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Parity Implementation Coalition requests 
federal intervention in Florida BCBS case
Late last month, treatment advocates 
asked the federal agencies that over-
see the Mental Health Parity and Ad-
diction Equity Act (MHPAEA) to in-
tervene in Florida, where Blue Cross 
Blue Shield of Florida (BCBSFL) has 
fired all its contracted addiction and 
mental health providers. The state’s 
own insurance regulators said at the 
time that it was not their job to en-
force the MHPAEA — but the federal 
government says that is not the case 
and has opened an investigation, 
ADAW has learned.

Florida addiction providers con-
tracted to BCBSFL found out that not 
only will their contracts be terminat-
ed at the end of November, but that 
the new managed care carve-out — 
New Directions Behavioral Health, 
based in Leawood, Kan. — will offer 

them new contracts at greatly re-
duced fees. No other contractors in 
the  BCBSFL system appear to have 
been singled out for this treatment.

The Parity Implementation Co-
alition (PIC) contacted the state’s 
Office of Insurance Regulation 
(OFR) to ask that the MHPAEA be 
enforced, but  the OFR responded in 
an Aug. 17 letter to the Florida Psy-
chological Association that the office 
“has no jurisdiction with respect to 
enforcement of federal law.” This 
led to an Aug. 25 letter from the PIC 
to the secretaries of the Department 
of Health and Human Services 
(HHS), the Department of Labor 
(DOL), and the Department of the 
Treasury, the three agencies respon-
sible for enforcing the MHPAEA and 

See BCBSFL page 2

See Benchmark page 6

by Gary Enos, Contributing Editor

Staff members at Wayside House, a 
women’s addiction treatment orga-
nization in the Minneapolis area, of-
ten have found themselves taking 
pride in doing things differently 
from other centers. It can be good to 
be an “outlier” if you believe you 
have a better mousetrap, but the 
center’s executive director empha-
sizes that it’s also important to know 
why you’re an outlier and if that sta-
tus actually is deriving benefits for 
your clients.

This is why in the past couple of 
years Wayside House has moved to-
ward a more sophisticated analysis 

of processes and outcomes in the 
organization. It is now more active 
in comparing its numbers to those 
seen at similarly sized facilities, to 
get a better sense of the areas where 
it might need to improve.

“We report some outcomes to 
the state, but that data didn’t help us 
move our services,” Wayside House 
executive director Ellie Skelton told 
ADAW. “We often wondered, ‘Is this 
a favorable outcome vs. that of our 
peers?’”

Over the past two years, Way-
side House has become involved in 
a formalized benchmarking initia-
tive in partnership with nationally 

Treatment Program Profile
Minn. treatment center ratchets up
process of analyzing outcomes
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the Interim Final Regulations (IFR), 
requesting that they “intervene in 
the BCBSFL issue or provide guid-
ance on criteria for state and federal 
intervention in MHPAEA non-com-
pliance issues,” and “promulgate ad-
ditional regulatory guidance as soon 
as possible on all three of these is-
sues to thwart the harmful actions 
such as this that significantly reduce 
consumer access to mental health 
and addiction services, impact be-
havioral health consumers and pro-
viders alike, and damage the integ-
rity of MHPAEA and the IFR.” The 
letter was signed on behalf of the 
PIC by Irvin L. Muszynski of the 
American Psychiatric Association 
and Carol McDaid, principal with 
Capitol Decisions.

The DOL, HHS, and Treasury 
are going to investigate the situation, 
but enforcement is the responsibility 
of the state insurance department, 
according to the federal agencies. In 
a joint e-mail to ADAW, press 
spokesmen said that “state insurance 
departments are the primary govern-
ment enforcer/investigator” with re-
spect to health insurance compa-
nies. “The three departments will 

‘The three departments will use our  
normal processes to work with the state  

and look into these issues.’
Department of Labor, Department of Health and Human Services,

and Treasury Department

BCBSFL from page 1

use our normal processes to work 
with the state and look into these is-
sues,” said the e-mail. “We thank the 
Parity Implementation Coalition for 
bringing this to our attention.”

