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PRIORITY ISSUE: THE SUBSTANCE USE PREVENTION, TREATMENT AND  
RECOVERY SERVICES BLOCK GRANT  

 
Treatment Communities of America (TCA) is a non-profit association comprised of community-based 
substance abuse treatment providers throughout the United States and Canada. For 50 years, TCA’s mission 
has been advancing access to comprehensive continuums of community-based and person-centered behavioral 
health care for individuals and families impacted by Substance Use Disorder (SUD). 
 

Maintain the Substance Use Prevention, Treatment and Recovery Services (SUPTRS) Block Grant 
to fund populations and services not covered under the Affordable Care Act 

The Substance Use Prevention, Treatment and Recovery Services (SUPTRS) Block Grant program is the 
primary funding source utilized by States to provide substance use prevention and treatment services. With the 
implementation of the ACA, funding for core treatment services has begun to shift to the health care system. 

 
However, even after its implementation, the ACA does not provide coverage for many of the critical and 
supportive services necessary to ensure optimal outcomes, nor will it provide access to care for populations 
that will continue to be without insurance. 

 
TCA believes the SUPTRS Block Grant is a fundamental part of the network of treatment and supports 
for those who lack access to care that took decades to develop.  The SUPTRS Block Grant is distributed 
by formula and allows all States and Territories to support services that address any substance use issues 
they face within their jurisdiction.  Only by combining funds through ACA and the SUPTRS Block Grant 
will a full continuum of services and supports be available for individuals and families with SUD.  TCA 
recommends that the SUPTRS be maintained and aligned with the ACA to ensure that all populations 
have access to a comprehensive range of services and supports necessary to achieve recovery. 
 
As the House and Senate begin their work on the FY27 spending bills, TCA urges Congress to provide 
full funding for the SUPTRS Block Grant in the FY27 Labor, Health and Human Services, Education 
Appropriations bill to help ensure we can provide critical recovery support services.  The FY26 funding 
level was $2.013 billion, and we request that you provide robust funding for the SUPTRS Block Grant as 
work progresses on FY 2027 appropriations. 

 
Investments in the SUPTRS Block Grant will ultimately save money while strengthening communities, 
keeping families together, and most importantly saving lives. 
 
The demand for treatment is growing. The resources must match these needs. 
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MARCH 2026 
SUPTRS CALL 
TO ACTION



Call to Action: Sign the Tonko / Fitzpatrick Letter to Urge Robust Funding in Fiscal Year 2027 
for the SUPTRS Block Grant 
 
Dear TCA Member: 
 
The Substance Use Prevention, Treatment and Recovery Services (SUPTRS) Block Grant is 
currently the primary federal funding source utilized by States to provide substance abuse 
prevention and treatment services.  
 
Congressman Paul Tonko (D-NY) and Congressman Brian Fitzpatrick (R-PA) are circulating a 
bipartisan sign on letter in the House of Representatives to seek robust funding for the Block 
Grant in Fiscal Year 2027. 
 
Please take the time TODAY to call your Representative to ask them to sign the 
Tonko/Fitzpatrick letter in support of robust funding for the SUPTRS Block Grant.  The deadline 
for signing on is COB March 13, 2026. 
 
When you reach out, please let them know that as a provider of treatment for people with 
addiction, you have seen firsthand how important it is that we support the Substance Use 
Prevention, Treatment and Recovery Services Block Grant that serves as an essential link to 
community-based treatment, helping people to overcome addiction, to reclaim their lives and 
become productive, taxpaying members of society.  
  
The demands for treatment are growing, and the resources must match these needs! 
 
The Tonko/Fitzpatrick Dear Colleague and related letter is below for your review and to share 
with staff you connect with.  To sign onto the letter, staff can contact Connor Giltz in Rep. 
Tonko’s office at connor.giltz@mail.house.gov or Clare Dentner in Rep. Fitzpatrick’s office at 
clare.dentner@mail.house.gov  
 
If staff ask for an electronic link to the letter, please email them the link below, which can only 
be accessed by staff within the House of Representatives.  You can also email them a PDF of 
the proposed letter, attached. 
 

• QUILL LINK 
 
Please be sure to leave your name and address and request a response on their decision to 
sign onto the Tonko/Fitzpatrick letter and to support robust funding for the SUPTRS Block 
Grant in FY27. 
 
