidebook and Outcome Toolkit: Nikki Soda
6. Addiction Policy Forum (APF) Treatment Guide
7. Public comments.
8. Closing remarks.

THIS PAGE IS
INTENTIONALLY
BLANK

Agenda Item #:4B-1
PALM BEACH COUNTY
BOARD OF COUNTY COMMISSIONERS
AGENDA ITEM SUMMARY

------------------------------------------------------------------Meeting Date: July 2, 2019
[ ] Consent
[ ]
Regular
[]
Department
Submitted By:
Submitted For:

Ordinance

[X]

Public Hearing

Community Services
Community Services

------------------------------------------------------------------I. EXECUTIVE BRIEF

Motion and Title: Staff recommends motion to adopt: an ordinance of the Board of
County Commissioners of Palm Beach County, Florida, to be entitled "The Palm Beach
County Infectious Disease Elimination Program", establishing authority for an infectious
disease elimination program pursuant to Florida Statute 381.0038(4); providing for a title;
providing for applicability; providing for definitions; providing authorization for a needle
exchange program; providing conditions precedent to establishing the needle exchange
program; providing for approval of operator; providing for security of sites and equipment;
providing for needle exchange program operations; providing for data and reporting
requirements for needle exchange program; providing for lawful participation in needle
exchange program; providing for enforcement; providing for state, county and municipal
funding prohibited; providing for repeal of laws in conflict; providing for severability;
providing for inclusion in the code of laws and ordinances; providing for captions; and
providing for an effective date.
Summary: The Florida Legislature recently approved the infectious Disease Elimination
Act (the Act), as codified in Section 381.0038(4), Florida Statutes, authorizing the Board of
County Commissioners to establish a sterile needle and syringe exchange program within
its geographic boundaries with the goal of eliminating infectious diseases, including HIV
and Hepatitis C. The Center for Disease Control also states the programs have proven to
increase entry into substance use disorder treatment, reduce needle stick injuries to first
responders, reduce overdose deaths, and save health care dollars by preventing infections
and preventing HIV and viral Hepatitis. The approved legislation adds Florida to a list of 39
states in the country already offering needle/syringe exchange programs. No County
funds are required for the needle exchange program, as they are expressly
prohibited by the Act. Countvwide (DC)
Background and Policy Issues: The Infectious Disease Elimination Act was modeled on
the "IDEA Exchange" program in Miami Dade County, which was given a five-year trial
approval by the Legislature in 2016. The program consists of fixed and mobile needle
exchange sites, at which used needles are exchanged for clean ones. Program participants
may also be given drugs that reverse opioid overdoses (Narcan), may be tested for HIV,
and are given information connecting them to medical care and drug rehabilitation
resources. Since its 2016 inception, the program reports it has pulled more than 750,000
used needles out of circulation.

Attachments:
1. Ordinance

Approved By:

-------------------------------

11. FISCAL IMPACT ANALYSIS
A.

Five Year Summary of Fiscal Impact:

Fiscal Years

2019

2020

2021

2023

2022

Capital Expenditures
Operating Costs
External Revenue
Program Income
In-Kind Match (County)
NET FISCAL IMPACT
#ADDITIONAL FTE
POSITIONS (Cumulative)
Is Item Included In Current Budget:
Yes _ _
Does this item include the use of federal funds? Yes

--

8.

Recommended Sources of Funds/Su~man- o~:

c.

Departmental Fiscal Review:

/],--/

No - No - - -

~
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Ill. REVIEW COMMENTS
A.

OFMB Fiscal and/or Contract Development and Control Comments:

~~n- Con
8.

Legal Sufficiency:

C.

Other Department Review:

Department Director

This summary is not to be used as a basis for payment.

ORDINANCE NO. 2019-- - COUNTY
OF
BOARD
THE
OF
ORDINANCE
AN
COMMISSIONERS OF PALM BEACH COUNTY, FLORIDA,
ESTABLISHING AUTHORITY FOR AN INFECTIOUS DISEASE
ELIMINATION PROGRAM PURSUANT TO FLORIDA
STATUTE 381.0038(4); PROVIDING FOR A TITLE; PROVIDING
FOR APPLICABILITY; PROVIDING FOR DEFINITIONS;
PROVIDING AUTHORIZATION FOR A NEEDLE EXCHANGE
PROGRAM; PROVIDING FOR CONDITIONS PRECEDENT TO
ESTABLISHING A NEEDLE EXCHANGE PROGRAM;
PROVIDING FOR APPROVAL OF OPERATOR; PROVIDING
FOR SECURITY OF SITES AND EQUIPMENT; PROVIDING
FOR NEEDLE EXCHANGE PROGRAM OPERATIONS;
PROVIDING FOR DATA AND REPORTING REQUIREMENTS
FOR NEEDLE EXCHANGE PROGRAM; PROVIDING FOR
EXCHANGE
IN NEEDLE
PARTICIPATION
LAWFUL
PROGRAM; PROVIDING FOR ENFORCEMENT; PROVIDING
COUNTY AND MUNICIPAL FUNDING
FOR STATE,
PROHIBITED; PROVIDING FOR REPEAL OF LAWS IN
CONFLICT; PROVIDING FOR SEVERABILITY; PROVIDING
FOR INCLUSION IN THE CODE OF LAWS AND ORDINANCES;
PROVIDING FOR CAPTIONS; AND PROVIDING FOR AN
EFFECTIVE DATE.

1
2

WHEREAS, Palm Beach County is the largest Florida county in geographical size, and
has the third largest population with over 1,400,000 residents; and

3

WHEREAS, in 2017 there were 64 7 opioid-related deaths in Palm Beach County; and

4

WHEREAS, in Palm Beach County more than 8,400 persons are living with HIV and

5

approximately .1 new infection occurs every day; and

6

WHEREAS, Palm Beach County HIV Community Prevention Partnership and the Palm

7

Beach County HIV CARE Council, through its partners are working together to renew

8

HIVIAIDS awareness and to expand and strengthen the local effort to stop the spread of HIV in

9

Palm Beach County; and

10

WHEREAS, a 2001 review of studies published in the j oumal AID Science identified

11

seven studies that reported that needle exchange programs were associated with reduced

12

prevalence of HIV, hepatitis B and hepatitis C. Three studies concluded that the programs

13

reduced needle sharing, and three studies showed they were associated with increased rates of

14

entry into drug rehab programs; and

15

WHEREAS, the Florida Legislature has approved the Infectious Disease Elimination Act,

16

as codified in Section 381.0038(4), Florida Statutes, authorizing the Board of County

17

Commissioners of Palm Beach County to establish a sterile needle and syringe exchange program

18

with the goal of eliminating infectious disease; and

1

1

WHEREAS, the Board of County Commissioners finds that it will serve the public

2

health, safety, and welfare of the citizens of Palm Beach County to establish authority for

3

operation of an Infectious Disease Elimination Program to authorize the one-to-one exchange of

4

used needles and syringes for sterile needles and syringes, as approved in Section 381.0038(4),

5

Florida Statutes, and as authorized in this Ordinance; and

6

WHEREAS, the Board of County Commissioners - pursuant to its authority under the

7

Florida Constitution, Article VIII; Section 125. 01 ( 1)(g), Florida Statutes; and the Palm Beach

8

County Charter - hereby adopts the Palm Beach County Infectious Disease Elimination

9

Ordinance; and

10
11
12
13

WHEREAS, the Board of County Commissioners has conducted a duly noticed public
hearing to consider this Ordinance in accordance with Section 125.66, Florida Statutes.
NOW, THEREFORE, BE IT ORDAINED BY THE BOARD OF COUNTY
COMMISSIONERS OF PALM BEACH COUNTY, FLORIDA, that:

14

TITLE:

15

SECTION 1.

16

This Ordinance shall be titled "The Palm Beach County Infectious Disease Elimination

17

Ordinance".

18

APPLICABILITY:

19

SECTION 2.

20

This Ordinance shall be applicable within the unincorporated areas of Palm Beach County, and

21

in all municipalities that have not adopted an ordinance in conflict. Unless otherwise provided,

22

nothing in this Ordinance shall be construed to relieve any person from compliance with any

23

applicable county or municipal regulations.

24

DEFINITIONS:

25

SECTION 3.

26

The following words shall have the meanings ascribed to them unless the text requires or

27

specifies a different meaning:

28

i.

29

IL

30

iii.

31

BCC is the Palm Beach County Board of County Commissioners.

Department is the Palm Beach County Department of Community Services.
Needle Exchan,ge Program means a sterile needle and syringe exchange program
authorized by the BCC and operated pursuant to the requirements established in

2

1

Section 3 81. 003 8(4), Florida Statutes, and in accordance with the terms and

2

conditions of the Operator's contract with the BCC.
1v.

3

Operator is the contracted provider of the Needle Exchange Program.

4

5

SECTION 4. AUTHORIZATION FOR A NEEDLE EXCHANGE PROGRAM:

6
7

(a)

Pursuant to the requirements of the Infectious Disease Elimination Act, established in

8

Section 381.0038(4), Florida Statutes, a Needle Exchange Program is authorized to

9

operate in the geographic boundaries of Palm Beach County, provided the Operator is
under contract with the BCC.

10
11

(b)

The Needle Exchange Program shall offer the free exchange of clean, unused needles and

12

hypodermic syringes for used needles and hypodermic syringes, with the primary goal of

13

preventing the transmission of HIV, AIDS, viral hepatitis, and/or other blood-borne

14

diseases among intravenous drug users and their sexual partners and offspring, and with

15

the secondary goal of providing a bridge to drug treatment, recovery support and other

16

social services for intravenous drug users.

17

(c)

mobile health units.

18
19

The Needle Exchange Program may operate at one or more fixed locations or through

(d)

It shall be unlawful to operate a Needle Exchange Program unless the Operator is under

20

contract with the BCC pursuant to the requirements of Section 381.0038(4), Florida

21

Statutes.

22

CONDITIONS PRECEDENT TO ESTABLISHING THE NEEDLE

23

SECTION 5:

24

EXCHANGE PROGRAM:

25

The following requirements must be completed by the BCC prior to the start of the Needle

26

Exchange Program:

27

(a)

Establish a letter of agreement with the Florida Department of Health in which the BCC

28

agrees that the Needle Exchange Program will operate in accordance with the

29

requirements of Section 381.0038(4), Florida Statutes;

30

(b)

Enlist the Palm Beach County Health Department to provide ongomg advice,

31

consultation, and recommendations for the operation of the Needle Exchange Program;

32

and

33

(c)

Establish and approve the Operator's contract pursuant to Section 6 herein.
3

1
2

SECTION 6:

3

(a)

APPROVAL OF OPERATOR:

The BCC shall approve an Operator for the Needle Exchange Program which must be
one of the following entities:

4

A hospital licensed under chapter 3 95;

5

L

6

ii.

7

iii. A medical school in this state accredited by the Liaison Committee on Medical

Education or the Commission on Osteopathic College Accreditation;

8

1v. A licensed addictions receiving facility as defined in Section 397.311(26)(a),

9

Florida Statutes; or

10
v.

11
12

A health care clinic licensed under part X of chapter 400;

(b)

A 501(c)3 HIV/AIDS service organization.

The Operator shall contract with the BCC to provide the services authorized by this

13

ordinance and the contract. The Operator's contract shall include provisions establishing

14

each of the following:

15

L

An oversight and accountability system to ensure compliance with the

16

requirements of the Infectious Disease Elimination Act and the contractual

17

obligations and requirements of the Operator's contract with the BCC;

18

11.

achieving the goals and objectives of the Needle Exchange Program;

19
20

iii.

1v.

Specific consequences and remedies for noncompliance with the oversight and
accountability system; and

23
24

Monthly tracking of the Needle Exchange Program goals and objectives and the
progress in achieving those goals and objectives;

21
22

The oversight and accountability system must include measurable objectives for

v.

Requirements to comply with all State statutes and Florida Administrative Code

25

regulations, whether now existing or hereafter promulgated, concerning the

26

Infectious Disease Elimination Act, and to comply with all local laws and

27

regulations concerning zoning, licensing, fire safety, and any other local

28

requirements pertaining to operation of the Needle Exchange Program, whether

29

now existing or hereafter promulgated.

30
31
32
4

SECURITY OF SITES AND EQUIPMENT:

1

SECTION 7.

2

The Operator shall provide for maximum security of sites where needles and syringes are

3

exchanged and of any equipment used under the Needle Exchange Program and shall establish

4

written security procedures.

5

training and on-boarding process for all contractors, employees, and volunteers assisting in the

6

Needle Exchange Program. Maximum security procedures shall include, at a minimum:

7

(a)

An accounting of the number of needles and syringes in use;

8

(b)

The number of needles and syringes in storage;

9

(c)

Safe disposal of returned needles; and

10

(d)

Any other measure that may be required to control the use and dispersal of sterile needles

These security procedures shall be included in the Operator's

and syringes.

11
12
13

SECTION 8.

14

(a)

NEEDLE EXCHANGE PROGRAM OPERATIONS:

The Needle Exchange Program authorized under this Ordinance shall operate on a one-

15

to-one exchange basis, whereby a Needle Exchange Program participant shall receive one

16

sterile needle and syringe unit in exchange for each used one.

17

(b)

Whenever needles or syringes are exchanged, the Needle Exchange Program shall offer

18

educational materials regarding the transmission of HIV, viral hepatitis, and other blood-

19

borne diseases.

20

(c)

The Operator shall provide onsite counseling or referrals for drug abuse prevention,

21

education, treatment, and recovery support services and provide onsite HIV and viral

22

hepatitis screening or referrals for such screening. If such services are offered solely by

23

referral, they must be made available to participants within 72 hours of referral.

24

(d)

The Operator shall also support and facilitate, to the maximum extent practicable, linkage

25

to health care and mental health services, housing assistance, career employment-related

26

and education counseling for participants.

27

(e)

The Operator shall provide kits containing an emergency opioid antagonist, as defined in

28

Section 381.887, Florida Statutes, or provide referrals to a program that can provide such

29

kits.

30
31
32
33
5

1
2

SECTION 9. DATA AND REPORTING REQUIREMENTS FOR NEEDLE EXCHANGE
PROGRAM:

3

4

(a)

The Needle Exchange Program shall prepare an annual report to the BCC and to the

5

Florida Department of Health which shall be submitted no later than August 1 annually.

6

The Needle Exchange Program shall collect and monitor, at a minimum, the following

7

data elements to be included in the annual report:

8

L

9

ii.

The number of participants served;
The number of used needles and syringes received and the number of clean,
unused needles and syringes distributed through exchange with participants;

10

iii.

11

The number of participants entering drug counseling and treatment, recovery
support, and other social services;

12
1v.

13

The number of participants receiving testing for HIV, AIDS, viral hepatitis, or
other blood-borne diseases;

14
v.

15

Any other data collection methods and outcomes measurements that may be

16

required under Florida Department of Health rule or BCC contract requirement;

17

and
vi.

18

19

(b)

20

The demographic profiles of the participants served.

The personal identifying information of a Needle Exchange Program participant shall not
be collected for any purpose.

21
22

SECTION 10. LAWFUL PARTICIPATION IN NEEDLE EXCHANGE PROGRAM:

23

(a)

The possession, distribution, or exchange of needles or syringes as part of the Needle

24

Exchange Program established by the BCC pursuant to Section 381.0038(4), Florida

25

Statutes, is not a violation of any part of Chapter 893, Florida Statutes, or any other law.

26
27
28

(b)

However, a Needle Exchange Program staff member, volunteer, or participant is not
immune from criminal prosecution for:
L

29
30

31

The possession of needles or syringes that are not a part of the Needle Exchange
Program; or

ii.

The redistribution of needles or syringes in any form, if acting outside the Needle
Exchange Program.

32
33
6

1

SECTION 11. ENFORCEMENT:

2

(a)

This Ordinance is enforceable by all means provided by law.

3

(b)

Pursuant to Section 125.69, Florida Statutes, violations of county ordinances shall be

4

prosecuted in the same manner as misdemeanors are prosecuted. Any person violating

5

any of the provisions of this Ordinance, or who shall fail to abide by and obey all orders

6

and resolutions promulgated as herein provided, shall, on conviction, be punished by a

7

fine not to exceed $500 or imprisonment for not more than 60 days, or both, for each

8

violation, and payment of all costs and expenses involved in prosecuting the offense.

9

10

(c)

Additionally, Palm Beach County may choose to enforce this Ordinance by seeking
injunctive relief in the Circuit Court of Palm Beach County.

11

12

SECTION 12. STATE, COUNTY AND MUNICIPAL FUNDING PROHIBITED:

13

State, county and municipal funds cannot be used to operate a Needle Exchange Program. The

14

Operator will be required to fund Needle Exchange Program operations through grants and

15

donations from private resources and funds.

16
17

SECTION 13. REPEAL OF LAWS IN CONFLICT:

18

All local laws and ordinances in conflict with any provision of this Ordinance are hereby repealed

19

to the extent of such conflict.

20
21

SECTION 14. SEVERABILITY:

22

If any section, paragraph, sentence, clause, phrase, or word of this Ordinance is for any reason

23

held by a Court of competent jurisdiction to be unconstitutional, inoperative, or void, such

24

holding shall not affect the remainder of this Ordinance.

25
26

SECTION 15. INCLUSION IN THE CODE OF LAWS AND ORDINANCES:

27

The provisions of this Ordinance shall become and be made a part of the Palm Beach County

28

Code. The sections of this Ordinance may be renumbered or relettered to accomplish such, and

29

the word Ordinance may be changed to section, article, or other appropriate word.

7

1

SECTION 16. CAPTIONS:

2

The captions, section headings, and section designations used in this Ordinance are for

3

convenience only and shall have no effect on the interpretation of the provisions of this

4

Ordinance.

5

6

SECTION 17. EFFECTIVE DATE:

7

The provisions of this Ordinance shall become effective upon filing with the Department of State.

8

9
10

APPROVED and ADOPTED by the Board of County Commissioners of Palm Beach
County, Florida, on this the __ day of _ _ _ _ _ _ _ _, 2019.

11

12
13
14
15·
16
17
18
19
20
21
22
23
24
25
26
27
28
29

SHARON R. BOCK, CLERK
AND COMPTROLLER

PALM BEACH COUNTY, FLORIDA, BY ITS
BOARD OF COUNTY COMMISSIONERS

By: _ _ _ _ _ _ _ __
Deputy Clerk

By: _ _ _ _ _ _ _ _ _ _ _ __
Mack Bernard, Mayor

APPROVED AS TO FORM AND
LEGAL SUFFICIENCY
By: _ _ _ _ _ _ _ _ __
County Attorney

EFFECTIVE DATE:

Filed with the Department of State on the _ _ day of

'2019.
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CHAPTER 65D-30
SUBSTANCE ABUSE SERVICES OFFICE
65D-30.001
65D-30.002
65D-30.003
65D-30.0031
65D-30.0032
65D-30.0033
65D-30.0034
65D-30.0035
65D-30.0036
65D-30.0037
65D-30.0038
65D-30.004
65D-30.0041
65D-30.0042
65D-30.0043
65D-30.0044
65D-30.0045
65D-30.0046
65D-30.0047
65D-30.0048
65D-30.0049
65D-30.005
65D-30.006
65D-30.0061
65D-30.007
65D-30.008
65D-30.0081
65D-30.009
65D-30.0091
65D-30.010
65D-30.011
65D-30.012
65D-30.013
65D-30.014

Title
Definitions
Department Licensing and Regulatory Standards
Certifications and Recognitions Required by Statute
Display of Licenses
License Types
Change in Status of License
Required Fees
Licensure Application and Renewal
Department Licensing Procedures
Violations; Imposition of Administrative Fines; Grounds
Common Licensing Standards
Clinical Records
Clinical and Medical Guidelines
Placement
Plans, Progress Notes, and Summaries
Rights of Individuals
Staff Training, Qualifications, and Scope of Practice
Facility Standards
Offender Referrals Under Chapter 397, F.S.
Voluntary and Involuntary Placement
Standards for Addictions Receiving Facilities
Standards for Detoxification
Standards for Intensive Inpatient Treatment
Standards for Residential Treatment
Standards for Day or Night Treatment with Host Homes (Repealed)
Standards for Day or Night Treatment with Community Housing
Standards for Day or Night Treatment
Standards for Intensive Outpatient Treatment
Standards for Outpatient Treatment
Standards for Aftercare
Standards for Intervention
Standards for Prevention
Standards for Medication-Assisted Treatment for Opioid Use Disorders

65D-30.001 Title.
These rules shall be known as the licensure standards for “Substance Abuse Services.”
Rulemaking Authority 397.321(5) FS. Law Implemented 397 FS. History–New 5-25-00, Amended 4-3-03.

65D-30.002 Definitions.
(1) “Abbreviated Treatment Plan” means a shorter version of a treatment plan that is developed immediately following
placement in an addictions receiving facility or detoxification component and is designed to expedite planning of services typically
provided to individuals placed in those components.
(2) “Accreditation” means the process by which a provider satisfies specific nationally accepted administrative, clinical,
medical, and facility standards applied by an accrediting organization that has been approved by the department.
(3) “Aftercare” means structured services provided to individuals who have completed an episode of treatment in a component

and who are in need of continued observation and support to maintain recovery.
(4) “Ancillary Services” as defined in subsection 397.311(1), F.S.
(5) “Assessment” means a process used to determine the type and severity of an individual’s substance use problem and
includes a psychosocial assessment and, depending upon the component, a physical health assessment.
(6) “Authorized Agent of the Department” as defined in subsection 397.311(2), F.S.
(7) “Best Practice” means the combination of specific treatments, related services, organizational and administrative principles,
core competencies, or social values designed to most effectively benefit the individuals served. Best Practices also include evidencebased practice, which is subject to scientific evaluation for effectiveness and efficacy. Best Practice standards may be established by
entities such as the Substance Abuse and Mental Health Services Administration, national trade associations, accrediting
organizations recognized by the Department, or comparable authorities in substance use treatment.
(8) “Business Day” means a day in which the Department’s Office of Substance Abuse and Mental Health is operating for
business between 8 a.m. and 5 p.m. (Eastern Standard Time).
(9) “Case Management” means services provided to or on behalf of an individual in order to assess his or her needs, plan or
arrange services, coordinate service providers, link the service system to an individual, monitor service delivery, and evaluate the
effect of the services received.
(10) “Certification” means a designation earned by an individual or organization demonstrating core competency in a practice
area related to substance use prevention, treatment, or recovery support, awarded by a Department-recognized credentialing entity.
(11) “Change in Ownership” means, in addition to section 397.407(6), F.S.;
(a) An event in which the licensee sells or otherwise transfers its ownership to a different individual or entity as evidenced by a
change in federal employer identification number or taxpayer identification number; or
(b) An event in which greater than 50 percent or more of the ownership, shares, membership, or controlling interest of a licensee
is in any manner transferred or otherwise assigned. This paragraph does not apply to a licensee that is publicly traded on a
recognized stock exchange.
(c) A change solely in the management company or board of directors is not a change of ownership.
(12) “Clinical Record” means all parts of the record required to be maintained that are provided to an individual and includes all
clinical records, assessments, financial and legal agreements and consents, progress notes, charts, admission and discharge data,
clinical services, clinical summaries, individual therapy notes, group therapy notes, family therapy notes, and other information
recorded by the facility staff, which pertains to the individual’s treatment.
(13) “Clinical Services,” for the purposes of this rule chapter, means services such as screening, assessment, level of care
determination, treatment planning, and counseling.
(14) “Clinical Staff” means employees of a provider who are responsible for providing clinical services to individuals.
(15) “Clinical Summary,” as used in the context of these rules, means a written statement summarizing the results of the
psychosocial assessment relative to the perceived condition of the individual and a further statement of possible service needs based
on the individual’s condition.
(16) “Clinical Supervisor” means a person that manages personnel who provide direct clinical services, or a person who
maintains lead responsibility for the overall coordination and provision of clinical services. A “Clinical Supervisor” shall meet the
qualifications of a “Qualified Professional” as defined in subsection 397.311(34), F.S. For the purposes of this rule chapter a Clinical
Director is considered a Clinical Supervisor.
(17) “Competency and Ability of Applicant” means a determination that an applicant for a license under chapter 397, F.S., is
able or unable to demonstrate, through a background check on education and employment history, the capability of providing
substance abuse services in accordance with applicable laws and regulations.
(18) “Component” or “Service Component” as defined in subsection 397.311(42), F.S.
(a) “Addictions Receiving Facility” as defined in subsection 397.311(26), F.S.
(b) “Detoxification” as defined in subsection 397.311(26), F.S.
(c) “Intensive Inpatient Treatment” as defined in subsection 397.311(26), F.S.
(d) “Residential Treatment” as defined in subsection 397.311(26), F.S.
(e) “Day or Night Treatment with Community Housing” as defined in subsection 397.311(26), F.S.
(f) “Day or Night Treatment” as defined in subsection 397.311(26), F.S.
(g) “Intensive Outpatient Treatment” as defined in subsection 397.311(26), F.S.

(h) “Outpatient Treatment” as defined in subsection 397.311(26), F.S.
(i) “Aftercare” involves structured services provided to individuals who have completed an episode of treatment in a component
and who are in need of continued observation and support to maintain recovery.
(j) “Intervention” as defined in subsection 397.311(26), F.S.
(k) “Prevention” as defined in subsection 397.311(26), F.S.
(l) “Medication-assisted treatment for opiate addiction” as defined in subsection 397.311(26), F.S.
(19) “Co-occurring Disorder” means a diagnosis of a substance use disorder and a concurrent diagnosis of a mental health
disorder.
(20) “Counseling” means the process, conducted in a facility licensed under chapter 397, F.S., of engaging an individual and
his/her support system (i.e., family, significant other, etc.), as indicated, in a discussion of issues associated with the individual’s
substance use and other co-occurring conditions in an effort to work toward a constructive resolution of those problems and
ultimately toward recovery. For the purposes of this rule chapter, therapy is considered a type of counseling.
(21) “Counselor” means a member of the clinical staff, working in a facility licensed under chapter 397, F.S., whose duties
primarily consist of conducting and documenting services such as counseling, psycho-educational groups, psychosocial assessment,
and treatment planning.
(22) “Court Ordered” means the result of an order issued by a court requiring an individual’s participation in a licensed
component of a provider under the following authority:
(a) Civil involuntary as provided under sections 397.6811 and 397.693, F.S.;
(b) Treatment of individuals with substance use disorders in licensed secure facilities as provided under section 397.702, F.S.;
and
(c) Offender referrals as provided under section 397.705, F.S.
(23) “Credentialing entity” as defined in subsection 397.311(10), F.S.
(24) “Crisis Intervention” means emergency psychological care aimed at assisting individuals in a crisis situation to restore
equilibrium to their biopsychosocial functioning and to minimize the potential for psychological trauma. This includes the methods
used to offer immediate, short-term help to individuals who experience an event that produces emotional, mental, physical, and
behavioral distress or problems.
(25) “Designate,” as used in this rule chapter, means the action taken by the Department to approve an Addictions Receiving
Facility to provide screening, assessment, evaluation, and treatment to individuals found to be substance use impaired as described
in section 397.675, F.S. and who meet the placement criteria for this component.
(26) “Detoxification Protocol” means a detailed plan of the medical protocol for the detoxification treatment or procedure. This
includes the type of medication, dosage, administration, and components of treatment other than medication.
(27) “Diagnostic Criteria” means prevailing standards which are used to determine an individual’s mental and physical
condition relative to their need for substance use services, such as those which are described in the current Diagnostic and Statistical
Manual of Mental Disorders.
(28) “Diagnostic Services” means services that are provided to individuals who have been assessed as having special needs and
that will assist in their recovery such as educational tests, psychometric tests and evaluation, psychological and psychiatric
evaluation and testing, and specific medical tests.
(29) “Direct Care Staff” means employees and volunteers of a provider who provide direct services to individuals.
(30) “Direct Services” means services that are provided by employees or volunteers who have contact or who interact with
individuals receiving services.
(31) “Discharge Summary” means a written narrative of the individual’s treatment record describing the individual’s
accomplishments and challenges during treatment, reasons for discharge, and recommendations for further services.
(32) “Financial Ability” means a provider’s ability to secure and maintain the necessary financial resources to provide services
to individuals in compliance with required standards.
(33) “Indicated Prevention Services” has the same meaning as provided for the same term in subparagraph 65E-14.021(4)(v)1.,
F.A.C.
(34) “Inmate Substance Abuse Programs,” include substance abuse services provided within facilities housing only inmates and
operated by or under contract with the Department of Corrections.
(35) “Initial Treatment Plan” means a preliminary, written plan of goals and objectives intended to inform the individual of

service expectations and to prepare the individual for service provision.
(36) “Intervention Plan” means a written plan of goals and objectives to be achieved by an individual who is involved in
intervention services.
(37) “Involuntary” means the status ascribed to a person who meets the criteria for admission under section 397.675, F.S.
(38) “Licensed Bed Capacity” means the total bed capacity of addictions receiving facilities, residential detoxification facilities,
and residential facilities.
(39) “Licensing Fee” means revenue collected by the department from a provider required to be licensed under section 397.407,
F.S.
(40) “Medication Administration Record” or “MAR” means the chart maintained for each individual which records the
medication information required by this rule chapter. Other information or documents pertinent to medication administration may be
attached to the MAR.
(41) “Medical Consultant” means a physician licensed under chapter 458 or 459, F.S., who has an agreement with a licensed
provider to be available to consult on any services required by individuals involved in those licensed components.
(42) “Medical Director” means a physician licensed under chapter 458 or 459, F.S., who has been designated to oversee all
medical services of a provider and has been given the authority and responsibility for medical care delivered by a provider.
(43) “Medical History” means information on the individual’s past and present general physical health, including the effect of
substance use on the individual’s health.
(44) “Medical Maintenance” means special clinical protocols that permit extending the amount of consecutive take-home
methadone provided to individuals who are involved in medication-assisted treatment for opioid addiction and who qualify through
a special exemption from the Department for participation under these protocols. Medical maintenance may be either partial (13
consecutive take-home doses) or full (27 consecutive take-home doses).
(45) “Medication Administration Record” or “MAR” means the chart maintained for each individual which records the
medication administered to an individual as required by this rule chapter. Other information or documents pertinent to medication
administration may be attached to the MAR.
(46) “Medication Observation Record” or “MOR” means the chart maintained for each individual which records medication
that is self-administered by an individual.
(47) “Medication Error” means medication that is administered or dispensed to an individual in a dose that is higher or lower,
with greater or lesser frequency, or that is the wrong medication than that which is prescribed under a physician’s order.
(48) “Methadone Medication-Assisted Treatment Sponsor” means a representative of a methadone medication-assisted
treatment provider who is responsible for its operation and who assumes responsibility for all its employees and volunteers,
including all practitioners, agents, or other persons providing services at the provider.
(49) “Nursing Physical Screen” means a procedure for taking an individual’s medical history and vital signs and recording any
general impressions of an individual’s current physical condition, general body functions, and current medical problems.
(50) “Nursing Support Staff” means persons who assist Registered Nurses and Licensed Practical Nurses in carrying out their
duties, but who are not licensed nurses.
(51) “Operating Procedures” means written policies and procedures governing the organization and operation of a provider that
include methods of implementation and accountability.
(52) “Organizational Capability” means a provider’s ability to implement written operating procedures in conformance with
required standards.
(53) “Overlay” means a component operated within facilities not owned or operated by a provider.
(54) “Owner” means the owner of record of a licensed facility that has an enforceable claim or title to an asset or property and is
recognized as such by law.
(55) “Physical Examination” means a medical evaluation of the individual’s current physical condition.
(56) “Physical Health Assessment” means a series of services that are provided to evaluate an individual’s medical history and
present physical condition and include a medical history, a nursing physical screen, a physical examination, laboratory tests, tests for
contagious diseases, and other related diagnostic tests.
(57) “Placement” means the process used to determine individual admission to, continued stay in, and transfer or discharge from
a component in accordance with specific criteria.
(58) “Prevention Plan” means a plan of goals to be achieved by an individual or family involved in structured indicated

prevention activities on a regularly scheduled basis.
(59) “Primary Counselor” means the provider’s staff who has primary responsibility for delivering and coordinating clinical
services for specific individuals in treatment.
(60) “Private Practice,” as used in these rules, means a sole proprietorship, an individual or individuals using shared office
space, or other business entity, required to be licensed under chapter 397, F.S.
(61) “Privately Funded Provider” means a provider which relies solely on private funding sources.
(62) “Program Office” means the specific office of the Department identified as the single state authority for substance abuse.
(63) “Progress Notes” means written entries made in the clinical record that specify the intervention provided, and document
progress or lack thereof toward meeting treatment plan objectives, and which generally address the provision of services, the
individual’s response to those services, and significant events.
(64) “Protective Factors” means those conditions that inhibit, reduce, or protect against the probability of the occurrence of drug
use or abuse.
(65) “Provider” or “Service Provider” means a public agency, a private for-profit or not-for-profit agency, a person who is in
private practice, and a hospital, licensed under chapter 397, F.S., or exempt from licensure.
(66) “Psychosocial Assessment” means a series of evaluative measures designed to identify the behavioral and social factors
involved in substance abuse and its symptoms, and is used in the determination of placement and the development of the treatment
plan.
(67) “Publicly Funded Provider” means a provider that receives funds directly from the department, Medicaid, or another public
agency or is a state agency or local government agency.
(68) “Qualified Professional” as defined in subsection 397.311(34), F.S.
(69) “Quality Assurance” means a formal method of evaluating the quality of care rendered by a provider and is used to
promote and maintain an efficient and effective service delivery system. Quality assurance includes the use of a quality
improvement process to prevent problems from occurring so that corrective efforts are not required.
(70) “Regional Substance Abuse and Mental Health Office” or “Regional Office” means a local Substance Abuse and Mental
Health Program office of the Department.
(71) “Resident” means an individual receiving treatment for a substance use disorder or co-occurring substance use and mental
health disorders within a structured, non-hospital, live-in environment.
(72) “Restraint” as defined in section 394.455(41), F.S.
(73) “Risk Factors” means those conditions affecting a group, individual, or defined geographic area that increase the likelihood
of a substance use or substance abuse problem.
(74) “Seclusion” as defined in subsection 394.455(42), F.S.
(75) “Selective Prevention Services” has the same meaning as provided for the same term in subparagraph 65E-14.021(4)(w)1.,
F.A.C.
(76) “Services” means assistance that is provided to individuals and their support system (i.e., family, significant other, etc.), as
indicated, in their efforts to reduce or eliminate substance use free, such as counseling, treatment planning, vocational activities,
educational training, and recreational activities.
(77) “Stabilization” as defined in subsection 397.311(45) F.S.
(78) “Substantial Compliance” means an applicant for a new license that is in the initial stages of developing services, has
demonstrated the ability to implement the requirements of these rules through operating procedures, and is thereby eligible for a
probationary license.
(79) “Substantial Noncompliance” means that a provider operating on a regular license has significant violations, or a pattern of
violations, which affects the health, safety, or welfare of individuals and, because of those violations, is issued an interim license or
is subject to other sanctions as provided for in section 397.415, F.S.
(80) “Summary Note” means a written record of the progress made by individuals involved in intervention services and
indicated prevention services.
(81) “Supportive Counseling” means a form of counseling that is primarily intended to provide information and motivation to
individuals.
(82) “Telehealth” means the mode of providing care, treatment, or services by a Florida qualified professional, as defined under
subsection 397.311(34), F.S., within the scope of his or her practice, through the use of clinical and medical information exchanged

from one site to another via electronic communication. Telehealth does not include the provision of health services only through an
audio only telephone, email messages, text messages, facsimile transmission, U.S. mail or other parcel service, or any combination
thereof.
(83) “Transfer Summary” means a written justification of the circumstances of the transfer of an individual from one (1)
component to another or from one (1) provider to another.
(84) “Treatment” or “Clinical Treatment” as defined in paragraph 397.311(26)(a), F.S.
(85) “Treatment Plan” as defined in subsection 397.311(49), F.S.
(86) “Universal Direct Prevention Services” has the same meaning as provided for the same term in subparagraph 65E14.021(4)(x)1., F.A.C.
(87) “Universal Indirect Prevention Services” has the same meaning as provided for the same term in subparagraph 65E14.021(4)(y)1., F.A.C.
(88) “Verbal De-escalation” means approved non-physical techniques and procedures used to manage a potentially aggressive
situation and prevent it from escalating into physical aggression.
(89) “Written Communication” or “In Writing” means a form of either electronic or postal communication.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311, 397.321(1), 397.410 FS. History–New 5-25-00, Amended 4-3-03, 12-12-05, 8-2919.