Molly Narendran, spokeswom-
an for New Directions, after setting a 
time for an interview with the com-
pany’s chief medical officer, can-
celed plans  the night before, send-
ing an e-mail that said “we will not 
be commenting at this time.” BCBSFL 
did not respond to our request for 
an interview.

Pamela Greenberg, president 
and CEO of the Association for Be-
havioral Health and Wellness 
(ABHW), a managed behavioral 
healthcare membership group, did 
not see the Florida situation as 
something that happens only in 
mental health and addiction treat-
ment. Although not familiar with the 
details of the Florida situation — 
New Directions is not a member of 
the ABHW — Greenberg said she 

“would equate this to an HMO ter-
minating a contract with an entire 
group practice — let’s say a cardiac 
group practice — and then contract-
ing with a new group practice.” Pro-
vider payment changes “may or may 
not come with the new contracts,” 
she said.

Non-quantitative  
treatment limits

In its letter to the government 
agencies, the PIC also requested 
clarification on the parity law — 
specifically the non-quantitative 
treatment limits (such as having to 
stay in the network, or failing first in 
lower levels of care) imposed on ad-
diction and mental health treatment 
by insurance companies.

“Managed behavioral health or-
ganizations are implementing the 
MHPAEA, which includes parity for 
standards for provider admission to 
participate in a network, including 
reimbursement rates,” said Green-
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berg, who said that while the ABHW 
has some problems with the non-
quantitative treatment limits aspects 
of the IFR, managed behavioral 
health organizations are complying 
with the law. “If there is an out-of-
network medical benefit under a 
plan, MHPAEA requires that there be 
an out-of-network benefit for addic-
tion and mental health services as 
well,” she said.

In addition, McDaid and 
Muszynski requested disclosure of 
medical and surgical criteria from 
BCBSFL. Without information about 
how the medical-surgical criteria are 
established, it’s impossible to test 
whether the mental health-substance 
abuse criteria are on par — particu-
larly when it comes to non-quantita-
tive treatment limits. “The PIC fully 
anticipates that BCBSFL will ignore 
our requests for disclosure as has 
been the case with many of the oth-
er complaints submitted to the De-
partments,” stated their letter to the 
federal agencies.

Limited or no oversight
The Aug. 25 letter also states 

there is “limited oversight at the fed-
eral level and no oversight in some 
states” of the MHPAEA. Since last 
December when the federal govern-
ment issued “sub-regulatory” guid-
ance on disclosing medical-surgical 

criteria, the PIC submitted more 
than 150 examples of non-compli-
ance with this requirement, accord-
ing to the letter.

Based on the regulatory guid-
ance given so far, the letter said, 
“BCBSFL could have a robust net-
work of medical/surgical providers, 
but drop or significantly reduce their 
specialty behavioral network and 
still be in compliance with the IFR.” 
This is not what Congress intended 
when it passed the parity law in 
2008, the letter said.

In a June 29 press release an-
nouncing the agreement with 
BCBSFL, New Directions chief 
medical officer Jonathan Gavras, 
M.D., said, “The Mental Health Par-
ity and Addiction Equity Act of 2008 
puts pressure on employers to pro-
vide quality behavioral health care 
while continuing to contain costs.” 
Gavras added that “New Directions 
has the experience and processes 
that can aid BCBSF customers in 
these efforts.”

And John Quick, President and 
CEO of New Directions, said in the 
same press release: “This collabora-
tion expands our commitment to in-
tegrating behavioral health and 
medical care. We look forward to 
working together with Blue Cross 
and Blue Shield of Florida to im-
prove behavioral health care for 

their members while reducing un-
necessary costs.”

