CAADPE
CALIFORNIA ASSOCIATION OF ALCOHOL AND DRUG PROGRAM EXECUTIVES, INC.
BOARD OF DIRECTORS
OFFICERS
President
Albert M. Senella
Tarzana Treatment Centers, Inc.
Kern, Los Angeles, Orange,
Ventura Counties

February 21, 2012

Vice President
Trisha Stanionis
Family Service Agency
Yolo County

Secretary
Henry van Oudheusden

Honorable Senator Ed Hernandez, O.D., Chair
Senate Committee on Health

Behavioral Health Services, Inc.
Los Angeles, Orange Counties

Treasurer
Norman Sprunck
Western Pacific Med Corp
Los Angeles, Orange, Ventura Counties

BOARD MEMBERS
Lynne Appel
Southern California Alcohol &
Drug Programs, Inc.
Los Angeles, Orange Counties

Jack Bernstein
CRI-HELP, Inc.
Los Angeles County

Honorable Senator Mark DeSaulnier, Chair
Senate Budget Subcommittee on Health and Human Services
Honorable Assemblymember Bill Monning, Chair
Assembly Committee on Health
Honorable Assemblymember Holly Mitchell, Chair
Assembly Budget Subcommittee on Health and Human Services

Kimberly Bond
Mental Health Systems
San Diego, San Bernardino,
Imperial, Riverside, Santa Barbara,
San Luis Obispo, Kern,
Stanislaus, Fresno and Orange Counties

Vitka Eisen, MSW, Ed.D.
Walden House, Inc.
Kings, Los Angeles, Madera,
Riverside, San Francisco,
and Sutter Counties

Kimberly Hendrix

.
RE:

Restructuring of the Behavioral Health System in California
Joint Hearing Assembly and Senate Health Committees Assembly
Budget Subcommittee No. 1 on Health and Human Services and
Senate Budget and Fiscal Review Subcommittee No. 3 on Health and
Human Services

Volunteers of America
Los Angeles County

Shawn Jenkins
WestCare California
Fresno, El Dorado, Kern,
Sacramento Counties

Cassandra Loch
Prototypes
Los Angeles, Orange,
Ventura Counties

RuthAnn Markusen,
Didi Hirsch Community Mental Health
Center
Los Angeles County

Stephen Maulhardt
Aegis Medical Systems
Butte, Fresno, Kern, Los Angeles
Merced, Placer, San Bernardino,
San Joaquin, San Luis Obispo,
Santa Barbara, Stanislaus, Sutter,
Ventura, Yuba Counties

Luis Montes
Narcotics Prevention Association Inc.
Los Angels County

Elvia Torres
SPIRITT Family Services
Los Angeles County

Elizabeth Stanley-Salazar
Phoenix Houses of California, Inc.
Kings, Los Angeles, Madera, Orange,
San Bernardino, San Diego,
Ventura Counties

The California Association of Alcohol and Drug Program Executives, Inc.
(CAADPE) is submitting its comments about the Governor’s proposal to eliminate
the Department of Alcohol and Drug Programs and to restructure the state’s
behavioral health (substance use and mental health disorders) systems and its
response to specific questions contained in the committee’s background document.
CAADPE’s overriding concern is that individuals with substance use disorders
(SUD) will be able to access the appropriate health care they need to adequately
treat their diagnosis.
In addition to responding to the specific questions raised in the committee’s
background paper, CAADPE is also submitting supplementary comments and
recommendations for consideration as the Legislature deliberates the Governor’s
proposal. These include:
The recently released draft assessment of SUD and MH services conducted
as part of the terms and conditions of the state’s 1115 state Medicaid
waiver must be considered. (CAADPE’s letter to Director Toby Douglas,
DHCS)
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means strong availability of services at the assessed and medically necessary levels of
need. (CAADPE position paper on essential benefits)
SUD services must be at a level and with needed leadership in the state organizations
to ensure the full and complete viability of the SUD treatment services. CAADPE is
recommending two deputy directors; one for SUD and one for MH, both reporting
directly to the Director. (CAADPE letter on restructuring.)
The following is CAADPE’s response to the specific seven questions posed to providers in
the Committee’s background paper:
Question #26: What are your primary concerns with the Administration’s proposals to
reorganize mental health and substance use disorder programs?
Response to Question #26:
CAADPE supports the Administration’s proposal to eliminate the Department of
Alcohol and Drug Programs. CAADPE’s support for the elimination is based on the
belief that SUD services are a key component of the state’s healthcare system and an
important specialty service which should be fully integrated into healthcare.
CAADPE believes healthcare reform offers the opportunity to fully address this
integration.
However, CAADPE is concerned with the Governor’s proposal to distribute SUD
programs across three departments. Assigning DADP’s key functions across multiple
state departments is inefficient, dilutes the field in its importance, increases the
burden on providers, provider groups, consumers and other stakeholder’s and drains
valuable resources from stakeholders’ mission of providing adequate treatment
services. They will instead spend valuable resources navigating various departments,
many who are unfamiliar with SUD treatment laws and regulations. Eliminating
DADP, losing the full representation of a state Director, and distribute DADP
functions among multiple state departments is contrary to DCHS’s state goal of
seamless transition. Such changes, without appropriate planning will lead to chaos,
not smooth transition.
Question #27: What, if any, information about the proposed reorganization have you been
waiting for from the Administration in order to evaluate its effects on the group(s) that you
represent?
Response to Question #27:
CAADPE participated in early discussions with Administration representatives in an
effort to try to understand the rationale behind the proposed elimination of DADP and
the proposed transfer of functions into multiple departments. CAADPE requested,
but have not yet received the detailed rationale that supports the Administration’s
belief the most effective way to carry out the restructuring of the system is dividing
the functions of DADP between three other state departments.