65D-30.003 Department Licensing and Regulatory Standards.
(1) Licensing.
(a) License Required. All substance use abuse components, as defined in subsection 65D-30.002(17), F.A.C., must be provided
by persons or entities that are licensed by the Department pursuant to section 397.401, F.S., unless otherwise exempt from licensing
under section 397.4012, F.S., prior to initiating the provision of services.
(b) Licenses Issued by Component. The Department shall electronically issue one license for each service component offered by
a provider. A separate license is not required for the same component. A license is valid only for the specific service component
listed for each specific location identified on the license. Each location listed on the license shall reflect the license type for that
component. The provider shall print the most recent version of the license and display a copy in each facility providing the licensed
service component. One (1) license is required where all facilities are maintained on the same premises and operated under the same
management. If there are multiple buildings on the same premises, the buildings must appear as part of one (1) entity.
For the purposes of paragraph (b), living arrangements utilized for individuals of day or night treatment with community housing do
not constitute facilities or separate premises.
(2) Mandatory Accreditation.
(a) In accordance with section 397.403(3), F.S., providers shall achieve accreditation by an accrediting organization recognized
by the Department, as discussed in rule 65D-30.0031, F.A.C. Accreditation is required or all clinical treatment services and for each
location services are offered. Accreditation cannot be attained without a Department issued license for substance abuse treatment
services.
(b) Applicants for licensure and licensed service providers must meet current best practice standards related to the licensable
service components of the accrediting organization. When a provider who has attained accreditation is in noncompliance with
accrediting standards, the provider must notify the Department within 10 days. A copy of the Quality Assurance plan and proof of
corrected areas must be submitted to the Department upon request.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321(6), 397.403, 397.410 FS. History–New 5-25-00, Amended 4-3-03, 12-12-05, 8-2919.

65D-30.0031 Certifications and Recognitions Required by Statute.
(1) Department Recognition of Accrediting Organizations.
(a) The Department shall recognize one (1) or more professional credentialing entities as an accrediting organization for persons
providing substance use treatment, prevention, and recovery support services. A list of Department recognized accrediting
organizations can be found at the following link: http://www.myflfamilies.com/service-programs/substance-abuse.
(b) Accrediting organizations that desire Department recognition shall submit a request in writing to the Director for the Office
of Substance Abuse and Mental Health. The Director for the Office of Substance Abuse and Mental Health shall respond in writing

to the organization’s chief executive officer denying or granting recognition. An organization must meet the following criteria in
order to be granted recognition by the Department.
1. The accrediting organization shall have fees and practice standards which apply to substance use services. These standards
shall incorporate administrative, clinical, medical, support, and environmental management standards.
2. The accrediting organization shall have written procedures detailing the survey and accreditation process.
3. The accrediting organization shall submit evidence of three (3) years of experience functioning as an accreditation
organization for substance use services.
4. For the purposes of this rule, a service provider must hold a valid license for each service component type prior to seeking
accreditation for substance use treatment services, as defined in subsection 65D-30.002(17), F.A.C.
5. The provider must submit the accrediting survey report to the Department.
(2) Department Recognition of Credentialing Entities.
(a) The Department shall recognize one (1) or more professional credentialing entities as a certifying organization for addiction
professionals. A list of Department recognized credentialing organizations can be found at the following link:
http://www.myflfamilies.com/service-programs/substance-abuse/licensure-regulation. An organization that desires recognition by
the Department as a certifying organization for addiction professionals shall request such approval in writing from the Department.
Organizations seeking approval shall be:
1. A non-profit and governed by a Board of Directors representative of the population it intends to certify;
2. Include specific requirements which applicants must meet to become certified and to maintain certification;
3. Establish core competencies, certification standards, and examination instruments according to nationally recognized
certification and psychometric standards;
4. Require annual continuing education units to ensure addiction treatment, prevention, or recovery support subject matter
content is current;
5. Require applicants and certificants to adhere to a professional code of ethics and disciplinary process;
6. Conduct investigations into allegations of professional misconduct; and
7. Maintain a web-based public-access database of certificants’ status, including ethical violation history.
(b) The Department shall recognize one (1) or more credentialing entities as a certifying organization for recovery residences
who meets all requirements of section 397.487, F.S. A list of Department recognized credentialing entities can be found at the
following link: http://www.myflfamilies.com/service-programs/samh/recovery-residence. An organization that desires recognition
by the Department as a certifying organization for recovery residences shall request such approval in writing from the Department.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321(6), (15), 397.403, 397.4871 FS. History–New 8-29-19.

65D-30.0032 Display of Licenses.
(1) Display of Licenses. Licenses shall be displayed in a conspicuous, publicly accessible place within each facility.
(2) A license is valid only for the provider, location(s), service component, and type for which the license is issued.
(3) Licenses shall exhibit the name under which the provider conducts business.
(4) Marketing or advertising materials shall use the legal entity’s name registered with the Division of Corporations, and any
reference to a service component must use the name of the licensed service component as defined in subsection 397.311(26), F.S.
and subsection 65D-30.002(17), F.A.C.
(5) Special Information Displayed on Licenses. In the case of addictions receiving facilities, inpatient detoxification, intensive
inpatient treatment, and residential treatment, each license shall include the licensed bed capacity. The Department shall identify on
the license all component(s) accredited by an accrediting organization recognized by the Department, which may be found at the
following link: http://www.myflfamilies.com/service-programs/substance-abuse/licensure-regulation. In the case of providers or
components of providers that are accredited, licenses shall also include the following statement, “THIS LICENSE WAS ISSUED
BASED, IN PART, ON THE SURVEY REPORT OF A DEPARTMENT RECOGNIZED ACCREDITING ORGANIZATION.”
This statement will not be included on the license when issuance is also based on the results of the Department’s licensing
inspections.
(6) All licenses, certifications, or recognitions of any entity pursuant to this chapter shall also include the following statement,
“The issuance of a license, certification, or recognition pursuant to chapter 65D-30, F.A.C., neither guarantees, expresses, nor
implies an outcome. A license, certification, or recognition represents attainment of the minimum standards to conduct business as a

substance use disorder treatment or prevention provider in the state of Florida.”
(7) Failure to properly display a license is a Class IV violation as defined in rule 65D-30.0038, F.A.C., and must be corrected
within five (5) calendar days.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321(6), 397.407, 397.410 FS. History–New 8-29-19.

65D-30.0033 License Types.
(1) Probationary License.
(a) Conditions Permitting Issuance. A probationary license is issued to a new applicant upon completion of all applicable
requirements. For providers licensed for the same component at multiple locations, the license will display which service component
locations are probationary and which provider locations have a current regular license for that service component.
(b) If all licensure requirements are not met after issuing of a probationary license, a regular license will not be issued. If the
applicant continues to pursue licensure, a new application including the applicable fees must be submitted.
(c) Special Requirements Regarding Probationary Licenses. The following special requirements apply regarding new applicants:
1. A new applicant shall refrain from providing non-exempt services until a probationary license is issued;
2. New applicants that lease or purchase any real property during the application process do so at their own risk. Such lease or
purchase does not obligate the Department to approve the applicant for licensing; and
3. In instances where an applicant fails to admit individuals for services during the initial probationary period, the Department
shall not issue a regular license, even where other standards have been met. If an applicant continues to pursue licensure, the
applicant must reapply and pay the associated fees.
4. The Department shall not issue a probationary license when doing so would place the health, safety, or welfare of individuals
at risk.
(d) Issuing New Licenses. All licenses issued to a provider shall have the same expiration dates; any additional licenses that are
issued to the provider will carry the same expiration date as provider’s existing regular licenses.
(2) Regular License.
(a) A regular license is valid for a period of 12 months from the date of issuance.
(b) If a regular license replaces a probationary license, the regular license shall be valid for a period of 12 months from the date
the probationary license was issued if there are no other licenses issued to the provider.
(c) When a provider has an existing regular license, the regular license replacing a probationary license will carry the same
expiration date as the provider’s existing license.
(d) When a regular license replaces an interim license, the anniversary date of the regular license shall not change.
(3) Interim License.
(a) Conditions Permitting Issuance. An interim license will replace a regular license for a period not to exceed 90 days, where
the Department finds that any one (1) of the following conditions exist.
1. A facility or component of the provider is in substantial noncompliance with licensing standards. A provider is considered in
substantial noncompliance if it is in compliance with less than 80 percent of the licensing standards.
2. The provider has failed to provide proof of compliance with local fire, safety, or health requirements.
3. The provider is involved in license suspension or revocation proceedings.
All components within a facility that are affected shall be listed on the interim license.
(b) Reissuing an Interim License. The Department may reissue an interim license for an additional 90 days at the end of the
initial 90-day period in the case of extreme hardship. Extreme hardship is defined as an inability to reach full compliance that cannot
be attributed to the provider.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321(6), 397.407, 397.410 FS. History–New 8-29-19.

65D-30.0034 Change in Status of License.
(1) Changing the Status of Licenses. Changes to a provider’s license shall be permitted under the following circumstances:
(a) If adding a new site to an existing licensed component, the Department will issue a license which shall indicate a
probationary license type for the specific location. Once the provider has satisfied the requirements for a regular license, the
Department shall reissue an amended license to reflect the license type as regular. The provider will print the most recent version of
the license and display it in a conspicuous, publicly accessible place within each facility;

(b) If a component operating under a regular license is found to be in substantial noncompliance, the Department will amend the
license to reflect an interim type at that site. Once the provider has satisfied the requirements of a regular license for that component
at the specific site, the Department will reissue a license to reflect a regular license type for that location. For each time the license is
issued or reissued by the Department, the provider will print the most recent version of the license and display it in a conspicuous
place, publicly accessible within each facility;
(c) A provider’s current license shall be amended when a component at a specific site is discontinued. In such cases, the
provider shall destroy its current license only after receipt of an amended license. Locations not affected by this provision shall be
permitted to continue operation;
(d) Whenever there is a change in a provider’s licensed bed capacity equal to or greater than 10 percent, the provider shall notify
the Department within 24 hours of the change. The Department shall issue an amended license to the provider within 30 business
days of receipt of notice;
(e) When there is a change in a provider’s status regarding accreditation, the provider shall notify the Department in writing
within five (5) business days of such change. In instances, where the change in status will adversely affect the provider’s license or
requires other sanctions, the Department shall notify the provider within 30 business days of receipt of the notice of the
Department’s pending action; and
(f) Any change in the name of a facility that remains under the same ownership and management shall be submitted in writing
to the regional office within 30 days prior to the effective date of the change. Upon receipt of the notification, the regional office will
issue a letter confirming receipt of the notification along with a replacement license listing the correct facility name. Following
failure to provide such notification to the regional office, the Department shall issue the administrative penalty as established in
subsection 65D-30.0038(6), F.A.C.
(2) License Non-transferable. In addition to section 397.407(6), F.S., an acquisition of a majority of ownership shall require the
submission of a new application for each component affected. A change in ownership of less than a majority of the ownership
interest in a licensed entity only requires submittal of a local and Level 2 background check. All owners shall be screened according
to the level 2 screening requirements of chapter 435, F.S.
(a) Licenses are not transferable:
1. Where an individual, a legal entity or an organizational entity, acquires an already licensed provider or site as described
herein; or
2. Where a provider relocates or a component of a provider is relocated or the address where services are rendered changes.
(b) Submitting Applications. A completed “Application for Licensure to Provide Substance Use Services,” CF-MH Form 4024,
July 2019, incorporated by reference and available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10903, shall be
submitted to the Department at least 30 days prior to acquisition or relocation. In lieu of the paper “Application for Licensure to
Provide Substance Use Services,” the applicant may complete an on-line process through the Department’s statewide electronic
system specific to licensure, which can be accessed at http://www.myflfamilies.com/service-programs/substance-abuse/licensureregulation. The online application, CF-MH Form 4024a, July 2019, is incorporated by reference and available at
http://www.flrules.org/Gateway/reference.asp?No=Ref-10902. The “Treatment Resource Attestation,” CF-MH 4055, July 2019,
which
is
referenced
in
form
CF-MH
4024,
is
incorporated
by
reference
and
available
at
http://www.flrules.org/Gateway/reference.asp?No=Ref-10905.
1. Acquisition. An entity shall submit an Application for Licensing to Provide Substance Abuse Treatment Services to the
Department 30 days prior to a change in controlling ownership as defined in this rule of the licensed provider or of the contractual
management entity. Failure to register the provider and submit an application 30 days prior to a change will result in the invalidation
of the provider’s license or site, provided that the change in ownership occurs, effective the date of the action changing the control of
ownership or management. In addition to the application, online application or C&F-SA Form 4024, Nov 2017, the applicant shall
be required to submit all items as required in subsection 65D-30.0036(1), F.A.C. When the application is considered complete, the
Department shall issue a probationary license.
2. Relocation. In addition to an Application for Licensing to Provide Substance Abuse Treatment Services, if there is no change
in the provider’s services, the provider shall only be required to provide proof of general liability insurance coverage and compliance
with local fire and safety standards established by the State Fire Marshal, health codes, appropriate zoning, and occupational
license/business tax receipt. If there is a change in the provider’s services, the provider shall be required to submit all items as
required in subsection 65D-30.0036(1), F.A.C. In this latter case, when the Department determines the application to be complete,

the Department shall issue a probationary license. A regular license will not be issued if relocating during a probationary period, and
the applicant must re-apply.
3. Temporary Relocation. A provider may temporarily relocate services when an evacuation is necessary in order to protect the
health, safety, and welfare of individual’s being served.
a. Information on the emergency circumstances requiring temporary relocation of services and options to transfer individuals to
another provider shall be made available to individuals in treatment, prior to any emergency action taken by the provider, and
acknowledgement of the information shall be documented in the clinical record. The provider shall discharge individuals who can be
safely discharged.
b. The provider must notify the Regional Substance Abuse and Mental Health Office by phone or electronic mail within five (5)
business days of relocation.
c. If the temporary relocation exceeds 30 business days, prior approval is required by the Regional Substance Abuse and Mental
Health Program Office. The provider shall submit a written request to the Department, including justification for the temporary
relocation, the beginning and ending dates of the temporary relocation, and a plan for the transfer of any individuals to other
providers. The regional office shall approve written requests containing the required information. The regional office shall send a
written approval or denial to the provider.
d. During temporary relocation, a provider must deliver or arrange for appropriate care and services to all individuals.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321(6), 397.403, 397.407, 397.410 FS. History–New 8-29-19.

65D-30.0035 Required Fees.
(1) Licensing Fees. Applicants for a license to operate a licensed service component shall be required to pay a fee upon
submitting an application to the regional office. The fees paid by privately-funded providers shall exceed fees paid by publiclyfunded providers, as required in section 397.407(1), F.S. Applicants shall be allowed a reduction, hereafter referred to as a discount,
in the amount of fees owed the Department. The discount shall be based on the number of facilities operated by a provider. The fee
schedules are listed by component as follows:
Publicly-Funded Providers
Service Component
Fee ($)
Addictions Receiving Facility
325
Detoxification
325
Intensive Inpatient Treatment
325
Residential Treatment
300
Day or Night Treatment with Community Housing
250
Day or Night Treatment
250
Intensive Outpatient Treatment
250
Outpatient Treatment
250
Methadone Medication-Assisted Treatment for Opioid Addiction
350
Aftercare
200
Intervention
200
Prevention
200
Applications to provide overlay services should be accompanied by the fee equal to the amount of the licensure fee for the
relative service component(s).
Relocation Fee – The relocation fee is based on the fee charged for the component(s) being relocated. The relocation fee will be
waived if due to a natural disaster.

Schedule of Discounts
Number of Licensed Facilities
Discount
2-5
10%
6-10
15%
11-15
20%
16-20
25%
20+
30%
Privately-Funded Providers
Service Component
Fee ($)
Addictions Receiving Facility
375
Detoxification
375
Intensive Inpatient Treatment
350
Residential Treatment
350
Day or Night Treatment with Community Housing
300
Day or Night Treatment
300
Intensive Outpatient Treatment
300
Outpatient Treatment
300
Methadone Medication-Assisted Treatment for Opioid Addiction
400
Aftercare
250
Intervention
250
Prevention
250
Applications to provide overlay services should be accompanied by the fee equal to the amount of the licensure fee for the
relative service component(s).
Relocation Fee – The relocation fee is based on the fee charged for the component(s) being relocated. The relocation fee will be
waived if due to a natural disaster.
Schedule of Discounts
Number of Licensed Facilities
2-5
6-10
11-15
16-20
20+

Discount
5%
10%
15%
20%
25%

(2) The licensure fee must be included with all applications. Applications will not be processed if the fee is not received within
30 business days of the submission of the application.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321(6), 397.407 FS. History–New 8-29-19.

65D-30.0036 Licensure Application and Renewal.
(1) Application for Licensing. Applications for licensing shall be submitted initially and annually thereafter to the Department
along with the required licensing fee. An application for renewal of a regular license must be submitted to the Department at least 60
business days prior to the expiration of the regular license. Applications for renewal submitted less than 60 business days, but at
least 30 business days before the license expires, will be processed and late fees will be applied. If the application for renewal is not
received by the Department 30 business days prior to the expiration of the regular license, the application will be denied and
returned to the applicant, including any fees. In addition to requirements pursuant to section 397.403, F.S., and unless otherwise
specified, all applications for licensure shall include the following:
(a) A standard application for licensing, using CF-MH Form 4024, Feb 2018, titled “Application for Licensing to Provide
Substance Abuse Treatment Services,” incorporated herein by reference in rule 65D-30.0034, F.A.C. In lieu of a standard

application, the applicant may complete an on-line process through the Department’s statewide electronic system specific to
licensure, which can be accessed at http://www.myflfamilies.com/service-programs/substance-abuse/licensure-regulation;
(b) Written proof of compliance for all licensed facilities, including community housing, with local health, fire and safety
inspections;
(c) A copy of the provider’s valid occupational license/business tax receipt, and zoning. (Inmate Substance Abuse Programs
operated by or under contract with the Department of Corrections or the Department of Management Services are exempt from this
requirement);
(d) A copy of the individual service fee schedule and policy regarding an individual’s financial responsibility. (Inmate
Substance Abuse Programs operated by or under contract with the Department of Corrections or the Department of Management
Services are exempt from this requirement);
(e) A comprehensive outline of the services to be provided, including the licensed bed capacity for addictions receiving
facilities, inpatient detoxification, intensive inpatient treatment, residential treatment, and day or night treatment with community
housing. The outline must be submitted with the initial application, with the addition of each new service component, or when there
is a change of ownership, and it must provide sufficient detail to ensure consistency with clinical best practices;
(f) Information that establishes the name and address of the applicant, its chief executive officer, the chief financial officer,
clinical supervisor and, if a corporation or legal entity, the name of each member of the applicant’s board, the name of the owner, the
names of any officers of the corporation, and the names of any shareholders or persons who hold an equitable interest;
(g) Information on the competency and ability of the applicant, chief executive officer, chief financial officers, and clinical
supervisors to carry out the requirements of these rules, including education, previous employment history, and list of references.
(Inmate Substance Abuse Programs operated by or under contract with the Department of Corrections, or the Department of
Management Services are exempt from this requirement);
(h) Proof of the applicant’s financial ability and organizational capability to operate in accordance with these rules, such as a
financial audit or review conducted by a certified accountant within the last 12 months of the calendar year. The fiscal infrastructure
should demonstrate an understanding of generally accepted accounting principles to ensure program stability. (Providers that are
accredited by a Department recognized accrediting organizations and Inmate Substance Abuse Programs operated by or under
contract with the Department of Corrections or the Department of Management Services are exempt from this requirement);
(i) Proof of professional liability and general liability coverage. (Inmate Substance Abuse Programs operated by or under
contract with the Department of Corrections or the Department of Management Services are exempt from this requirement)
Professional liability insurance coverage shall be in an amount not less than $250,000 per claim, with a minimum annual aggregate
of not less than $750,000;
(j) Confirmation of completion of basic HIV/AIDS education requirements pursuant to section 381.0035, F.S., for renewal
applications;
(k) A current organizational chart;
(l) Demonstration of organizational capability through a written, indexed system of policies and procedures that are descriptive
of services and the population served. If delivering services through telehealth, detailed procedures outlining the equipment and
implementation plan for services shall be included. Providers utilizing telehealth must implement technical written policies and
procedures for telehealth systems that comply with the Health Insurance Portability and Accountability Act privacy regulations, as
well as applicable state and federal laws that pertain to patient privacy. Policies and procedures must also address the technical
safeguards required by Title 45, Code of Federal Regulations, section 164.312, where applicable. All staff shall have a working
knowledge of the substance use operating procedures;
(m) Verification that a qualified professional(s) is included on staff;
(n) Proof of a valid medical license for the medical director. The medical license must be free of administrative action(s), and be
accompanied by the following documentation:
1. A copy of photo identification matching that of the physician named on the medical license; and
2. A letter from the physician attesting that he or she is:
a. Employed or contracted by the provider as a medical director, and specifying in which component he or she is acting
(addictions receiving facility, detoxification, intensive inpatient treatment, residential treatment, or methadone medication-assisted
treatment); and
b. Knowledgeable of the limitations to acting as medical director;

(o) The Drug Enforcement Administration registration for all physicians;
(p) A state of Florida pharmacy permit for methadone medication-assisted treatment for opioid addiction and detoxification and
any applicant with a pharmacy;
(q) Verification of the services of a consultant pharmacist for addictions receiving facility, detoxification, intensive inpatient,
residential and methadone medication-assisted treatment for opioid addiction;
(r) Verification of professional licenses issued by the Department of Health;
(s) Verification that fingerprinting and background checks, including local law enforcement checks, have been completed as
required by chapters 397 and 435, F.S.;
(t) Proof of the availability and provision of meals for addictions receiving facilities, inpatient detoxification, intensive inpatient
treatment, residential treatment, day or night treatment with community housing, and day or night treatment, if applicable in the case
of the two (2) latter components. (Inmate Substance Abuse Programs operated by or under contract with the Department of
Corrections or the Department of Management Services are exempt from this requirement);
(u) Proof of accreditation or application for accreditation by a Department recognized accreditating organization for each
location and clinical service component offered.
(2) Items listed in paragraphs (1)(a)-(n) must accompany the application for a license and shall be maintained. Renewal
applicants shall submit item (1)(u) along with the licensure application. However, regarding items in paragraph (1)(g), only new
applicants or where there is a change in chief executive officer, chief financial officers, or clinical supervisors shall submit this
information with the application. Items listed in paragraphs (1)(o)-(t), including items in paragraph (1)(l) for renewal applicants,
shall be made available for review at the provider facility. In addition, documents listed in paragraphs (1)(a)-(u) that expire during
the period the license is in effect shall be renewed by the provider prior to expiration. The Department shall be notified by the
provider in writing within 24 hours upon renewal or in the event renewal does not occur. Accreditation is required for all clinical
treatment components. Applications for licensure renewal shall submit proof of application for accreditiation by a Department
approved accrediting entity and proof of obtained accreditiation for any subsequent renewals.
(3) In addition to the requirements outlined in paragraphs (1)(a)-(u) of this rule, methadone medication-assisted treatment for
opioid addiction providers must submit the following:
(a) Verification of certification from the Substance Abuse and Mental Health Administration relating to methadone medicationassisted treatment for opioid addiction, submitted with the initial application and documented approval from the Substance Abuse
and Mental Health Administration, and where there is a change in the owner of record, sponsor, or physician; and
(b) The Drug Enforcement Administration registration for methadone medication-assisted maintenance treatment for opioid
addiction.
(4) In addition to the requirements outlined in paragraphs (1)(a)-(v) of this rule, day or night treatment with community housing
providers shall submit information regarding location and the number of beds available in community housing with the application
for licensure.
(5) An applicant, provider, or legal entity is required to register or file with the Florida Secretary of State, Division of
Corporations. The principal name and mailing addresses submitted with the licensure application for the applicant, provider or
controlling interests must be the same as the information registered with the Division of Corporations. (Inmate Substance Abuse
Programs operated by or under contract with the Department of Corrections, or the Department of Management Services are exempt
from this requirement).
(6) Nonresponsive applicant. If certified mail sent to the provider’s address of record, mailing address if applicable, is returned
as unclaimed or undeliverable, the Department will send a copy of the letter by regular mail to the provider’s address of record, or
mailing address if applicable, with a copy to the applicant’s address if different from the provider. The applicant must respond to the
request within 21 days of the date of the letter sent by regular mail. If timely response is not received, the application will be denied
(7) Accredited Providers. This subsection implements sections 397.403, and 394.741(4), F.S. and applies to licensing
inspections of providers or components of providers that are accredited by Department approved accrediting organizations. A list of
Department approved accrediting agencies may be obtained from the Department of Children and Families, Office of Substance
Abuse and Mental Health: http://www.myflfamilies.com/service-programs/substance-abuse/licensure-regulation. For accredited
providers or components of providers, the Department shall conduct a licensing inspection once every three (3) years.
(a) Inspections of Accredited Providers. In addition to conducting licensing inspections every three (3) years, the Department
has the right to conduct inspections of accredited providers in accordance with subsection 394.741(6), and section 397.411, F.S., in

cases where any of the following conditions exist:
1. The accredited provider or component of the provider fails to submit the accreditation report and any corrective action plan
related to its accreditation upon request by the Department;
2. The provider or component of the provider has not received or has not maintained accreditation as provided for in paragraph
(7)(b) of this rule;
3. The Department’s investigation of complaints results in findings of one (1) or more violations of the licensing standards of
any accredited component; or
4. The Department has concerns regarding the health, safety or welfare of individuals served.
(b) Determination of Accreditation. Providers shall submit a copy of the accreditation survey report to the Department annually.
The Department shall review the report and confirm that accreditation has been awarded for the applicable components. If the survey
report indicates that the provider or any components of the provider have been issued provisional or conditional accreditation, the
Department shall conduct a licensing inspection as permitted in paragraph (7)(a) of this rule.
Rulemaking Authority 394.46715, 394.879, 397.321(5) FS. Law Implemented 397.321(6), 397.4014, 397.403, 397.407, 397.410, 397.411 FS.
History–New 8-29-19.

65D-30.0037 Department Licensing Procedures.
(1) Department Licensing Procedures. The regional offices shall be responsible for licensing providers operating within their
geographic boundaries but are not prohibited from reviewing applications or conducting audits of service providers outside the
boundary.
(a) Application Process. The regional offices shall process all new and renewal applications for licensing and shall notify both
new and renewal applicants in writing within 30 business days of receipt of the application that it is complete or incomplete. Where
an application is incomplete, the regional office shall specify in writing to the applicant the items that are needed to complete the
application. Following receipt of the regional office’s response, the applicant shall have 10 business days to submit the required
information to the regional office. If the applicant needs additional time to submit the required information, it may request such
additional time within five (5) business days of the deadline for submitting the information. Within five (5) business days of receipt
of the request, the regional office shall approve the request for up to an additional 30 business days. Any renewal applicant that fails
to meet these deadlines shall be assessed an additional fee equal to the late fee provided for in subsection 397.407(3), F.S., $100 per
licensed component for each specific location. If the applicant is seeking a new license and fails to meet these deadlines, the
application and all fees shall be returned to the applicant unprocessed.
(b) Licensing Inspection. The regional office may conduct announced or unannounced on-site licensing inspections pursuant to
section 397.411, F.S. Prior to any scheduled inspection, the regional office shall notify the applicant of its intent to conduct an onsite licensing inspection or electronic file review and of the proposed date of the inspection. The regional office shall include the
name(s) of the authorized agents who will conduct the inspection and the specific components and facilities to be inspected. This
notification, however, shall not prohibit the regional office from inspecting other components or facilities maintained by a provider
at the time of the review.
(c) Licensing Determination. A performance-based rating system shall be used to evaluate a provider’s compliance with
licensing standards. Providers shall attain at least 80 percent compliance overall on each component reviewed. This means that each
set of standards within each facility operated by a provider is subject to the 80 percent compliance requirement. If any set of
standards within a facility falls below 80 percent compliance, an interim license will be issued for that component. In addition, there
may be instances where a component is rated at an 80 percent level of compliance overall but is in substantial noncompliance with
standards related to health, safety, and welfare of individuals or staff. This includes significant or chronic violations regarding
standards that do not involve direct services to individuals. In such cases, the regional office shall issue an interim license to the
provider or take other regulatory action as permitted in section 397.415, F.S.
(d) Notifying Providers Regarding Disposition on Licensing. In the case of new and renewal applications, the regional office
shall give written notice to the applicant as required in section 120.60(3), F.S., that the regional office has granted or denied its
application for a license. In the case of new applicants, this shall occur within the 90-day period following receipt of the completed
application. In the case of renewal applicants, this shall occur prior to expiration of the current license.
(e) Reports of Licensing Inspections. The regional offices shall prepare and distribute to providers a report of licensing
inspections that shall include:

1. The name and address of the facility;
2. The names and titles of principal provider staff interviewed;
3. An overview of the components and facilities inspected and a brief description of the provider;
4. A summary of findings from each component and facility inspected;
5. A list of noncompliance issues, if any, with rule or statutory references and a request that the provider submit a plan for
corrective action, including required completion dates;
6. Recommendations for issuing a probationary, a regular, or an interim license and recommendations regarding other actions
permitted under chapter 397, F.S.; and
7. The name and title of each authorized agent of the Department.
8. If the criteria established for a licensable component are not met, deficiencies must be classified according to the nature and
scope of the deficiency and cited as isolated, patterned, or widespread. The type must be identified on the licensing inspection.
(f) Distribution of Licenses and Notices. For new and renewal applications, regional offices shall send providers a written,
signed license along with the written notice as described in subparagraph 4 of this section. Additionally, any adverse action by
regional offices (e.g., issuance of an interim license, license suspension, denial, revocation, fine or moratorium) shall be
accompanied by notice of the right of appeal as required by chapter 120, F.S.
(g) Content of Licensing Records. The regional offices shall maintain current electronic licensing files on each provider licensed
under chapter 397, F.S. The contents of the files shall include those items submitted to the Department, as required in subsections
65D-30.0036(1)-(3), F.A.C., as appropriate, and subparagraph 65D-30.0037(1)(a)5., F.A.C. All documentation and updates will be
entered into the Department approved database within 35 business days of changes to the applicant or provider status to ensure
contents of licensing records are current.
(h) Listing of Licensed Providers. The regional offices shall maintain a current listing of all licensed providers by components,
with license expiration dates as required by section 397.6774, F.S.
(i) Complaint Log. The regional offices shall electronically document all complaints regarding providers in the data system
approved by the Department. Documentation shall include the date the complaint was received, dates review was initiated and
completed, and all findings, penalties imposed, fines collected, reports to other licensing or credentialing entities, and other
information relevant to the complaint.
(j) Publishing Provider Information. A list of licensed providers shall be published to the Department’s website. The list shall
include provider name(s), address(es), contact information, number of beds for inpatient services, inspection score, and other
information the Department deems useful to the public.
(2) Closing a Licensed Provider. Pursuant to chapter 120, F.S., providers shall notify the Department in writing at least 30 days
prior to ceasing operation. The provider, with the Department’s assistance, shall attempt to place all individuals being served in need
of care with other providers along with their clinical records and files. The provider shall notify the Department where the clinical
records and files of previously discharged individuals are and where they will be stored for the legally required period. A service
provider may not engage in patient brokering as established in section 397.55(2), F.S.
(3) Approval of Overlay Services.
(a) Qualifying as Overlay Services. A provider that is licensed under chapter 397, F.S., to provide day or night treatment,
intensive outpatient treatment, outpatient treatment, aftercare, or intervention is permitted to deliver those component services at
locations which are leased or owned by an organization other than the provider, but not by another provider. The aforementioned
component services may be delivered under the authority of the provider’s current regular license for that component service so that
the alternate location will not require a license. To qualify, overlay services shall be provided on a regular or routine basis over time,
at an agreed upon location.
(b) Procedure for Approving Overlay Services.
1. The provider shall submit a request to provide overlay services and applicable fee to the Department, including:
a. A description of the services to be provided;
b. The manner in which services will be provided;
c. The number of days each week and the number of hours each day each service will be provided;
d. How services will be supervised; and
e. The location of the services.
2. The Department shall notify the provider within 30 business days of receipt of the request to provide overlay services of its

decision to approve or deny the request and, in the case of denial, reasons for denying the request in accordance with subparagraph
3.
3. The Department shall deny the request to provide overlay services if it determines that the provider did not address the
specific items in subparagraph 1., or is currently operating under less than a regular license.
4. In cases where the request to provide overlay services is approved, the Department shall clearly specify the licensed
component that will be provided as overlay.
(c) Special Requirements.
1. Services delivered at the alternate site must correspond directly to those permitted under the provider’s current license.
2. Information on each individual involved in an overlay service must be maintained in a manner that complies with current
licensing requirements.
3. Overlay services are subject to all requirements of the corresponding level of licensure and are subject to inspection by the
Department.
4. Overlay services may only be provided at the locations specified by the Department in the approval letter.
(4) Licensing of Department of Juvenile Justice Commitment Programs and Detention Facilities. In instances where substance
use services are provided within Juvenile Justice Commitment Programs and detention facilities, such services may be provided in
accordance with any one (1) of the four (4) conditions described below:
(a) The services must be provided for the appropriate licensable service component as defined in subsection 65D-30.002(17),
F.A.C;
(b) The services must be provided by employees of a service provider licensed under chapter 397, F.S;
(c) The services must be provided by employees of the commitment program or detention facility who are qualified
professionals licensed under chapter 458, 459, 490, or 491, F.S.; or
(d) The services must be provided by an individual who is an independent contractor who is licensed under chapter 458, 459,
490, or 491, F.S.
(5) Licensing of Department of Corrections Inmate Substance Abuse Programs. Inmate substance abuse services shall be
provided within inmate facilities operated by or under contract with the Department of Corrections, or Department of Management
Services, as specifically provided for in these rules. The inmate facility is licensed under chapter 397, F.S., in accordance with the
requirements in rule 65D-30.004, F.A.C., and the appropriate component under rule 65D-30.007, 65D-30.009, 65D-30.0091, 65D30.010, 65D-30.011, 65D-30.012, or 65D-30.013, F.A.C.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321(6), 397.4014, 397.403, 397.407, 397.410 FS. History–New 8-29-19.