Skepticism from provider
Treatment providers are skepti-

cal about regulators’ ability to stop 
insurance company practices. The 
major insurance companies sued to 
stop implementation of the parity 
law, noted John Schwarzlose, CEO 
of the Betty Ford Center in Rancho 
Mirage, Calif. Although the court 
dismissed the case, there have been 
“no changes to adequate reim-
bursement and access to treatment 
for thousands of people in need,” 
he said in an e-mail to ADAW last 
week, adding, “in many locations 
the rules and restrictions have got-
ten worse.”

“The only chance that things 
will really change to allow access to 
care will be through the courts,” said 
Schwarzlose. Referring to a recent 
development in which a family won 
a case in which their daughter with 
a severe eating disorder was denied 
care, Schwarzlose said the “insurer’s 
response is to hint that they will take 
this to the Supreme Court.”

“We should be pleased and 
proud that parity passed after many, 
many years of effort,” said Schwar-
zlose. “But who knows if in the end 
it will make a difference to people 
in need.” 

NASADAD inquiry finds SSA involvement in DUI/DWI programs
State alcohol and drug abuse 

directors are playing an important 
role in DWI/DUI treatment and 
prevention, according to a new re-
port from the National Association 
of State Alcohol and Drug Abuse 
Directors (NASADAD). This is the 
first time NASADAD has looked at 
this issue — and it’s long overdue, 
said NASADAD executive director 
Rob Morrison.

The paper, prepared with assis-
tance from the Center for Substance 
Abuse Treatment of the Substance 
Abuse and Mental Health Services 
Administration, includes the re-

sponses of 50 SSAs (single state  
authorities), and shows a range of 
involvement in different areas.

“There are 15 million DUI arrests 
a year, and over 10,000 deaths relat-
ed to DUI,” said Henrick Harwood, 
research director for NASADAD. With 
DUI now considered a significant 
public health issue, it makes sense 
for the SSAs to be involved in state 
policy when it comes to treatment 
and prevention, says NASADAD.

“Twenty years ago, DUIs were 
considered a law enforcement is-
sue,” Harwood told ADAW last 
week. Over time, the SSA has been 

brought in to oversee  the health-
side, as states have recognized that 
law enforcement alone isn’t enough. 

One of the key areas that the 
SSAs are responsible for is certifying 
the treatment and prevention pro-
grams to which DWI/DUI offenders 
are referred. In some cases, the of-
fender is assessed to need formal 
treatment; in most, however, the of-
fender  needs only an education 
program, which is relatively inex-
pensive and which is an important 
part of prevention.

“We think it’s really important 
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that they’re doing careful clinical as-
sessments to determine whether or 
not these people need treatment,” 
said Harwood. “A good assessment 
shouldn’t be just counting the DUI/
DWI as a symptom in order to get 
someone into treatment.”

Education programs
The report says almost all states 

have education programs — man-
dated courses for DWI/DUI offend-
ers, and in half of the states, these 
programs fall under the oversight of 
the SSA, which credentials them.

The education programs are 
paid for out-of-pocket by the of-
fenders — insurance doesn’t cover 
these programs. The NASADAD in-
quiry found that 25 percent of the 
states say they will pay for these 
programs if the offenders say they 
can’t afford them. But in most cases, 
the states are requiring people to 
pay for the services.

“If you can afford to buy gaso-
line these days, you can afford those 
education programs,” said Harwood, 
adding that the cost of the programs 
is much less than the cost of even 
outpatient treatment — but that is 
not covered by insurance. For the 
SSAs that are using their funds to 
pay for these programs, this inquiry 
“is a wake-up call to be more parsi-
monious, to see that other states are 

doing it differently,” said Harwood. 
“You need to screen people who 
show up in the system to figure out 
whether they should get treatment, 
or just education.”

Treatment requirements are set 
by the SSA in half the states — in the 
others, the requirements are set by 
the courts, the legislature, or the 
treatment provider, according to the 
report.

SSA roles
The agencies the SSAs coordi-

nate with most frequently are the 
Department of Licensing and the De-
partment of Transportation. In these 
states, the SSA may have to track the 
offender’s compliance with treat-
ment and sanctions, such as attend-

‘You need to screen 
people who show up 

in the system  
to figure out whether 

they should get 
treatment, or just 

education.’
Henrick Harwood

ing the education program. Most 
SSAs do not have oversight over ig-
nition interlock devices, however.