You can reach your Members of Congress via the Capitol Switchboard at 202-225-3121. 
 
THANK YOU! 

mailto:connor.giltz@mail.house.gov
mailto:clare.dentner@mail.house.gov
https://urldefense.com/v3/__https:/quill.senate.gov/letters/letter/32863/opt-in/view/cb5cf823-a5ed-4c52-9a40-935f6078ca63/__;!!Fr0YZsIsFWxTZsBm-qTAg68!iGScG3n5TqTb-jBp_setggCtW6BSFY6-lznSeb6T9f9WrcZSq94HhoNNAl6LXvToY1Vyjkfcb085SacE2RYW-VEqTMl2g7B_JF5I441s


RESIDENTIAL 
SUD TREATMENT



Treatment in a residential setting is a critical part of the continuum of care for substance use disorders. There are many variables that
exist from State to State, including length of stay, staffing, and licensing requirements – however, treatment in a residential setting is
typically person-centered and peer driven, longer in duration than medically managed inpatient/hospital settings, and typically
integrates evidenced-based behavioral management. Treatment in a residential setting is often needed for individuals with more
severe levels of addiction, often accompanied by fewer social supports.

While there are many credentialling bodies nationally that provide program guidance for residential programs, the American Society of
Addiction medicine offers a level structure with the following definition; level 3 programs offer organized treatment services that
feature a planned and structured regimen of care in a 24-hour residential setting. Within level 3, several subcategories provide
additional guidance. Additionally, individuals who are appropriately placed in clinically managed levels of care have minimal
intoxication, withdrawal, and addiction medication needs. 

C O N T I N U U M  O F  C A R E

K E Y  E L E M E N T S  I N
R E S I D E N T I A L  T R E A T M E N T

Strengths-Based Case Management
Individual, group, and family therapy
Housing
Cognitive Behavioral Interventions
Medication Assisted Treatment
Health Screening & Medical Services
Life Skills Development
Integrated Screening and Assessment
Education & Career Readiness
Linkages to Medical & Psychiatric services
Withdrawal Management
Recreation and Wellness
Community Resource Navigation

Substance misuse and
substance use disorders

cost more than $400
billion annually in crime,

health, and lost
productivity

-The National Center on Addiction
and Substance Abuse

W H A T  I S  R E S I D E N T I A L  S U B S T A N C E  U S E  D I S O R D E R
T R E A T M E N T ?  

W H Y  R E S I D E N T I A L  T R E A T M E N T  I S
N E E D E D
Residential treatment for SUD is essential for individuals facing severe
addiction challenges, lacking the motivation or social support necessary for
recovery on their own. This form of treatment, typically lasting six to ten
months, may combine residential care with subsequent phases in recovery
residences or step-down components that include ongoing recovery support
services. By tailoring services to individual needs, residential treatment can be
effective for a wide array of individuals, including those with co-occurring
disorders.

Residential SUD treatment offers structure, community, and focus that fosters
recovery in a way other treatment types may not. By integrating individualized
treatment plans that cater to specific needs and making necessary adaptations
for special populations, residential treatment not only adheres to the principles
of effective addiction treatment but also supports a path to recovery that is
both inclusive and flexible.

R E S I D E N T I A L  T R E A T M E N T :  S E R V I C E S
&  E N V I R O N M E N T  O F  C A R E

F I N A N C I A L  B E N E F I T S

Two of the most crucial components of an effective residential substance
use disorder (SUD) treatment program are the environment of care (EOC)
and the services offered to participants. An EOC refers to the design and
safety considerations of a treatment program and is focused primarily on
three-dimensional drivers that influence an individual’s recovery journey
including:

Physical
Social
Psychological 
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PRIORITY ISSUE: MEDICAID INSTITUTIONS FOR MENTAL DISEASE (IMD) 

EXCLUSION  
 

Treatment Communities of America (TCA) is a nonprofit, member-led professional association 
representing hundreds of community-based behavioral health treatment providers in the United States 
and Canada. TCA offers this position statement urging the full repeal of the Medicaid Institutions for 
Mental Diseases (IMD) Exclusion enacted in 1965. 
 

While states struggle to contain the COVID-19 virus, America’s drug epidemic continues to rage 
across the country with deadly impact.  Bereft families and communities are grieving the loss of loved 
ones and neighbors.  Not surprisingly, the demand for addiction treatment and mental health services is 
increasing daily.   