65D-30.0038 Violations; Imposition of Administrative Fines; Grounds.
This rule establishes the grounds under which the Department shall issue an administrative fine, as well as the uniform system of
procedures to impose disciplinary sanctions.
(1) The Department shall impose an administrative fine for the violation of any provision of rule chapter 65D-30, F.A.C. or of
chapter 397, F.S., by a licensed service provider, as described in the Substance Use Treatment Facility Licensing Standards
Classification of Violations, CF-MH Form 4039, June 2019, which is incorporated by reference. A copy of the Substance Use
Treatment Facility Licensing Standards Classification of Violations may be obtained from the Department’s website at
http://www.myflfamilies.com/general-information/publications-forms
or
from
the
following
links:
http://www.myflfamilies.com/service-programs/substance-abuse/licensure-regulation,
or
http://www.flrules.org/Gateway/reference.asp?No=Ref-10904. Each standard violation has an assigned classification based on the
nature or severity of the violation(s) as identified in CF-MH Form 4039.
(2) The Department shall indicate the classification on the written notice of the violation. The aggregate amount for all fines
shall not exceed $20,000 per inspection.
(3) Definitions.
(a) “Day” means a calendar day in which the program is operating for business.
(b) “Standards” are requirements for the operation of a licensed facility, as provided in statute or in rule.
(c) “Violation” means a finding of noncompliance by the Department of a licensing standard.
(d) Class “I” violations are defined in section 397.411, F.S., and include all instances where the Department has verified that the
licensee is responsible for abuse, neglect, or abandonment of a child or abuse, neglect, or exploitation of a vulnerable adult. “Class I

violations” are incidents of noncompliance with a Class I standard as described in CF-MH Form 4039.
(e) Class “II” violations are defined in section 397.411, F.S. “Class II Violations” are incidents of noncompliance with a Class II
standard as described in CF-MH Form 4039.
(f) Class “III” violations are defined in section 397.411, F.S. “Class III Violations” are incidents of noncompliance with a Class
III standard as described on CF-MH Form 4039.
(g) Class “IV” violations are defined in section 397.411, F.S. “Class IV Violations” are incidents of noncompliance with a Class
IV standard as described on CF-MH Form 4039.
(4) Regardless of the class of violation cited, the Department may impose a sanction on a provider, in addition to the fine, if the
operation of any service component or location of the provider has one (1) or more of the violations present as established by
sections 397.415(1)(c) and (d), F.S.
(5) Disciplinary sanctions for licensing violations shall be enforced as follows:
(a) Class I Violations.
1. For the first violation of a Class I standard, the Department shall issue the provider an interim license and impose an
administrative fine in an amount not less than $400 and not exceeding $500 per day for each violation and may impose other
disciplinary sanctions in addition to the fine.
2. For the second and subsequent violation of the same Class I standard, the Department shall suspend, deny, or revoke the
license. The Department may also levy a fine not less than $400 and not exceeding $500 per day for each violation in addition to any
other disciplinary sanction.
(b) Class II Violations.
1. For the first violation of a Class II standard, the Department shall impose a fine not less than $300 and not exceeding $400
per day for each violation.
2. For the second violation of the same Class II standard, the Department shall issue the provider an interim license and impose
an administrative fine in an amount not less than $300 and not exceeding $400 per day for each violation and may impose other
disciplinary sanctions in addition to the fine, including suspending, denying, or revoking the license.
3. For the third and subsequent violation of the same Class II standard, the Department shall suspend, deny, or revoke the
license. The Department may also levy a fine not less than $300 and not exceeding $400 per day for each violation in addition to any
other disciplinary sanction.
(c) Class III Violations. When a Class III violation is not corrected within the time specified in the Department’s written notice
of the violation, the Department shall impose a fine not less than $200 and not exceeding $300 per day for each violation.
(d) Class IV Violations. When a Class IV violation is not corrected within the time specified in the Department’s written notice
of the violation, the Department shall impose a fine not less than $100 and not exceeding $200 per day for each violation.
(6) Each day of continuing violation after the date fixed for termination of the violation, as specified by the Department,
constitutes an additional, separate, and distinct violation. A grace period is provided, wherein a violation that occurred more than
two years prior to a subsequent violation of the same standard will not be counted for purposes of discipline. However, for the
purposes of continued licensure, the provider’s violation history will be considered.
(7) Any action taken to correct a violation shall be documented in writing by the owner or administrator of the facility and
verified through follow-up visits by Department personnel. The Department shall impose a fine and revoke or deny a service
provider’s license when an administrator fraudulently misrepresents action taken to correct a violation.
(8) The Department shall impose an administrative fine for a violation that is not designated as a Class I, Class II, Class III, or
Class IV violation. The amount of the fine shall be $500 for each violation. Unclassified violations include:
(a) Violating any term or condition of a license;
(b) Violating any provision of applicable rules or authorizing statutes;
(c) Providing services beyond the scope of the license;
(d) Violating a moratorium imposed pursuant to section 397.415, F.S.;
(e) Failure to submit required incident reports;
(f) Violations that occurred or were identified during the current or preceding licensure year;
(g) Operating a service without a license; and
(h) Failing to inform the Department of a change in ownership within the specified timeframe in accordance with rule 65D30.0034, F.A.C.

(9) For purposes of this section, in determining if a penalty is to be imposed for an unclassified violation, the Department shall
consider the following factors:
(a) The gravity of the violation, including the probability that death or serious physical or emotional harm to an individual
receiving services will result or has resulted, the severity of the action or potential harm, and the extent to which the provisions of
the applicable laws or rules were violated;
(b) Actions taken by the owner or administrator to correct violations;
(c) Any previous violations;
(d) The financial benefit to the facility of committing or continuing the violation; and,
(e) The licensed capacity of the facility, if applicable.
(10) Scope of Violations. Each violation of a class standard as described on CF-MH Form 4039 shall be cited as isolated,
patterned, or widespread. The scope shall be indicated on the face of the notice of deficiencies in accordance with section 397.411,
F.S. The scope shall determine the fine amount as follows:
(a) For violation(s) cited as isolated, the minimum fine amount for that class standard as allowed under this rule shall be
imposed.
(b) For violation(s) cited as patterned, an increase of $50 from the minimum fine for that class standard amount as allowed
under this rule shall be imposed.
(c) For violation(s) cited as widespread, the maximum fine amount for that class standard as allowed under this rule shall be
imposed.
(11) Disciplinary sanctions in addition to the fine.
(a) If one or more Class I or Class II licensing violations require the provider to halt service delivery while the violation is
remedied, then the license shall be suspended or revoked.
(b) The Department shall consider the factors outlined in section 397.415(1)(d), F.S. when determining whether a provider’s
license will be suspended, revoked, or denied renewal.
(c) If as a result of the investigation, the Department makes a decision not to revoke, suspend, or deny further licensure, the
Department shall require the provider to prepare a written corrective action plan to correct the deficiencies.
1. The plan shall be in writing and signed by the executive director or designee of the provider;
2. The plan must be approved by the Department before implementation;
3. Failure of the provider to timely comply with the corrective action plan may result in suspension, denial of re-licensure, or
revocation of the license.
(d) If as a result of the investigation the Department makes a decision to revoke, suspend, or deny further licensure, notice shall
be delivered via personal service or certified mail pursuant to section 120.60(5), F.S., which shall include the statutory and rule
violations that were found, shall advise of the action to be taken, and the right to challenge the action through an administrative
proceeding as provided in chapter 120, F.S.
(12) Documentation Requirements Prior to Administrative Action.
(a) Before making a determination that a license shall be denied, suspended, or revoked, the following shall be documented in
the licensing file:
1. All qualifying abuse reports and all reports of licensing violations, and the outcome of any investigations;
2. List of all deficiencies or conditions which compromise the safety or well-being of the individuals in treatment;
3. The length of time and frequency of the noncompliance with the licensing requirements or deficiencies;
4. The date of written notification to the licensee as to the deficiencies and time given to the licensee to correct the deficiencies;
5. The Department’s efforts to help the licensee come into compliance; and
6. Barriers, if any, which prohibit the licensee from correcting the deficiencies.
(b) All license revocations and denials shall comply with requirements of chapter 120, F.S.
(c) All documentation shall be reviewed by the Department’s legal counsel prior to administrative action. The notice of
revocation or denial shall not be sent to the provider without approval of the Department’s legal counsel, except in instances when
the Department determines that conditions present a threat to the health, safety, or welfare of an individual in treatment or the public.
Rulemaking Authority 397.321(5), 397.410(2) FS. Law Implemented 397.410, 397.411 FS. History–New 8-29-19.

65D-30.004 Common Licensing Standards.

(1) Operating Procedures. Providers shall demonstrate organizational capability required by paragraph 65D-30.0036(1)(e),
F.A.C., through a written, indexed system of policies and procedures that are descriptive of services, and the population served.
Administrative and clinical services must align with current best practices as defined in subsection 65D-30.002(7), F.A.C. All staff
shall have a working knowledge of the operating procedures. These operating procedures shall be submitted with new applications
and available for review by the Department at any time.
(2) Quality Improvement. Providers shall have a quality improvement program which complies with the requirements
established in section 397.4103, F.S., and which ensures the use of a continuous quality improvement process.
(3) Provider Governance and Management.
(a) Governing Body. Any provider that applies for a license, shall be a legally constituted entity. Providers that are governmentbased and providers that are for-profit and not-for-profit, as defined in section 397.311, F.S., shall have a governing body that shall
set policy for the provider. The governing body shall maintain a record of all meetings where business is conducted relative to
provider operations. These records shall be available for review by the department.
(b) Insurance Coverage. In regard to liability insurance coverage, providers shall assess the potential risks associated with the
delivery of services to determine the amount of coverage necessary and shall purchase policies accordingly.
(c) Chief Executive Officer. A chief executive officer shall be appointed. If the entity is operated by a governing board, the
governing body shall appoint a chief executive officer. The qualifications and experience required for the position of chief executive
officer shall be defined in the provider’s operating procedures. Documentation shall be available from the governing body providing
evidence that a background screening has been completed in accordance with chapters 397 and 435, F.S., and there is no evidence of
a disqualifying offense. Providers shall notify the regional office in writing within 24 hours when a new chief executive officer is
appointed. (Inmate Substance Abuse Programs operated by or under contract with the Department of Corrections, or the Department
of Management Services are exempt from the requirements in this paragraph. Juvenile Justice Commitment Programs and detention
facilities operated by the Department of Juvenile Justice, are exempt from the requirements of this paragraph.)
(4) Personnel Policies. Personnel policies shall clearly address recruitment and selection of prospective employees, promotion
and termination of staff, code of ethical conduct, sexual harassment, confidentiality of individual records, attendance and leave,
employee grievance, non-discrimination, abuse reporting procedures, and the orientation of staff to the agency’s universal infection
control procedures. The code of ethical conduct shall prohibit employees and volunteers from engaging in sexual activity with
individuals receiving services for a minimum of two (2) years after the last professional contact with the individual. Providers shall
also have a drug-free workplace policy for employees and prospective employees.
(a) Personnel Records. Records on all personnel shall be maintained. Each personnel record shall contain:
1. The individual’s current job description with minimum qualifications for the position and documentation that the staff meets
the minimum qualifications outlined in the job description;
2. The employment application or resume;
3. The employee’s annual performance appraisal;
4. A document signed and dated by the employee indicating that the employee received new staff orientation and understand the
personnel policies and the programs operating policies and procedures;
5. A verified or certified copy of degrees, licenses, or certificates of each employee;
6. Documentation of employee screening as required in paragraph (b); and
7. Documentation of required staff training (Inmate Substance Abuse Programs operated by the Department of Corrections are
exempt from the provisions of this subparagraph).
(b) Screening of Staff. All owners, chief financial officers, chief executive officers, and clinical supervisors of service providers
are subject to level 2 background screening and local background screening as provided under chapters 435 and 397, F.S. All service
provider personnel, and volunteers who have direct contact with children receiving services or with adults with intellectual
disabilities receiving services are subject to level 2 background screening as provided under chapter 435, and section 397.4073, F.S.
In addition, individuals shall be re-screened within five (5) years from the date of their last screening and shall include a local
background screening. Re-screening shall include a level 2 screening in accordance with chapter 435, F.S. Service provider
personnel who request an exemption from disqualification must submit the request within 30 days after being notified of the
disqualification. If five (5) years or more have elapsed since the most recent disqualifying offense, service provider personnel may
work with adults who have substance use disorders under the supervision of a qualified professional until the Department makes a
final determination regarding the request for an exemption from disqualification. (Personnel operating directly with local

correctional agency or authority, Inmate Substance Abuse Programs operated by or under contract with the Department of
Corrections or the Department of Management Services are exempt from the requirements in this paragraph, unless they have direct
contact with unmarried inmates under the age of 18 or with inmates who are intellectually disabled.)
(c) Employment History Checks and Checks of References. The chief executive officer or designee, such as human resources
staff, shall assess employment history checks and checks of references for each employee who has direct contact with children
receiving services or adults who are intellectually disabled receiving services.
(5) Standards of Conduct. Providers shall establish written rules of conduct for individuals. Each individual receiving services
shall be given rules of conduct during orientation to be reviewed, signed and dated.
(6) Medical Director. This requirement applies to addictions receiving facilities, detoxification, intensive inpatient treatment,
residential treatment, and methadone and medication-assisted treatment for opioid addiction. Providers shall designate a medical
director who shall oversee all medical services. The medical director’s responsibilities shall be clearly described.
(a) The Medical Director shall have overall responsibility for the following:
1. Medical services provided by the program;
2. Oversight of the development and revision of medical policies, including:
a. The means for the detection and referral of health problems through medical surveillance and regular examination;
b. Implementation of medical orders regarding treatment of medical conditions;
c. Reporting of communicable diseases and infections in accordance with federal and state laws;
d. Procedures and ongoing training for routine medical care, specialized services, specialized medications, and medical and
psychiatric emergency care;
3. Collaborative supervision with the clinical supervisor of non-medical staff in the provision of substance use disorder services;
and
4. Supervision of medical staff in the performance of medical services.
(b) The Medical Director must meet at least twice a year with the risk management and quality assurance program of the facility
to review incident reports, grievances, and complaints to identify and implement processes to reduce clinical risks and safety
hazards. This process shall be documented in the risk management and quality assurance committee meeting minutes. When the
Medical Director is the attending physician of an individual receiving services, they shall participate in the development of the
treatment plan.
(c) The Department shall utilize the following methodology for determining the maximum number of individuals a medical
director may serve pursuant to subparagraph 397.410(1)(c)5., F.S.:
Component

Inpatient
Detoxification
Outpatient
Detoxification
Residential
Level I
Residential
Level II
Residential
Level III
Residential
Level IV
Medication
and
Methadone
Maintenance

Average
Length of
Stay (LOS) in
Days
4 days

Total Service
Time over
LOS

Work
Days

Work
Days per
LOS
4 days

Hours worked
per LOS (Work
Days x Work
Days per LOS)
32 hours

Calculation
(Time in
LOS/Total
Service Time)
32 /1 hour

1.0 hour*

8 hours

5 days

1.2 hours*

8 hours

5 days

40 hours

40/1.2 hours

19 days

1 hour**

8 hours

15 days

120 hours

120/1 hour

41 days

1.75 hours**

8 hours

30 days

240 hours

240/1.75

54 days

2.25 hours**

8 hours

40 days

320 hours

320/2.25

42 days

1.75 hours**

8 hours

30 days

240 hours

240/1.75

1,030 days

3.25 hours***

8 hours

709 days

5,672 hours

5,672/3.25

Total Case
Load

32
individuals
33
individuals
120
individuals
137
individuals
142
individuals
137
individuals
1,745
individuals

*Service Times: New Patient Visit (30 minutes), Daily Follow-up (10 minutes)
**Service Times: New Patient Visit (30 minutes), Weekly Follow-up (15 minutes)
***Service Times: New Patient Visit (30 minutes), Quarterly Follow-up (15 minutes)
(d) A medical director may not serve in that capacity for more than a maximum of the indicated number of individuals for the
treatment types listed below:
1. Addiction receiving facilities, inpatient detoxification, and intensive impatient providers – a cumulative total of 32
individuals at any given time.
2. Outpatient detoxification – a cumulative total of 33 individuals at any given time.
3. Residential treatment (level 1) – a cumulative total of 120 individuals at any given time.
4. Residential treatment (level 2) – a cumulative total of 137 individuals at any given time.
5. Residential treatment (level 3) – a cumulative total of 142 individuals at any given time.
6. Residential treatment (level 4) – a cumulative total of 137 individuals at any given time.
7. Medication and methadone maintenance treatment – a cumulative total of 1,745 individuals at any given time.
(e) Providers licensed for multiple service components shall ensure compliance with this medical director standard by applying
the percentage of time dedicated to each service component to the Department’s methodology for maximum individuals served. This
information shall be submitted with the application for licensure and updated at the time of any licensure renewal. The provider shall
be responsible for providing documentation to support the case load maximum upon request.
(f) A provider may not operate without a medical director on staff at any time. When a medical director is not available, the
medical director shall ensure that a qualified physician who is available is designated. Upon the departure of a medical director, an
interim medical director shall be appointed. The provider shall notify the regional office in writing within 24 hours when there is a
change in the medical director, provide proof that the new or interim medical director holds a current license in the state of Florida,
and is free of administrative action(s) against their license.
(g) In cases where a provider operates treatment components that are not identified in this subsection, the provider shall have
access to a physician through a written agreement who will be available to consult on any medical services required by individuals
involved in those components. Physicians serving as a medical consultant shall adhere to all requirements and restrictions as
described for medical directors in this chapter.
(h) A medical director or medical consultant in violation of any of the requirements set forth in chapter 65D-30, F.A.C., or
chapter 397, F.S., is permanently barred from being employed by or contracting with a service provider.
(7) Medical Services.
(a) Written Medical Provisions. For components identified in subsection 65D-30.004(6), F.A.C., each physician working with a
provider shall establish written protocols for the provision of medical services pursuant to chapters 458 and 459, F.S., and for
managing medication according to medical and pharmacy standards, pursuant to chapter 465, F.S. Such protocols will be
implemented only after written approval by the chief executive officer and medical director.
(b) The medical protocols shall also include:
1. The manner in which certain medical functions may be delegated to Advanced Registered Nurse Practitioners and
Physician’s Assistants in those instances where these practitioners are utilized as part of the clinical staff;
2. Issuing orders; and
3. Signing and countersigning results of physical health assessments;
4. Procedures shall be documented for the administration of medication by a qualified medical professional as authorized by
their scope of practice.
(c) Supervision of self-administration of medication may be provided, including at the community housing location, under the
following conditions:
1. A secure, locked storage for medications must be maintained;
2. Individuals must receive prescription medication in accordance to the prescriptions of qualified physicians, as required by
law;
3. Supervision of self-administration of medication must be provided by trained personnel in accordance with paragraph 65D30.0046(1)(f), F.A.C. of this chapter.
4. A record of all instances of supervision of self-administration of medication shall be maintained in a medication observation
record, to include the date, time, and dosage in accordance to the prescription. The personnel who witnessed the self-administration

of the medication shall sign and date the medication observation record.
(d) All medical protocols shall be reviewed and approved by the medical director and chief executive officer on an annual basis
and shall be available for review by the Department.
(e) Emergency Medical Services. All licensed providers shall describe the manner in which medical emergencies shall be
addressed. (Inmate Substance Abuse Programs operated by or under contract with the Department of Corrections or the Department
of Management Services are exempt from the requirements of subsection 65D-30.004(7), F.A.C. Juvenile Justice Commitment
Programs and detention facilities operated by or under contract with the Department of Juvenile Justice are exempt from the
requirements of this subsection.)
(8) State Approval Regarding Prescription Medication. In instances where the provider utilizes prescription medication,
medications shall be purchased, handled, dispensed, administered, and stored in compliance with the State of Florida Board of
Pharmacy requirements for facilities which hold Modified Class II Institutional Permits and in accordance with chapter 465, F.S.
This shall be implemented in consultation with a state-licensed consultant pharmacist and approved by the medical director. The
provider shall ensure that policies implementing this subsection are reviewed and signed and dated annually by a state-licensed
consultant pharmacist. (Inmate Substance Abuse Programs operated by or under contract with the Department of Corrections, the
Department of Juvenile Justice, or the Department of Management Services are exempt from the requirements of this subsection.)
All providers purchasing, dispensing, handling, administering, storing, or observing self-administration of medications shall adhere
to best practices, state and federal regulations.
(9) Universal Infection Control. This requirement applies to addictions receiving facilities, detoxification, intensive inpatient
treatment, residential treatment, day or night treatment with community housing, day or night treatment, intensive outpatient
treatment, outpatient treatment, and medication-assisted treatment for opioid addiction.
(a) Plan for Exposure Control.
1. A written plan for exposure control regarding infectious diseases shall be developed and shall apply to all staff, volunteers,
and individuals receiving services. The plan shall be initially approved and reviewed annually by the medical director or consulting
physician. The plan shall be in compliance with chapters 381 and 384, F.S., and in accordance with the Department of Health’s
requirements as stated in chapters 64D-2 and 64D-3, F.A.C. The plan shall be signed and dated by the medical director or consulting
physician as required by this paragraph.
2. The plan shall be consistent with the protocols and facility standards published in the Federal Centers for Disease Control and
Prevention Guidelines and Recommendations for Infectious Diseases.
(b) Required Services. The following Universal Infection Control Services shall be provided:
1. Risk assessment and screening individuals for both high-risk behavior and symptoms of communicable disease as well as
actions to be taken on behalf of individuals identified as high-risk and individuals known to have an infectious disease;
2. HIV and TB testing and HIV pre-test and post-test counseling to high-risk individuals, provided directly or through referral to
other healthcare providers which can offer the services; and
3. Reporting of communicable diseases to the Department of Health in accordance with sections 381.0031 and 384.25, F.S.
(Inmate Substance Abuse Programs operated by or under contract with the Department of Corrections or Department of
Management Services are exempt from the requirements of this subsection but shall provide such services as required by chapter
945, F.S., titled Department of Corrections. Juvenile Justice Commitment Programs and detention facilities operated by or under
contract with the Department of Juvenile Justice are exempt from the requirements of this subsection but shall provide such services
as required in the policies, standards, and contractual conditions established by the Department of Juvenile Justice.)
(10) Universal Infection Control Education Requirements for Employees and Individuals. Providers shall meet the educational
requirements for HIV and AIDS pursuant to section 381.0035, F.S., and all infection prevention and control educational activities
shall be documented. (Inmate Substance Abuse Programs operated by or under contract with the Department of Corrections, the
Department of Juvenile Justice, or the Department of Management Services are exempt from the requirements of this subsection but
shall provide such services as required in the policies, standards, and contractual conditions established by the Department of
Juvenile Justice.)
(11) Meals. At least three (3) meals per calendar day shall be provided to individuals in addictions receiving facilities, inpatient
detoxification, intensive inpatient treatment, and residential treatment. In addition, at least one (1) snack shall be provided each day.
For day or night treatment with community housing and day or night treatment, the provider shall make arrangements to serve a
meal to individuals involved in services a minimum of five (5) hours at any one time. Individuals with special dietary needs shall be

reasonably accommodated. Under no circumstances may food be withheld for disciplinary reasons. The provider shall document and
ensure that nutrition and dietary plans are reviewed and approved by a dietitian/nutritionist licensed under section 468.509, F.S., at
least annually. (Inmate Substance Abuse Programs operated by or under contract with the Department of Corrections, the
Department of Juvenile Justice, or the Department of Management Services are exempt from the requirements of this subsection but
shall provide such services as required in the policies, standards, and contractual conditions established by the respective
department.)
(12) Verbal De-escalation. This applies to all components with the exception of universal direct and indirect prevention
services. Providers shall have written policies and procedures of the specific verbal de-escalation technique(s) to be used. Direct care
staff shall be trained in verbal de-escalation techniques as required in paragraph 65D-30.0046(1)(b), F.A.C. The provider shall
provide proof to the Department that affected staff have completed training in those techniques.
(13) Compulsory School Attendance for Minors. Providers which admit juveniles between the ages of 6 and 16 shall comply
with chapter 232, F.S., entitled Compulsory School Attendance; Child Welfare.
(14) Data. Providers shall report data to the department pursuant to paragraph 397.321(3)(c), F.S.
(15) Special In-Residence Requirements. Service providers housing individuals for treatment shall only furnish beds to
individuals admitted for substance use treatment for the specific level of care for which the individuals meet criteria. Providers that
house males and females together within the same facility shall provide separate sleeping arrangements for these individuals and
must have at least one staff member present at all times. Providers which serve adults in the same facility as persons under 18 years
of age shall ensure individual safety with one-on-one supervision, separate bedrooms, and programming according to age. Providers,
aside from Juvenile Justice Commitment Programs and detention facilities operated by or under contract with the Department of
Juvenile Justice, shall not collocate children or adolescents with adults. Admitted seventeen-year-olds who turn 18 while completing
treatment shall be allowed to stay only if it is clinically indicated, there is one-on-one supervision, and they have separate bedrooms.
(16) Reporting of Abuse, Neglect, and Deaths. Providers shall adhere to the statutory requirements for reporting abuse, neglect,
and deaths of children under chapter 39, F.S., and of adults under sections 415.1034 and 397.501(7)(c), F.S.
(17) Critical Incident Reporting Pursuant to paragraph 397.4103(2)(f), F.S.
(a) Every provider shall develop policies and procedures for submitting critical incidents into the Department’s statewide
designated electronic system specific to critical incident reporting.
(b) Every provider shall report the following critical incidents within 24 hours of the incident occurring.
1. Adult Death. An individual 18 years old or older whose life terminates:
a. While receiving services; or
b. When it is known that an adult died within thirty (30) days of discharge from a program.
c. The final classification of an adult’s death is determined by the medical examiner. In the interim, the manner of death shall be
reported as one of the following:
(I) Accident. A death due to the unintended actions of one’s self or another.
(II) Homicide. A death due to the deliberate actions of another.
(III) Natural Expected. A death that occurs, because of, or from complications of, a diagnosed illness for which the prognosis is
terminal.
(IV) Natural Unexpected. A sudden death that was not anticipated and is attributed to an underlying disease either known or
unknown prior to the death.
(V) Suicide. The intentional and voluntary taking of one’s own life.
(VI) Undetermined. The manner of death has not yet been determined.
(VII) Unknown. The manner of death was not identified or made known.
2. Adolescent Arrest. The arrest of an adolescent.
3. Adolescent Death. An individual who is less than 18 years of age whose life terminates:
a. While receiving services; or
b. When it is known that an adolescent died within 30 days of discharge from a program;
c. The final classification of an adolescent’s death is determined by the medical examiner. In the interim, the manner of death
will be reported as one of the following:
(I) Accident. A death due to the unintended actions of one’s self or another.
(II) Homicide. A death due to the deliberate actions of another.

(III) Natural Expected. A death that occurs, because of, or from complications of, a diagnosed illness for which the prognosis is
terminal.
(IV) Natural Unexpected. A sudden death that was not anticipated and is attributed to an underlying disease either known or
unknown prior to the death.
(V) Suicide. The intentional and voluntary taking of one’s own life.
(VI) Undetermined. The manner of death has not yet been determined.
(VII) Unknown. The manner of death was not identified or made known.
4. Adolescent-on-Adolescent Sexual Abuse. Any sexual behavior between adolescents less than 18 years of age which occurs
without consent, without equality, or because of coercion.
5. Elopement. An unauthorized absence of any individual.
6. Employee Arrest. The arrest of an employee for a civil or criminal offense.
7. Employee Misconduct. Work-related conduct or activity of an employee that results in potential liability for the Department;
death or harm to an individual receiving services; abuse, neglect or exploitation of a vulnerable adult; or which results in a violation
of statute, rule, regulation, or policy. This includes falsification of records; failure to report suspected abuse, neglect, or
abandonment of a child; contract mismanagement; or improper commitment or expenditure of state funds.
8. Missing Adolescent. When the whereabouts of an adolescent in the custody of the Department are unknown and attempts to
locate the adolescent have been unsuccessful.
9. Security Incident – Unintentional. An unintentional action or event that results in compromised data confidentiality, a danger
to the physical safety of personnel, property, or technology resources; misuse of state property or technology resources; or, denial of
use of property or technology resources. This excludes instances of compromised information of individuals in treatment.
10. Sexual Abuse/Sexual Battery. Any unsolicited or non-consensual sexual activity by one individual receiving services to
another individual receiving services; or, sexual activity by a service provider employee or other person to an individual receiving
services, or an individual receiving services to an employee regardless of the consent of the individual receiving services. This may
include sexual battery, as defined in chapter 794, F.S.
11. Significant Injury to Individuals in Treatment. Any severe bodily trauma received by an individual in a program that
requires immediate medical or surgical evaluation or treatment in a hospital emergency department to address and prevent
permanent damage or loss of life.
12. Significant Injury to Staff. Any serious bodily trauma received by a staff member as result of a work-related activity that
requires immediate medical or surgical evaluation or treatment in a hospital emergency department to prevent permanent damage or
loss of life.
13. Suicide Attempt. A potentially lethal act which reflects an attempt by an individual to cause his or her own death as
determined by a licensed mental health professional or other licensed healthcare professional.
14. Other. Any major event not previously identified as a reportable critical incident but has, or is likely to have, a significant
impact on individuals receiving services, on the Department, such as:
a. Human acts that jeopardize the health, safety, or welfare of individuals receiving services, such as kidnapping, riot, or hostage
situation;
b. Bomb or biological/chemical threat of harm to personnel or property involving an explosive device or biological/chemical
agent received in person, by telephone, in writing, via mail, electronically, or otherwise;
c. Theft, vandalism, damage, fire, sabotage, or destruction of state or private property of significant value or importance;
d. Death of an employee or visitor while on the grounds of the facility;
e. Significant injury of a visitor while on the grounds of the facility that requires immediate medical or surgical evaluation or
treatment in a hospital emergency department to prevent permanent damage or loss of life; or
f. Events regarding individuals receiving services or providers that have led to or may lead to media reports.
(18) Confidentiality. Providers shall comply with Title 42, Code of Federal Regulations, Part 2, titled “Confidentiality of
Alcohol and Drug Abuse Patient Records,” and with sections 397.501(7) and 397.752, F.S., regarding confidential individual
information.
(19) Certified Recovery Residence Referrals. Providers shall comply with the statutory requirements established in section
397.4873, F.S., regarding referrals to and admissions from certified recovery residences. All providers shall maintain an active
referral log of each individual referred to a recovery residence. The log shall include the individual’s name being referred or

accepted, name and address of the certified recovery residence, signature of the employee making the referral, and date of the
referral. The log shall be made available for review by the Department. (Service Providers under contract with the Managing Entities
are exempt from this requirement.)
(20) Telehealth Services.
Prior to initiating services utilizing telehealth, providers shall submit detailed procedures outlining which services they intend to
provide as described in paragraph 65D-30.003(1)(l), F.A.C. Providers delivering any services by telehealth are responsible for the
quality of the equipment and technology employed and are responsible for its safe use. Providers utilizing telehealth equipment and
technology must be able meet or exceed the prevailing standard of care. Service providers must meet the following additional
requirements:
(a) Must be capable of two (2)-way, real-time electronic communication, and the security of the technology must be in
accordance with applicable federal confidentiality regulations 45 CFR §164.312;
(b) The interactive telecommunication equipment must include audio and high-resolution video equipment which allows the
staff providing the service to clearly understand and view the individual receiving services;
(c) Clinical screenings, assessments, medication management, and counseling are the only services allowable through
telehealth; and
(d) Telehealth services must be provided within the state of Florida except for those licensed for outpatient, intervention, and
prevention.
(21) Group Counseling. The maximum number of individuals allowed in a group session is 15.
(22) Overdose Prevention.
(a) All providers must develop overdose prevention plans. All staff must have a working knowledge of the overdose prevention
plan. Overdose prevention plans shall include:
1. Education about the risks of overdose, including having a lower tolerance for opioids if the individual is participating in an
abstinence-based treatment program or is being discharged from a medication-assisted treatment program.
2. Information about Naloxone, the medication that reverses opioid overdose, including how to use Naloxone and where and
how to access it.
(b) Providers who maintain an emergency overdose prevention kit must develop and implement a plan to train staff in the
prescribed use and the availability of the kit for use during all program hours of operation.
(c) Overdose prevention information, as described in subparagraphs (22)(a)1. and 2. of this rule, must be shared with individuals
upon admission.
(d) Providers must offer overdose prevention information, as described in subparagraphs (22)(a)1. and 2. of this rule, to
individuals placed on a waitlist to receive treatment services.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321, 397.4014, 397.4073, 397.4075, 397.410, 397.4103, 397.411 FS. History–New 525-00, Amended 4-3-03, 12-12-05, 8-29-19.