DWI/DUI treatment and educa-
tion services are delivered by coun-
ties in 40 percent of the states, by 
the state in 28 percent, by private 
providers in 24 percent, and by lo-
cal/community providers in 20 per-
cent (more than one of these groups 
is involved in some states) . The 
education programs address driving 
impairment due to alcohol and 
drugs, consumption and abuse edu-
cation, impact of alcohol and drug 
abuse on families, blood alcohol 
content information, and informa-
tion about laws and penalties.

“One part of our mission is to 
help states learn from other states 
on how their systems are organized, 
and what components are helpful,”  
Morrison  said last week. “There is a 
fair amount of turnover” in SSAs 
now, with new SSAs turning to  
NASADAD for information.

“We learned that a great number 
of states have a lead DUI/DWI coor-
dinator, and that helps,” said Morri-
son. “Rather than spreading it across 
a half a dozen staff members, it 
helps to have a coordinator, a go-to 
person.” 

For the report, which was writ-
ten by Sarah Wurzburg of NASADAD, 
go to http://bit.ly/mVSKDA.

EEOC sues company for sidelining trucker for alcohol abuse
The U.S. Equal Employment Op-

portunity Commission (EEOC) has 
sued Old Dominion Freight Line, 
Inc. for discriminating against at least 
one truck driver because of self-re-
ported alcohol abuse, in a complaint  
filed Aug. 16. The trucking company 
violated the Americans with Disabili-
ties Act (ADA) by permanently side-
lining the driver, the lawsuit con-
tends. Under the ADA, employers 
are responsible for ensuring safety 
and accommodating workers’ dis-
abilities, the EEOC contended.

According to the EEOC’s suit, 

filed in U.S. District Court for the 
Western District of Arkansas, the 
driver had worked at the company’s 
Fort Smith location for five years 
with no problems. Then on June 
2009, the employee told the com-
pany he thought he had an alcohol 
problem. As required under U.S. De-
partment of Transportation (DOT) 
regulations, Old Dominion suspend-
ed the employee from driving and 
referred him for counseling. How-
ever, the employer also said the 
driver would never be returned to a 
driving position, even if he success-

fully completed treatment. The 
EEOC investigation found that other 
Old Dominion drivers had been 
treated the same way.

The ADA recognizes alcoholism 
as a disability. Old Dominion vio-
lated the ADA and the Americans 
with Disabilities Act Amendment Act 
of 2008 (ADAAA) by saying that en-
rollment in an alcohol treatment 
program was a condition of reas-
signment to non-driving positions, 
and also by banning any driver who 
self-reports alcohol abuse from driv-
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From the Field…
Why we ALL need recovery
by Michael T. Flaherty, Ph.D.IIf you think we in healthcare are not in a world of 
major change, stop here and read no further. That 
would be a clinical matter, atypical denial or delusions. 
Turn the page.

Over the past few years, change has become a 
constant as we scurry to prepare for such realities as 
the Affordable Care Act and to continue the integration 
of behavioral and physical health care. This is 
happening so fast that even other major changes such 
as the implementation of parity or the building of 
recovery-focused care are running to “keep up” or be 
lost in an ever-morphing environment. Providers often 
feel threatened as policymakers seek to do what is 
“right” within increasing new rules (and less funding) 
and the need to address now outdated regulations in 
the new world order of  “science,” “medicines,” and 
“best practice,” surrounded by simultaneous mandates 
for documented efficiencies and effectiveness.

Amidst all this and the fear that goes along with it, 
let’s stop and let one guiding insight unify our vision, 
the principles of which can calm us all: Recovery.