 
In the face of a deadly epidemic of drug related deaths, the nation cannot afford to bow to the 

constraints of a 60 year-old Medicaid provision that severely impedes availability and access to 
treatment. 
 

What is the IMD Exclusion? 
The Institution for Mental Diseases Exclusion (IMD) is a federal financing rule from 1965 that 

bars federal Medicaid matching dollars for treatment in facilities with more than 16 beds.  The 16 or less 
bed restriction makes economic survival difficult while complying with licensure requirements for 
addiction treatment including staff/patient ratios, counseling and coverage hours, etc. 
 
 In comparison, residential treatment services are generally available as part of the full continuum 
of treatment for people with private health insurance coverage. 
 

Does the IMD Exclusion Impact? 
The IMD Exclusion causes serious gaps in the availability of non-hospital residential addiction 

treatment services for adolescents, for pregnant addicted women, addicted women with dependent 
children, veterans with addictions, homeless addicted individuals and low-level drug offenders sent to 
treatment as part of sentencing. 
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Who else does the IMD Exclusion impact?  Through the failure to provide needed care, the IMD 
Exclusion drives up the use of health care, hospitalizations and drug and alcohol-related crime – i.e. – 
the IMD Exclusion impacts every American. 
 
 In fact, the National Institute of Drug Abuse (NIDA) estimates the cost of untreated addiction to 
the country at over $600 billion annually and the National Institute of Mental Health (NIMH) estimates 
the cost of mental illness at $300 billion a year.  
 

What have states been doing with this 16-bed restriction? 
In the past, the Center for Medicare & Medicaid Services (CMS) has permitted states to obtain 

Medicaid match where treatment is provided in alternative, less expensive settings through Medicaid 
managed care when they are “in lieu of or in place of more expensive covered services”.  However, rules 
put in place in 2017, severely limit access to this much needed help. 
 
 Under the 2017 Federal rules, states can draw severely limited federal Medicaid matching dollars 
for either 15 days a month or an average of 30 days through a temporary 1115 Demonstration Waiver.  
Neither option provides sufficient addiction treatment for deteriorated patients who need residential 
care.  In fact, according to NIDA, meaningful residential lengths of stay of 90 days or longer, remain the 
only treatment method backed by solid evidence. 
 
 TCA does not support waivers as the long-term solution to the barriers created by the IMD 
Exclusion.  Waivers are time-limited and state-specific and will limit the long-term effectiveness of 
community-based providers to address the overall problem of addiction.  TCA urges the full repeal of 
the IMD Exclusion for substance use disorder through an executive action or a full repeal by 
Congressional action. 
 

It is time to eliminate the IMD barrier to addiction treatment. 
 

Who supports elimination of this barrier to addiction treatment? 
 
 Understanding of the IMD barrier to treatment has grown over the last several Congressional 
sessions.  During this time, hundreds of organizations, associations and individuals across the country 
have identified the elimination of the IMD as a priority including: state and national drug and alcohol 
abuse prevention and addiction treatment organizations, behavioral health managed care firms, insurers, 
many Governors, U.S. Senators, members of the U.S. House of Representatives, Attorneys General, 
some State Legislatures, County Commissioners, Medicaid Directors, etc. 
 
 In April of 2020, the U.S. Government Accountability Office issued a publication titled 
“Medicaid State Views on Program Administration Challenges”. According to the GAO, Medicaid 
officials from 47 states identified the IMD Exclusion as a barrier to provision of proper addiction and 
mental health treatment. 
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With opioid overdose deaths at historic highs, eliminating the IMD Exclusion would immediately 
expand access to residential beds for people in need of SUD treatment and create much-needed capacity 
in an SUD treatment system where accessing care is far too difficult, especially for people of limited 
means. It is critical that the 118th Congress pass legislation to eliminate the archaic Medicaid IMD 
Exclusion. 
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PRIORITY ISSUE: TCA AND THE EFFICACY OF SUD TREATMENT  
 

Treatment Communities of America (TCA) is a non-profit association comprised of 
community-based substance use disorder (SUD) treatment providers throughout the United 
States. Incorporated in 1975, our mission is to ensure access to a full continuum of care for 
individuals and families affected by SUD through the following: 
 Continuous improvement of the efficacy and efficiency of SUD treatment through 

research, partnership development, and resource acquisition. 
 Education of the public about the need for and benefits of comprehensive SUD services. 
 Advocacy to policymakers, public and private entities, and other key stakeholders to 

ensure policies, regulations, and legislation are in alignment with our mission. 