CAADPE has not been provided with any organizational details as to how these
functions fit within the three departments. How and who will manage? What
processes will be established for stakeholder involvement and ongoing input? And,
how the placement of these functions in disparate departments will impact
implementation of ACA
Question #28: What have you learned from the ongoing efforts to transfer Medi-Cal related
mental health and Drug Medi-Cal Treatment Program functions that can inform what the
Administration is proposing to do to further change how mental health and substance use
disorder services are administered?
Response to Question #28:
The transfer process of Drug Medi-Cal services to DHCS was a process prescribed by
the legislature to ensure a smooth transition. The requirements for DADP and DHCS
to work together with stakeholders to develop a transition plan provided a vehicle to
ensure good planning and consideration of important concerns. This was handled
well by the two departments.
However, the legislature also requested that improvements to services also be
included in the plan. Unfortunately, DHCS decided to focus solely on the process to
transfer all elements of the Drug Medi-Cal program, including those areas that clearly
need improvement. Essentially, most stakeholder concerns for improvement have
been deferred to an unspecified date and no ongoing stakeholder venues have been
established to address them. CAADPE would not like to see this repeated if the
DADP is to be eliminated.
Question # 29: What are your main questions or concerns for the July 1, 2012 transfer that
the Legislature and Administration should be made aware of at this time?
Response to Question #29:
CAADPE recognizes the current proposal to eliminate DADP and the move of its
functions to three departments is a massive undertaking, but it also provides the
opportunity for an examination of needed improvements. An opportunity that should
not be overlooked. CAADPE strongly recommends that the 2012-2013 fiscal year be
used as a planning and transition year for the elimination of DADP to address the
elimination and explore important improvements which should be included in this
effort. The planning process should also include more discussion on the Drug MediCal program and how it will align with ACA implementation.
CAADPE recommends all the functions of DADP should move together to DHCS
and not be divided between multiple state departments. However, should the
Administration’s proposal to distribute DADP functions to other departments be
approved, CAADPE recommends that licensing and certification functions for
residential programs and for narcotic treatment programs be kept together.
Separating these two functions will result in chaos and disarray for anyone attempting
to conduct business with the state. (e.g. obtain license, discuss audit findings, process
reimbursement claims).

CAADPE also recommends program certification be a state requirement; not
voluntary as it is currently.
CAADPE further recommends that accreditation by national accrediting
organizations such as the Joint Commission or Commission on Accreditation of
Rehabilitation Facilities be recognized and accepted in lieu of state certification.
Such national standards far exceed state certification.
Question# 30: Do you think the proposed reorganization will make it easier for you to work
with the state?
Response to Question #30:
No. The current proposed reorganization will at minimum, triple the work for
providers, consumers and other stakeholders who must seek state approval to operate
publicly funded treatment programs or interface with the state on related matters.
CAADPE continues to support a plan that would keep all DADP functions under one
authority.
Question #31: What program regulations, practices and policies would you like to see
changed if DMH and DADP are merged with DHCS?
Response to Question #31:
There are a number of immediate areas that could benefit from this opportunity to
collaborate and plan for healthcare reform and for better integration of SUD and MH
services with the broader healthcare systems:
Streamlining processes and eliminating duplicative state regulations governing the
DMC program are necessary and must be a part of the plan's development. There are
many areas of changes needed that were conveyed to DHCS during the DMC
program transition which still need to be addressed, including streamlining the DMC
certification process.