65D-30.0041 Clinical Records.
(1) Record Management System. Clinical records shall be kept secure from unauthorized access and maintained in accordance
with 42 Code of Federal Regulations, Part 2 and subsection 397.501(7), F.S. Providers shall have record management procedures
regarding content, organization, access, and use of records.
The record management system shall meet the following additional requirements:
(a) Original clinical records shall be signed in ink and by hand or electronically;
(b) Record entries shall be legible;
(c) In instances where records are maintained electronically, a staff identifier code will be accepted in lieu of a signature;
(d) Documentation within records shall not be deleted; and
(e) Amendments or marked-through changes shall be initialed and dated by the individual making such changes.
(2) Record Retention and Disposition. In the case of individual clinical records, records shall be retained for a minimum of
seven (7) years. The disposition of clinical records shall be carried out in accordance with Title 42, Code of Federal Regulations,
Part 2, and subsection 397.501(7), F.S. If any litigation claim, negotiation, audit, or other action involving the records has been
started before the expiration of the seven-year period, the records shall be retained until completion of the action and resolution of all
issues which arise from such actions. (Juvenile Justice commitment programs and detention facilities operated by or under contract

with the Department of Juvenile Justice, Inmate Substance Abuse Programs operated by or under contract with the Department of
Corrections or the Department of Management Services are exempt from these requirements.) found in the Children and Families
Operating Procedures (CFOP) 15-4, Records Management, and Children and Families Pamphlet (CFP) 15-7, Records Retention
Schedule. Juvenile Justice Commitment Programs and detention facilities operated by or under contract with the Department of
Juvenile Justice are exempt from the requirements found in the Children and Family Services Operating Procedures (CFOP) 15-4,
Records Management, and the Children and Families Pamphlet (CFP) 15-7, Records Retention Schedule.)
(3) Information Required in Clinical Records.
(a) The following applies to addictions receiving facilities, detoxification, intensive inpatient treatment, residential treatment,
day or night treatment with community housing, day or night treatment, intensive outpatient treatment, outpatient treatment, and
methadone medication-assisted treatment for opioid addiction. Information shall include:
1. Name and address of the individual receiving services and referral source;
2. Screening information;
3. Voluntary informed consent for treatment or an order to treatment for involuntary admissions and for criminal and juvenile
justice referrals;
4. Informed consent for a drug screen, when conducted;
5. Informed consent for release of information;
6. Documentation of individual orientation;
7. Physical health assessment, when conducted;
8. Psychosocial assessment, except for detoxification;
9. Diagnostic services, when provided;
10. Individual placement information, including the signature of the person who recommended placement at the level of care;
11. Abbreviated treatment plan, for addictions receiving facilities and detoxification;
12. Initial treatment plans, where indicated, and treatment plans and subsequent reviews, except for addictions receiving
facilities and detoxification;
13. Progress notes;
14. Record of ancillary services, when provided;
15. Record of medical prescriptions and medication, when provided;
16. Reports to the criminal and juvenile justice systems, when provided;
17. Copies of service-related correspondence generated or received by the provider, when available;
18. Transfer summary, if transferred; and
19. A discharge summary.
In the case of clinical records developed and maintained by the Department of Corrections or the Department of Management
Services on inmates participating in inmate substance abuse programs, or Juvenile Justice Commitment Programs and detention
facilities operated by or under contract with the Department of Juvenile Justice, such records shall not be made part of information
required in subparagraph (1)(c) above.
(b) Records regarding substance use treatment shall be made available to authorized agents of the Department only on a needto-know basis.
(c) The following applies to aftercare. Information shall include:
1. A description of the individual’s treatment episode;
2. Informed consent for services;
3. Informed consent for drug screen, when conducted;
4. Informed consent for release of information;
5. Aftercare plan;
6. Documentation assessing progress;
7. Record of ancillary services, when provided;
8. A record of medical prescriptions and medication, when provided;
9. Reports to the criminal and juvenile justice systems, when provided;
10. Copies of service-related correspondence generated or received by the provider;
11. Transfer summary, if transferred; and

12. A discharge summary.
(d) The following applies to intervention. Information shall include:
1. Name and address of individual and referral source;
2. Screening information;
3. Informed consent for services;
4. Informed consent for a drug screen, when conducted;
5. Informed consent for release of information;
6. Individual placement information, with the exception of case management;
7. Intervention plan, when required;
8. Summary notes;
9. Record of ancillary services, when provided;
10. Reports to the criminal and juvenile justice systems, when provided;
11. Copies of service-related correspondence generated or received by the provider;
12. A transfer summary, if transferred; and
13. A discharge summary.
(e) The following applies to indicated prevention. Information shall include:
1. Identified risk and protective factors for the target population;
2. Record of activities including description, date, duration, purpose, and location of service delivery;
3. Tracking of individual attendance;
4. Individual demographic identifying information;
5. Informed consent for services;
6. Prevention plan;
7. Summary notes;
8. Informed consent for release of information;
9. Completion of services summary of individual involvement and follow-up information; and
10. Transfer summary, if referred to another placement.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321(3)(c), 397.4014, 397.410, 397.4103 FS. History–New 8-29-19.

65D-30.0042 Clinical and Medical Guidelines.
(1) Screening. This requirement applies to addictions receiving facilities, detoxification, intensive inpatient treatment,
residential treatment, day or night treatment with community housing, day or night treatment, intensive outpatient treatment,
outpatient treatment, medication-assisted treatment for opioid addiction, and intervention. If the screening is not completed by a
qualified professional, then it shall be countersigned and dated by a qualified professional.
(a) Determination of Need and Eligibility for Placement. The condition and needs of the individual shall dictate the urgency and
timing of screening; screening is not required if an assessment is completed at time of admission. All individuals presenting for
services, voluntarily or involuntarily, shall be evaluated to determine service needs and eligibility for placement or other disposition.
The person conducting the screening shall document the rationale for any action taken and the validated tool used for service
determination.
(b) Consent for Drug Screen. If required by the circumstances pertaining to the individual’s need for screening, or dictated by
the standards for a specific component, individuals shall give informed consent for a drug screen.
(c) Consent for Release of Information. Consent for the release of information shall include information required in 42 Code of
Federal Regulations, Part 2., and may be signed by the individual only if the form is complete.
(d) Consent for Services. A consent for services form shall be signed by the individual prior to or upon placement, with the
exception of involuntary placements.
(2) Assessment. This requirement applies to addictions receiving facilities, detoxification, intensive inpatient treatment,
residential treatment, day or night treatment with community housing, day or night treatment, intensive outpatient treatment,
outpatient treatment, and methadone medication-assisted treatment for opioid addiction. Individuals shall undergo an assessment of
the nature and severity of their substance use disorder. The assessment shall include a physical health assessment and a psychosocial
assessment.

(a) Physical Health Assessment. (Inmate Substance Abuse Programs operated by or under contract with the Department of
Corrections or Department of Management Services are exempt from the requirements of this paragraph. Juvenile Justice
Commitment Programs and detention facilities operated by or under contract with the Department of Juvenile Justice are exempt
from the requirements of this subsection.)
1. Nursing Physical Screen. An in-person nursing physical screen shall be completed on each person considered for placement
in addictions receiving facilities, detoxification, or intensive inpatient treatment. The screen shall be completed by a L.P.N., R.N.,
A.P.R.N., or physician’s assistant, or physician. When completed by a L.P.N., it shall be countersigned by a R.N., A.P.R.N.
physician’s assistant, or physician. The results of the screen shall be documented by the physician, nurse, or physician’s assistant
providing the service and signed and dated by that person. If the nursing physical screen is completed in lieu of a medical history,
further action shall be in accordance with the medical protocol established under subsection 65D-30.004(7), F.A.C.
2. Medical History. A medical history shall be completed on each individual.
a. For intensive inpatient treatment, the history shall be completed within one (1) calendar day of placement. In cases where an
individual is placed directly into intensive inpatient treatment from detoxification or residential treatment, the medical history
completed on the individual while in detoxification or residential treatment may be accepted.
b. For residential treatment and methadone medication-assisted treatment for opioid addiction, the history shall be completed
within 30 calendar days prior to placement, or within one (1) calendar day of placement.
c. For day or night treatment with community housing, day or night treatment, intensive outpatient treatment, and outpatient
treatment, a medical history shall be completed within 30 calendar days prior to or upon placement.
For the components identified in sub-subparagraphs 2.a. and 2.b., the medical history shall be completed by the physician, or in
accordance with the medical protocol established in subsection 65D-30.004(7), F.A.C. Further, the history shall be reviewed, signed
and dated by the physician in accordance with the medical protocol established in subsection 65D-30.004(7), F.A.C. For the
components identified in sub-subparagraph 2.c., the medical history shall be completed by the individual or the individual’s legal
guardian. For all components, the medical history shall be maintained in the clinical record and updated annually if an individual
remains in treatment for more than one (1) year.
3. Physical Examination. A physical examination shall be completed on each individual in the level of service indicated below.
a. For addictions receiving facilities and detoxification, the physical examination shall be completed within seven (7) calendar
days prior to placement or two (2) calendar days after placement.
b. For intensive inpatient treatment, the physical examination shall be completed within seven (7) calendar days prior to
placement or within one (1) calendar day of placement. In cases where an individual is placed directly into intensive inpatient
treatment from detoxification or residential treatment, the physical examination completed on the individual while in detoxification
or residential treatment may be accepted.
c. For residential treatment, the physical examination shall be completed within 30 calendar days prior to placement or three (3)
calendar days after placement. In cases where an individual is placed directly into residential treatment from detoxification or
intensive inpatient treatment, the physical examination completed on the individual while in detoxification or intensive inpatient
treatment may be accepted.
d. For methadone medication-assisted treatment for opioid addiction, the physical examination shall be completed prior to
administration of the initial dose of methadone. In emergency situations the initial dose may be administered prior to the
examination. Within five calendar days of the initial dose, the physician shall document in the clinical record the circumstances that
prompted the emergency administration of methadone and sign and date these entries.
For components identified in sub-subparagraphs 3.a.-d., the physical examination shall be completed by the physician, or in
accordance with the medical protocol established in subsection 65D-30.004(7), F.A.C. Further, the examination shall be reviewed,
signed and dated by the physician in accordance with the medical protocol established in subsection 65D-30.004(7), F.A.C. In cases
where an individual is placed directly into residential treatment from detoxification or intensive inpatient treatment, the physical
examination completed on the individual while in detoxification or intensive inpatient treatment may be accepted.
4. Laboratory Tests. Individuals shall provide a sample for testing blood and urine, including a drug screen.
a. For addictions receiving facilities, inpatient detoxification, intensive inpatient treatment, and residential treatment, all
laboratory tests will be performed in accordance with the medical protocol established in subsection 65D-30.004(7), F.A.C. Further,
the results of the laboratory tests shall be reviewed, signed and dated during the assessment process and in accordance with the
medical protocol established in subsection 65D-30.004(7), F.A.C.

b. For medication-assisted treatment for opioid addiction, blood and urine samples shall be taken within seven (7) calendar days
prior to placement or two (2) calendar days after placement. A drug screen shall be conducted at the time of placement. If there are
delays in the procedure, such as problems in obtaining a blood sample, this shall be documented by a licensed nurse in the individual
record. The initial dose of medication may be given before the laboratory test results are reviewed by the physician. The results of
the laboratory test shall be reviewed, signed and dated by the physician, or in accordance with the medical protocol established in
subsection 65D-30.004(7), F.A.C.
5. Pregnancy Test. This requirement applies to addictions receiving facilities, detoxification, intensive inpatient treatment,
residential treatment, and methadone medication-assisted treatment for opioid addiction. Female individuals shall be evaluated by a
physician, or in accordance with the medical protocol established in subsection 65D-30.004(7), F.A.C., to determine the necessity of
a pregnancy test. In cases where it is determined necessary, individuals shall be provided testing services directly or be referred
within 24 hours following placement.
6. Tests for Sexually Transmitted Diseases and Tuberculosis. A screening for sexually transmitted diseases, HIV, hepatitis, and
tuberculosis shall be conducted. For a screening result indicating the individual is at-risk for any of these conditions, the provider
shall conduct testing or make testing available through appropriate referral, in instances where a provider cannot or does not provide
the testing. The individual may refuse the screening or the testing, and the provider shall document the refusal. Department of Health
testing requirements can be found in rule 64D-2.004 and chapter 64D-3, F.A.C.
a. For intensive inpatient treatment, and residential treatment, tests will be conducted within the time frame specified for the
physical examination. The results of both tests shall be reviewed and signed and dated by the physician, or in accordance with the
medical protocol established in subsection 65D-30.004(7), F.A.C., and filed in the individual’s clinical record.
b. For methadone medication-assisted treatment for opioid addiction, the tests will be conducted at the time samples are taken
for other laboratory tests. Positive results shall be reviewed and signed and dated by a physician, or in accordance with the medical
protocol established in subsection 65D-30.004(7), F.A.C.
7. Special Medical Problems. Particular attention shall be given to individuals with special medical problems or needs. This
includes referral for medical services. A record of all such referrals shall be maintained in the individual record.
8. Additional Requirements for Intensive Inpatient Treatment, and Residential Treatment. If an individual is readmitted within
90 calendar days of discharge to the same provider, a physical examination shall be conducted as prescribed by the physician. If an
individual is readmitted to the same provider after 90 calendar days of the discharge date, the individual shall receive a complete
physical examination.
9. Additional Requirements for Methadone Medication-Assisted Treatment for Opioid Addiction.
a. The individual’s current addiction and history of addiction shall be recorded in the individual record by the physician, or in
accordance with the medical protocol established in subsection 65D-30.004(7), F.A.C. In any case, the record of the individual’s
current substance use and history of substance use shall be reviewed, signed and dated by the physician, or in accordance with the
medical protocol established in subsection 65D-30.004(7), F.A.C.
b. A physical examination shall be conducted on individuals who are placed directly into treatment from another provider unless
a copy of the examination accompanies the individual and the examination was completed within the year prior to placement. In
instances where a copy of the examination is not provided because of circumstances beyond the control of the referral source, the
physician shall conduct a physical examination within five calendar days of placement.
(b) Psychosocial Assessment.
1. Information Required. The psychosocial assessment shall include the individual’s history as determined through an
assessment of the following items:
a. Emotional or mental health;
b. Level of substance use impairment;
c. Family history, including substance use by other family members;
d. The individual’s substance use history, including age of onset, choice of drugs, patterns of use, consequences of use, and
types and duration of, and responses to, prior treatment episodes;
e. Educational level, vocational status, employment history, and financial status;
f. Social history and functioning, including support network, family and peer relationships, and current living conditions;
g. Past or current sexual, psychological, or physical abuse or trauma;
h. Individual’s involvement in leisure and recreational activities;

i. Cultural influences;
j. Spiritual or values orientation;
k. Legal history and status;
l. Individual’s perception of strengths and abilities related to the potential for recovery; and
m. A clinical summary, including an analysis and interpretation of the results of the psychosocial assessment.
n. Documentation of determination of placement utilizing a validated tool used for service determination.
o. Documentation of appropriateness of level of care countersigned by the qualified professional or clinical supervisor.
2. Requirements for Components. Any psychosocial assessment that is completed within 30 calendar days prior to placement in
any component identified in sub-subparagraphs a.-f. below may be accepted by the provider placing the individual. Otherwise, the
psychosocial assessment shall be completed according to the following schedule:
a. For addictions receiving facilities, the psychosocial assessment shall be completed within three (3) calendar days of
placement, unless clinically contraindicated;
b. For intensive inpatient treatment, the psychosocial assessment shall be completed within three (3) calendar days of
placement;
c. For residential treatment level 1, the psychosocial assessment shall be completed within five (5) calendar days of placement;
d. For residential treatment levels 2, 3, 4, day or night treatment with community housing, and day or night treatment, the
psychosocial assessment shall be completed within 10 calendar days of placement;
e. For intensive outpatient treatment and outpatient treatment, the psychosocial assessment shall be completed within 30
calendar days of placement; and
f. For methadone medication-assisted treatment for opioid addiction, the psychosocial assessment shall be completed within 15
calendar days of placement.
3. Psychosocial Assessment Sign-off Requirements. The psychosocial assessment shall be completed by clinical staff and
signed and dated. If the psychosocial assessment was not completed initially by a qualified professional, the psychosocial
assessment shall be reviewed, countersigned, and dated by a qualified professional within 10 calendar days of completion. (Inmate
Substance Abuse Programs operated by or under contract with the Department of Corrections or the Department of Management
Services shall conduct the review and sign-off within 30 calendar days.)
4. Psychosocial Assessment Readmission Requirements. In instances where an individual is readmitted to the same provider for
services within 180 calendar days of discharge, a psychosocial assessment update shall be conducted, if clinically indicated.
Information to be included in the update shall be determined by the qualified professional. A new assessment shall be completed on
individuals who are readmitted for services more than 180 calendar days after discharge. In addition, the psychosocial assessment
shall be updated annually for individuals who are in continuous treatment for longer than one (1) year.
5. Assessment Requirements Regarding Individuals Who Are Referred or Transferred.
a. A new psychosocial assessment does not have to be completed on individuals who are referred or transferred from one (1)
provider to another or referred or transferred within the same provider if the provider meets at least one (1) of the following
conditions:
(I) The provider or component initiating the referral or transfer forwards a copy of the psychosocial assessment information
prior to the arrival of the individual;
(II) Individuals are referred or transferred directly from a specific level of care to a lower or higher level of care (e.g., from
detoxification to residential treatment or outpatient to residential treatment) within the same provider or from one (1) provider to
another; or
(III) The individual is referred or transferred directly to the same level of care (e.g., residential level 1 to residential level 1)
either within the same provider or from one (1) provider to another.
b. In the case of referral or transfer from one (1) provider to another, a referral or transfer is considered direct if it was arranged
by the referring or transferring provider and the individual is subsequently placed with the provider within seven (7) calendar days
of discharge. This does not preclude the provider from conducting an assessment. The following are further requirements related to
referrals or transfers:
(I) If the content of a forwarded psychosocial does not comply with the psychosocial requirements of this rule, the information
will be updated, or a new assessment will be completed;
(II) If an individual is placed with the receiving provider later than seven (7) calendar days following discharge from the

provider that initiated the referral or transfer, but within 180 calendar days, the qualified professional of the receiving provider will
determine the extent of the update needed; and
(III) If an individual is placed with the receiving provider more than 180 calendar days after discharge from the provider that
initiated the referral or transfer, a new psychosocial assessment must be completed.
(c) Co-occurring Mental Illness and Other Needs. The assessment process shall include the identification of individuals with
mental illness and other needs. Such individual shall be accommodated directly or through referral. A record of all services provided
directly or through referral shall be maintained in the individual’s clinical record.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.4014, 397.410 FS. History–New 8-29-19.

65D-30.0043 Placement.
(1) Criteria and Operating Procedures. This requirement applies to addictions receiving facilities, inpatient and outpatient
detoxification, intensive inpatient treatment, residential treatment, day or night treatment with community housing, day or night
treatment, outpatient treatment, intervention, intensive outpatient, and methadone medication-assisted treatment for opioid addiction.
Providers shall have operating procedures that clearly state the criteria for admitting, retaining, transferring, and discharging
individuals. This includes procedures for implementing these placement requirements.
(2) Individuals must be assessed prior to admission to a service component to determine level of service need and choice of the
individual. If the provider completing the assessment does not offer the service needed, the provider must refer the individual to the
assessed level of care.
(3) Primary Counselor, Orientation, and Initial Treatment Plan. This requirement applies to addictions receiving facilities,
detoxification, intensive inpatient treatment, residential treatment, day or night treatment with community housing, day or night
treatment, intensive outpatient treatment, outpatient treatment, and methadone medication-assisted treatment for opioid addiction.
(a) Primary Counselor. A primary counselor shall be assigned to each individual placed in a component. This standard does not
apply to detoxification and addictions receiving facilities.
(b) Orientation. Each individual served must receive an orientation to the program at the time of admission and upon request.
The orientation shall be in a language the individual or his or her representative understands. The individual’s acknowledgement of
the orientation and receipt of required information must be documented in the clinical record. The orientation shall include:
1. A description of services to be provided;
2. A copy of the individual’s rights pursuant to chapter 397, part III, F.S.;
3. A summary of the facility’s admission and discharge policies;
4. A copy of the service fee schedule, financial responsibility policy, and applicable fees;
5. Written rules of conduct for individual’s served which shall be reviewed, signed, and dated;
6. A copy of the grievance process and procedure;
7. General information about infection control policies and procedures;
8. Limits of confidentiality;
9. Information on parental or legal guardian’s access to information and participation in treatment; and
10. Information regarding advance directives which delineate the facility’s position with respect to the state law and rules
relative to advance directives.
(c) Individuals may not be retained in a facility when they require services beyond those for which the facility is licensed or has
the functional ability to provide, as determined by the Medical Director in consultation with the facility chief executive officer or
designee.
(4) Transfer and Discharge. Providers must ensure safe and orderly transfers and discharges in accordance with the facility’s
policies and procedures and in compliance with 42 CFR Part 2.
(a) Inpatient and residential providers shall not discharge an individual prior to treatment completion based on inability to pay.
With consent of the individual, the provider may transfer the individual to a state-funded provider with capacity to accept and treat
the individual.
(b) Inpatient and residential facilities must provide individuals and their guardians a minimum of 72 hours’ notice of proposed
transfer or discharge, except, in the following circumstances, the facility shall give notice as soon as practicable before the transfer
or discharge:
1. The transfer or discharge is necessary for the individual’s welfare and the individual’s needs cannot be met by the facility,

and the circumstances are documented in the individual’s clinical record;
2. The health or safety of other program participants or facility staff would be endangered, and the circumstances are
documented in the individual’s clinical record; or
3. The individual leaves against medical advice.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321, 397.410 FS. History–New 8-29-19.

65D-30.0044 Plans, Progress Notes, and Summaries.
(1) Treatment Plan, Treatment Plan Reviews, and Progress Notes.
(a) Treatment Plan. Each individual shall be afforded the opportunity to participate and be actively engaged in the development
and subsequent review of the treatment plan. The treatment plan shall include goals and related measurable behavioral objectives to
be achieved by the individual, the tasks involved in achieving those objectives, the type and frequency of services to be provided,
and the expected dates of completion. The treatment plan shall be signed and dated by the person providing the service and by the
individual. If the treatment plan is completed by other than a qualified professional, the treatment plan shall be reviewed,
countersigned, and dated by a qualified professional within 10 calendar days of completion. In the case of Inmate Substance Abuse
Programs operated by or under contract with the Department of Corrections, or the Department of Management Services, the
treatment plan shall be reviewed, countersigned, and dated by a qualified professional within 30 calendar days of completion. A
written treatment plan shall be completed on each individual.
1. For long-term outpatient methadone detoxification and methadone medication-assisted treatment for opioid addiction, the
treatment plan shall be completed prior to or within 30 calendar days of placement.
2. For intensive inpatient treatment, the treatment plan shall be completed within three (3) calendar days of placement.
3. For residential treatment level 1, the treatment plan shall be completed prior to, or within seven (7) calendar days of
placement.
4. For residential treatment levels 2, 3, and 4 day or night treatment with community housing, the treatment plan shall be
completed prior to or within 15 calendar days of placement.
5. For day or night treatment, the treatment plan shall be completed prior to or within 10 calendar days of placement.
6. For intensive outpatient treatment and outpatient treatment, the treatment plan shall be completed prior to or within 30
calendar days of placement.
7. For detoxification and addictions receiving facilities, an abbreviated treatment plan, as defined in subsection 65D-30.002(1),
F.A.C., shall be completed upon placement. The abbreviated treatment plan shall contain a medical plan for stabilization and
detoxification, provision for education, therapeutic activities and discharge planning, and in the case of addictions receiving
facilities, a psychosocial assessment.
8. For providers that are licensed for multiple program components and deliver a continuum of care, any change in level of care
requires a treatment plan review or treatment plan update.
(b) Treatment Plan Reviews. Treatment plan reviews shall be completed with each individual and shall be signed and dated by
the individual within 30 calendar days of the completion of the treatment plan. The treatment plan must be reviewed when clinical
changes occur and as specified in subparagraphs 65D-30.0044(1)(b)1.-4., F.A.C.
1. For intensive inpatient treatment, treatment plan reviews shall be completed every seven (7) calendar days.
2. For residential treatment levels 1, 2, and 3, day or night treatment with community housing, day or night treatment, and
intensive outpatient treatment, treatment plan reviews shall be completed every 30 calendar days.
3. For residential treatment level 4, treatment plan reviews shall be completed every 90 calendar days.
4. For methadone medication-assisted treatment for opioid addiction and long-term outpatient methadone detoxification,
treatment plan reviews shall be completed every 90 calendar days for the first year and every 6 months thereafter.
5. For outpatient treatment, treatment plan reviews shall be completed every 90 calendar days for the first year and every six (6)
months thereafter.
For all components, if the treatment plan reviews are not completed by a qualified professional, the review shall be countersigned
and dated by a qualified professional within five calendar days of the review.
For all components, if the treatment plan reviews are not completed by a qualified professional, the review shall be countersigned
and dated by a qualified professional within five calendar days of the review.
(c) Progress Notes. Progress notes shall be entered into the clinical record documenting an individual’s progress or lack of

progress toward meeting treatment plan goals and objectives. When a single service event is documented, the progress note must be
signed and dated by the person providing the service and shall include the credentials of the person who signed the notes. When
more than one (1) service event is documented, progress notes may be signed by any clinical staff member assigned to the
individual. The following are requirements for recording progress notes:
1. For addictions receiving facilities, inpatient detoxification, outpatient detoxification, short-term residential methadone
detoxification, short-term outpatient methadone detoxification, and intensive inpatient treatment, progress notes shall be recorded
and signed at least daily;
2. For residential treatment, day or night treatment with community housing, day or night treatment, and long-term outpatient
methadone detoxification, progress notes shall be recorded at least weekly;
3. For intensive outpatient treatment and outpatient treatment, progress notes shall be recorded at least weekly or, if contact
occurs less than weekly, notes will be recorded according to the frequency of sessions; and
4. For methadone medication-assisted treatment for opioid addiction, progress notes shall be recorded according to the
frequency of sessions and signed.
(2) Ancillary Services. This requirement applies to addictions receiving facilities, detoxification, intensive inpatient treatment,
residential treatment, day or night treatment with community housing, day or night treatment, intensive outpatient treatment,
outpatient treatment, aftercare, and medication-assisted treatment for opioid addiction. Ancillary services shall be provided directly
or through referral in instances where a provider cannot or does not provide certain services needed by an individual. The provision
of ancillary services shall be based on individual needs as determined by the treatment plan and treatment plan reviews. In cases
where individuals need to be referred for services, the provider shall use a case management approach by linking individuals to
needed services and following-up on referrals. All such referrals shall be initiated and coordinated by the individual’s primary
counselor or other designated clinical staff who shall serve as the individual’s case manager. A record of all such referrals for
ancillary services shall be maintained in the clinical record, including whether or not a linkage occurred or documentation of efforts
to confirm a linkage when confirmation was not received.
(3) Prevention Plan, Intervention Plan, and Summary Notes.
(a) Prevention Plan. For individuals receiving indicated prevention services as described in paragraph 65E-14.021(4)(v), F.A.C.,
a prevention plan shall be completed within 45 calendar days. Prevention plans shall include goals and objectives designed to reduce
risk factors and enhance protective factors. The prevention plan shall be reviewed and updated every 60 calendar days from the date
of completion of the plan. The prevention plan shall be signed and dated by staff who developed the plan and signed and dated by
the individual.
(b) Intervention Plan. For individuals involved in intervention on a continuing basis, an intervention plan shall be completed
within 45 calendar days. Intervention plans shall include goals and objectives designed to reduce the severity and intensity of factors
associated with the onset or progression of substance use. The intervention plan shall be reviewed and updated at least every 60
days. The intervention plan shall be signed and dated by staff who developed the plan and signed and dated by the individual.
(c) Summary Notes. Summary notes shall be completed in indicated prevention and intervention services where clinical records
are required. Summary notes shall contain information regarding an individual’s progress or lack of progress in meeting the
conditions of the prevention or intervention plan described in paragraphs (a) and (b). Summary notes shall be entered into the
individual’s clinical record at least weekly for those weeks in which services are scheduled. Each summary note shall be signed and
dated by staff delivering the service.
(4) Discharge and Transfer Summaries. This requirement applies to addictions receiving facilities, detoxification, intensive
inpatient treatment, residential treatment, day or night treatment with community housing, day or night treatment, intensive
outpatient treatment, outpatient treatment, medication-assisted treatment for opioid addiction, aftercare, and intervention.
(a) Discharge Summary. A written discharge summary shall be completed for individuals who complete services or who leave
prior to completion of services. The discharge summary shall include a summary of the individual’s involvement in services, the
reasons for discharge, and the provision of and referral to other services needed by the individual following discharge, including
aftercare. The discharge summary shall be completed within 15 business days and signed and dated by a primary counselor.
(b) Transfer Summary. A transfer summary in accordance with policies and procedures shall be completed immediately for
individuals who transfer from one (1) component to another within the same provider and shall be completed within 5 calendar days
when transferring from one (1) provider to another. In all cases, an entry shall be made in the individual’s clinical record regarding
the circumstances surrounding the transfer and that entry and transfer summary shall be signed and dated by a primary counselor

within 15 days.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321, 397.410 FS. History–New 8-29-19.

65D-30.0045 Rights of Individuals.
(1) Individual Rights. Individuals applying for or receiving services for substance use disorders are guaranteed the protection of
fundamental human, civil, constitutional, and statutory rights, including those specified in subsections 397.501(1)-(10), F.S.
(a) Provisions. Basic individual rights shall include:
1. Provisions for informing the individual, family member, or authorized guardian of their rights and responsibilities, assisting
in the exercise of those rights, and an accessible grievance system for resolution of conflicts;
2. Provisions assuring that a grievance may be filed for any reason with cause;
3. The prominent posting of notices informing individuals of the grievance system;
4. Access to grievance submission forms;
5. Education of staff in the importance of the grievance system and individual rights;
6. Specific levels of appeal with corresponding time frames for resolution;
7. Timely receipt of a filed grievance;
8. The logging and tracking of filed grievances until resolved or concluded by actions of the provider’s governing board;
9. Written notification of the decision to the appellant; and
10. Analysis of trends to identify opportunities for improvement.
(b) Providing Information to Affected Parties. Notification to all parties of these rights shall include affirmation of an
organizational non-relationship policy that protects a party’s right to file a grievance or express their opinion and invokes
applicability of state and federal protections. Providers shall post the number of the abuse hotline, Disability Rights Florida, and the
regional Office of Substance Abuse and Mental Health in a conspicuous place within each facility and provide a copy to each
individual receiving services.
(c) Implementation of Individual Rights Requirements by Department of Corrections and Department of Management Services.
In lieu of the requirements of this subsection, the rights of individuals in Substance Abuse Programs:
1. Operated by the Department of Corrections shall be protected by the policies and procedures established by the Department
of Corrections.
2. Under contract with the Department of Management Services shall be protected by the terms of the contract.
(2) Individual Employment. Providers shall ensure that all work performed on behalf of the provider by an individual receiving
services is voluntary, justified by the treatment plan, and that all wages, if any, are in accordance with applicable wage and disability
laws and regulations.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321, 397.4014, 397.410, 397.501 FS. History–New 8-29-19.

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) The staff development plan must be reviewed at least annually through the quality assurance program and revised as needed.
The plan must be signed and dated.
(b) All required 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. A two (2) hour educational course on HIV/AIDS as required by section 381.0035, F.S.
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. Training in incident reporting procedures and requirements in accordance with subsection 65D-30.004(17), F.A.C., the
affirmative duty requirements and protections of chapter 415, F.S., and Title V of the Americans with Disabilities Act.