Community Based Treatment for Substance Use Disorders 
Community-based SUD treatment services specifically seek to treat people in the community 
while strengthening pro-social bonds and providing connections to additional assistance. In this 
model, individuals are provided with a continuum of recovery-focused services, ranging from 
intake and assessment through treatment and aftercare. A Continuum of Care for SUD treatment 
is designed to move each individual through different stages of treatment. During each step, 
special consideration is given to individual needs to prescribe appropriate intensity, duration, and 
setting for care. Ensuring that individuals are treated in a way that supports continuity of care 
improves treatment delivery and increases positive outcomes. Also, it ensures that evolving 
needs of the individual are constantly being tended to as they change throughout the course of 
treatment. Individuals involved in SUD treatment are cared for holistically: according to their 
level of need and their individual and specific challenges.1 

 
Community-based treatment is especially beneficial for those who are struggling with SUD. 
For one, it is cost-effective and has been shown to reduce hospitalizations, incarceration, 
emergency department utilizations, and criminal activity.2 Community-based treatment has 
various social advantages for the individual as well: 1) It allows the client to remain in society 
emphasizing sober reintegration; 2) It is preferable to clients as they can remain in touch with 
their loved ones; and 3) It also allows for affordability and accessibility when compared to 
institutionalization. Community-based SUD treatment is imperative to ensuring that 
individuals are receiving treatment at the most integrative and least restrictive level possible. 

 
1 Manchikanti, L., MD, Fellows, B., MA, Ailinani, H., MD, & Pampati, V., MSc. (2010). Therapeutic Use, Abuse, 
and Nonmedical Use of Opioids: A Ten-Year Perspective. Pain Physician, 13, 401-435. Retrieved February 13, 
2017, from http://www.painphysicianjournal.com/current/pdf?article=MTM4Mg%3D%3D&journal=57 
2 The United Nations Office on Drugs and Crime. Community Based Treatment and Care for Drug Use and 
Dependence. (April, 2014). Retrieved February 15, 2017, from 
http://www.unodc.org/documents/southeastasiaandpacific/cbtx/cbtx_brief_EN.pdf 

http://www.painphysicianjournal.com/current/pdf?article=MTM4Mg%3D%3D&amp;journal=57
http://www.unodc.org/documents/southeastasiaandpacific/cbtx/cbtx_brief_EN.pdf


For individuals who require more intensive treatment and support, community-based residential 
SUD treatment is a well-recognized option. A residential SUD treatment model cares for 
patients around the clock and includes housing and medical care. Residential SUD treatment 
programs may use a variety of therapeutic approaches and are generally aimed at helping the 
individual live a drug-free and crime-free life. Treatment participants are encouraged to examine 
their personal and social issues as well as their addiction. Upon leaving the residential setting, it 
is important that the individual “steps-down” in their treatment journey by staying involved in an 
outpatient program or attending support group meetings.3 

 
Comprehensive SUD treatment is critical for helping individuals to overcome their addictions 
and lead productive lives in recovery. Unfortunately, the treatment system does not have the 
capacity to treat all those in need. The National Survey on Drug Use and Health reveals that 
while many people are suffering from alcohol and drug addiction, only a fraction of them are 
receiving treatment for it. Just 10% of those struggling with alcohol and 20% of those 
struggling with illicit drugs actually received treatment.4 

 
Treating SUD Effectively 
In an effort to help guide practices and ensure positive outcomes, the National Institute of Drug 
Abuse (NIDA) released evidence-based “Principles of Effectiveness”.  They include:  

• Staying in treatment long enough is critical. 
• Addiction is a complex but treatable disease that affects brain function and behavior. 
• No single treatment is right for everyone. 
• People need to have quick access to treatment. 
• Effective treatment addresses all of the patient’s needs, not just his or her drug use. 
• Counseling and other behavioral therapies are the most commonly used forms of 

treatment. 
• Medications are often an important part of treatment, especially when combined with 

behavioral therapies. 
• Medically assisted detoxification is only the first stage of treatment. 
• Treatment plans must be reviewed often and modified to fit the patient’s changing needs. 
• Treatment should address other possible mental disorders. 
• Treatment doesn't need to be voluntary to be effective. 
• Drug use during treatment must be monitored continuously. 