An illness is best treated by understanding its 
causes, its pathological development and its cure. Each 
phase is equally critical to a full understanding and 
remediation of the illness. The ultimate measure of this 
fuller knowledge is improved future prevention, 
intervention, remission and recovery outcomes from 
the illness. With this understanding, each part of the 
illness’s trajectory can be quantified and measured 
directly (e.g. its prevalence and the benefits of care to 
individuals, families and local communities); and more 
indirectly to payers, policy makers and society in 
general (e.g. societal costs and cost offsets). In short, 
how “much” does prevention and restored wellness 
offset costs of the effects of the illness?

To be accountable, we must not, then, aim for 
“topical care” or care so generalized that it cannot 
effectively impact an illness’s path or potential 
trajectory. We must understand that all illnesses have a 
full trajectory addressed through the spectrum of 
prevention-intervention-treatment, surrounded by 
restored wellness and/or recovery.  Addressing one part 
of that trajectory, while hopefully positively impacting 
the other parts, will never completely eliminate the 
illness trajectory itself nor the need for a full 
continuum of care. Given the mandate for efficiency 
and accountabilities, each and all phases must then 
document measurement based care, i.e. compliance to 

accepted best practice and progress in that practice 
and its achieved outcome, i.e. wellness and/or recovery, 
or at least the possibility for recovery. All else is topical.

We seem to have a tough question. Given financial 
limits, generalized or topical care for many or specialty 
care for few? Here, Christensen, Grossman and Hwang 
offer their thoughts in The Innovator’s Prescription 
(McGraw Hill, 2009) with a proposal that finds a sound 
middle ground to reduce costs and offer personalized 
care. They propose “precision” in lower cost settings, i.e. 
better screenings, diagnostics, treatment, and training 
in lower cost environments, often with lower cost but 
very skilled workers.

This lower-cost healthcare will be connected to 
each community and its resources.  It is designed not to 
replace existing models or find cheaper care but is to 
augment what is clinically precise and improve its 
outcome and workforce. Better care for more people 
measured through improved access, retention and 
recovery — at a lower cost per capita. Remember, there 
are an estimated 23.5 million Americans age 12 and older 
needing substance use disorder treatment (SAMHSA, 
2010/2011); we currently offer a specialized treatment 
capacity for only for about 10 percent of them!

A recovery focus offers this vision — and a safety 
net for all of us; payers, providers and policymakers 
included. It assures a measure upon which we might all 
agree as an “outcome” worth achieving. Indeed, we will 
need to define “recovery” for the individual, now and 
again over time, and each definition should be 
accompanied by precise medical and psychosocial 
markers that document care provided for the best 
outcome possible. Something like the American Society 
of Addiction Medicine’s “phases” of care — with 
relevant recovery measures added for each phase. 
Using such measurement based care with recovery 
measures (e.g. White 2008: infrastructure: workforce, 
linkage to recovery supports; process: screening, 
assertive outreach, ongoing follow-up; outcome: 
personal health, living, community, et al; IRETA 2011 – 
Recovery Oriented Methadone Guidelines), we can offer 
accountable, efficient personalized care by practicing 
precision care augmented through an expanded and 
skilled workforce that can better achieve and sustain 
individual clinical outcomes. We all have so much to do.

Recovery can be the common denominator in all of 
the change around us. Its increased (measured) 

Continues on next page
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ing, states the lawsuit.

The EEOC unsuccessfully at-
tempted to reach a voluntary settle-
ment of the case, after which the 
lawsuit was filed.  The suit seeks 
monetary relief in the form of the 
employee’s reinstatement to a driv-
ing position, back pay and compen-
satory and punitive damages, com-
pensation for lost benefits for two 

‘While the EEOC agrees that an employer’s 
concern regarding safety on our highways is a 
legitimate issue, an employer can both ensure 

safety and comply with the ADA.’
Katharine Kores

drivers, and an injunction against 
future discrimination.