4. For direct care staff working in component services identified in subsection 65D-30.004(12), F.A.C., two (2) hours of
training in verbal de-escalation techniques and two (2) hours annually thereafter.
5. Staff performing nursing support functions must be trained in those services prior to performing that function.
6. For all direct care staff, training and certification in cardiopulmonary resuscitation (CPR) and first aid. Staff must maintain
CPR and first 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 shall participate in a
minimum of 10 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 in inpatient and residential settings;
2. Fire prevention, life safety, and disaster preparedness;
3. Safety awareness program;
4. Rights of individuals 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 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) Special Training Requirements for Clinical Staff. All new clinical staff who work at least 20 hours per week or more must
receive 12 hours of competency-based training related to substance use disorder treatment and recovery within the first year.
(g) Special Training Requirements for Prevention. In addition to paragraphs (1)(c) and (d), new staff providing prevention
services shall receive 12 hours basic training in science-based prevention within the first year of employment.
(h) Medication Administration Training Requirements. Training is required before personnel may supervise the selfadministration of medication. At least two and a half (2.5) hours of training is required which may be conducted only by licensed
practical nurses, licensed registered nurses or advanced practice registered nurses. 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 selfadministration of medication.
(i) In addition to the requirements of paragraph (h), self-administration of medication training must include step-by-step
procedures, covering, at a minimum, the following subjects:
1. Safe storage, handling, and disposal of medications;
2. Comprehensive understanding of and compliance with medication instructions on a prescription label, a healthcare
practitioner’s order, and proper completion of medication observation record (MOR) form;
3. The medical indications and purposes for commonly used medications, their common side effects, and symptoms of adverse
reactions;
4. The proper administration of oral, transdermal, ophthalmic, otic, rectal, inhaled or topical medications;
5. Safety and sanitation practices while administering medication;
6. Medication administration documentation and record keeping requirements;
7. Medical errors and medical error reporting;
8. Determinations of need for medication administration assistance and informed consent requirements;
9. Procedural arrangements for individuals who require medication offsite; and
10. Validation requirements.
(2) Clinical Supervision. A qualified professional 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. Staff not licensed under chapter 458, 459, 464, 490 or 491, F.S., providing services specific to substance

use are limited to the following tasks unless otherwise specified in this rule:
(a) Screening;
(b) Psychosocial assessment;
(c) Treatment planning;
(d) Referral;
(e) Service coordination;
(f) Consultation;
(g) Continuing assessment and treatment plan reviews;
(h) Recovery support services;
(i) Crisis intervention;
(j) Individual, family, and community education;
(k) Documentation of progress;
(l) Any other tasks permitted in these rules and appropriate to that licensable component; and
(m) Counseling, including;
1. Individual counseling;
2. Group counseling; and
3. Counseling with families, couples, and significant others.
(4) Staff Qualifications. Staff must provide services within the scope of their professional licensure certification; or training and
competence in applicable clinical protocols.
(a) The scope of practice limitations listed in subsection (3) apply to the following unlicensed staff who must work directly
under the supervision of a qualified professional:
1. Bachelor’s or master’s degree level practitioners. Practitioners 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;
2. Registered marriage and family therapy, clinical social work, and mental health counseling interns;
3. Certified master’s degree level addiction professionals who are certified by the Florida Certification Board;
4. Certified addictions professionals who are certified by the Florida Certification Board;
5. Certified addiction counselors who are certified by the Florida Certification Board.
(b) Certified recovery peer specialists and specialist or certified recovery support specialists who are certified by the Florida
Certification Board may provide all services listed in subsection (3) of this rule, except counseling listed in paragraph (3)(l), under
the supervision of a qualified professional or a certified recovery peer specialist with a minimum of three (3) years of experience
providing recovery support services to individuals with substance use disorders. Recovery support specialists and recovery peer
specialists are allowed one year from the date of their employment to obtain certification through the Florida Certification Board.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321, 397.410 FS. History–New 8-29-19.

65D-30.0047 Facility Standards.
Facility standards in subsections (1)-(11) below apply to addictions receiving facilities, inpatient detoxification facilities, intensive
inpatient treatment, and residential treatment facilities. Facility standards in subsections (6)-(11) apply to outpatient detoxification,
day or night treatment with community housing, day or night treatment, intensive outpatient treatment, outpatient treatment, and
methadone medication-assisted treatment for opioid addiction.
(1) Grounds. Each facility and its grounds shall be designed to meet the needs of the individuals served, the service objectives,
and the needs of staff and visitors. Providers shall afford each individual access to the outdoors. Access may be restricted in cases
where the individual presents a clear and present danger to self or others or is at risk for elopement.
(2) Space and Equipment. Provisions shall be made to ensure that adequate space and equipment are available for all of the
service components of the facility, and the various functions within the facility.
(3) Personal Possessions. Provisions shall be made which will ensure that individuals have access to individual storage areas for
clothing and personal possessions.
(4) Laundry Facilities. Laundry facilities or laundry services shall be available which ensure the availability of clean clothing,
bed linens, and towels.

(5) Personal Hygiene. Items of personal hygiene shall be provided if the individual is unable to provide these items.
(6) Safety. Providers shall ensure the safety of individuals receiving services, staff, visitors, and the community to the extent
allowable by law.
(7) Managing Disasters. Providers shall have written disaster preparedness plans as outlined in paragraph 65E-12.106(12)(a),
F.A.C. In addition, the plan shall include procedures for the transfer of any individuals to other providers. In the cases of emergency
temporary relocation, a provider must deliver or arrange for appropriate care and services to all individuals. All such plans shall be
provided to the regional office upon request. The chief executive officer shall review, sign and date the plan at least annually.
(8) Housekeeping and Maintenance. Provisions shall be made to ensure that housekeeping and maintenance services are capable
of keeping the building and equipment clean and in good repair.
(9) Hazardous Conditions. Buildings, grounds, equipment, and supplies shall be maintained, repaired, and cleaned so that they
are not hazardous to the health and safety of individuals receiving services, staff, or visitors.
(10) Hazardous Materials. Providers shall ensure that hazardous materials are properly identified, handled, stored, used, and
dispensed.
(11) Compliance with Local Codes. All licensed facilities used by a provider, including community housing, shall comply with
local fire safety standards enforced by the State Fire Marshal, pursuant to section 633.104, F.S., rules established pursuant to rule
chapter 69A-44, F.A.C., and with health and zoning codes enforced at the local level. Providers shall update and have proof of
compliance with local fire and safety and health inspections annually for applicable components. (Inmate Substance Abuse
Programs operated by or under contract with the Department of Corrections or the Department of Management Services, and
Juvenile Justice Commitment Programs and detention facilities operated by or under contract with the Department of Juvenile
Justice are exempt from this requirement.)
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321, 397.410 FS. History–New 8-29-19.

65D-30.0048 Offender Referrals Under Chapter 397, F.S.
(1) Authority to Refer. Any offender, including any minor, who is charged with or convicted of a crime, is eligible for referral to
a provider. The referral may be from the court or from the criminal or juvenile justice authority which has jurisdiction over that
offender, and may occur prior to, in lieu of, or in addition to, final adjudication, imposition of penalty or sentence, or other action.
(2) Referral Information. Referrals shall be in writing and signed by the referral source.
(3) Provider Responsibilities.
(a) If the offender is not appropriate for placement by the provider, this decision must immediately be communicated to the
referral source and documented in writing within 24 hours, stating reasons for refusal.
(b) The provider, after consultation with the referral source, may discharge the offender to the referral source.
(c) When an offender is successful or unsuccessful in completing treatment or when the commitment period expires, the
provider shall communicate this to the referral source.
(4) Assessment of Juvenile Offenders.
(a) Each juvenile offender referred by the court and the Department of Juvenile Justice shall be assessed to determine the need
for services for substance use disorders.
(b) The Department, in conjunction with the court and the Department of Juvenile Justice, shall establish procedures to ensure
that juvenile offenders are assessed for substance use disorders and that diversion and adjudication proceedings include conditions
and sanctions to address substance use disorders. These procedures must address:
1. Responsibility of local contracted providers for assessment;
2. The role of the court in handling non-compliant juvenile offenders; and
3. Priority Services.
4. Families of the juvenile offender may be required by the court to participate in the assessment process and other services
under the authority found in chapter 985, F.S.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.321, 397.410, 397.4014 FS. History–New 8-29-19.

65D-30.0049 Voluntary and Involuntary Placement.
(1) Voluntary and Involuntary Placement Under chapter 397, F.S., parts IV and V.
(a) Eligibility Determination.

1. Voluntary Placement. To be considered eligible for treatment on a voluntary basis, an applicant for services must meet
diagnostic criteria for substance use disorders utilizing a validated tool used for service determination.
2. Involuntary Placement. To be considered eligible for services on an involuntary basis, a person must meet the criteria for
involuntary placement as specified in section 397.675, F.S.
(b) Provider Responsibilities Regarding Involuntary Placement.
1. Persons who are involuntarily placed shall be served only by licensed service providers as defined in subsection 397.311(25),
F.S., and only in those components permitted to admit individuals on an involuntary basis.
2. Providers which accept involuntary referrals must provide a description of the eligibility and diagnostic criteria and the
placement process to be followed for each of the involuntary placement procedures described under sections 397.677, 397.679,
397.6798, 397.6811, and 397.693, F.S.
3. Individuals shall be referred to more appropriate services if the provider determines that the person should not be placed or
should be discharged. Such referral shall follow the requirements found in paragraphs 397.6751(2)(a), (b), (c) and (3)(a), (b), F.S.
The decision to refuse to admit or to discharge shall be made by a qualified professional. Any attempts to contact the referral source
must be made in accordance with Title 42, Code of Federal Regulations, Part 2.
4. In cases in which the court ordering involuntary treatment includes a requirement in the court order for notification of
proposed release, the provider must notify the original referral source in writing. Such notification shall comply with legally defined
conditions and timeframes and conform to confidentiality regulations found in Title 42, Code of Federal Regulations, Part 2, and
subsection 397.501(7), F.S.
(c) Assessment Standards for Involuntary Treatment Proceedings. Providers that make assessments available to the court
regarding hearings for involuntary treatment must define the process used to complete the assessment. This includes specifying the
protocol to be utilized, the format and content of the report to the court, and the internal procedures used to ensure that assessments
are completed and submitted within legally specified timeframes. For persons assessed under an involuntary order, the provider shall
address the means by which the physician’s review and signature for involuntary assessment and stabilization and the signature of a
qualified professional for involuntary assessments only, will be secured. This includes the process that will be used to notify affected
parties stipulated in the petition.
(d) Provider Initiated Involuntary Admission Petitions. Providers are authorized to initiate petitions under the involuntary
assessment and stabilization and involuntary treatment provisions when that provider has direct knowledge of the respondent’s
substance use disorder or when an extension of the involuntary admission period is needed. Providers shall specify the
circumstances under which a petition will be initiated and the means by which petitions will be drafted, presented to the court, and
monitored through the process. This shall be in accordance with Title 42, Code of Federal Regulations, Part 2. The forms to be
utilized and the methods to be employed to ensure adherence to legal timeframes shall be included in the procedures.
(2) For persons with a co-occurring substance use and mental health disorders, providers shall develop and implement operating
procedures for serving or arranging for services.
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65D-30.005 Standards for Addictions Receiving Facilities.
An addictions receiving facility is a secure, acute-care or sub-acute, residential facility operated 24 hours-per-day, 7 days-per-week,
designated by the Department to serve individuals found to be substance use impaired as described in section 397.675, F.S., and who
meet the placement criteria for this component. In addition to rule 65D-30.004, F.A.C., the following standards apply to addictions
receiving facilities.
(1) Designation of Addictions Receiving Facilities. The Department shall designate addictions receiving facilities. The provider
shall indicate on the licensure application for this service component that designation is requested. Once the designation request is
received by the Regional Substance Abuse and Mental Health Program Office, the Regional Substance Abuse and Mental Health
Program Director shall submit a written recommendation to the Office of Substance Abuse and Mental Health headquarters in
Tallahassee, Florida. The headquarters Director of Substance Abuse and Mental Health may approve or deny the request and shall
respond in writing to the Chief Executive Officer of the requesting provider.
(a) Criteria for Department approval of addictions receiving facility designation:
1. The Department ensures provider’s policies and procedures achieve at least 80 percent compliance with applicable licensing
standards; and

2. The Department assesses that the provider is capable of providing a secure, acute care facility to include compliance with
seclusion and restraint; and
3. A Regional Substance Abuse and Mental Health Director recommends in writing that the Department designate the
provider’s facility as a designated addictions receiving facility.
(b) If the request is denied, the response shall specify the reasons for the denial. If the request is approved, the response shall
include a certificate designating the facility. The designation shall be valid for as long as the provider’s license for the addiction
receiving facility is valid.
(2) Services.
(a) Stabilization and Detoxification. Following the nursing physical screen, and in cases where medical emergency services are
unnecessary, the individual shall be stabilized in accordance with their presenting condition. Detoxification shall be initiated if this
course of action is determined to be necessary.
(b) Supportive Counseling. Each individual shall be offered supportive counseling on a daily basis, unless an individual is not
sufficiently stabilized as defined in subsection 65D-30.002(78), F.A.C. Supportive counseling sessions shall be of sufficient duration
to enable staff to make reasonable decisions regarding the individual’s need for other services. Services shall be directed toward
assuring the individual’s most immediate needs are addressed and that the individual is encouraged to remain engaged in treatment
and to follow up on referrals after discharge.
(c) Daily Schedule. The provider shall develop a daily schedule that shall be posted in clear view of all program participants and
include recreational and educational activities. Participation in daily activities by the individual shall be documented in the
individual’s clinical record.
(3) Facility Requirements Related to Screening and Assessment. Providers shall designate an area of the facility that is properly
equipped and furnished for conducting screening and assessment. The area shall be conducive to privacy and freedom from
distraction, and shall be accessible to transportation, including law enforcement vehicles and ambulances.
(4) Observation of Individuals. Individuals requiring close medical observation, as determined by medical staff, shall be visible
and readily accessible to the nursing staff 24 hours per day and 7 days per week. Staff shall perform visual checks minimally every
15 minutes, which shall be documented in the individual’s clinical record. Individuals who do not require close medical observation
shall be in a bed area that allows for general nursing observation.
(5) Eligibility Criteria. To be considered eligible for placement, a person must be unable to be placed in another component and
must also fall into one (1) of the following categories:
(a) An individual who presents for voluntary admission who displays behaviors that indicate potential harm to self or others due
to a substance use issue or who meets diagnostic or medical criteria justifying admission in a secure facility; or
(b) An individual who meets the criteria for involuntary admission specified in section 397.675, F.S., or
(c) An adult or juvenile offender who is ordered for assessment or treatment under sections 397.705 and 397.706, F.S., and who
meets diagnostic or medical criteria justifying placement in an addictions receiving facility, or
(d) Juveniles found in contempt as authorized under section 985.037, F.S.
(6) Exclusionary Criteria for Addictions Receiving Facilities. Persons ineligible for placement include:
(a) Persons found not to be using substances or whose substance use is at a level which permits them to be served in another
component, with the exception of persons placed for purposes of securing an assessment for the court; and
(b) Persons found to be beyond the safe management capability of the provider as defined under section 397.311(3), F.S., and as
described under section 397.6751(1)(f), F.S.
(7) Admission Procedures. Following the nursing physical screen, the individual shall be screened to determine eligibility for
admission. The decision to admit or not to admit shall be made by a physician, a qualified professional, or an R.N., and shall be
based upon the results of screening information and face-to-face consultation with the person to be admitted.
(8) Notification and Referral. In the event that the addictions receiving facility has reached full capacity or it has been
determined that the screened individual cannot be safely managed, the provider shall attempt to notify the referral source and
document the attempt. In addition, the provider shall provide assistance in referring the person to another component, in accordance
with section 397.6751, F.S.
(9) Involuntary Assessment and Disposition.
(a) Involuntary Assessment. An assessment shall be completed for each individual admitted to an addictions receiving facility
under protective custody, emergency admission, alternative involuntary assessment for minors, and under involuntary assessment

and stabilization. The assessment shall be completed by a qualified professional and based on the requirements in paragraph 65D30.0042(2)(b), F.A.C. The assessment shall be directed toward determining the individual’s need for additional treatment and the
most appropriate services and supports.
(b) Disposition Regarding Involuntary Admissions. Within the assessment period, one (1) of the following actions shall be
taken, based upon the needs of the individual and, in the case of a minor, after consultation with the parent(s) or guardian(s).
1. The individual shall be released and notice of the release shall be given to the applicant or petitioner and to the court,
pursuant to section 397.6758, F.S. In the case of a minor that has been assessed or treated through an involuntary admission, that
minor must be released to the custody of his parent(s), legal guardian(s), or legal custodian(s).
2. The individual shall be asked if they will consent to voluntary treatment at the provider, or consent to be referred to another
provider for voluntary treatment in another service component.
3. A petition for involuntary treatment will be initiated.
(10) Notice to Family or Legal Guardian. In the case of a minor, the minor’s parent(s) or legal guardian(s) shall be notified upon
admission to the facility. Such notification shall be in compliance with the requirements of Title 42, Code of Federal Regulations,
Part 2.
(11) Staffing. Providers shall conduct clinical and medical staffing of individuals admitted for services. Participation in staffing
shall be dictated by the individual’s needs. At a minimum, staffing shall include participation by a physician, nurse, primary
counselor, and the individual served unless clinically contraindicated.
(12) Staff Coverage. A physician, P.A., or A.R.N.P. shall make daily visits to the facility for the purpose of conducting physical
examinations and addressing the medical needs of individuals. A full-time R.N. shall be the supervisor of all nursing services. An
R.N. or L.P.N. shall be on-site 24 hours per day, 7 days per week. At least one (1) qualified professional shall be on staff and shall
be a member of the treatment team. At least one (1) member of the clinical staff shall be available on-site for eight (8) hours daily
and be on-call thereafter.
(13) Staffing Requirement and Bed Capacity. The staffing requirement for nurses and nursing support personnel for each shift
shall consist of the following:
Licensed Bed Capacity
1-10
11-20
21-30

Nurses
1
1
2

Nursing Support
1
2
2

The number of nurses and nursing support staff shall increase in the same proportion as the pattern described above. In those
instances where a provider operates a crisis stabilization unit and addictions receiving facility within the same facility, the combined
components shall conform to the staffing requirement of the component with the most restrictive requirements.
(14) Seclusion and Restraint.
(a) Addictions receiving facilities may utilize seclusion and restraint. If seclusion or restraint is utilized, addictions receiving
facilities shall adhere to all standards and requirements for seclusion and restraint as described in rule 65E-5.180, F.A.C.
(b) If an addictions receiving facility chooses not to conduct any seclusions and restraints, the provider shall not maintain a
seclusion and restraint room, and the provider’s policies and procedures shall prohibit staff from conducting seclusions and
restraints.
(c) De-escalation techniques shall be employed before seclusion or restraint and in accordance with the provider’s policies and
procedures. If seclusion or restraint is utilized, it shall be documented in the clinical record and reported using the Department’s
web-based reporting system as described in chapter 65E-5, F.A.C.
(d) Under no circumstances shall individuals being served be involved in the seclusion or restraint of other individuals.
Additionally, seclusion, or restraint shall not be utilized as punishment or for the convenience of staff.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.4014, 397.410 FS. History–New 5-25-00, Amended 4-3-03, 829-19.

65D-30.006 Standards for Detoxification.
In addition to rule 65D-30.004, F.A.C., the following standards apply to detoxification.
(1) Detoxification is a process involving acute or subacute care that is provided on a non-hospital inpatient or an outpatient basis

to assist individuals who meet the placement criteria for this component to withdraw from the physiological and psychological
effects of substance use.
(2) General Requirements. Detoxification protocols shall be developed by the medical director, or in accordance with the
medical protocol established in subsection 65D-30.004(6), F.A.C., and implemented upon admission according to the physiological
and psychological needs of the individual.
(3) Inpatient Detoxification.
(a) Services.
1. Stabilization. Stabilization services shall be provided as an initial phase of detoxification.
2. Supportive Counseling. Each individual shall participate in supportive counseling on a daily basis unless the individual is not
sufficiently stable. Supportive counseling sessions shall be of sufficient duration to enable staff to make reasonable decisions
regarding the individual’s need for other services. Services shall be directed toward ensuring that the individual’s most immediate
needs are addressed and encouraging the individual to remain engaged in treatment and to follow up on referrals after discharge.
3. Daily Activities. The provider shall develop a schedule of daily activities that will be provided based on the detoxification
protocols as defined in subsection 65D-30.002(27), F.A.C. This shall include recreational and educational activities, and
participation shall be documented in the clinical record.
4. Involuntary Assessment and Disposition. Individuals who are involuntarily admitted into a detoxification unit under
protective custody, emergency admission or involuntary assessment and stabilization pursuant to section 397.6772, 397.6797, or
397.6811, F.S., shall be assessed and referred as in subsection 65D-30.005(9), F.A.C.
(b) Observation of Individuals. Individuals requiring close medical observation, as determined and documented by medical
staff, shall be visible and readily accessible to nursing staff. Individuals who do not require close medical observation shall be in a
bed area that allows for general nursing observation.
(c) Staff Coverage. Each facility shall have a physician on call at all times to address medical problems and to provide
emergency medical services. The physician’s name, telephone number, and schedule for this arrangement shall remain current and
clearly posted at the nurse’s station. An R.N. shall be the supervisor of all nursing services and shall be on-call 24 hours per day, 7
days per week. An L.P.N. or R.N. shall be on-site 24 hours per day, 7 days per week. All staff shall have immediate access to a
nurse supervisor or physician for consultation.
(d) Staffing Requirement and Bed Capacity. The staffing requirement for nurses and nursing support personnel for each shift
shall be as follows:
Licensed Bed Capacity
1-15
16-20
21-30

Nurses
1
1
2

Nursing Support
1
2
2

The number of nurses and nursing support staff shall increase in the same proportion as the requirement described above. In
instances where an inpatient detoxification component and a licensed crisis stabilization unit are co-located, the staffing requirement
for the combined components shall conform to the staffing requirement of the component with the more restrictive requirements.
(4) Outpatient Detoxification. The following standards apply to outpatient detoxification.
(a) Eligibility for Services. Eligibility for outpatient detoxification shall be determined from the following:
1. The individual’s overall medical condition;
2. The individual’s family or support system, for the purpose of observing the individual during the detoxification process, and
for monitoring compliance with the medical protocol;
3. The individual’s overall stability and behavioral condition;
4. The individual’s ability to understand the importance of managing withdrawal utilizing medications and to comply with the
medical protocol; and
5. An assessment of the individual’s ability to abstain from the use of substances, except for the proper use of prescribed
medication.
(b) Drug Screening. A drug and alcohol screen shall be conducted at admission. Thereafter, the program shall require random
drug and alcohol screening for each individual in accordance with the provider’s medical protocol.
(c) Services.

1. Supportive Counseling. Each individual shall participate in supportive counseling on a weekly basis. Counseling sessions
shall be of sufficient duration to enable staff to make decisions regarding the individual’s need for other services and to determine
progress.
2. Referral to Inpatient Detoxification. Providers shall refer individuals to inpatient detoxification or the appropriate level of
care when there is evidence that the individual is unable to comply with the outpatient protocol.
(d) Staffing Requirement. Staffing for outpatient detoxification shall minimally consist of the following:
1. A physician, or an A.R.N.P. or a P.A. working under the supervision of a physician, available and on-call during operating
hours,
2. An R.N., or an L.P.N. working under the supervision of an R.N., on-site during operating hours; and,
3. A counselor, on-site during operating hours.
(e) Training. All direct services staff working in outpatient detoxification shall be trained in the outpatient detoxification
protocol prior to having contact with the individual in need of services.
(5) Additional Requirements for the Use of Methadone in Detoxification. In cases where a provider uses methadone in the
detoxification protocol, the provider shall comply with the minimum standards found under subsection 65D-30.006(2), F.A.C., if
methadone is provided as part of inpatient detoxification, and subsection 65D-30.006(3), F.A.C., if methadone is provided as part of
outpatient detoxification. In either case, methadone may be used short-term (no more than 30 days) or long-term (no more than 180
days). Short-term detoxification is permitted on an inpatient and an outpatient basis while long-term detoxification is permitted on
an outpatient basis only. A provider shall not admit an individual in more than two (2) detoxification episodes in one (1) year. The
physician or other medically qualified professional designee identified in accordance with the medical protocol established in
subsection 65D-30.004(7), F.A.C., shall assess the individual upon admission to determine the need for other forms of treatment.
Providers shall also comply with the standards found under subsection 65D-30.014(4), F.A.C., with the exception of the following
conditions:
(a) Take-home methadone is not allowed during short-term detoxification.
(b) Individuals involved in long-term detoxification shall have a drug screen initially and at least monthly thereafter.
(c) Individuals involved in short-term detoxification shall have at least one (1) initial drug screen.
(5) Hours of Operation. Providers shall post their hours of operation and this information shall be visible to the public.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.4014, 397.410 FS. History–New 5-25-00, Amended 4-3-03, 829-19.

65D-30.0061 Standards for Intensive Inpatient Treatment.
(1) 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 hospital setting.
(2) Admission Criteria. Intensive inpatient treatment is appropriate for individuals whose acute biomedical, behavioral,
cognitive, and emotional problems are severe enough to require primary medical and nursing care. These individuals may exhibit
violent or suicidal behaviors, or other severe disturbances due to substance use. Program services may be offered in an appropriately
licensed facility located in a community setting, a specialty unit in a general or psychiatric hospital, or other licensed health care
facility. In addition to rule 65D-30.004, F.A.C., the following standards apply to intensive inpatient treatment.
(3) Specialized Services. Providers shall make provisions to meet the needs of individuals with a co-occurring substance use and
mental health disorder and related biomedical disorders. This includes protocols for:
(a) Providing clinical services by an interdisciplinary team of qualified staff daily;
(b) Planning clinical program activities designed to stabilize acute substance use and other psychiatric symptoms, adapted to the
individual’s developmental stage and level of comprehension;
(c) Monitoring the individual’s compliance in taking prescription medication on a regular basis, including medication education;
(d) Reviewing the individual’s recent psychiatric history and mental status examination;
(e) Developing a comprehensive psychiatric history and conducting a mental status examination as determined by the
individual’s needs;
(f) Providing co-occurring enhanced services utilizing best practices; and
(g) Providing related biomedical services, as determined by the individual’s needs.
(4) Standard Services. Standard services shall include a specified number of hours of counseling as provided for in subsection

65D-30.0061(5), F.A.C. Each provider shall be capable of providing or arranging for the services listed below. With the exception of
counseling, it is not intended that all services listed below be provided. Services shall be provided in accordance with the needs of
the individual as identified in the assessment and treatment plan as follows:
(a) Individual counseling;
(b) Group counseling;
(c) Counseling with family members or members of the individual’s support system;
(d) Substance-related and recovery-focused education, such as strategies for avoiding substance use or relapse, information
regarding health problems related to substance use, motivational enhancement, and strategies for achieving a substance-free
lifestyle;
(e) Life skills training, such as anger management, communication skills, employability skills, problem solving, relapse
prevention, recovery management, decision-making, relationship skills, and symptom management;
(f) Expressive therapies, such as recreation therapy, art therapy, music therapy, or dance (movement) therapy to provide the
individual with alternative means of self-expression and problem resolution;
(g) Training or provision of information regarding health and medical issues;
(h) Employment or educational support services to assist individuals in becoming financially independent; and
(i) Mental health services for the purpose of:
1. Managing individuals with disorders who are stabilized;
2. Evaluating individuals’ needs for in-depth mental health assessment;
3. Training individuals to manage symptoms; and
4. If the provider is not staffed to address primary mental health problems which may arise during treatment, the provider
should initiate a timely referral to an appropriate provider for mental health crises or for the emergence of a primary mental health
disorder in accordance with the provider’s policies and procedures.
(4) Required Hours of Services. Individuals shall receive services each week in accordance with subsections 65D-30.0061(2)
and (3), F.A.C., including at least 14 hours of counseling and 20 hours of other structured activities.
(5) Observation of Individuals. Individuals requiring close medical observation, as determined and documented by medical
staff, shall be visible and readily accessible to nursing staff. Individuals who do not require close medical observation shall be in a
bed area that allows for general nursing observation.
(6) Staff Coverage.
(a) There shall be nursing coverage 24 hours per day, 7 days per week. An R.N. shall supervise all nursing staff and an R.N. or
L.P.N. shall be on-site. Nursing staff shall be responsible for monitoring each individual’s medical progress and medication
administration. An R.N. or L.P.N. shall conduct a mental health focused nursing assessment at the time of admission. A physician
shall be on-call 24 hours per day, 7 days per week.
(b) A psychiatrist or psychiatric A.R.N.P. or P.A. shall be available by telephone to assess the individual’s mental condition, if
needed. A face-to-face assessment shall be conducted on individuals with a co-occurring disorder within three (3) calendar days of
admission.
(c) A qualified professional licensed under chapter 490 or 491, F.S., shall be a member of the interdisciplinary team and shall be
on-site daily. At least one (1) member of the non-medical clinical staff shall be on-site for eight (8) hours daily and be on-call
thereafter.
(7) Caseload. No primary counselor may have a caseload that exceeds 10 currently participating individuals.
(8) Transportation. Each provider shall arrange for or provide transportation services to individuals who are involved in
activities or in need of services that are provided at other facilities.
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65D-30.007 Standards for Residential Treatment.
In addition to rule 65D-30.004, F.A.C., the following standards apply to residential treatment.
(1) Residential treatment is a service provided in a structured and supervised live-in environment within a nonhospital or freestanding setting 24 hours-per-day, 7 days-per-week, and is intended for individuals who meet the placement criteria for this
component. For the purpose of these rules, there are four (4) levels of residential treatment that vary according to the type,
frequency, and duration of services provided.

(2) Facilities Not Required to be Licensed as Residential Treatment. Licensure as residential treatment, as defined in paragraph
65D-30.002(16)(d), F.A.C., shall not apply to facilities that only provide housing, meals, or housing and meals to individuals who
are substance use impaired or in recovery. These facilities do not provide clinical services; however, they may arrange for or provide
support groups such as Alcoholics Anonymous and Narcotics Anonymous. All other facilities providing services to individuals as
described in subsections 65D-30.007(2) and (3), F.A.C., either at the facility or at alternate locations, must be licensed under this
rule.
(3) Levels of Residential Treatment. For the purpose of this rule, there are four levels of residential treatment. In each level,
treatment shall be structured to serve individuals who need a safe and stable living environment in order to develop sufficient
recovery skills for the transition to a less restrictive level of care or reintegration into the general community in accordance with
placement criteria. Treatment shall also include a schedule of services provided within a positive environment that reinforce the
resident’s recovery. Individuals will be placed in a level of residential treatment that is based upon their treatment needs and
circumstances. Because treatment plans should be specific to the individual, length of stay and duration of treatment shall be
dependent upon the individual’s: a) severity of illness or disorder, b) level of functioning, and c) clinical progress in treatment and
outcomes based on individualized treatment goals for all levels of residential treatment.
(a) Level 1 programs offer organized treatment services that feature a planned and structured regimen of care in a 24-hour
residential setting. These programs are more than a 24-hour supported living environment (like those in level 4), and are a 24-hour
treatment setting. There are two (2) categories of treatment under this level of care.
1. Adult Level 1 programs are appropriate for adults age 18 years and older with a substance use disorder or a co-occurring
mental health and substance use disorder who have sub-acute biomedical, behavioral, emotional, or cognitive conditions severe
enough that they require treatment in a Level 1 program, but do not need the full resources of an acute care general hospital or a
medically managed inpatient treatment program. This level includes programs that provide services on a short-term basis. The
emphasis is on an intensive regimen of clinical services using a multidisciplinary team approach. Services may include some
medical services based on the needs of the individual.
2. Adolescent Level 1 programs are appropriate for adolescents under the age of 18 years with a substance use disorder or who
have a co-occurring substance use and mental health disorders or symptoms. This level is often necessary to help change negative
patterns of behavior, thinking, and feeling that predispose one to substance use and to develop skills to maintain a substance-free
life. Services should take into account the different developmental needs based on the age of the adolescent and address any deficits
in behavioral, cognitive, and social-emotional development often associated with substance use during the adolescent period.
Seventeen-year-olds who turn 18 while completing treatment shall be allowed to stay only if it is clinically indicated, there is oneon-one supervision, and they have separate bedrooms.
(b) Level 2 programs are structured rehabilitation-oriented group facilities that serve persons with a substance use disorder or a
co-occurring mental health and substance use disorder who have significant deficits in independent living skills and need extensive
support and supervision. Programs include those referred to as therapeutic communities or some variation of therapeutic
communities and are longer term than Level 1. There are two (2) categories of treatment under this level of care.
1. Adult Level 2 programs are appropriate for adults age 18 years and older with a substance use disorder or a co-occurring
mental health and substance use disorder who have multi-dimensional needs of such severity that they cannot safely be treated in
less intensive levels of care. This level is appropriate for adults who may experience significant social and psychological deficits,
such as chaotic, and often abusive, interpersonal relationships; criminal justice involvement; prior treatment in less restrictive levels
of care; inconsistent work histories and educational experiences; homelessness or inadequate housing; or anti-social behavior. In
addition to clinical services, considerable emphasis is placed on services that address the individual’s educational and vocational
needs, socially dysfunctional behavior, and need for stable housing upon discharge. It also includes services that promote continued
abstinence from substance use upon the individual’s return to the community.
2. Adolescent Level 2 programs are appropriate for adolescents under the age of 18 with a substance use disorder or a cooccuring mental health and substance use disorder who have impaired functioning across a comprehensive range of psychosocial
domains. This is characterized as having unpredictable fluctuations in mood, and developmental or cognitive difficulties related to
mental health symptoms or disorders. In addition to providing clinical services, as defined in rule 65D-30.002, F.A.C., this
level of care provides services to improve interpersonal relationships, conflict resolution skills, impulse control problems and to
reduce social inhibition or withdrawal. For these adolescents, treatment must occur in a structured environment conducive to
teaching and practicing prosocial behavior to facilitate healthy reintegration into the community.