 
 
 
 
 

3 NIDA (2012). Principles of Drug Addiction Treatment: A Research-Based Guide (Third Edition). Retrieved 
February 27, 2017, from https://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research- 
based-guide-third-edition 
4 Substance Abuse and Mental Health Services Administration. Behavioral Health Barometer: United States, 
2015. HHS Publication No. SMA–16–Baro–2015. Rockville, MD: Substance Abuse and Mental Health Services 
Administration, 2015. 
5 U.S. Department of Health and Human Services (HHS), Office of the Surgeon General, Facing Addiction in 
America: The Surgeon General’s Report on Alcohol, Drugs, and Health. Washington, DC: HHS, November 2016. 

http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-


 
 

• Treatment programs should test patients for HIV/AIDS, hepatitis B and C, tuberculosis, 
and other infectious diseases as well as teach them about steps they can take to reduce 
their risk of these illnesses. 6 

 

 

Once an individual has entered treatment, it is crucial that they remain and receive services as 
needed. Multiple studies show that the longer someone participates in treatment, the better their 
outcomes.7 When an individual is rushed through treatment to comply with an arbitrary or 
limited number of days, the effectiveness and likelihood of a successful treatment intervention is 
diminished. While length of stay decisions should be determined on a case by case basis and in 
accordance with the individual’s specific needs, research has firmly established that “good 
outcomes” are contingent on adequate treatment length. Generally, for residential or outpatient 
treatment, participation for less than 90 days is of limited effectiveness, and treatment lasting 
significantly longer is recommended for maintaining positive outcomes”.8 

 
Equally important is ensuring that the individual is placed in the correct level of care. By 
employing assessments and criteria, practitioners can provide the appropriate care for individual 
needs. The most often adopted criteria are the American Society of Addictions Medicine’s 
(ASAM) Levels of Care. By assessing an individual “where they are”, services can be tailored 
for maximum effectiveness. 

 
The first step for people who are struggling with a SUD is to stabilize them physically and 
mentally and then to ensure that they are placed in an appropriate treatment program for as long 
as is necessary. Unfortunately, many individuals who enter the health system presenting with 
symptoms of drug or alcohol misuse are leaving hospitals that offer little in the way of follow-up 
care. For example, among those entering a hospital following opioid misuse, a mere 10.7% had 
received the recommended therapeutic and medicinal services after 30 days.9 In most cases, an 
individual who presents at the emergency department or experiences a hospital stay related to 
their substance use will need to participate in on-going SUD treatment. Residential treatment 
programs offer an alternative to costly hospital stays and are equipped to address the various and 
unique needs of individuals with substance use disorders. In fact, some residential programs are 
designed as diversion points from hospitals/emergency departments (and jails). 

 
It is important to recognize that a substance use disorder is a life-long struggle and a chronic 
disease. As is the case with many chronic conditions, relapses often happen throughout the 
course of treatment, in some cases it can lead to overdose or even death. A comprehensive and 

 
 

6 NIDA (2016). Treatment Approaches for Drug Addiction. Retrieved February 14, 2017, from 
https://www.drugabuse.gov/publications/drugfacts/treatment-approaches-drug-addiction 
7 Hubbard, R. L., Craddock, S. G., Flynn, P. M., Anderson, J., & Etheridge, R. M. (1997). Overview of 1-year 
follow-up outcomes in the Drug Abuse Treatment Outcome Study (DATOS). Psychology of Addictive Behaviors, 
11(4), 261-278. 
8 United States National Institute on Drug Abuse. (2012, December). Principles of Drug Addiction Treatment: A 
Research-Based Guide (Third Edition). Retrieved February 27, 2017, from 
https://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third- 
edition/frequently-asked-questions/how-long-does-drug-addiction-treatment 
9 Ali, M. M., & Mutter, R. (2016). The CBHSQ Report: Patients Who Are Privately Insured Receive Limited 
Follow-up Services After Opioid-Related Hospitalizations. Rockville, MD: Substance Abuse and Mental Health 
Services Administration, Center for Behavioral Health Statistics and Quality. 

http://www.drugabuse.gov/publications/drugfacts/treatment-approaches-drug-addiction
https://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/frequently-asked-questions/how-long-does-drug-addiction-treatment
https://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/frequently-asked-questions/how-long-does-drug-addiction-treatment


complete course of services includes continued support to prevent such an occurrence. When a 
person in recovery actively engages in an aftercare program, they have been shown to have lower 
incidence of substance use at follow-up.10 