“The ADA mandates that per-
sons with disabilities have an equal 
opportunity to achieve in the work-
place,” said Katharine Kores, direc-
tor of the EEOC’s Memphis District 
Office. “Old Dominion’s policy and 
practice of never returning an em-
ployee who self-reports an alcohol 
problem to a driving position vio-

lates that law,” she said. “While the 
EEOC agrees that an employer’s 
concern regarding safety on our 
highways is a legitimate issue, an 
employer can both ensure safety 
and comply with the ADA.” 

Editor’s note: Long before the 
ADA, some transportation-based 
companies recognized that workers 
needed a safe place to report alcohol 
problems, because punitive policies 
drove problems underground (and 
led to alcohol-related accidents). The 
model “Operation RedBlock” pro-
gram of the railroads became the 
earliest employee assistance program 
(see www.operationredblock.net for 
an example). These are largely 
union-initiated, and with the demise 
of unions, workers can expect fewer 
such programs in the transportation 
workplace.

known behavioral health bench-
marking consultant Behavioral Path-
way Systems. One other treatment 
facility in the region is working with 
Behavioral Pathway Systems as well, 
but Skelton has urged other centers 
in the area to look beyond the ad-
ditional management challenge that 
the benchmarking process brings.

“A lot of centers don’t want to 
report another set of data that they 
don’t have to,” Skelton said. “But I 
say that for a small nonprofit that 
hasn’t spent a lot of time and energy 
on data collection, this process is 
helpful in improving your internal 
infrastructure.”

Lifting barriers
Wayside House’s programs are 

based largely on field data showing 

that women face particularly diffi-
cult barriers to treatment (childcare 
needs being high on the list) that 
drag down their treatment retention 
rates vis-à-vis male clients. With 
Wayside House treatment services 
now generally offered on a continu-
um that might include 90 days of 
residential care, 16 outpatient weeks 

and additional aftercare support, 
program administrators saw that 
they needed programs that allowed 
women to remain with their chil-
dren while in treatment.

“We’ve really changed our phi-
losophy,” Skelton said. “When we 
used to reunify families post-treat-
ment, we found that the kids were 
angrier. If we can keep children out 
of out-of-home placement, that’s a 
benefit.”

Wayside House operates four 
treatment sites in the Minneapolis 
area, with a combined total of 55 
beds and about 50 outpatient slots. 
Children can be present in residen-
tial treatment and in a non-residen-
tial family treatment program that 
has a housing option at the Incarna-
tion Family Connections location. 
Alcohol and cocaine/crack are the 

presence or continued absence will be the ultimate indicator 
of the success or failure in what is happening today. A 
recovery focus unifies and stabilizes change while holding on 
to our ideals, humanity and science. That is why we ALL need 
recovery.  

Michael T. Flaherty, Ph.D., is the Founder of and Senior 
Consultant to IRETA in Pittsburgh, Pa. Currently working on 
strengthening the recovery focus in care, he was until recently 
the P.I. of the Northeast ATTC. Comments or requests for more 
information can be sent to him at flahertym@ireta.org.

Continued from previous page

Benchmark from page 1 Wayside House
Location: Minneapolis
Services: Residential, outpatient and 
support services for women; includes 
programs where children accompany 
mothers to treatment
Capacity: 55 beds; 50 outpatient slots
Number of Employees: 70
Payer Mix: 80 percent state-funded 
treatment; most of the rest private 
insurance
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two most prevalent drugs of abuse 
in Wayside House’s treatment popu-
lation, Skelton said.

She said that over the past two 
years her organization has tried to 
put its practices to the test, challeng-
ing its non-data based assumptions 
about its usual approaches to treat-
ment. Productivity outcomes are be-
coming an important factor for the 
clinical staff. For example, the cen-
ter has known for some time that its 
group sizes are generally smaller 
than those at similar facilities, but it 
has only recently begun to analyze 
that issue more closely.

“Does it really deliver what we 
think?” Skelton said. “If we can 
demonstrate that smaller group siz-
es result in better client outcomes, 
that’s one thing. But we’ve been 
seeing that as a positive in the ab-
sence of data.”