CAADPE recommends that all five services under the DMC Program be reviewed
with the goal of updating the program requirements to more comprehensively
reflect current evidence based practice and to remove the overly burdensome state
regulations. These added state regulations are unnecessary, add cost to providing
services, are cumbersome, inefficient, and interfere with the delivery of
appropriate treatment and health care delivery. These burdensome state
regulations make the use of medically recognized best practices impossible.
Examples of such restrictions are:
 Restrictions on medications which can be used especially new evidence-based
therapies or medication assisted treatments (MAT).



Limitations the frequency and type of sessions;



Requiring operating hours in excess of federal regulations which are costly;
reimbursing only the five limited services instead of an appropriate continuum of
services to meet the needs of the recipients according to assessments.

In summary, CAADPE believe that the state can improve access to healthcare, improve SUD
outcomes and “bend the cost curve” on health care by:


Combing program certification with licensing for residential and outpatient services.



Recognizing national accreditation.



Addressing the residential licensing prohibitions on providing basic medical care
within residential facilities.



Fully addressing medication assisted treatment (MAT) access and availability for
SUD, in a manner equal to primary care and mental health access to medications.



Addressing counselor certification and licensing under one single state authority



Fully adopting an adequate essential benefit for those suffering from substance use
and/or mental health disorders.

CAADPE offers its expertise in systems and service delivery for SUD treatment to the
committee as it further deliberates these issues.
CAADPE appreciate the opportunity to submit is comments and looks forward to continuing
dialogue.
Respectfully,