 
Criminal Justice Nexus 
The justice-involved population in the U.S. continues to have a higher level of SUD prevalence 
when compared to the public at-large. According to the National Center on Addiction and 
Substance Abuse, 85% of adults housed in a correctional institution are substance users at 
intake and almost 65% have a history of diagnosable substance use disorder. Young people in 
the justice system also reflect a higher incidence of substance involvement: 78% use alcohol or 
illicit substances and about 44% have clinical indicators for a substance use disorder.11 
Recognizing the high prevalence of SUD in jails and prisons, as well as the correlation between 
criminal activity and substance use, many systems have implemented comprehensive SUD 
treatment programs in their correctional facilities. This increasingly includes medically assisted 
treatment (MAT) incorporating FDA approved medications, like Vivitrol. 

 
Police officers are often the first on the scene of a behavioral health crisis. Accordingly, they 
have been adopting new procedures to assist people experiencing an overdose or other critical 
incident. Many police departments and first responders carry Narcan (Naloxone), a nasal spray 
that can be administered to counteract the effects of opioid overdose symptoms. By providing 
this entry-point intervention, police can then help to deliver people suffering from an overdose 
into a stabilizing detox center and, ultimately, into treatment. Other police practices to confront 
SUD in the field include the implementation of Crisis Intervention Teams (CIT) and Safe 
Passage programs. Both programs help police officers to connect people experiencing substance 
use disorders to treatment programs in the community. 

 
Specialty courts continue to grow and are also an effective tool for jail diversion. Under this 
model, the participant is diverted away from the criminal justice system, and into community-
based SUD treatment programming to overcome behavioral health or social obstacles. The 
National Association for Drug Court Professionals (NADCP) found that after two years, two-
thirds of all drug court graduates had not been rearrested. Also, it found drug courts to be cost 
effective. In criminal justice system costs alone, they produce a return of $3.36 for every $1.00 
invested.12 

 
Societal Costs of Substance Use Disorders 
“Substance misuse and substance use disorders cost more than $400 billion annually in 
crime, health, and lost productivity.”13 These costs are not only intertwined in the other 
systems that they affect, they are also far-reaching in influence. Federal spending in the United 
States is allocated to three large systems (in order of overall cost): Health care, justice, and 

 
10 Hubbard, R.L.; Craddock, S.G.; Flynn, P.M.; Anderson, J.; and Etheridge, R.M. Overview of 1-year follow-up 
outcomes in the Drug Abuse Treatment Outcome Study (DATOS). Psychology of Addictive Behaviors 11(4):291– 
298, 1998. 
11 Costs of Addiction & Substance Use. (2015, October 14). Retrieved February 14, 2017, from The National Center 
on Addiction and Substance Abuse, http://www.centeronaddiction.org/policy/costs-of-risky-use-addiction 
12 Drug Courts Work. Retrieved February 14, 2017, from The National Association for Drug Court Professionals, 
http://www.nadcp.org/learn/facts-and-figures 
13 Costs of Addiction & Substance Use. (2015, October 14). Retrieved February 14, 2017, from The National Center 
on Addiction and Substance Abuse, http://www.centeronaddiction.org/policy/costs-of-risky-use-addiction 

http://www.centeronaddiction.org/policy/costs-of-risky-use-addiction
http://www.nadcp.org/learn/facts-and-figures
http://www.nadcp.org/learn/facts-and-figures
http://www.centeronaddiction.org/policy/costs-of-risky-use-addiction


education. In the primary healthcare system, almost one-third of all hospital costs are attributable 
to substance use disorders. SUD and tobacco are associated with over 70 chronic health 
conditions that require extensive care. There is also an unmistakable link to mental health. It is 
estimated that about 25% of people suffering from serious mental illness (SMI) also have a 
comorbid SUD.14 In addition, SUD issues have a significant impact on our child welfare system 
with 60-80% of the families who have substantiated cases identified with substance abuse as a 
factor in the child abuse and neglect, often resulting in out-of-home placement. With an average 
cost of $25,000 annually per child for foster care placement and another $30,000 in treatment 
and ancillary services; the costs of SUDs to the child welfare system are astronomical. 