Offsetting losses
Skelton hopes that a more sys-

tematic look at care quality through 
tools such as benchmarking will 
help the agency overcome what has 
been a “rough” few years, although 
she says her organization has not 
had to enact the layoffs or outright 
program closings of some other 
treatment organizations in the state. 
“A few years ago, we had built some 
cash reserves, which we’ve had to 
access,” she said.

Budget-cutting at the state level 

and belt-tightening in the founda-
tion community have affected all 
providers who depend greatly on 
government-funded care, Skelton 
said. “It’s like a death by a thousand 
cuts,” she said. “A 1.8 percent bud-
get decrease here, a small grant you 
used to get that goes away there.”

Compounding the situation are 
rising costs in many areas for pro-
grams such as Wayside House, with 
Skelton citing food service and 
healthcare benefits as two line items 
in which it is consistently challeng-
ing to control growth.

Other challenges Skelton ex-
pects her program to face in coming 

‘When we used  
to reunify families  

post-treatment, we 
found that the kids 
were angrier. If we 
can keep children  

out of out-of-home 
placement, that’s  

a benefit.’
Ellie Skelton

years include adjusting to managed 
care and upgrading technology. 
Wayside House still bills the state di-
rectly for the services paid for out of 
the state’s consolidated treatment 
fund for chemical dependency ser-
vices (which includes federal block 
grant money), but word seems to in-
dicate that the center soon will have 
to begin contracting with individual 
insurance companies. “We’re going 
to need to be building relationships 
with insurers,” Skelton said.

But the nature of how a capi-
tated system might work in what has 
been a fee-for-service state still is a 
mystery to the provider community. 
Skelton said of the officials presid-
ing over sessions to discuss upcom-
ing changes, “They say something 
different every meeting.”

Regarding technology, Skelton 
termed her organization’s current 
databases to have reached a “break-
ing point,” and she would like to 
acquire an electronic health record 
product within the next year. “This 
is something I’ve been looking for 
grant dollars for,” she said.

County officials have invited the 
facility to tap into a planned health 
record system that is significantly 
tailored to general medicine, but 
that prospect leaves Skelton worried 
about maintaining the confidentiali-
ty of substance abuse treatment in-
formation. “It makes me very ner-
vous,” she said. 

Briefly Noted
Web-based recovery support 
effective, says study

A study conducted by Ha-
zelden’s Butler Center for Research, 
in collaboration with the Treatment 
Research Institute and the University 
of Pennsylvania Department of Psy-
chiatry, has found that patients dis-
charged from residential treatment 

for addiction may benefit from web-
based recovery support. The pa-
tients also had access to an addic-
tion recovery coach. According to 
the data analysis, which was pub-
lished in the current issue of the 
Journal of Substance Abuse Treat-
ment, patients who were most fully 
engaged in the web-based support 
were more likely to be abstinent 18 
months after treatment. Lead author 
Audrey A. Klein, Ph.D., said that the 
results “suggest that computerized 
addiction recovery support pro-
grams can make a real difference for 
people in early recovery.”

In the States
NYC schools offer SBIRT

Last year, the New York City 
health department started to bring 
SBIRT (Screening, Brief Interven-
tion, and Referral to Treatment) to 
students, using “Teen Intervene,”  
according to the 2011 National Drug 
Control Strategy. Staff administers 
screening in five licensed school-
based health centers acting as test 
sites. If successful, it will be rolled 
out at 45 school-based health cen-

Visit our website:
www.alcoholismdrugabuseweekly.com
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ters. Students may then be referred 
to the Teen Intervene counselor sta-
tioned in their school for interven-
tion. (Note: Teen Intervene is not to 
be confused with TeenScreen, a 
separate program from Columbia 
University for mental health screen-
ing of young people, in schools and 
elsewhere.)