(c) Level 3 programs are appropriate for adults age 18 years and older with a substance use disorder or a co-occurring mental
health and substance use disorder whose cognitive functioning has been severely impaired from the chronic use of substances, either
temporarily or permanently. This would include individuals who have varying degrees of organic brain disorder or brain injury or
other problems that require extended care. The emphasis is on providing services that work on cognitive problems and activities of
daily living, socialization, and specific skills to restore and maintain independent living. Typically, services are slower paced, more
concrete and repetitive. This level excludes adolescent programs.
(d) Level 4 programs are appropriate for adults or adolescents with a substance use disorder or a co-occurring mental health and
substance abuse use disorder and provide services on a short-term basis. This level is appropriate for individuals who have
completed other levels of residential treatment, particularly levels 2 and 3. This includes individuals who have functional limitations
in application of recovery skills, self-efficacy, or a lack of connection to the community systems of work, education, or family life.
Although clinical services are provided, the emphasis is on services that are low-intensity and emphasize a supportive environment.
This includes services that focus on recovery skills, preventing relapse, improving emotional functioning, promoting personal
responsibility and reintegrating the individual into work, education, and family life.
(4) Services. Each individual shall receive services each week, including counseling, as provided for in subsection 65D30.007(6), F.A.C. Each provider shall be capable of providing or arranging for the services listed below. With the exception of
counseling, as defined in rule 65D-30.002, F.A.C., it is not intended that all services listed below be provided. For individuals
participating under subsection 65D-30.0037(15) and rule 65D-30.0048, F.A.C., services shall be provided in accordance with the
terms and conditions of the Department of Corrections’ contract with the provider. Juvenile Justice Commitment Programs and
detention facilities operated by or under contract with the Department of Juvenile Justice are exempt from the requirements of this
subsection, but shall provide such services as required in the policies, standards, and contractual terms and conditions established by
the Department of Juvenile Justice. Otherwise, services shall be provided in accordance with the needs of the individual as identified
in the treatment plan as follows:
(a) Individual counseling;
(b) Group counseling;
(c) Counseling with family members or members of the individual’s support system;
(d) Substance related/recovery-oriented education, such as strategies for avoiding substance use or relapse, health problems
related to substance use, and motivational enhancement and strategies for achieving a substance-free lifestyle;
(e) Life skills training such as anger management, communication skills, employability skills, problem solving, relapse
prevention, recovery training, decision-making, relationship skills, and symptom management;
(f) Expressive therapies, such as recreation therapy, art therapy, music therapy, or dance (movement) therapy to provide the
individual with alternative means of self-expression and problem resolution, and other therapies such as evidence-based practices
and interventions for substance use or co-occurring conditions;
(g) Training or education in health and medical issues;
(h) Employment or educational support services to assist individuals in becoming financially independent; and
(i) Mental health services for the purpose of:
1. Managing individuals with disorders who are stabilized;
2. Evaluating individuals’ needs for in-depth mental health assessment;
3. Training individuals to manage symptoms; and
4. If the provider is not staffed to address primary mental health problems that may arise during treatment, the provider should
initiate a timely referral to an appropriate provider for mental health crises or the emergence of a primary mental health disorder,
according to the provider’s policies and procedures.
(5) Education. As provided for in subsection 397.501(6), F.S., in addition to the services required for all programs, education
and training must be coordinated or provided to an adolescent, appropriate to his or her needs, in order to maintain his or her
educational and intellectual development.
(6) Required Hours of Services.
(a) For level 1, each individual shall receive services each week in accordance with subsection 65D-30.007(4), F.A.C.,
including at least 14 hours of counseling.
(b) For level 2, each individual shall receive services each week in accordance with subsection 65D-30.007(4), F.A.C.,
including at least 10 hours of counseling.

(c) For level 3, each individual shall receive services each week in accordance with subsection 65D-30.007(4), F.A.C.,
including at least 4 hours of counseling.
(d) For level 4, each individual shall receive services each week in accordance with subsection 65D-30.007(4), F.A.C.,
including at least 2 hours of counseling.
In instances in which it is determined that an individual requires fewer hours of counseling in any of the levels of residential
treatment, this shall be described and justified in the individual’s treatment plan and approved by the qualified professional.
(7) Transportation. Each provider shall arrange for or provide transportation services to individuals who are involved in
activities or in need of services, such as mental health, dental, public health, and social services, that are provided at other facilities.
(8) Staff Coverage. For all levels of residential treatment, each provider shall maintain awake, paid staff coverage 24 hours-perday, 7 days per week.
(9) Caseload. No primary counselor may have a caseload that exceeds 15 currently participating individuals.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.4014, 397.410 FS. History–New 5-25-00, Amended 4-3-03, 829-19.

65D-30.008 Standards for Day or Night Treatment with Host Homes.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(18)(d), (e), 397.321(1), 397.419 FS. History–New 5-25-00, Amended 4-3-03,
Repealed 5-21-12.

65D-30.0081 Standards for Day or Night Treatment with Community Housing.
In addition to rule 65D-30.004, F.A.C., the following standards apply to day or night treatment with community housing.
(1) Day or Night Treatment with Community Housing is provided on a nonresidential basis at least five (5) hours each day and
at least 25 hours each week and is intended for individuals who can benefit from living independently in peer community housing
while undergoing treatment. Day or night treatment with community housing is appropriate for individuals who do not require
structured, 24-hours-a-day, 7-days-a-week residential treatment. The housing must be provided and managed by the licensed service
provider, including room and board and any ancillary services needed, such as supervision, transportation, and meals. Activities for
day or night treatment with community housing programs emphasize rehabilitation and treatment services using multidisciplinary
teams to provide integration of therapeutic and family services. This component allows individuals to live in a supportive,
community housing location while participating in treatment. Treatment shall not take place in the housing where the individuals
live, and that the housing is utilized solely for the purpose of assisting individuals in making a transition to independent living.
Individuals who are considered appropriate for this level of care:
(a) Would not have active suicidal or homicidal ideation or present a danger to self or others;
(b) Are able to demonstrate motivation to work toward independence;
(c) Are able to demonstrate a willingness to live in supportive community housing;
(d) Are able to demonstrate commitment to comply with rules established by the provider;
(e) Are not in need of detoxification or residential treatment; and,
(f) Typically need ancillary services such as transportation, assistance with shopping, or assistance with medical referrals and
may need to attend and participate in certain social and recovery oriented activities in addition to other required clinical services.
(2) Services. Services shall include counseling as provided for in subsection 65D-30.0081(2), F.A.C. Each provider shall be
capable of providing or arranging for the services listed below. With the exception of counseling and life skills training, it is not
intended that all services listed be provided. For individuals participating under rule 65D-30.0048, F.A.C., services shall be provided
according to the conditions of the Department of Corrections’ contract with the provider. Otherwise, services shall be provided in
accordance with the needs of the individual as identified in the assessment and treatment plan, as follows:
(a) Individual counseling;
(b) Group counseling;
(c) Counseling with families or support system;
(d) Substance-related and recovery-focused education, such as strategies for avoiding substance use or relapse, information
regarding health problems related to substance use, motivational enhancement, and strategies for achieving a substance-free
lifestyle;
(e) Life skills training such as anger management, communication skills, employability skills, problem solving, relapse

prevention, recovery management, decision-making, relationship skills, symptom management, and food purchase and preparation;
(f) Expessive therapies, such as recreation therapy, art therapy, music therapy, or dance (movement) therapy to provide the
individual with alternative means of self-expression and problem resolution;
(g) Training or provision of information regarding health and medical issues;
(h) Employment or educational support services to assist individuals in becoming financially independent;
(i) Nutrition education;
(j) Mental health services for the purpose of:
1. Managing individuals with disorders who are stabilized,
2. Evaluating individuals’ needs for in-depth mental health assessment,
3. Training individuals to manage symptoms; and,
4. If the provider is not staffed to address primary mental health problems that may arise during treatment, the provider shall
initiate a timely referral to an appropriate provider for mental health crises or for the emergence of a primary mental health disorder
in accordance with the provider’s policies and procedures.
(3) Psychiatric and other Medical Services. The need for psychiatric and medical services shall be addressed through
consultation or referral when the services cannot be supplied by the provider. Inmate Substance Abuse Programs operated by or
under contract with the Department of Corrections or the Department of Management Services are exempt from the requirements of
this subsection.
(4) Required Hours of Services. Each individual shall receive a minimum of 25 hours of services per week in accordance with
subsection 65D-30.0081(2), F.A.C. This shall include individual counseling, group counseling, or counseling with families or
support systems. In instances where a provider requires fewer hours of participation in the latter stages of the individual’s treatment
process, this shall be clearly described and justified as essential to the provider’s objectives relative to service delivery.
(5) Transportation. Each provider shall arrange for or provide transportation services, if needed and as appropriate, to clients
who reside in community housing.
(6) Staff Coverage. Each provider shall have an awake, paid employee on the premises at all times at the treatment location
when one (1) or more individuals are present. In addition, the provider shall have a paid employee on call during the time when
individuals are at the community housing location.
(7) Caseload. No primary counselor may have a caseload that exceeds 15 individuals.
(8) For individuals in treatment who are granted privilege to self-administer their own medications, provider staff are not
required to be present for the self-administration.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.4014, 397.410 FS. History–New 12-12-05, Amended 8-29-19.

65D-30.009 Standards for Day or Night Treatment.
In addition to rule 65D-30.004, F.A.C., the following standards apply to day or night treatment.
(1) Services. Each individual shall receive services each week. Clinical staff shall provide those services. Each provider shall be
capable of providing or arranging for the services listed below. With the exception of counseling, it is not intended that all services
listed be provided. For individuals participating under subsection 65D-30.0037(6) and rule 65D-30.0048, F.A.C., services shall be
provided according to the conditions of the Department of Corrections’ contract with the provider. Otherwise, services shall be
provided in accordance with the needs of the individual as identified in the assessment and treatment plan, as follows:
(a) Individual counseling;
(b) Group counseling;
(c) Counseling with families or support system;
(d) Substance-related and recovery-focused education, such as strategies for avoiding substance use or relapse, information
regarding health problems related to substance use, motivational enhancement and strategies for achieving a substance-free lifestyle;
(e) Life skills training in areas such as anger management, communication, employability, problem solving, relapse prevention,
decision-making, relationship skills, and symptom management to promote recovery;
(f) Expressive therapies, such as recreation therapy, art therapy, music therapy, or dance (movement) therapy to provide the
individual with alternative means of self-expression and problem resolution;
(g) Training or provision of information regarding health and medical issues;
(h) Employment or educational support services to assist individuals in becoming financially independent; and

(i) Mental health services for the purpose of:
1. Managing individuals with disorders who are stabilized;
2. Evaluating individuals’ needs for in-depth mental health assessment;
3. Training individuals to manage symptoms; and
4. If the provider is not staffed to address primary mental health problems that may arise during treatment, the provider shall
initiate a timely referral to an appropriate provider for mental health crises or the emergence of a primary mental health disorder in
accordance with the provider’s policies and procedures.
(2) Required Hours of Services. For day or night treatment, each individual shall receive a minimum of at least three (3) hours
per day, 12 hours of services per week in accordance with subsection 65D-30.009(1), F.A.C. This shall include individual
counseling, group counseling, or counseling with families or support systems, which shall be provided by clinical staff. In instances
where a provider requires fewer hours of individual participation in the latter stages of the treatment process, this shall be clearly
described and justified as essential to the provider’s objectives relative to service delivery.
(3) Psychiatric and other Medical Services. The need for psychiatric and medical services shall be addressed through
consultation or referral when the services cannot be supplied by the provider. Inmate Substance Abuse Programs operated by or
under contract with the Department of Corrections or the Department of Management Services are exempt from the requirements of
this subsection.
(4) Staff Coverage. Each facility shall have an awake, paid employee on the premises at all times when one (1) or more
individuals are present.
(5) Caseload. No primary counselor may have a caseload that exceeds 15 individuals.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.4014, 397.410 FS. History–New 5-25-00, Amended 4-3-03, 829-19.

65D-30.0091 Standards for Intensive Outpatient Treatment.
In addition to rule 65D-30.004, F.A.C., the following standards apply to intensive outpatient treatment.
(1) Intensive outpatient services are non-residential, structured treatment providing counseling and education focusing mainly
on addiction-related and mental health issues. This community-based treatment allows the individual to apply skills in real world
environments. Each provider shall be capable of providing or arranging for the services listed below. With the exception of
counseling, it is not intended that all services listed be provided. For individuals participating under subsection 65D-30.0037(6) and
rule 65D-30.0048, F.A.C., services shall be provided according to the conditions of the Department of Corrections’ contract with the
provider. Otherwise, services shall be provided in accordance with the needs of the individual as identified in the assessment and
treatment plan, as follows:
(a) Individual counseling;
(b) Group counseling;
(c) Counseling with families or support system;
(d) Substance-related and recovery-focused education, such as strategies for avoiding substance use or relapse, information
regarding health problems related to substance use, motivational enhancement, and strategies for achieving a substance-free
lifestyle;
(e) Life skills training such as anger management, communication skills, employability skills, problem solving, relapse
prevention, recovery management, decision-making, relationship skills, and symptom management;
(f) Training or provision of information regarding health and medical issues;
(g) Employment or educational support services to assist individuals in becoming financially independent; and
(h) Mental health services for the purpose of:
1. Managing individuals with disorders who are stabilized;
2. Evaluating individuals’ needs for in-depth mental health assessment;
3. Training individuals to manage symptoms; and
4. If the provider is not staffed to address primary mental health problems that may arise during treatment, the provider should
initiate a timely referral to an appropriate provider for mental health crises or the emergence of a primary mental health disorder in
accordance with the provider’s policies and procedures.
(2) Required Hours of Services. For intensive outpatient treatment, each individual shall receive at least nine (9) hours of

services per week, in accordance with subsection 65D-30.0091(1), F.A.C., including counseling.
(3) Psychiatric and other Medical Services. The need for psychiatric and medical services shall be addressed through
consultation or referral when the services cannot be supplied by the provider. Inmate Substance Abuse Programs operated by or
under contract with the Department of Corrections and the Department of Management Services are exempt from the requirements
of this subsection.
(4) Caseload. No full-time counselor shall have a caseload that exceeds 50 individuals.
(5) Hours of Operation. Providers shall post their hours of operation and this information shall be visible to the public. Inmate
Substance Abuse Programs operated by or under contract with the Department of Corrections and the Department of Management
Services are exempt from the requirements of this subsection. Juvenile Justice Commitment Programs and detention facilities
operated by or under contract with the Department of Juvenile Justice are exempt from the requirements of this subsection but shall
provide such services as required in the policies, standards, and contractual conditions established by the Department of Juvenile
Justice.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.4014, 397.410 FS. History–New 4-3-03, Amended 8-29-19.

65D-30.010 Standards for Outpatient Treatment.
In addition to rule 65D-30.004, F.A.C., the following standards apply to outpatient treatment.
(1) Outpatient treatment is provided on a nonresidential basis and is intended for individuals who meet the placement criteria for
this component.
(2) Services. Outpatient services provide a therapeutic environment, which is designed to improve the functioning or prevent
further deterioration of persons with substance use problems. These services are typically provided on a regularly scheduled basis by
appointment, with special arrangements for emergency or crisis situations. Outpatient services may be provided individually or in a
group setting. Each individual shall receive services each week. Clinical staff shall provide those services. Each provider shall be
capable of providing or arranging for the services listed below. With the exception of counseling, it is not intended that all services
listed be provided. For individuals participating under the Department of Corrections, the Department of Juvenile Justice, or the
Department of Management Services programs, services shall be provided according to the conditions of the contract with the
provider and the respective department. Otherwise, services shall be provided in accordance with the needs of the individual as
identified in the assessment and treatment plan, as follows:
(a) Individual counseling;
(b) Group counseling;
(c) Counseling with families or support system;
(d) Substance-related and recovery-focused education, such as strategies for avoiding substance use or relapse, health problems
related to substance use, motivational enhancement and strategies for achieving a substance-free lifestyle; and
(e) Crisis intervention.
(3) Required Hours of Services. For outpatient treatment, each individual shall receive services each week in accordance with
subsection 65D-30.010(1), F.A.C., including a minimum of one (1) counseling session. If fewer sessions are indicated, justification
must be documented in the clinical record.
(4) Caseload. No full-time counselor shall have a caseload that exceeds 50 individuals.
(5) Hours of Operation. Providers shall post their hours of operation and this information shall be visible to the public. Inmate
Substance Abuse Programs operated by or under contract with the Department of Corrections, Department of Management Services,
Juvenile Justice Commitment Programs, and detention facilities operated by or under contract with the Department of Juvenile
Justice are exempt from the requirements of this subsection but shall provide such services as required in the policies, standards, and
contractual conditions established by the respective department.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.4014, 397.410 FS. History–New 5-25-00, Amended 4-3-03, 829-19.

65D-30.011 Standards for Aftercare.
Aftercare involves structured services provided to individuals who have completed an episode of treatment in a component and who
are in need of continued observation and support to maintain recovery. Aftercare services help families and prosocial support
systems reinforce a healthy living environment for individuals with substance use disorders. Relapse prevention education and

strategies are important in assisting the individual to recognize triggers and warning signs of regression. Activities include individual
participation in daily functions that were adversely affected by substance use impairments before treatment. The provider shall offer
services outside normal business hours to accommodate individuals in treatment. In addition to rule 65D-30.004, F.A.C., the
following standards apply to aftercare.
(1) Eligibility. Individuals who have successfully completed intensive inpatient treatment, residential treatment, day or night
treatment with community housing, day or night treatment, intensive outpatient treatment, outpatient treatment, or medicationassisted treatment for opioid addiction are eligible for aftercare services.
(2) Services. For individuals participating under the Department of Corrections, the Department of Juvenile Justice, or the
Department of Management Services programs, services shall be provided according to the conditions of the contract with the
provider and the respective department. Otherwise, services shall be provided in accordance with the needs of the individual as
identified in the aftercare plan as follows:
(a) Counseling with a focus on relapse prevention. Providers shall specify the type, frequency, and duration of counseling
services to be provided to individuals who are eligible for aftercare. Special care shall be taken to ensure that the provider has
flexible hours in order to meet the needs of individuals.
(b) Aftercare Plan. An aftercare plan shall be developed for each individual and the plan shall provide an outline of the goals to
be accomplished during aftercare including regular counseling sessions and the need for ancillary services.
(c) Monitoring Progress. Providers shall monitor and document the progress of individuals involved in aftercare and shall
review and update the aftercare plan to determine the need for additional services. Individuals shall be monitored with respect to
attending appointments, potential for relapse, and results of counseling sessions and other contacts.
Providers shall refer individuals for other needed services as specified in the aftercare plan. This shall include follow-up on all
referrals.
(d) Discharge Summary. A written discharge summary shall be completed for individuals who complete services or who leave
the provider prior to completion of services. The discharge summary shall include the basis for the individual’s discharge, the
individual’s progress and setbacks during treatment, and recommendations for further services.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.4014, 397.410 FS. History–New 5-25-00, Amended 4-3-03, 1212-05, 8-29-19.

65D-30.012 Standards for Intervention.
In addition to rule 65D-30.004, F.A.C., the following standards apply to intervention.
(1) General Intervention. General Intervention includes a single session or multiple sessions of motivational discussion focused
on increasing insight and awareness regarding substance use and motivation toward behavioral change. Intervention activities and
strategies are used to prevent or impede the development or progression of substance use disorders. Intervention can be tailored for
variance in population or setting and can be used as a stand-alone service for those at risk or individuals who meet Intervention
Level of care, utilizing a validated tool used for service determination, as a vehicle for engaging those in need of more extensive
level of care. Interventions include Treatment Alternatives for Safer Communities (TASC) and Employee Assistance Programs. The
following information shall apply to services as described in subsections 65D-30.012(1) and 65D-30.012(2), F.A.C.:
(a) Target Group, Outcomes, and Strategies. Providers shall have current information which:
1. Describes target groups or individuals to be served, including eligibility requirements;
2. Identifies specific clinical outcomes to be achieved; and
3. Describes strategies for these groups or individuals to access needed services.
(b) Services.
1. Supportive Counseling. In instances where supportive counseling is provided, the number of sessions or contacts shall be
determined through the intervention plan. In instances where an intervention plan is not completed, all contacts with the individual
shall be recorded in the clinical record.
2. Intervention Plan. For individuals involved in intervention services on a continuing basis, the plan shall be completed in
accordance with rule 65D-30.0044, F.A.C. In instances where an intervention plan is not completed, all contacts with the individual
shall be recorded in the clinical record. For Treatment Alternatives for Safer Communities programs, the plan shall include
requirements the individual is expected to fulfill and consequences should the individual fail to adhere to the prescribed plan,
including provisions for reporting information regarding the individual to the criminal or juvenile justice system or other referral

source. Employee Assistance Programs are exempt from the requirement to develop intervention plans.
3. Referral. If during the course of treatment the individual is assessed and determined to need additional services, the provider
must have the capability of referring individuals to those services within 48 hours, or immediately in the case of an emergency.
4. Referral. TASC providers shall refer individuals to health care providers or self-help organizations within the court’s or
criminal justice authority’s area of jurisdiction.
(2) Requirements for Treatment Alternatives for Safer Communities (TASC). In addition to the requirements in subsection 65D30.012(1), F.A.C., the following requirements apply to Treatment Alternatives for Safer Communities.
(a) Eligibility. TASC providers shall establish eligibility standards requiring that individuals considered for intake shall be atrisk for criminal involvement, substance use, or have been arrested or convicted of a crime, or referred by the criminal or juvenile
justice system.
(b) Services.
1. Court Liaison. Providers shall establish liaison activities with the court that shall specify procedures for the release of
prospective individuals from custody by the criminal or juvenile justice system for referral to a provider. Special care shall be taken
to ensure that the provider has flexible operating hours in order to meet the needs of the criminal and juvenile justice systems. This
may require operating nights and weekends and in a mobile or an in-home environment.
2. Monitoring. Providers shall monitor and report the progress of each individual according to the consent agreement with the
individual. Reports of individual progress shall be provided to the criminal or juvenile justice system or other referral source as
required, and in accordance with sections 397.501(1)-(10), F.S.
3. Intervention Plan. The intervention plan shall include additional information regarding individuals involved in a TASC
program. The plan shall be signed and dated by both parties.
4. Referral. Providers shall refer individuals to publicly funded providers within the court’s or criminal justice authority’s area
of jurisdiction, and shall establish written referral agreements with other providers.
5. Discharge/Transfer or Termination Notification. Providers shall report any pending discharge/transfer or termination of an
individual to the criminal justice or juvenile justice authority, child welfare authority, or other referral source.
(3) Requirements for Employee Assistance Programs. In addition to the requirements in subsection 65D-30.012(1), F.A.C., the
following requirements apply to Employee Assistance Programs.
(a) Consultation and Technical Assistance. Consultation and technical assistance shall be provided by Employee Assistance
Programs which includes the following:
1. Policy and procedure formulation and implementation,
2. Training and orientation programs for management, labor union representatives, employees, and families of employees; and,
3. Linkage to community services.
(b) Employee Services. Employee Assistance Programs shall provide services which include linking the individual to a
provider, motivating the individual to accept assistance, and assessing the service needs of the individual. The principal services
include:
1. Supportive counseling to motivate individuals toward recovery; and,
2. Monitoring.
(c) Resource Directory. Providers shall maintain or have access to a current directory of substance-related, mental health, and
ancillary services. This shall include information on Alcoholics Anonymous, Narcotics Anonymous, recovery support programs,
public assistance services, and health care services.
(4) Requirements for Case Management. In addition to the requirements in subsection 65D-30.012(1), F.A.C., the following
requirements apply to case management in instances where case management is provided as a licensable sub-component of
intervention services.
(a) Case Managers. Providers shall identify an individual or individuals responsible for carrying out case management services.
(b) Priority Individuals. Individuals with a need for service priority shall include persons who have multiple problems and
needs, and require multiple services or resources to meet those needs.
(c) Case Management Requirements. Case management shall include the following:
1. On-going assessment and monitoring of the individual’s condition and progress;
2. Linkage to services as dictated by individual needs;
3. Follow-up on all referrals for other services; and

4. Advocacy on behalf of individuals served.
(d) Contacts. Each case manager shall meet face-to-face with each individual at least monthly unless otherwise justified in the
clinical record.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.4014, 397.410 FS. History–New 5-25-00, Amended 4-3-03, 829-19.

65D-30.013 Standards for Prevention.
Prevention includes activities and strategies that are used to preclude the development of substance use problems. In addition to rule
65D-30.004, F.A.C., the following standards apply to prevention.
(1) Categories of Prevention. For the purpose of these rules, prevention services are categorized as indicated, selective, universal
direct, or universal indirect, as defined in paragraphs 65E-14.021(4)(v)-(y), F.A.C., incorporated by reference, and available at
http://www.flrules.org/Gateway/reference.asp?No=Ref-10900.
(2) Specific Prevention Strategies. The following is a description of the specific prevention strategies that are provided through
prevention services.
(a) Information Dissemination. This strategy provides knowledge and increases awareness of the nature and extent of alcohol
and other drug use, abuse, and addiction, as well as their effects on individuals, families, and communities. It also provides
knowledge and increases awareness of available prevention and treatment programs and services. It is characterized by one-way
communication from the source to the audience, with limited contact between the two.
(b) Education. This strategy builds skills through structured learning processes. Critical life and social skills include decision
making, peer resistance, coping with stress, problem solving, interpersonal communication, and systematic and judgmental abilities.
There is more interaction between facilitators and participants than in the information strategy.
(c) Alternatives. This strategy provides participation in activities that exclude alcohol and other drugs. The purpose is to meet
the needs filled by alcohol and other drugs with healthy activities, and to discourage the use of alcohol and drugs through these
activities.
(d) Problem Identification and Referral Services. This strategy aims to identify those who have engaged in illegal/ageinappropriate use of tobacco or alcohol and individuals who have engaged in the first use of illicit drugs in order to assess if their
behavior can be reversed through education. It should be noted however, that this strategy does not include any activity designed to
determine if a person is in need of treatment.
(e) Community-Based Process. This strategy provides ongoing networking activities and technical assistance to community
groups or agencies. It encompasses neighborhood-based, grassroots empowerment models using action planning and collaborative
systems planning.
(f) Environmental. This strategy establishes or changes written and unwritten community standards, codes, and attitudes,
thereby influencing alcohol and other drug use by the general population.
(3) General Requirements.
(a) Staffing Patterns. Providers shall delineate reporting relationships and staff supervision. This shall include a description of
staff qualifications, including educational background and experience regarding the substance use prevention field. Providers shall
have at least one (1) qualified professional on staff.
(b) Referral. Providers shall have a plan for assessing the appropriateness of prevention services and conditions for referral to
other services. The plan shall include a current directory of locally available substance use services and other human services for
referral of prevention program participants, or prospective participants.
(c) Referral. Providers shall have a plan for assessing the appropriateness of prevention services and conditions for referral to
other services. The plan shall include a current directory of locally available substance abuse services and other human services for
referral of prevention program participants, or prospective participants.
(4) Requirements for Providers of Universal Direct and Universal Indirect Prevention Services.
(a) Program Description. Providers of universal direct and universal indirect prevention services shall describe the prevention
services that will be available. This description shall include:
1. The target population, including relevant demographic factors (if known),
2. The risk and protective factors to be addressed (if known),
3. The specific prevention strategies identified in subsection 65D-30.013(2), F.A.C., to be utilized,

4. The appropriateness of these services to address risk and protective factors (if these are known); and,
5. How the effectiveness of the services will be evaluated.
(b) Activity Logs for Providers of Universal Direct and Universal Indirect Prevention Services. Providers shall collect and
maintain records of all universal direct and universal indirect prevention services, including the following:
1. A description of the characteristics of the target population;
2. The risk and protective factors to be addressed (if known);
3. A description of the activities, including the specific prevention strategies used;
4. The duration of the activities;
5. The number of participants;
6. The location of service delivery; and,
7. The date of the activity.
(5) Requirements for Providers of Selective Prevention Services.
(a) Program Description. Providers of selective prevention services shall describe the prevention services that will be available.
This description shall include:
1. The target population, including relevant demographic factors;
2. The risk and protective factors to be addressed;
3. The specific prevention strategies identified in subsection 65D-30.013(2), F.A.C., to be utilized;
4. The appropriateness of these services to address identified risk and protective factors; and
5. How the effectiveness of the services will be evaluated.
(b) Activity Logs for Providers of Selective Prevention Services. Providers shall collect and maintain records of all universal
direct and universal indirect prevention services, including the following:
1. A description of the characteristics of the target population;
2. The risk and protective factors to be addressed;
3. A description of the activities, including the specific prevention strategies used;
4. The duration of the activities;
5. The number of participants;
6. The location of service delivery; and
7. The date of the activity.
(6) Requirements for Providers of Indicated Prevention Services.
(a) Program Description. Providers of indicated prevention services shall describe the prevention services that will be available.
(b) This description of indicated prevention services shall include:
1. The target population, including relevant demographic factors;
2. The risk and protective factors to be addressed;
3. The specific prevention strategies identified in subsection 65D-30.013(2), F.A.C., to be utilized;
4. The appropriateness of these services to address identified risk and protective factors; and
5. How the effectiveness of the services will be evaluated.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.410 FS. History–New 5-25-00, Amended 4-3-03, 8-29-19.

65D-30.014 Standards for Medication-Assisted Treatment for Opioid Use Disorders.
In addition to rule 65D-30.004, F.A.C., subsections (1) through (7) of this rule apply to methadone medication-assisted treatment.
Subsection (8) of this rule applies to all other medication-assisted treatments.
(1) State Authority. The state authority is the Department’s Office of Substance Abuse and Mental Health. The State Opioid
Treatment Authority (SOTA) is the individual designated by the Office of Substance Abuse and Mental Health to exercise the state’s
authority and responsibilities in governing opiate treatment by opioid treatment programs. The SOTA acts as the state's coordinator
for the development and regulatory monitoring of opioid treatment programs and serves as a liaison with the appropriate federal,
state and local agencies.
(2) Federal Authority. The federal authority is the Center for Substance Abuse Treatment.
(3) Determination of Need.
(a) The Department shall annually perform the assessment detailed in the “Methodology of Determination of Need Methadone

Medication-Assisted Treatment,” CF-MH 4038, May 2019, incorporated by reference and available at
http://www.flrules.org/Gateway/reference.asp?No=Ref-10669. The Department shall publish the results of the assessment in the
Florida Administrative Register by June 30. Facilities owned and operated by the Florida Department of Corrections are exempt
from the needs assessment process. However, these facilities must apply for a license to deliver this service.
(b) The publication shall direct interested parties to submit a letter of intent to apply for licensure to provide medication-assisted
treatment for opioid use disorders to the Regional Office of Substance Abuse and Mental Health where need has been demonstrated.
1. The publication shall provide a closing date for submission of letters of intent.
2. Interested parties must identify the fiscal year of the needs assessment to which they are responding and the number of
awards they are applying for per county identified in the assessment in their letter of intent.
(c) Within seven (7) business days of the closing date, the Regional Office shall notify parties who submitted a letter of intent
on how to proceed.
1. If the number of letters of intent equals or is less than the determined need, parties shall be awarded the opportunity to
proceed to licensure by completing an “Application for Licensure to Provide Substance Abuse Services” form, C&F-SA Form 4024,
May 2019, incorporated by reference and available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10668.
2. If the number of letters of intent exceeds the determined need, parties shall be invited to submit a “Methadone MedicationAssisted Treatment (MAT) Application to Proceed to Licensure Application” form, CF-MH 4041, May 2019, incorporated by
reference and available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10671. Applications may not be rolled over for
consideration in response to a needs assessment published in a different year and may only be submitted for a current fiscal year
needs assessment.
a. The Department shall utilize an evaluation team made up of industry experts to conduct a formal rating of applications as
stipulated in the “Methadone Medication-Assisted Treatment (MAT) Application Evaluation” form, CF-MH 4040, May 2019,
incorporated by reference and available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10670. The evaluation team
members shall not be affiliated with the Department, current methadone medication-assisted treatment providers operating in
Florida, or the applicants.
b. The selection of a provider shall be based on the following criteria:
(I) Capability to Serve Selected Area(s) of Need and Priority Populations. Area(s) of Need are the counties identified as having
a need for additional clinics. Priority Populations are pregnant women, women with young children, and individuals with financial
hardships;
(II) Patient Safety and Quality Assurance/Improvement;
(III) Scope of Methadone Medication-Assisted Treatment Services;
(IV) Capability and Experience; and
(V) Revenue Sources.
c. Applicants with the highest-scored applications in each county shall be awarded the opportunity to apply for licensure for the
number of programs specified in their letter of intent to meet the need of that county. If there is unmet need, the next highest scored
applicant(s) will receive an award(s) based on the remaining need and the number of programs specified in their letter of intent. This
process will continue until the stated need is met. Regional offices shall inform the highest-scoring applicant(s) in writing of the
award.
d. All awarded applicants must submit a letter of intent to apply for licensure to the appropriate regional office within 30
calendar days after the award. If an applicant declines an award or fails to submit the letter of intent within the specified time, the
Department shall rescind the award. After the Department rescinds the original award for that selected area of need, the applicant
with the next highest score shall receive the award.
(d) Awarded applicants must receive at least a probationary license within two (2) years of the published needs assessment
connected to their application. See rule 65D-30.0036, F.A.C. for licensure application requirements. Applicants may submit a
request to the State Authority and Substance Abuse and Mental Health Program Office for an exception if unable to meet
timeframes due to a natural disaster that causes physical damage to the applicant’s building(s). Proof of natural disaster and impact
on physical property must accompany the request. Upon receipt of the request for exception and accompanying proof, a one-time
extension shall be granted for six (6) months. Providers who are delayed for a reason other than a natural disaster may petition the
Department for a rule waiver pursuant to section 120.542, F.S.
(4) General Requirements.