Albert M. Senella
President
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CALIFORNIA ASSOCIATION OF ALCOHOL AND DRUG PROGRAM EXECUTIVES
(CAADPE)
CAADPE, the California Association of Alcohol and Drug Program Executives, Inc. (CAADPE)
is a statewide association of community-based nonprofit substance use treatment agencies. Its
members provide substance use disorder (SUD) treatment services at over 300 sites throughout
the state and constitute the infrastructure of the state’s publicly funded substance use disorder
treatment network. It is the only statewide association representing all modalities of substance use
disorder treatment services.
Untreated substance use disorders radically increase health care costs. Substance use disorder
treatment provided at the assessed level of need and duration determined by health care providers
will decrease health care costs. In California, treating substance use disorders reduces all other
health and social services costs such as emergency room visits, jails and prisons, hospital days,
and foster care, anywhere between $4 and $7 for every dollar spent on substance use treatment.
And, Kaiser Permanente of Northern California, in a recently completed study found that treating
the individual with substance use and treating the individual’s family members for both substance
use disorder as well as primary health care reduced the overall health care cost for everyone.
Any benchmark plan adopted by a state must include mental health and substance use disorder
services in compliance with Paul Wellstone and Pete Domenici Mental Health Parity and
Addiction Equity Act of 2008 (MHPAEA) requirements. Current coverage models are based on
historical efforts to control the treatment expense of substance use and mental health disorders,
with little or no concern as to how the under-treated efforts impact other medical and social costs.
Current plans largely have not met the MHPAEA parity requirements. Current small
business plans tend to overlook other costs that are associated with providing limited or no
substance use and mental health treatment services. For example, employers may not cover
substance use disorder treatment or limit the Substance Use Disorder/Mental Health benefit in
their company insurance plan. While a limited or no benefit saves a company/business money on
health care premiums, the costs show up in the business’ bottom line. While employers limit SUD
benefits to save on the health insurance premium, their cost are doubled as the business pays for
the employee’s sick days and incurs the cost of lost productivity. Now that the Affordable Care
Act has identified mental health and substance use disorder benefits as one of the 10 categories
required to be included in the essential health benefits, CAADPE strongly urges HHS to ensure
that states are following these guidelines.
Because treatment for substance use and mental health disorders have been historically
underrepresented in health insurance packages, CAADPE feels that there need to be well
established guidelines as to what constitutes substance use and mental health disorder treatment.
To this end, CAADPE recommends that comprehensive coverage of mental health and substance
use disorder services include the following:
Assessment, including a comprehensive medical and bio-psychosocial assessment of related
mental health and substance use issues, ongoing mental health and substance use disorder
assessments, specialized evaluations including psychological and neurological testing, and
diagnostic assessments of MH/SUD in general medical settings, including education and
counseling for mild MH/SUD;
Patient placement criteria, evidence-based patient placement criteria and guidelines can help
to effectively place individuals into the optimal level of MH/SUD care for the amount of time that
is deemed medically necessary;
Outpatient treatment, including individual, group, and family therapies; devices and
technology interventions for mental health and addictive disorders; general and specialized
outpatient medical services; consultation to caregivers and other involved collateral contacts, such
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as school teachers, in accordance with confidentiality requirements; evidence-based
complementary medicine services, comparable to complementary medicine services covered for
other health conditions; and monitoring services, comparable to those provided to determine
compliance with the treatment regimens for other health conditions;
Intensive outpatient services, including substance use intensive outpatient treatment, mental
health intensive outpatient treatment, partial hospitalization, dual-diagnosis partial hospitalization
and intensive outpatient services for persons with co-occurring MH and SUD conditions, and
intensive case management for MH/SUD;
Residential and inpatient services, including crisis stabilization; detoxification in clinicallymanaged non-hospital residential treatment facilities for SUD care and hospital settings, including
the use of medication-assisted withdrawal management services; mental health residential for
adults and youth; substance use disorder residential, including the use of medication-assisted
treatment, for adults and youth; dual-diagnosis services for adults and youth with co-occurring
MH and SUD conditions; clinically managed 24-hour care; clinically managed medium intensity
care; inpatient psychiatric hospital; inpatient mental health and substance use disorder care; and
inpatient hospital dual-diagnosis care for youth and adults with co-occurring MH and SUD
conditions.
Pharmacotherapy and medication-assisted treatment (MAT),
Medication Assisted Treatment (MAT) should be as automatic in availability and use for
substance use disorders as medications are for any other chronic disease. The MAT services
should include medication management and monitoring; medication administration;
pharmacotherapy (including medication-assisted treatment); home-based, mobile device or
internet-based medication adherence services; assessment for medication side effects; and
appropriate wellness regimens for consumers who are experiencing metabolic effects as a result
of their medication.
Emergency services, including crisis services in both MH/SUD and medical settings,
including 24 hour crisis stabilization and mobile crisis services, including those provided by
peers; 24/7 crisis warm and hotline services; and hospital-based detoxification services;
Laboratory services, including drug testing;
Maternal and newborn services, including pre-natal and perinatal screening and brief
interventions for maternal depression and substance use disorders and referral to treatment; health
education; targeted case management; and maternal, infant, and early childhood home visiting
programs;
Pediatric services, including screening for substance use, suicide, and mental health
conditions using rapid identification tools; early intervention services; service planning; caretaker
coaching on children’s social/emotional development and support; therapeutic mentoring; skill
building; intensive home-based treatment; and targeted case management;
Rehabilitative services, including psychiatric rehabilitation services; behavioral management;
comprehensive case management in physical health or MH/SUD settings which should include
individualized service planning with periodic review to address changing needs, treatment
matching, navigation between all needed services, communication between all service providers,
enrollment in Medicaid/insurance, and support to maintain continued eligibility; Assertive
Community Treatment (ACT) Teams; peer-provided telephonic and internet based recovery
support services, including those delivered by recovery community centers; recovery supports,
including those delivered by peer run mental health organizations; and skills development
including supported employment services;
Recovery supports, including peer-provided recovery support services for addiction and
mental health conditions; recovery and wellness coaching; recovery community support center
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services; support services for self-directed care; and Community Support Programs and other
continuing care for mental health and substance use disorders;
Habilitative Services, including personal care services; respite care services for caregivers;
transportation to health services; and education and counseling on the use of interactive
communication technology devices;
Preventive and wellness services and chronic disease management, including screening
(including screening for depression, alcohol, drugs, and tobacco), brief interventions (including
motivational interviewing) and facilitated referrals to treatment; general health screenings, tests
and immunizations; appropriate MH/SUD related educational programs for consumers, families
and caretakers, including programs related to tobacco cessation, the impact of alcohol and drug
problems, depression and anxiety symptoms and management, and stress management and
reduction, and referral for counseling or support as needed; caretaker education and support
services, including non-clinical peer-based services, that engage, educate and offer support to
individuals, their family members, and caregivers to gain access to needed services and navigate
the system; health coaching, including peer specialist services, provided in person or through
telehealth, e-mail, telephonic, or other appropriate communication methods; health promotion,
including substance use prevention and services that impact well-being and health-related quality
of life; wellness programming for youth, including student assistance programming; services for
children, including therapeutic foster care interventions aimed at facilitating compliance with
treatment and improving management of physical health conditions; care coordination (including
linkages to other systems, recovery check-ups, linkages to peer specialists, recovery coaches, or
support services based on self-directed care); and relapse prevention, including non-clinical peerbased services, to prevent future symptoms of and promote recovery strategies for mental and
substance use disorders.
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CAADPE Position – Support Elimination of the Department of
Alcohol and Drug Programs and establish a Division of
Substance Use Services in the Department of Health Care
Services.
_
CAADPE has historically opposed any state efforts to merge, consolidate or
eliminate the state’s Department of Alcohol and Drug Programs. This position
is based on the long held belief that the voice of the field needed a strong
visible position in state government and that anything less than a recognizable
and highly placed independent department would not fulfill this requirement.
Recent events at both the federal and state level have caused CAADPE Board
of Director’s to reexamine this position through the lens of how clients seeking
Substance Use Disorder (SUD) treatment services will best be served and
what kind of delivery system would allow for the easiest access, remove
administrative and systems barriers, be flexible enough to adapt to both the
changing needs of the clients and to yet adaptive to new evidence based
treatments now and in the future.
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At the federal level, CAADPE is working with other state associations to assure
that the essential benefit, required by the Affordable Care Act (Health Care
Reform) is adequate, and that states and private insurance markets
implement the Wellstone/Domenici Substance Use and Mental Health Parity
Act according to law. The Health Resources and Services Agency (HRSA) has
established a new division called Specialty Care that includes SUD treatment
and will soon be requiring all primary care clinics to establish reciprocal
treatment protocols with the SUD field for treatment services. In addition
CAADPE and its members have also been working at federal, state and local
levels in support of integrated care.
At the state level, four initiatives are in various stages of implementation.