Multi-year contracts in future  
for New Jersey providers

On August 25 the New Jersey 
Senate unanimously passed a bill 
that would streamline contracting 
for contractors by requiring uniform 
contracting requirements for organi-
zations that contract with the De-
partment of Human Services, the 
Department of Children and Fami-
lies, or both. The requirements in-
clude uniform audit schedules and 
allow for multi-year contracts for 
providers that have a history of good 
compliance. The bill has the support 
of the New Jersey Association of 
Mental Health and Addiction Agen-
cies. “Each inspection and licensing 
requirement takes staff away from 
their critically important jobs of pro-
viding mental health and substance 
use treatment. Reducing the unnec-
essary strain on the very limited re-
sources of our providers will go a 
long way to free up their efforts and 
to provide services more efficiently,” 
NJAMHAA said in an August 25 
press release. Implementation takes 
effect one month after the governor 
signs the bill.

Florida welfare drug tests:  
98 percent negative

Ninety-eight percent of the drug 
tests required by Florida for welfare 
recipients under a law that took ef-
fect July 1 are negative, according to 
preliminary results. Of the more 
than 1,000 applicants tested in July, 
2 percent tested positive, a Depart-
ment of Children and Families (DCF) 
spokesman told reporters late last 
month. But the DCF does not view 
this as any reason to stop testing. 
“The department is not interpreting 

the results,” the spokesman told the 
News-Press. “The intent of the law is 
to make sure taxpayers have the 
confidence that the money they’ve 
invested in families is used for that 
purpose.” The applicants must pay 
for the drug tests themselves. If they 
test negative, the state reimburses 
for the costs, but according to the 
DCF, those costs come mainly from 
federal dollars. About 1,500 to 2,000 
people are tested a month. When 
Gov. Rick Scott signed the law au-
thorizing the testing last spring, he 
said it would save taxpayer dollars 
(see ADAW, June 6).

Resources
On September 1, the Coalition 

for Whole Health posted its rec-
ommendations for a minimum ben-
efits package for mental health and 
substance use disorder services pro-

vided under health care reform. The 
recommendations include the full 
continuum of comprehensive care.

Go to http://bit.ly/r5DRyD for 
the recommendations, and go to 
http://bit.ly/rpSmYX for many other 
links and information about health 
care reform. (Editor’s note: Next 
week we will interview Legal Action 
Center officials about the develop-
ment of the recommendations.)

In case you haven’t heard…
Justice of the Peace Robert “Bob” E. Lee drove to the courthouse in Butte, Montana 
last fall to perform a marriage ceremony, but became disoriented when he got 
there, The Associated Press reported August 31. He was taking prescription 
medication for back pain, and he attributed his disorientation to that. But after 
he went to the police station to get help entering the courthouse, he was charged 
with driving under the influence of methadone. The judge pleaded not guilty to 
misdemeanor DUI and wants the charges dismissed, saying he was not disoriented 
while he drove the nine miles from his house to the courthouse.

Alcoholism & Drug Abuse Weekly
welcomes letters to the editor from its 
readers on any topic in the addiction 
field. Letters no longer than 350 words 
should be submitted to: 

Alison Knopf, Editor  
Alcoholism & Drug Abuse Weekly 
111 River Street
Hoboken, NJ 07030-5774
E-mail: aknopf@bestweb.net 

Letters may be edited for space or style.

Coming up…
Children and Family Futures will present “Putting the Pieces Together for Children 
and Families: The National Conference on Substance Abuse, Child Welfare, and the 
Courts” on September 14-16 in National Harbor, Maryland. For more information, 
go to www.cffutures.org/conference2011.
The National Conference on Addiction Disorders will be held September 17-21 in 
San Diego. Go to http://bit.ly/iWhpHp for more information.
The Connecticut Recovery Conference , presented by the Connecticut Certification 
Board in partnership with the New England Association of Drug Court 
Professionals, will be held September 19-20 in Mystic Seaport, Connecticut.  
For more information, go to http://ctrecoveryconference.com.
The American Society of Addiction Medicine (ASAM) will hold the 2011 Course on 
the State of the Art in Addiction Medicine October 27-29 in Washington, D.C. Go to 
www.asam.org/SOACourse.html for more information.