(a) Methadone Medication-Assisted Treatment Program Sponsor. The methadone medication-assisted treatment sponsor, as
defined in subsection 65D-30.002(42), F.A.C., of a new provider shall be a licensed health professional and shall have worked in the
field of substance use treatment at least five (5) years. The sponsor is responsible for the program operation and assumes
responsibility for all its employees, including any practitioners, agents, or other persons providing medical, rehabilitative, or
counseling services at the program or any of its medication units. The program sponsor need not be a licensed physician but shall
employ a licensed physician for the position of medical director.
(b) Medical Director. The medical director of a provider shall have a minimum of two (2) years’ experience treating substance
use disorders.
(c) Special Permit and Consultant Pharmacist.
1. Special Permit.
a. All providers shall obtain a special pharmacy permit from the State of Florida Board of Pharmacy. New applicants shall be
required to obtain a special pharmacy permit prior to licensure by the Department.
b. Providers obtaining a special pharmacy permit shall hire a consultant pharmacist licensed by the state of Florida.
2. Consultant Pharmacist. The responsibilities of the consultant pharmacist include the following:
a. Develop policies and procedures relative to the supervision of the compounding and dispensing of all medications dispensed
in the facility;
b. Provide ongoing pharmaceutical consultation;
c. Develop operating procedures for maintaining all medication records and security in the area within the facility in which the
compounding, storing, and dispensing of medications occur;
d. Meet face-to-face, at least quarterly, with the medical director to review the provider’s pharmacy practices. Meetings shall be
documented in writing and signed and dated by both the consultant pharmacist and the medical director;
e. Prepare written reports regarding the provider’s level of compliance with established pharmaceutical procedures. Reports
shall be prepared at least semi-annually and submitted, signed, and dated by the consultant pharmacist and submitted to the medical
director; and
f. Physically visit the provider at least every two (2) weeks to ensure that established procedures are being followed, unless
otherwise stipulated by the state Board of Pharmacy. A log of such visits shall be maintained, signed, and dated by the consultant
pharmacist at each visit.
3. Change of Consultant Pharmacist. The provider’s medical director shall notify the Board of Pharmacy within 10 days of any
change of consultant pharmacists and provide a copy of such notification to the Substance Abuse and Mental Health Program Office
and the SOTA.
(d) Providers shall develop policies and procedures for the treatment of pregnant women.
1. Prior to the initial dose, each female shall be fully informed of the risks of taking and not taking methadone during
pregnancy, including possible adverse effects on the mother or fetus. If the medication is not taken, risk includes withdrawal
syndrome which has been associated with fetal demise. The individual shall sign and date a statement acknowledging this
information. Pregnant women shall be seen by the physician or their qualified designee as clinically advisable. The physician or
qualified medical designee must document in the clinical record that the pregnant individual was informed of the risks in this
paragraph.
2. Pregnant individuals shall be informed of the opportunity and need for prenatal care by referral to publicly or privately
funded health care providers. The provider shall establish a documented system for referring individuals to prenatal care.
3. In the event there are no publicly funded prenatal referral resources to serve those who are indigent, or if the individual
refuses the services, the provider shall offer her basic prenatal instruction on maternal, physical, and dietary care as part of its
counseling service. The nature of prenatal support shall be documented in the clinical record.
4. When the individual is referred for prenatal services, the practitioner to whom she is referred shall be notified that she is
undergoing methadone medication-assisted treatment and provided treatment plans addressing pregnancy and post-partum care.
Documentation of referral shall be kept in the clinical record. If a pregnant individual refuses referral and prenatal instruction and
counseling, the provider shall obtain a signed statement from the individual acknowledging that she had the opportunity for the
prenatal care but declined.
5. The physician shall sign or countersign and date all entries related to prenatal care.
6. Treating physicians or their qualified designee shall consult with other treating medical staff providing care and medications

to ensure that prescribed medication protocols are not contraindicated.
(e) Minimum Responsibilities of the Physician. Physicians must adhere to best practice standards for an individual receiving
methadone medication-assisted treatment. Best practices are evidence-based practices which are subject to scientific evaluation for
effectiveness and efficacy. Best practice standards may be established by entities such as the Substance Abuse and Mental Health
Services Administration, national trade associations, accrediting organizations recognized by the Department, or comparable
authorities in substance use treatment. In addition, the responsibilities of the physician include the following:
1. To ensure that evidence of current physiological addiction, history of addiction, and exemptions from criteria for admission
are documented in the clinical record before the individual receives the initial dose of medication;
2. To sign or countersign and date all medical orders, including the initial prescription, all subsequent prescription changes, and
all changes in the frequency of take-home medication;
3. To ensure that justification is recorded in the clinical record for any change to the frequency of visits to the provider for
observed medication ingesting, including cases involving the need for exemptions, or when prescribing medication for physical or
emotional problems;
4. To review, sign or countersign, and date treatment plans at least annually; and
5. To ensure that a face-to-face assessment is conducted with each individual at least annually, including evaluation of the
individual’s physical/medical status, progress in treatment, and justification for continued maintenance or medical clearance for
voluntary withdrawal or a dosage reduction protocol. The assessment shall be conducted by a physician or a P.A. or A.P.R.N. under
the supervision of a physician. The protocol shall include criteria and the conditions under which the assessment would be
conducted more frequently.
(f) Central Registry.
1. Providers shall register and participate in the Department-approved electronic registry system for individuals receiving
methadone medication-assisted treatment services. The registry is used to prevent the enrollment of individuals at more than one (1)
provider and to facilitate continuity of care in the event of program closure and guest dosing verification. The registry shall be
implemented in compliance with 42 Code of Federal Regulations, §2.13. The provider must submit to information gathering
activities by the SOTA for state planning purposes.
2. Methadone shall not be administered or dispensed to an individual who is known to be currently enrolled with another
provider. Providers shall develop policies and procedures to ensure compliance with 42 C.F.R. 8.12(g)2. If an individual changes
providers, the current provider shall assist with coordinating the transfer to another provider. The evidence of linkage to care shall be
noted in the clinical record. Upon notification that an individual is being admitted to a new provider, it is the responsibility of the
original admission site to discharge an individual from the Central Registry.
3. Individuals applying for methadone medication-assisted treatment shall be informed of the registry procedures and shall be
required to sign a consent form before receiving services. Individuals who apply for services and do not consent to the procedures
will not be enrolled.
4. If an individual is found trying to secure or has succeeded in obtaining duplicate doses of methadone or other medication, the
individual shall be referred back to the original provider. A written statement documenting the incident shall be forwarded to the
original provider and, if the individual succeeded in obtaining the duplicate dose, the incident must be reported in the Departmentapproved incident reporting system by the provider who dispensed the duplicate dose. The physician of the original provider or their
qualified designee shall evaluate the individual as soon as medically feasible for continuation of treatment. In addition, a record of
violations by individuals must become part of the clinical record maintained by all participating providers and shall be made
available to Department staff upon request.
5. With the application for licensure, providers shall submit with the application for licensure written plans for participating in
registry activities.
(g) Wait lists.
1. Providers must maintain wait list data for individuals seeking care but unable to enroll within 24 hours of first contact
requesting initiation of treatment.
2. When an opening is available, providers must make at least one (1) attempt to contact the next prospective individual on the
waiting list and maintain a system of documenting attempts. Documentation shall include at a minimum: date of attempted contact,
individual’s name, date of birth, address, and contact information.
3. Priority must be given to pregnant woman and HIV-positive individuals.

(h) Operating Hours and Holidays.
1. Providers shall post operating hours in full view of the public. This information shall include hours for counseling and
administering medication.
2. All providers shall be open Monday through Saturday. Providers shall have medicating hours and counseling hours that
accommodate individuals, including two (2) hours of medicating time accessible daily outside the hours of 9:00 a.m. to 5:00 p.m.
3. Providers are required to medicate on Sundays according to the needs of the individual. This includes individuals on Phase 1,
individuals on a 30 to 180-day detoxification regimen, and individuals who need daily observation. Providers shall develop policies
and procedures for Sunday coverage.
4. In case of impending disaster, providers shall implement disaster preparedness policies and procedures as necessary regarding
operating hours and dosing.
5. When holidays are observed, all individuals shall be given a minimum of a seven (7)-day notice of any changes to the hours
of operation.
6. When applying for a license, providers shall inform the respective program offices of their intended holidays. In no case shall
two (2) or more holidays occur in immediate succession unless the provider is granted an exemption by the state and federal
authority. Take-out privileges shall be available to all eligible individuals during holidays, if clinically advisable. Services shall be
accessible to individuals for whom take-home medication is not clinically advisable. Individuals who fall into this category shall
receive a minimum of seven (7) days notification regarding arrangements and exact hours of operation.
(5) Maintenance Treatment Standards.
(a) Standards for Placement.
1. Determining Addiction and Placement.
a. An individual aged 18 or over shall be placed in treatment only if the physician, or their qualified designee identified in
accordance with the medical protocol established in subsection 65D-30.004(7), F.A.C., determines that the individual is currently
physiologically addicted to opioid drugs and became physiologically addicted at least one (1) year before placement in methadone
medication-assisted treatment.
b. A one (1)-year history of addiction means that individuals seeking placement in methadone medication-assisted treatment
were physiologically addicted to opioid drugs at least one (1) year before placement and were addicted continuously or episodically
for most of the year immediately prior to placement with a provider.
c. In the event the exact date of physiological addiction cannot be determined, the physician or their qualified designee may
admit the individual to treatment if, by the evidence presented and observed, and utilizing reasonable clinical judgment, the
physician or their qualified designee concludes that the individual was physiologically addicted during the year prior to placement.
Such observations shall be recorded in the clinical record by the physician or their qualified designee.
d. Individuals with a chronic immune deficiency or who are pregnant must be screened and admitted on a priority basis.
e. Individuals seeking admission with only a primary medical diagnosis of a chronic pain condition must be referred to
specialists qualified to treat chronic pain conditions and are not eligible for admission. Individuals who are diagnosed with a primary
opioid use disorder and a chronic pain condition are eligible for admission.
2. Placement of Individuals Under 18 Years of Age.
a. An Individual under 18 is required to have had two (2) documented unsuccessful attempts at short-term detoxification or
substance use treatment within the last year to be eligible for treatment.
b. The physician or their qualified designee shall document in the clinical record that the individual continues to be or is again
physiologically dependent on opioid drugs and is appropriate for placement.
c. Treatment standards in this rule are not intended to limit current best practice protocols for this population.
3. Evidence of Addiction.
a. In determining the current physiological addiction of the individual, the physician or their qualified designee shall consider
signs and symptoms of drug intoxication, evidence of use of drugs through a urine drug screen, and needle marks.
b. Other evidence of current physiological dependence shall be considered by noting early signs of withdrawal, such as
cramping, lachrymation, rhinorrhea, pupilary dilation, pilo erection, body temperature, pulse rate, elevated blood pressure, and
increased respiratory rate.
(b) Individual Consent. In addition to the minimum requirements for completing a treatment plan, providers shall conduct the
following:

1. Individuals shall be advised of the benefits of therapeutic and supportive rehabilitative services, and that the goal of
methadone medication-assisted treatment is stabilization of functioning. The individual shall be fully informed of the risks and
consequences of methadone medication-assisted treatment.
2. Each provider shall provide a thorough explanation of all program services, as well as state and federal policies and
regulations, and obtain a voluntary, written, and signed program-specific statement of fully informed consent from the individual at
admission.
3. During treatment plan review, the counselor shall re-assess present level of functioning, course of treatment, and identify
future goals.
4. No individual under 18 years of age shall be placed in methadone medication-assisted treatment unless a parent or legal
guardian provides written consent.
(c) Exemption from Minimum Standards for Placement.
1. An individual who has resided in a penal or chronic-care institution for one (1) month or longer may be placed in treatment
within 14 days before release or within 6 months after release from such institution. This can occur without documented evidence to
support findings of physiological addiction, providing the individual would have been eligible for placement before incarceration or
institutionalization, and in the reasonable clinical judgment of the physician or their qualified designee, methadone medicationassisted treatment is medically justified.
2. Evidence of prior residence in a penal or chronic-care institution, evidence of all other findings, and the criteria used to
determine the findings shall be recorded by the physician or their qualified designee in the clinical record.
3. The physician or their qualified designee shall sign and date these entries before the initial dose is administered.
(d) Pregnant individuals.
1. Pregnant individuals, regardless of age, who have had a documented addiction to opioid drugs in the past and who may be in
direct jeopardy of returning to opioid drugs, may be placed in methadone medication-assisted treatment. For such individuals,
evidence of current physiological addiction to opioid drugs is not needed if a physician or their qualified designee certifies the
pregnancy and, in utilizing reasonable clinical judgment, finds treatment to be medically justified.
2. Pregnant individuals may be placed on a medication-assisted treatment regimen using a medication other than methadone
only upon the written order of a physician who determines this to be the best choice of therapy for that individual.
3. Evidence of current or prior addiction and criteria used to determine such findings shall be recorded in the clinical record by
the admitting physician or their qualified designee. The physician or their qualified designee shall sign and date these recordings
prior to administering the initial dose.
(e) Readmission to Treatment.
1. Up to 2 years after discharge or detoxification for opioid use disorders, and individual who has been previously involved in
methadone medication-assisted treatment may be readmitted without evidence to support findings of current physiological addiction.
This can occur if the provider is able to document prior maintenance treatment of six (6) months or more and the physician or their
qualified designee, utilizing reasonable clinical judgment, finds readmission to treatment to be medically justified.
2. Evidence of prior treatment and the criteria used to determine such findings shall be recorded in the clinical record by the
physician or their qualified designee. The physician or their qualified designee shall sign and date the information recorded in the
clinical record.
(f) Denying an Individual Treatment.
1. If an individual will not benefit from a treatment regimen that includes the use of methadone or other opioid treatment
medications, or if treating the individual would pose a danger to others, the individual may be refused treatment. This is permitted
even if the individual meets the standards for placement.
2. The physician or their qualified designee shall make this determination and shall document the basis for the decision to refuse
treatment.
(g) Methadone Take-home Privileges.
1. Take-home doses of methadone are permitted only for individuals participating in a methadone medication-assisted treatment
program. Requests for take-home doses greater than the amount allowed, as stipulated in paragraph (5)(h) of this rule, must be
entered into the Substance Abuse and Mental Health Services Administration/Center for Substance Abuse Treatment
(SAMHSA/CSAT) Opioid Treatment Program Extranet for federal and state approval. The following must be indicated on the
exception request:

a. Dates of Exception: not to exceed a 12 month period of time per request;
b. Justification;
c. Dates and results of last three (3) drug screens, for individuals in treatment longer than 90 days;
d. Indicate compliance with securing methadone in a lockable secure container;
e. Statement of supporting documentation on file; and
f. Any other information the provider deems necessary in support of the request.
2. The medical director shall make determinations based on take-home criteria as stated in 42 CFR 8.12(i)(2).
3. When considering an individual’s responsibility in handling methadone, the physician shall consider the recommendations of
other staff members who are most familiar with the relevant facts regarding the individual.
4. The requirement of time in treatment and participation is a minimum reference point after which an individual may be
eligible for take-home privileges. The time in treatment reference is not intended to mean that an individual in treatment for a
particular length of time has a right to take-home methadone. Regardless of time in treatment, the physician, state or federal
authorities with cause, may deny or rescind the take-home privileges of an individual.
5. In the event of a disaster that prompts a program-wide exemption authorized by SAMHSA and the SOTA in advance,
providers must make appropriate arrangements for unstable individuals to obtain their medication.
(h) Take-home Phases. To be considered for take-home privileges, all individuals shall be in compliance with criteria as stated
in 42 CFR 8.12(i)(2).
1. Differences in the nature of abuse potential in opioid treatment medications determine the course of treatment and subsequent
take-home privileges available to the individual based on progress, participation, and circumstances. The assessment and decision
approving all take-homes shall be documented in the individual’s clinical record, signed and dated by the physician.
2. No take-homes shall be permitted during the first 30 days following placement unless approved by both the state and federal
authorities.
a. Phase I. Following 30 consecutive days in treatment, the individual may be eligible for one (1) take-home per week from day
31 through day 90, provided that the individual has had negative drug screens and is following program requirements for the
preceding 30 days.
b. Phase II. Following 90 consecutive days in treatment, the individual may be eligible for two (2) take-homes per week from
day 91 through day 180, provided that the individual has had negative drug screens for the preceding 60 days.
c. Phase III. Following 180 consecutive days in treatment, the individual may be eligible for three (3) take-homes per week with
no more than a two (2)-day supply at any one time from day 181 through one (1) year, provided that the individual has had negative
drug screens for the preceding 90 days.
d. Phase IV. Following one (1) year in continuous treatment, the individual may be eligible for four (4) take-homes per week
through the second year of treatment, provided that the individual has had negative drug screens for the preceding 90 days.
e. Phase V. Following two (2) years in continuous treatment, the individual may be eligible for five (5) take-homes per week,
provided that the individual has had negative drug screens for the preceding 90 days.
f. Phase VI. Following three (3) years in treatment, the individual may be eligible for six (6) take-homes per week provided that
the individual had all negative drug screens for the past year.
3. Methadone Medical Maintenance. Providers may place an individual on methadone medical maintenance in cases where it
can be demonstrated that the potential benefits of medical maintenance to the individual exceed the potential risks, in the
professional judgment of the physician. Only a physician may authorize placement of an individual on medical maintenance. The
physician shall provide justification in the clinical record regarding the decision to place an individual on medical maintenance.
The following conditions shall apply to medical maintenance.
a. To qualify for partial medical maintenance, an individual may receive no more than 13 take-homes and must have been in
continuous treatment for four (4) years with negative drug screens for the previous two (2) years.
b. To qualify for full medical maintenance an individual may receive no more than 27 take-homes and must have been in
continuous treatment for five (5) years with negative drug screen for the prious two (2) years.
c. All individuals in medical maintenance will receive their medication orally in the form of liquid, diskette or tablet. Diskettes
and tablets are allowed if formulated to reduce potential parenteral abuse.
d. All individuals will participate in a “call back” program by reporting back to the provider upon notice for a medication count.
e. All criteria for take-homes as listed under paragraph (5)(g) shall continue to be met.

(i) Transferred Individuals and Take-Home Privileges.
1. Any individual who transfers from one (1) provider to another within the state of Florida shall be eligible for placement on
the same phase provided that verification of enrollment and compliance with program requirements is received from the previous
provider prior to implementing transfer. The physician at the previous provider shall also document that the individual met all
criteria for their current phase and are at least on Phase I.
2. Any individual who transfers from out-of-state is required to comply with the criteria stated in 42 CFR 8.12(i)(2), and with
verification of previous clinical records, the physician shall determine the phase level based on the individual’s history.
(j) Transfer Information. When an individual transfers from one (1) provider to another, the referring provider shall release the
following information:
1. Results of the latest physical examination,
2. Results of the latest laboratory tests on blood and urine,
3. Results of drug screens for the past 12 months,
4. Medical history,
5. Current dosage level and dosage regimen for the past 12 months,
6. Documentation of the conditions which precipitated the referral;
7. A written summary of the individual’s last three (3) months of treatment;
8. Any history of behavioral non-compliance, emotional, or legal problems; and
9. A copy of the clinical records to ensure coordination of care, to include: discharge summary, medical assessments, and
current medications and dosage. Additional records may be sent based on their appropriateness to ensure coordination of care. This
information shall be released prior to the individual’s arrival at the provider to which he or she is transferred. Providers shall not
withhold an individual’s records when requested by the individual for any reason, including failure to pay bills owed to the provider.
The referring provider shall forward the records directly to the provider of the individual’s choosing with signed records releases
from the individual.
(k) Exemptions from Take-Home Privileges and Phasing Requirements.
1. Exemptions for Disability or Illness.
a. If an individual is found to have a physical disability which interferes with the individual’s ability to conform to the
applicable mandatory schedule, the individual may be permitted a temporary or permanently reduced schedule by the physician and,
at the discretion of the SOTA and federal authorities, provided the individual is also found to be responsible in handling opioid
treatment medication, is making progress in treatment, and is providing drug screens free of illicit substances.
b. Providers shall obtain medical records and other relevant information as needed to verify the medical condition. Justification
for the reduced attendance schedule shall be documented in the clinical record by the physician or their qualified designee who shall
sign and date these entries.
2. Temporary Reduced Schedule of Attendance
a. An individual may be permitted a temporarily reduced schedule of attendance because of exceptional circumstances such as
illness, personal or family crises, travel or other hardship which causes the individual to become unable to conform to the applicable
mandatory schedule. This is permitted only if the individual is also found to be responsible in handling opioid treatment medication,
has consistently provided drug screens free of illicit substances, and has made acceptable progress toward treatment goals.
b. Any individual using prescription opioid medications or sedative medication not used in the medication-assisted treatment
protocols shall provide a legitimate prescription from the prescribing medical professional. The physician, or medical designee, shall
consult with the prescribing physician to coordinate care as outlined in medical protocols.
c. The necessity for an exemption from a mandatory schedule is to be based on the reasonable clinical judgment of the physician
or qualified designee. Such determination of necessity shall be recorded in the clinical record by the physician or their qualified
designee who shall sign and date these entries. An individual shall not be given more than a 14-day supply of methadone at any one
time unless an exemption is granted by the state methadone authority and by the federal government. The state and federal
authorities shall review exemption requests and render a decision in accordance with the criteria identified in 42 CFR 8.12(i)(1) and
(2).
3. Travel Distance.
a. In those instances where access to a provider is limited because of travel distance, the physician is authorized to reduce the
frequency of an individual’s attendance. This is permitted if the individual is currently employed or attending a regionally approved

educational or vocational program or the individual has regular child-caring responsibilities that preclude daily trips to the provider.
This does not extend to individuals who choose to travel further than the closest affordable program to dose.
b. The reason for reducing the frequency of attendance shall be documented in the clinical record by the physician who shall
sign and date these entries. The state and federal authorities shall review the requests for reducing the frequency of attendance and
render a decision in accordance with the criteria identified in 42 CFR 8.12(i)(1) and (2).
4. Other Travel.
a. Any exemption that is granted to an individual regarding travel shall be documented in the clinical record. Such
documentation shall include tickets prior to a trip, copies of boarding passes, copies of fuel receipts, lodging receipts, or other
verification of the individual’s arrival at the approved destination. If travel is due to medical treatment, documentation shall include
a physician’s note or related documentation from the physician or qualified designee. Generally, special take-homes shall not exceed
27 doses at one (1) time. Request for take-homes in excess of 27 doses must be submitted for approval through SAMHSA/CSAT
Opioid Treatment Program Extranet for federal and state approval. The state and federal authorities shall review these requests for
take-homes in excess of 27 doses and render a decision in accordance with the criteria identified in 42 CFR 8.12(i)(1) and (2).
b. Individuals who receive exemptions for travel shall be required to submit to a drug screening on the day of return to the
provider.
(l) Random Drug Screening.
1. Individuals in the first six (6) months of treatment shall be required to submit to at least one (1) monthly random drug screen.
2. Individuals who are on Phase III or higher shall be required to submit to a minimum of eight (8) random drug screens per
year of an individual’s treatment plan.
3. All drug screens shall be conducted by direct observation, or by another accurate method of monitoring in order to reduce the
risk of falsification of results. Each specimen shall be analyzed for opioids, methadone, buprenorphine, amphetamines,
benzodiazepines, and cocaine. If there is a history of prescription opioid analgesic abuse, an expanded toxicology panel that includes
these opioids shall administered. Additional testing is based on individual patient need and local drug use patterns and trends.
4. The physician or their qualified designee shall review all positive drug screens from illicit substances in accordance with the
medical protocol established in subsection 65D-30.004(7), F.A.C.
(m) Employment of Persons on a Maintenance Protocol. No staff member, full-time, part-time or volunteer, shall be on a
maintenance protocol unless a request to maintain or hire staff undergoing treatment is submitted with justification to and approved
by the federal and state authorities. Any approved personnel on a maintenance regimen shall not be allowed access to or
responsibility for handling methadone or other opioid treatment medication.
(n) Caseload. No full-time counselor shall have a caseload that exceeds the equivalent of 32 currently participating individuals.
Participating individual equivalents are determined in the following manner.
1. An individual seen once per week would count as 1.0 equivalent.
2. An individual seen bi-weekly would count as a .5 equivalent.
3. An individual seen monthly or less would count as a .25 equivalent.
4. As an example, a counselor has a caseload of 15 individuals that are seen weekly (counts as an equivalent of 15), 30
individuals seen biweekly (counts as an equivalent of 15), and 8 individuals seen monthly (counts as an equivalent of 2). The
counselor would have a total caseload of 53 individuals equaling 32 equivalent individuals.
(o) Termination from Treatment.
1. There will be occasions when individuals will need to be terminated from treatment. Individuals who fall into this category
are those who:
a. Attempt to sell or deliver their prescribed medication or any other drugs;
b. Become or continue to be actively involved in criminal behavior;
c. Consistently fail to adhere to the requirements of the provider;
d. Persistently use illicit substances; or
e. Do not effectively participate in treatment programs to which they are referred.
Such individuals shall be withdrawn in accordance with a dosage reduction schedule prescribed by the physician or qualified
designee and referred to other treatment, as clinically indicated. This action shall be documented in the clinical record by the
physician or their qualified designee.
2. Providers shall establish criteria for involuntary termination from treatment. All individuals shall be given a copy of these

criteria upon placement and shall sign and date a statement that they have received the criteria.
(p) Withdrawal from Maintenance.
1. The physician or qualified designee shall ensure that all individuals in methadone medication-assisted treatment receive an
annual assessment. This assessment may coincide with the annual assessment of the treatment plan and shall include an evaluation
of the individual’s progress in treatment and the justification for continued maintenance. The assessment and recommendations shall
be recorded in the clinical record.
2. All providers shall develop policies and procedures that establish a process to assist individuals served in attaining recovery
goals, thereby enabling transition to a lower level of care. At least annually, during the treatment plan review, the provider shall
assess the individual’s readiness and desire to transition to a lower level of care and shall provide information about the titration of
medication to maintain therapeutic levels or to withdraw from the medication with the least necessary discomfort. Transition is
gradual, individualized, and actively involves the individual served and the next provider to ensure effective coordination and
engagement.
3. An individual being withdrawn from treatment shall be closely supervised during withdrawal. A dosage reduction schedule
shall be established by the physician or qualified designee and documented in the clinical record. In the event withdrawal is
clinically inadvisable, justification must be kept in the clinical record, signed and dated by the physician or qualified designee and
the individual.
(q) Services.
1. Comprehensive Services. A comprehensive range of services shall be available to each individual as required in subsection
397.427(1), F.S. The type of services to be provided shall be determined by individual needs, the characteristics of individuals
served, and the available community resources.
2. Counseling.
a. Each individual receiving methadone medication-assisted treatment shall receive regular counseling. A minimum of one (1)
counseling session per week shall be provided to individuals through the first 90 days. A minimum of two (2) counseling sessions
per month shall be provided to individuals who have been in treatment for at least 91 days and up to one (1) year. A minimum of one
(1) counseling session per month shall be provided to individuals who have been in treatment for longer than one (1) year.
b. A counseling session shall be at least 30 minutes in duration, conducted in a private room, and shall be documented in the
clinical record.
c. Any entity or qualified professional who has entered into a written agreement with a licensed provider is bound by these
regulations.
(r) Overdose Prevention.
1. All licensed providers must develop overdose prevention plans. Overdose prevention plans must be shared with individuals
upon admission and discharge from medication-assisted treatment, regardless of the reason for discharge. Plans must also be shared
with individuals placed on a waitlist to receive treatment services. Overdose prevention plans shall include, at a minimum:
a. Education about the risks of overdose, including having a lower tolerance for opioids once the individual is no longer on
medication-assisted treatment;
b. Information about Naloxone, the medication that reverses opioid overdose, including where and how to access Naloxone in
the county of residence;
c. For providers who maintain an emergency overdose prevention kit, a developed and implemented plan to have staff trained in
the prescribed use and the availability of the kit for use during all program hours of operation.
(6) Medication Units.
(a) A provider that currently holds a state license and who has either exceeded site capacity or has a significant proportion of
individuals in treatment with a travel burden, may apply to the SOTA to establish a medication unit. The provider must be in
compliance with the Department and applicable regulating agencies. The licensed provider and medication unit must be owned by
the same provider.
(b) A medication unit’s services shall comply with the requirements 42 CFR 8.2 and 42 CFR 8.11(i).
(c) Providers interested in establishing a medication unit must submit a written proposal to the state authority for review and
approval. Proposals must include the following for consideration of approval:
1. Description of proposed medication unit. Include description of target population, geographical catchment area, physical
location/address, proposed capacity, and hours of operation;

2. Justification of need for medication unit. Provide explanation on why currently licensed facilities are insufficient and how
the proposed medication unit addresses unmet need;
3. Copy of state license and federal certifications;
4. Required qualifications and job description for Medical Director, clinical on-site Director or Manager, and proposed staffing
for the medication unit;
5. Implementation plan, including timeframes for securing federal approvals for a medication unit and anticipated start date of
services;
6. Plans to secure proper zoning before medication unit opening; and
7. Plans on how medication unit will ensure individuals receive comprehensive support services such as counseling.
8. An affirmative statement that the primary full-service program agrees to retain responsibility for care;
9. An affirmative statement that the medication unit is limited to administering and dispensing the narcotic treatment
medications and collecting samples for drug screening or analysis.
(d) Medication units must open within two (2) years of receiving approval. Providers who are delayed for a reason other than a
natural disaster may petition the Department for a rule waiver pursuant to section 120.542, F.S.
(7) Best Practices. All licensed providers shall comply with best practices as defined in paragraph (4)(e) of this rule.
(8) Other Medications.
(a) Buprenorphine Products. Qualified medical personnel licensed to practice in the state of Florida and meeting all federal
requirements can prescribe buprenorphine to individuals under their license. Medical personnel shall comply with federal
regulations related to buprenorphine products.
(b) Naltrexone Products. Naltrexone can be prescribed by any healthcare provider who is licensed to prescribe medications.
Healthcare providers must meet all federal requirements and shall conform to federal regulations related to naltrexone products.
(c) Providers shall adhere to the prevailing federal and state requirements regarding the use of opioid treatment medications in
the maintenance treatment of individuals who are or become pregnant during the course of treatment.
Rulemaking Authority 397.321(5) FS. Law Implemented 397.311(26), 397.321, 397.410, 397.427, 427 FS. History–New 5-25-00, Amended 4-3-03,
6-25-19.
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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: July 1, 2019
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.
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(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 meets the requirements of a qualified professional whose functions include
managing personnel who provide direct clinical services or maintaining lead responsibility for the overall coordination and
provision of clinical services.
(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.
(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.
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(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.
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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-hoursper-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.
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(30) “Peer specialist” means a person who has been in recovery from a substance use disorder or mental illness for at least 2
years who uses his or her personal experience to provide services in behavioral health settings to support others in their recovery,
or a person who has at least 2 years of experience as a family member or caregiver of an individual who has a substance use
disorder or mental illness. The term does not include a qualified professional or a person otherwise certified under chapter 394
or this chapter.
(31) “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.
(32) “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.
(33) “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.
(34) “Program evaluation” or “evaluation” means a systematic measurement of a service provider's achievement of desired
individual or service outcomes.
(35) “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.
(36) “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.
(37) “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.
(38) “Recovery residence” means a residential dwelling unit, the community housing component of a licensed day or night
treatment facility with community housing, or other form of group housing, which 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.
(39) “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.
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(40) “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.
(41) “Screening” means the gathering of initial information to be used in determining a person's need for assessment, services,
or referral.
(42) “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 communitybased 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.
(43) “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).
(44) “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.
(45) “Service provider personnel” or “personnel” includes all owners, directors, chief financial officers, staff, and volunteers,
including foster parents, of a service provider.
(46) “Stabilization” means:
(a) Alleviation of a crisis condition; or
(b) Prevention of further deterioration,
and connotes short-term emergency treatment.
(47) “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.
(48) “Substate entity” means a departmental office designated to serve a geographical area specified by the department.
(49) “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.
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(50) “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; Laws 2019, c.
2019-159, § 2, eff. July 1, 2019.

Notes of Decisions (1)
West's F. S. A. § 397.311, FL ST § 397.311
Current through the 2019 First Regular Session of the 26th Legislature.
End of Document
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West's Florida Statutes Annotated
Title XXIX. Public Health (Chapters 381-408)
Chapter 397. Substance Abuse Services (Refs & Annos)
Part II. Service Providers
West's F.S.A. § 397.4873
397.4873. Referrals to or from recovery residences; prohibitions; penalties
Effective: July 1, 2019
Currentness
(1) A service provider licensed under this part may not make a referral of a prospective, current, or discharged patient to, or
accept a referral of such a patient from, a recovery residence unless the recovery residence holds a valid certificate of compliance
as provided in s. 397.487 and is actively managed by a certified recovery residence administrator as provided in s. 397.4871.
(2) Subsection (1) does not apply to:
(a) A licensed service provider under contract with a managing entity as defined in s. 394.9082.
(b) Referrals by a recovery residence to a licensed service provider when the recovery residence or its owners, directors,
operators, or employees do not benefit, directly or indirectly, from the referral.
(c) Referrals made before July 1, 2018, by a licensed service provider to that licensed service provider's wholly owned subsidiary.
(d) The referral of a patient to, or acceptance of a referral of such a patient from, a recovery residence that has no direct or
indirect financial or other referral relationship with the licensed service provider and that is democratically operated by its
residents pursuant to a charter from an entity recognized or sanctioned by Congress, and where the residence or any resident of
the residence does not receive a benefit, directly or indirectly, for the referral.
(3) For purposes of this section, a licensed service provider or recovery residence shall be considered to have made a referral if
the provider or recovery residence has informed a patient by any means about the name, address, or other details of a recovery
residence or licensed service provider, or informed a licensed service provider or a recovery residence of any identifying details
about a patient.
(4) A licensed service provider shall maintain records of referrals to or from recovery residences as may be prescribed by the
department in rule.
(5) After June 30, 2019, a licensed service provider violating this section shall be subject to an administrative fine of $1,000 per
occurrence. Repeat violations of this section may subject a provider to license suspension or revocation pursuant to s. 397.415.
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(6) Nothing in this section requires a licensed service provider to refer a patient to or to accept a referral of a patient from a
recovery residence.
Credits
Added by Laws 2017, c. 2017-173, § 15, eff. July 1, 2017. Amended by Laws 2019, c. 2019-159, § 8, eff. July 1, 2019.
West's F. S. A. § 397.4873, FL ST § 397.4873
Current through the 2019 First Regular Session of the 26th Legislature.
End of Document
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NAATP Launches Next Phase of Outcomes Research with
National Experts
naatp.org/resources/news/naatp-launches-next-phase-outcomes-research-national-experts/jul-25-2019
July 25,
2019

NAATP launched its Outcomes and Measures Program (The OMP) this week through the
convening of a National Advisory Board of addiction treatment, research, and policy experts.
NAATP assembled the team to advise the National Association in the identification of next
steps in the area of addiction treatment outcomes and measures work, as a follow-up to the
Outcomes Pilot Program (The OPP) that laid the ground work and produced the Addiction
Treatment Outcomes Measurement Toolkit and Final Report released earlier this year.
The OMP objectives are to identify and produce both research and practice tools to improve
treatment operation and quality through the study and implementation of proximal and
distal measures, strategies for continuous quality improvement, and enhanced outcomes.
Participants in the OMP Advisory Committee, pictured below, include representatives from
the continuum of care, research, policy, and technology.
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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, the 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.
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EXECUTIVE SUMMARY

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 an 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 had been
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.