Transfer of the Drug MediCal program to the Department of Health
Care Services
Elimination of the Department of Alcohol and Drug Programs, effective
July 1, 2012
Needs assessment to meet the conditions of the State’s 1115
Medicaid waiver
Planning for Health Care Reform, January, 2014
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The federal efforts and these four state initiatives open up opportunities that have not historically existed for
our field but now do. The Board believes now is the time to participate as a full partner in the state’s health
care delivery system and to provide expertise that can help inform the governance decisions about SUD
treatment in California. SUD treatment is specialty healthcare for a chronic disease. It is time it is fully
recognized as such.
Thus CAADPE has decided to reverse its long standing position and will now support Governor Brown’s
proposal to eliminate the Department of Alcohol and Drug Programs (DADP) and recommends placement of
all substance use disorder prevention and treatment authority in the Department of Health Care Services
(DHCS), since the Department of Health Care Services is the main authority for health care services in
California.
However, our decision to support this move does not eliminate many of CAADPE’s historical concerns for the
SUD field, such as its visibility and voice, specialty care nature, barriers and access to care and the impact of
untreated SUD on the broader healthcare systems. CAADPE is therefore further recommending that all
substance use disorder related services be located in a yet to be created Division of Substance Use
Prevention and Treatment Services at the Deputy Director level to the Director of the Department of Health
Care Services. CAADPE does not support the proposal of a Behavioral Health Division, where SUD is under
such a heading, nor do we support the merger with Mental Health programs and services.
At the same time CAADPE is also making a number of recommendations that, if integrated into the
Governor’s proposal, will position the field to be a fully recognized partner in the state’s health care delivery
system and gain better access to services for clients/consumers. CAADPE will be better able to inform the
Health and Human Services Agency and Department of Health Care Services as they prepare the
FY2012/13 budget proposal which we understand needs to be completed by October 1, 2011.
CAADPE believes now is the time to transfer of all Department of Alcohol and Drug Programs functions to the
Department of Health Care Services. The Department of Health Care Services is the single state agency for
health care services and, substance use disorder, as a specialty care, should now be under their jurisdiction
as we prepare for implementation of healthcare reform. As the state implements ACA/Health Care Reform,
most of people served in treatment programs will be eligible for health care through medical insurance or
through the state’s Health Benefit Exchange. All the health care benefits, primary care and specialty care
will come through the Department of Health Care Services.
CAADPE also believes that in the future, the state will not want to continue SUD services as a “carve out” to
DADP. A more likely scenario is the state will globally contract with counties and private health plans to
manage all aspects of health care. It is our belief it will be the health plans that will determine if there is a
“carve out” of SUD and mental health services to counties and/or providers for the delivery of care. This is
consistent with the states actions under the 1115 Medicaid waiver and this year’s realignment of SUD
services to counties.
CAADPE also believe that it can more fully advance the field with other policy maker’s goals of improving
access, improving treatment, embracing recovery, improving outcomes and instituting more efficiency
through participation in the Department of Health Care Services’ broader discussion of health care delivery.
CAADPE also believes that its presence in the Department of Health Care Services will enhance overall
health delivery systems since primary care practioners are not well versed in our specialty care. Well versed
and experienced SUD treatment staff can provide the necessary technical assistance to the Department of
Health Care Services.
CAADPE believes now is the time to embrace and take advantage of doing “business” in a different way
under a different governance structure.
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