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 First
Edition of the Guidebook will not be its last. As the field
of addiction treatment continues to evolve, so will this
publication with future editions. 

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.
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THE
GUIDELINES
SECTION A:
OPERATIONS

Operations are a foundational element in the
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
Twelve-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
• Outcomes data that assesses the efficacy of treatment
interventions
• Education and training that promote 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:
• Pharmaceutical interventions including medications
for reducing craving and withdrawal symptoms
• Psycho-social interventions including cognitive
behavioral therapy and motivational interviewing
• Spiritual interventions including Twelve-Step
facilitated therapy and mindfulness meditation
• Behavioral interventions including nutrition
and exercise
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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
ASAM Public Policy Statement: Definition of Addiction
SAMHSA Definition of Recovery
NAATP Public Policy Statement
NAATP Code of Ethics
ASAM Treatment Placement Criteria
NIDA Principles of Drug Addiction Treatment
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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
NAATP List of State Licensing Agencies
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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.
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.
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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 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
The Joint Commission
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.

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
Jim Collins, Good to Great: Why Some Companies
Make the Leap and Others Don’t
Simon Sinek, Start with Why: How Great Leaders
Inspire Everyone to Take Action
The Arbinger Institute, Leadership and Self-Deception:
Getting Out of the Box
Jeff Sutherland, Scrum: The Art of Doing Twice the
Work in Half the Time
Gino Wickman, Traction: Get a Grip on Your Business

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 annual questionnaire through which
employees can evaluate their jobs and benefits may
be equally valuable.
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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
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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.

Creating and maintaining comprehensive written
policies and procedures is challenging in light of everincreasing demands on healthcare managers, but it is
critical in providing quality patient care. 

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

Resources
PSQH Policies and Procedures for Healthcare
Organizations
AHIMA Practical Advice for Effective Policies,
Procedures

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, highlevel 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 everchanging 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. 

Resources
NAATP Strategic Plan
Sushma Raman, How to Write a Strategic Plan
National Council of Nonprofits, Strategic Planning
for Nonprofits
Harvard Business Essentials: Strategy
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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 resist 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. 
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Resources
Facility Guidelines Institute, 2018 Guidelines for Design
and Construction
Joint Commission 2019 Comprehensive Accreditation
Manual for Behavioral Health Care
CARF 2019 Standards Manuals & Workbooks

THE
GUIDELINES
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 if 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 underproviding 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: ADMISSIONS 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 and mission,
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.
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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
ASAM Treatment Placement Criteria
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 the patient’s history across all
functional areas is required to determine applicable
diagnoses, make an appropriate recommendation
for level of care needs, and assist in developing an
initial treatment plan based on that 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.

Resources
ASAM Treatment Placement Criteria
PHQ-9 (Depression)
GAD-7 (Anxiety)
ADHD Self-Report Scale (ADHD)
MDQ Scale (Mood disorders)

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. 
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THE
GUIDELINES
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 well-being 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.

18
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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.

Resources
NAADAC Education Resources
NAATP Webinar Series

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 existence 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. 
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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 who have
not previously provided clinical services, should become
certified or licensed within two years of 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 required by the applicable
certification authority. 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
Supervisors and Intake/Nursing Managers, 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
NASADAD State Regulations on Substance
Use Disorder Programs and Counselors
National Association for Alcoholism
and Drug Abuse Counselors
NAATP List of State Licensing Agencies
American Society of Addiction Medicine
American Medical Association
National Association of Social Workers
American Psychological Association
American Counseling Association
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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 is 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.

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 costsharing 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
offered, including salary and benefits, fits the financial
capabilities of the organization and is commensurate
with local employment offerings and within the broader
treatment field. 

Resources
NAATP Salary Survey

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.
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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 well-being 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 patient-cum-employee, these
become inexorably linked, potentially leading to the
loss of therapeutic and social support systems in the
event of relapse or termination from employment.
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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
disparities 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
Social Work Today, Hiring Former Clients
APA The Principles of Medical Ethics
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THE
GUIDELINES
SECTION D:
BILLING

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.

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.
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 to 2018. Prior to 2008, treatment opportunities
existed 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.
The working poor, middle class families, and uppermiddle-class families had extremely limited access
to treatment without a mechanism to use private
insurance to pay for treatment.
Parity laws and health care reform in the 1990s and
2000s led to a requirement that all insurance plans
provide reimbursement for SUD residential and
outpatient care. Consequently, many existing new
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 new 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.
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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 also critical when
considering expansion. Underestimating expense
may 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 longterm success. 

Resources
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, treating substance
use disorders has emerged as a profitable business,
drawing the interest of private equity and other profitdriven providers.

Resources
Congressional Budget Office, Projecting Hospitals’
Profit Margins

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 payers, and challenges securing
adequate authorizations to provide the care that is
clinically indicated.
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. However, 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. 
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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 outof-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. 
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Resources
Find A Code, UCR Payment Pricing
Recovery Research Institute, Addiction Treatment
Insurance Guide
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 as
applicable.

As an aside, HMO contracts generally prohibit innetwork 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
NAIC State Departments of Insurance Map
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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 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.

28

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 relation 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
ASAM Appropriate Use of Drug Testing in Clinical
Addiction Medicine
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 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 a delay in the payment of claims and, if the
addiction treatment provider is waiving such patient
financial responsibility amounts, even a 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
Review Individual Policy Documents
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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 more widely 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-spiritual 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 by
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
ASAM Continuum of Care
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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
capital. Most importantly, the patient’s involvement in
and commitment to the continuing care process is key.

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 that consider all levels of clinical services and
affordability for patients of all economic means. 

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.

Resources

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 in introducing the patient to the next provider
to the extent possible.
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SAMHSA, Addiction Counseling Competencies:
The Knowledge, Skills, and Attitudes of Professional
Practice
ASAM Treatment Placement Criteria
Joint Commission 2019 Comprehensive Accreditation
Manual for Behavioral Health Care
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 AMA, 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.

Resources
SAMHSA, Addiction Counseling Competencies:
The Knowledge, Skills, and Attitudes of Professional
Practice
ASAM Treatment Placement Criteria
Joint Commission 2019 Comprehensive Accreditation
Manual for Behavioral Health Care
CARF 2019 Standards Manuals & Workbooks

Early identification of patients with AMA discharge
potential can help providers evaluate resources and
prepare for more patient-specific recommendations.
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 so 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. 
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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 shortand long-term goals, and systematically track
progress toward 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 services. 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-socialspiritual 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 which 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.

Resources
NAATP Outcomes Measurement Toolkit

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
payers, patients, policy makers, and the public. Utilizing
outcomes measures legitimizes the 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. 
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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.
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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.
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 relationships 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, an even 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
Faces & Voices of Recovery
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 ECTION G:
COMMUNITY ENGAGEMENT, PUBLIC RELATIONS, AND PUBLIC POLICY

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 one of despair to a more hopeful message.
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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
NAATP Policy Agenda
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
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.

Resources
NAATP Policy Agenda
NAATP Values Statement

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. 
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GUIDELINES
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-socialspiritual 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 treatment providers differentiate
themselves, 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.

Resources
NAATP Code of Ethics
NAATP Treatment Selection Guide
NAATP Treatment Program Discernment and Selection
American Marketing Association Ethics

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. 
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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 about 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. 
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Resources
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 patient referrals 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 financially motivated. 

Resources
NAATP Code of Ethics
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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.
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. 
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Resources
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
Florida Statute Title XLVI Chapter 817.505: Fraudulent
Practices: Patient Brokering
Tennessee Code, Title 4; Title 33; Title 39; Title 63
and Title 68, relative to treatment for alcohol and
drug abuse.
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THE
GUIDELINES
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 operation 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.
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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, healthcare 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
through the resource indicated below. 

Resources
NAATP Code of Ethics
NAATP Ethics Complaint Process
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1120 Lincoln Street | Suite 1303
Denver, Colorado 80203
info@naatp.org
888.574.1008
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Quality Assurance Guidebook Release
naatp.org/resources/news/quality-assurance-guidebook-release/aug-20-2019
August 20, 2019

NAATP Addiction Treatment Provider Quality Assurance Guidebook: A Guide to the Core
Competencies for the Delivery of Addiction Treatment Services
NAATP is pleased to provide our members with the Summer 2019 Issue of addictionLEADER. This is
a Special Issue comprised entirely of the NAATP Addiction Treatment Provider Quality
Assurance Guidebook: A Guide to the Core Competencies for the Delivery of Addiction
Treatment Services.
The Guidebook, initially released in beta format for member comment, is the product of
NAATP’s Quality Assurance Initiative (QAI), created to set a strong standard for treatment service
delivery. Having incorporated feedback from our members and the field, we are pleased to release
the Guidebook in final form.
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 a Commentary and a list of
Resources to aid the provider in understanding and implementing the Guidelines.

https://www.printfriendly.com/p/g/si89aE

9/10/2019

Quality Assurance Guidebook Release

Page 2 of 2

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.
Access Quality Assurance Guidebook

https://www.printfriendly.com/p/g/si89aE
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County passes registry for some drug rehab centers to crack down on abuses – Orange Co... Page 1 of 6

ARTICLE

CRIME + PUBLIC SAFETY

Orange County District Attorney Tony Rackauckas, speaking during a Sept. 26
news conference to announce charges involving a sober living home, on Tuesday
urged county supervisors to approve a new registry for drug and alcohol rehab
centers. (Photo by Michael Fernandez, Contributing Photographer)

|
| Orange County Register
June 28, 2019 at 12:43 pm
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In what could be a first in California, licensed addiction treatment providers will be
required to register annually with the Orange County Health Care Agency – and
disclose webs of related businesses, such as urine- and blood-testing labs, pharmacies,
real-estate-holding companies that manage sober living homes and the like.
— approved Tuesday by the Board of Supervisors after an
animated debate — will apply only to unincorporated areas of the county, where just
some of the county’s 472 state-licensed addiction treatment programs are located. But
the District Attorney’s office, which proposed the new law, wants to take it countywide.
“This is really designed just as a start, to have the addiction treatment places provide
information on affiliated businesses, so if any conflicts of interest exist, that’s out
there,” said Tracy Hughes, the deputy district attorney who did much of the legwork on
the new law.
“That’s the model skilled nursing facilities use. They have to declare businesses where
they own a 5-percent-or-more stake,” Hughes said. “We’re trying to protect people by
shedding a little more light.”
The law will produce a registry, accessible to the public, that includes each substance
abuse center’s name, business address and state license number. It also will list the
addresses, details of services provided and accepted methods of payment for each
location; the identity of each owner, director, partner and officer; and the identity of
each affiliated entity and affiliated facility.
The debate played out to a stinging political backdrop. District Attorney Tony
Rackauckas is in a bitter re-election battle with challenger, and Orange County
Supervisor, Todd Spitzer. With the election just three weeks away, Spitzer pointedly
questioned Rackauckas’ timing of the new registry.
“Talk about a hoax close to an election,” Spitzer said.
The concept isn’t new. In 2005, California empowered counties with the authority to
create registries of addiction providers, though to date no one in Orange or any other
California county has acted on it.
“There was only one reason to put that on the agenda and we all know what it is,”
Spitzer said.
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Rackauckas denied any political motivation, saying his office has been working on the
issue for more than a year, has formed a task force to fight fraud and has made more
than a dozen arrests. This registry will go beyond the collection of basic vitals required
by the state, and help ferret out related business ties that now fester in the shadows.
When Spitzer asked Rackauckas why he hadn’t proposed this registry some time over
the past 13 years, Rackauckas turned the question around and asked Spitzer why he
hadn’t done so.
Supervisor Lisa Bartlett, stepping into the crossfire, said, “we need something over and
above the state requirements. We need to be able to connect the dots between these
treatment centers and the drug-testing and urine-testing labs and the sober living
homes.”
Southern California News
, which found that dozens of
patients have died for want of proper medical care in non-medical facilities
that would not be allowed to open in many other states. The series also
showed how inexperienced and unscrupulous operators have taken
advantage of mandatory mental health treatment coverage required by the
Affordable Care Act, and that almost anyone, regardless of education level or
criminal history, can open a licensed treatment center.
Addicts with good insurance continue to be lured to the region by operators who
promise free airline tickets, “scholarships” that cover insurance deductibles, and cash
payments to stay in treatment or agree to a particular kind of treatment.
a raft of bills into law that will begin
, and Orange
.
When Spitzer asked if Rackauckas’s efforts were spurred by the SCNG probe, the
district attorney said his proposal is “not connected to some newspaper article.”
Spitzer also faulted the proposal for including no penalties for failing to register, and
for targeting only unincorporated areas, when the state has already empowered county
health care agencies to register all licensed addiction treatment businesses.
Rackauckas said he wasn’t against including penalties, and that the ordinance would
extend to cities as soon as each adopts the ordinance, which should be within 90 days.
The law will have its second reading at the end of the month.
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“It’s not going to cure everything and shut down every unscrupulous operator, but it’s
another tool we can use,” said Susan Kang Schroeder, chief of staff for the D.A.

Tags:

, Rehab Riviera

Teri Sforza is one of the lead reporters on the OCR/SCNG probe of
fraud, abuse and death in the Southern California addiction treatment
industry. Our "Rehab Riviera" coverage won first place for investigative
reporting from the California Newspaper Publishers Association, first place
for projects reporting from Best of the West and is a finalist for the National
Institute for Health Care Management Foundation's print award, competing
with the New York Times, the Washington Post and ProPublica. Sforza
birthed the Watchdog column for The Orange County Register in 2008,
aiming to keep a critical (but good-humored) eye on governments and
nonprofits, large and small. It won first place for public service reporting
from the California Newspaper Publishers Association in 2010. She also
contributed to the OCR's Pulitzer Prize-winning investigation of fertility fraud
at UC Irvine, covered what was then the largest municipal bankruptcy in
America‘s history, and is the author of "The Strangest Song," the first book to
tell the story of a genetic condition called Williams syndrome and the
extraordinary musicality of many of the people who have it. She earned her
M.F.A. from UCLA's School of Theater, Film and Television, and enjoys
making documentaries, including the OCR's first: "The Boy Monk," a story
that was also told as a series in print. Watchdogs need help: Point us to
documents that can help tell stories that need to be told, and we'll do the
rest. Send tips to watchdog@ocregister.com.
@terisforza

From Dorm Room
One Look And
Knows She’s Made
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Mom surprises her daughter at college with a selfie, but soon realizes she's
made a terrible mistake...

Tony Saavedra is an investigative reporter specializing in legal affairs
for the Orange County Register. His work has been recognized by the
National Headliner Club, the Associated Press Sports Editors, the California
Newspaper Publishers Association, the Orange County Trial Lawyers
Association and the Orange County Press Club. His stories have led to the
closure of a chain of badly-run group homes, the end of a state program
that placed criminals in inappropriate public jobs and the creation of a
civilian oversight office for the Orange County Sheriff's Department, among
other things. Saavedra has covered the Los Angeles riots, the O.J. Simpson
case, the downfall of Orange County Sheriff-turned felon Michael S. Carona
and the use of unauthorized drugs by Olympian Carl Lewis. Saavedra has
worked as a journalist since 1979 and has held positions at several Southern
California newspapers before arriving at the Orange County Register in
1990. He graduated from California State University, Fullerton, in 1981 with
a bachelor of arts in communication.
@tonysaavedra2

VIEW COMMENTS

Join the Conversation
We invite you to use our commenting platform to engage in
insightful conversations about issues in our community. Although
we do not pre-screen comments, we reserve the right at all times to
remove any information or materials that are unlawful, threatening,
abusive, libelous, defamatory, obscene, vulgar, pornographic,
profane, indecent or otherwise objectionable to us, and to disclose
any information necessary to satisfy the law, regulation, or
government request. We might permanently block any user who
abuses these conditions.
If you see comments that you find offensive, please use the “Flag
as Inappropriate” feature by hovering over the right side of the post,
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and pulling down on the arrow that appears. Or, contact our editors
by emailing moderator@scng.com.
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Court Orders State Fire Marshal to pay $362,000 in Housing
Discrimination Case
Posted on 09. Apr, 2018 by Maxwell Ciardullo
New Orleans—Last week, a U.S. District Court Judge ordered the Louisiana State Fire Marshal to pay
$362,000 to plaintiffs for their court costs and attorneys fees after his office was found to be discriminating
against residents of a Lake Charles Oxford House. The Greater New Orleans Fair Housing Action Center
(GNOFHAC) represented Oxford House, Inc.—a nationwide network of housing for recovering alcoholics
and substance users—the owners of the home in Lake Charles, and a former resident as plaintiffs in the
case.
The judge found that the State Fire Marshal’s refusal to allow seven women recovering from alcohol and
substance abuse to live in a single-family home “as a family” constituted illegal housing discrimination.
The Fire Marshal had instead sought to treat the home as a commercial rooming and boarding facility
and require residents to install expensive upgrades or lose their home. If the Fire Marshal had prevailed,
105 other Oxford Houses in Louisiana would potentially have had to close their doors, causing 700 persons
in the process of recovery to become homeless.
In July, a U.S. District Court Judge ruled in favor of the plaintiffs and against the Fire Marshal, finding that
the Fire Marshal was obligated under federal antidiscrimination laws to accommodate the Oxford House
residents. Federal law requires that reasonable accommodations be made for people with disabilities
when necessary to ensure equal housing opportunity. Under the Fair Housing Act, residents of Oxford
Houses are considered to be people with disabilities.
Lori Holtzclaw, regional manager for Oxford Houses in Louisiana and Mississippi said, “As both a manager
and a previous Oxford House resident, I know that the support of living together like a family is key to
recovery—it’s no surprise the model has shown an 86% success rate in residents remaining sober.” She
continued, “There is no reasonable fire safety justification for preventing adults from living together in a
single-family home.”
As a result of the suit, the Office of the State Fire Marshal will put in place a process for reviewing
accommodation requests, and—for the purposes of fire safety—treat Oxford Houses like any other singlefamily home.
Cashauna Hill, GNOFHAC Executive Director, comments, “Especially in the midst of our state’s opioid
epidemic, Oxford Houses are a much-needed resource in our communities. We’re grateful for the
residents who moved forward with this case and helped safeguard protections for people with disabilities
throughout Louisiana.”
GNOFHAC settled a similar case with the City of Baton Rouge in 2014 after a U.S. District Court ruled that
the City should allow Oxford Houses to operate in areas zoned for single-family dwellings.
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Plaintiffs were represented by GNOFHAC attorneys Elizabeth Owen and Peter Theis, John N. Adcock, of
the Law Office of John N. Adcock, and by Steven G. Polin of the Law Office of Steven G. Polin.

GREATER NEW ORLEANS FAIR HOUSING ACTION CENTER
The Greater New Orleans Fair Housing Action Center (GNOFHAC) is a nonprofit civil rights
organization established in 1995 to eradicate housing discrimination. GNOFHAC’s work
throughout Louisiana includes education, investigation and enforcement activities.
GNOFHAC is dedicated to fighting housing discrimination because it is an illegal and divisive
force that perpetuates poverty, segregation, ignorance, fear and hatred.
© 2019 Greater New Orleans Fair Housing Action Center. All Rights Reserved.

CONTACT US
9am-5pm Mon.-Fri.
1340 Poydras St., Suite 710
New Orleans, LA 70112
Telephone: 504-596-2100
Toll Free: 877-445-2100
General Email: info@gnofairhousing.org
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Is There Really a Need for Another Opioid?
The FDA’s controversial approval of a potent, pint-sized tablet called Dsuvia has raised concerns.
By Michael O. Schroeder, Staff Writer

Dec. 13, 2018

AMID AN OPIOID CRISIS that sees an average of 115 Americans dying daily from overdose, according to the Centers

for Disease Control and Prevention, the recent approval of one more pain narcotic has been much criticized.
Proponents of Dsuvia, an oral, tablet form of the drug sufentanil that goes under the tongue (sublingual), say that it fills
a niche – offering a suitable alternative in certain cases to pain medicine delivered intravenously – while being
restricted to medically supervised settings like hospitals, emergency departments and surgical centers. But many have
blasted the Food and Drug Administration's decision last month to approve the drug, with so many opioids already on
the market.

In a statement acknowledging concerns last month, FDA Commissioner Scott Gottlieb asserted, "We won't sidestep
what I believe is the 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." But those critical of the
agency's approval of Dsuvia say the agency abdicated its responsibilities in ever greenlighting the drug; and they
assert that irrespective of any safeguards the FDA tries to put in place, like restricting its use to medically monitored
health care settings, it can't mitigate the risk for more abuse and ultimately more opioid-related deaths.
"This is a medication with high potency and with outsized opportunity for diversion and abuse," says Dr. Raeford
Brown, the chair of the FDA's Anesthetic and Analgesic Drug Products Advisory Committee, who wasn't at the
committee's Oct. 12 meeting when it voted 10 to 3 in favor of the FDA approving the drug. The committee reviews data
on the safety and effectiveness of drug products used in anesthesia and surgery to make its recommendations.

Brown joined Dr. Sidney Wolfe, founder and senior adviser of Public Citizen's Health Research Group, in penning a
letter after that committee meeting urging the FDA to reject Redwood City, California-based AcelRx Pharmaceuticals'
new drug application for Dsuvia. "You don't help the situation that we're currently in by putting more opioids on the
market,." Brown says. He and Wolfe also argued against the FDA's subsequent approval of Dsuvia in a Washington
Post opinion piece.
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[See: 4 Opioid Drugs Parents Should Have on Their Radar.]
"Dsuvia will add to the flood of opioids that are feeding the epidemic," they wrote in the opinion piece. The drug is five
to 10 times more potent than fentanyl – a particularly powerful pain medication in its own right that has been blamed
for many of the opioid overdose deaths. Brown and Wolfe also asserted, "Two months before the Oct. 12 advisory
committee meeting at which Dsuvia was considered, the FDA disinvited the members of its drug safety advisory
committee who had been invited except for three, as members of the committee told one of us (Wolfe), making a
favorable vote for the drug more likely because of decreased focus on safety."
Gottlieb and others at the FDA counter that it has closely evaluated safety concerns, and continues to actively look at
ways to address those. "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, including requiring a Risk Evaluation and Mitigation Strategy (REMS) to accompany this drug,"
Gottlieb stated. "The REMS reflects the potential risks associated with this product and will tightly control its
distribution and use."

But Brown says the agency hasn't demonstrated an ability to prevent opioids from being used illicitly. "The FDA
historically has not been able to provide any evidence that there's ever – ever – an approved opioid that doesn't lead

https://health.usnews.com/health-care/patient-advice/articles/2018-12-13/dsuvia-the-newes... 8/13/2019
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to diversion and further abuse," says Brown, who is also a professor of anesthesiology and pediatrics at the University
of Kentucky. "We haven't found an REMS program which has been effective – and I've been working on REMS
programs now for four years, trying to help them write an effective REMS program."
The IV form of sufentanil has been used for decades in anesthesia – and abused by

RELATED CONTENT

health care workers, Brown points out. He's tried to resuscitate health care workers –
sometimes futilely – who overdosed on the drug.
Even so, those who see a benefit in having Dsuvia available note that the lion's share
of abuse of opioids relates to prescription pills that one might, for example, easily
access from a family member's medicine cabinet. The amount of drug in the tiny
Dsuvia tablet is 30 micrograms (where each microgram is one-thousandth of a
milligram), or what Dr. Pamela Palmer, co-founder and chief medical officer of AcelRx,
says is about the equivalent of 5 milligrams of IV morphine, in terms of potency. "It

Why Some Opioids Users Don't Fear
Overdosing

takes less drug to get the same effect. So we take 30 micrograms to get the same
effect as 5 milligrams – we're not more powerful, we're just more potent, and we've
dose-adjusted to make up for that potency," she says. "We know that 30 micrograms (of Dsuvia) is a safe dose in
people aged 18 to octogenarians."

[See: 6 Nonopioid Ways to Ease Postoperative Pain.]
Palmer adds that the administration of the drug is more straightforward than for clear liquid opioids, like IV morphine
and IV fentanyl, which is 50 to 100 times more powerful than morphine; if the two are confused, it could kill a patient,
she says.
Even given as directed, all opioids carry potentially serious risks. For Dsuvia, those include extreme sleepiness,
potentially life-threatening breathing problems, or what's called respiratory depression, coma and death, according to
the FDA, while common side effects range from nausea, headache, vomiting, dizziness to abnormally low blood
pressure, or hypotension.
According to Gottlieb and the FDA, "Because of the risks of addiction, abuse and misuse with opioids, Dsuvia is also to
be reserved for use in patients for whom alternative pain treatment options have not been tolerated, or are not
expected to be tolerated, where existing treatment options have not provided adequate analgesia (pain relief), or
where these alternatives are not expected to provide adequate analgesia."
But Brown says the data doesn't support the claims that Dsuvia provides unique benefits or even prove it's as effective
as claimed in providing rapid pain relief, in addition to looming safety concerns.
[See: The 5 Latest Poison Control Threats Kids Face.]
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As the opioid epidemic rages on, critics of the latest opioid approval remain steadfast that it's just not worth the risk of
bringing another opioid onto the market. "The goal here is to have as few people die as we possibly can," Brown says.
"By putting more potent opioids on the market, we don't help ourselves in achieving that goal."

Michael O. Schroeder, Staff Writer
Michael O. Schroeder has been a health editor at U.S. News since 2015. He writes health ... READ MORE »
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Although ketamine [reference.medscape.com] has gained interest in recent years as a
rapidly acting potential therapy for treatment-resistant depression
[emedicine.medscape.com], researchers say an even better option may lie in another wellknown agent with a similar mechanism of action ― nitrous oxide, better known as laughing
gas.

Dr Peter Nagele
"Nitrous oxide has rapid antidepressant effects in patients with treatment-resistant major
depression... [that] were sustained for at least 24 hours and in some patients for 1 week,"
the authors of a new proof-of-concept study write.
"Nitrous oxide resulted in a treatment response in 20% of the [treatment-resistant
depression] patients and remission in 15%," they add.
The study was published online [biologicalpsychiatryjournal.com] December 8 in Biological
Psychiatry.

More Benign Than Ketamine
The study was conducted at Washington University, in St. Louis, Missouri, where in 1998
researchers first showed [ncbi.nlm.nih.gov] the mechanism of action of nitrous oxide to be
an N-methly-D-aspartate (NMDA) inhibitor ― the same mechanism linked to ketamine.
The finding prompted speculation that nitrous oxide, a staple sedative
[emedicine.medscape.com] in dental offices, might offer the same antidepressant
properties as ketamine but with fewer side effects.
"We hypothesized that if ketamine shows these fast-acting antidepressant effects and it's
an NMDA receptor, and nitrous oxide is also an NMDA receptor antagonist, then we should
test this, because it could be a much more benign approach," lead author Peter Nagele, MD,
assistant professor of anesthesiology and genetics and chief of the Section of Trauma
Anesthesiology at Washington University, told Medscape Medical News.
The small, proof-of-concept study included 20 patients with treatment-resistant
depression who were randomly assigned to receive 1-hour inhalational treatment with
either a mix of 50% nitrous oxide/50% oxygen or a mix of 50% nitrogen/50% oxygen,
which served as a placebo.
A week later, the patients returned and were switched in the crossover study to receive
either the treatment or placebo in the same fashion.
The mean duration of treatment was 55.6 minutes; the median inspiratory concentration
was 44%.
Fifteen patients completed the study; three patients discontinued the nitrous oxide
treatment. For two patients, treatment was briefly interrupted owing to side effects, which
included anxiety and nausea.
Among those who completed the study, four patients (20%) had a treatment response,
defined as a reduction of 50% or more on the Hamilton Depression Rating Scale–21 (HDRS21), and three patients (15%) had a full remission, defined as an HDRS score of 7 or lower,
after receiving nitrous oxide. Of patients receiving placebo, one (5%) had a treatment
response, and none experienced full remission (odds ratio [OR] for response, 4.0; 95% CI
0.45 - 35.79; OR for remission, 3.0; 95% CI, 0.31 - 28.8).
Patients receiving nitrous oxide reported significant improvement in depressive symptoms
2 hours and 24 hours after receiving the treatment compared with those receiving placebo
(mean HDRS-21 difference at 2 hours: -4.8 points; 95% CI, -1.8 to to 7.8 points; P = .002; at
24 hours: -5.5 points; 95% CI, -2.5 to -8.5 points; P < .001; comparison between nitrous
oxide and placebo: P < .001).
Carryover Effect
Although the researchers said they expected patients' depressive symptoms to have
reverted to baseline when they returned the following week for the second treatment
session, several patients showed markedly lower HDRS-21 scores (P = .02), indicative of a
carryover effect.

"In any antidepressant trials, there is always a placebo effect, and the endpoint measures,
though made with a scale validated in the literature, are self-reported and not necessarily
hard, objective outcomes," Dr Nagele said.
"That being said, I think nitrous oxide had an improvement that was above and beyond
placebo."
The side effects of nausea and anxiety typically occurred near the end of the 1-hour
treatment session and resolved shortly after discontinuation. Dr Nagele noted adjustments
in dosing could possibly prevent those issues.
"I would predict that one could give this in a lower dose, and those effects would be less
obvious, and another thing with this is you can always just turn off the treatment whenever
you want and allow patients to quickly recover."
Unlike ketamine, which is metabolized, nitrous oxide, being a gas, may leave no trace in the
body as soon as 10 minutes after ending administration. However, the antidepressant
treatment effects appear to persist, said Dr Nagele.
"The mood improvement appears to have nothing to do with the presence of the nitrous
oxide in the body; the drug does something in the brain and then leaves the body, but the
effects are still there."
Contrary to its nickname, laughing gas, nitrous oxide's effects are more sedative, he added.
"When patients are given the gas, they typically don't laugh or giggle ― they're sleepy and
are put into a mild sedation. It's not a 'high' in these patients that seems to cause a mood
improvement."
Nonaddictive
Furthermore, the drug is not associated with the psychotomimetic side effects associated
with ketamine, which can include hallucinations and delusions, nor is it addictive, the
authors note.
"While nitrous oxide, like ketamine, is a non-competitive NMDA receptor antagonist, it
differs from ketamine in lacking use-dependence and is not a trapping open channel
blocker. Thus, nitrous oxide represents an alternative way to modulate NMDA receptor
function clinically," they write.
Although not addictive, nitrous oxide is nevertheless a drug of abuse through methods such
as inhalation from whipped cream cans, and can pose a safety concern involving the
inactivation of vitamin B12, seen when use of the drug is repeated during a short period.
"Hematological and neurological complications, such as megaloblastic anemia
[emedicine.medscape.com] and myelopathy, have been reported among chronic nitrous
oxide abusers or patients with chronic disturbances of folate [emedicine.medscape.com]
metabolism," the authors note.

Although the 24-hour postinhalation mark was intentionally selected as the primary
measure of effects, the authors acknowledge the limitation of the inhalation feasibly
"masking" depressive symptoms rather than improving them.
They also note the limitation of the use of the HDRS-21 and the Quick Inventory of
Depressive Symptoms Self Report scales for measuring symptom changes.
"Different scales, such as the Positive and Negative Affect Schedule (eg, I-PANAS-SF) or a
visual-analog scale (VAS) might have been superior," they speculate.
Those and a host of other issues will need to be worked out in the future studies that are
necessary to validate the findings, Dr Nagele said.
"This study was just a pilot trial and meant only to show if there is a signal or not, but we
are pursuing this in a larger population," he said.
"The goal looking ahead is to have the results replicated by an independent team of
researchers. If it is replicated, and I personally believe it will be, then one important next
question is, how one can sustain the effects?"
"We saw in the patients who came back for the second visit a week later that they still had
mood improvement, which was quite surprising. So the question is, how can one sustain
the effects?"
Exciting Data
With data suggesting a potentially important role for NMDA receptor antagonists in
depression, the research, though preliminary, is valuable, said suicide
[emedicine.medscape.com] expert Timothy W. Lineberry, MD, formerly the director of the
Mayo Clinic's Psychiatric Hospital in Rochester, Minnesota, and now the chief medical
officer for Aurora Healthcare in Green Bay, Wisconsin.
"There are data supporting benefits from ketamine in acute depression, so the question of
other types of NMDA compounds or medications that would make a difference in the same
way is an important question," he told Medscape Medical News. "So it's an important line of
research."
"This is clearly about proof of concept, but if there are treatments that can be developed for
treatment-resistant depression that can make a difference in a hurry, that's a great thing,"
he added.
Dr Lineberry, who was not involved in the research, said: "If this is proven to be effective,
the questions will be just like those for ketamine, including, what's the best delivery
method, who does it work best for, how long does it work, and how does it work with other
treatments?"
"We currently have a desperate need for good treatments for depression and treatmentresistant depression, so they're very exciting data, but much more research is needed."

Dr Nagele has filed for intellectual property protection related to the use of nitrous oxide in
major depression and has received research support from Roche Diagnostics, Abbot, and
Express Scripts that is unrelated to this work. Coauthor Charles F Zorumski, MD, serves on the
scientific advisory board of Sage [reference.medscape.com] Therapeutics. Sage Therapeutics
was not involved in this study. Coauthor Charles Conway, MD, was previously on the speaker's
bureaus for Bristol-Myers Squibb and Otsuka Pharmaceuticals. He has received research
funding from Bristol-Myers Squibb, Cyberonics, the Stanley Baer Foundation, and the Brain
and Behavior Research Foundation. Dr Lineberry has reported no relevant financial
relationships.
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