 
Cost Efficacy of Intervention and Treatment 
Intervention and treatment for substance use disorders work and have been shown to be an 
effective tool that produces a positive return on investment. NIDA estimates a return on 
investment for the criminal justice system of between $4 and $7 per every $1 invested. The 
savings associated with investing in addiction treatment services reaches a ratio of 12 to 1 when 
primary healthcare is added.15 
Facts and Figures (2012)16: 

 
 

Average Cost of SUD Treatment per Patient $1,538 

Average Cost Offset of SUD Treatment per Patient $11,487 (7:1 Benefits to Cost) 

Average Medicaid Savings per Patient $398 per Month 

Average Overall Medical Costs Saved per Patient $311 per Month 

Average Savings Associated with Treatment in Healthcare and 
Productivity 

$4,100 per Month 

Decrease in Likelihood of Being Arrested 16% 

Decrease in Likelihood of a Felony Conviction 34% 

 
 

 
 
 
 

TREATMENT COMMUNITIES OF AMERICA (TCA) 
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SUITE 450 
WASHINGTON, DC 20004 
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14 United States Department of Health and Human Services. (2013, March 14). Mental Health and Substance Use 
Disorders. Retrieved February 15, 2017, from https://www.mentalhealth.gov/what-to-look-for/substance-abuse/ 
15 United States National Institute on Drug Abuse. (2012, December). Is drug addiction treatment worth its cost? 
Retrieved February 15, 2017, from https://www.drugabuse.gov/publications/principles-drug-addiction-treatment- 
research-based-guide-third-edition/frequently-asked-questions/drug-addiction-treatment-worth-its-cost 
16 Investing in Treatment. (2012, May 23). Retrieved February 15, 2017, from 
https://www.whitehouse.gov/sites/default/files/ondcp/Fact_Sheets/investing_in_treatment_5-23-12.pdf 
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PRIORITY ISSUE:  PREPARING COMMUNITIES, SECURING ACCESS 

AND TREATMENT FOR SUBSTANCE USE AND MENATL HEALTH 
DISORDERS FOR RETURNING VETERANS AND THEIR FAMILIES  

 
Background 
The United States military is deployed in most countries around the world, with between 150,000 
to 200,000 of its active-duty personnel stationed outside the United States and its territories. At 
the height of the War in Afghanistan, the U.S. had more than 100,000 U.S. troops in Afghanistan 
in a single year. Each year, thousands of troops reenter their communities, at the end of their 
service, and return to civilian life. Service members transitioning from active duty to civilian life 
can have challenges that affect many areas of their lives. For many, the loss of their military 
community puts them at high risk for difficulties with mental health and substance use, including 
post-traumatic stress disorder (PTSD), anxiety, depression, and substance use disorders (SUD). 
Research has found that 46% of veterans report alcohol or substance use during active duty and 
42% reported use after transitioning to civilian life.  Between 4.7% and 19.9% of veterans 
experience PTSD, while 44% to 72% experience high levels of stress when returning home from 
active duty. Further, between 82-93% of veterans who served in Afghanistan and Iraq with an 
SUD had at least one co-occurring disorder. Some reports have shown these numbers growing as 
the COVID-19 pandemic continues.  
 
Treatment providers and communities need to be prepared to assess and intervene early when in 
the transition to civilian life. TCA believes that returning veterans and their families should have 
ready access to appropriate substance abuse and co-occurring screening and treatment services.  
Public policy should anticipate the increase of newly returning at-risk veterans to their 
communities, many of who will seek out or need substance use and/or co-occurring mental health 
treatment. Early intervention and treatment for veterans and their families based on evidence-based 
research will be an emerging and significant need in the coming years. Veterans that do not receive 
an honorable discharge may not seek treatment through a VA facility, and even the honorable 
discharge may not do so if they are trying to hide their issues from their families and employers.  
There is also a growing population of veterans that are not VA eligible at all or not utilizing VA 
services because of their geographic location. Those veterans are seeking or being referred from 
the criminal justice system to community programs using HHS-SAMHSA.  
 
Role of the Therapeutic Community and Veterans 
Therapeutic communities traditionally have provided mental health and addiction treatment to 
disadvantaged Americans with multiple barriers to recovery, including veterans. Our returning 
veterans who have or are at-risk for substance use and co-occurring mental health disorders 



constitute a special population that will need treatment that has been modified from traditional 
modalities of care. Traditional methods do not always work, especially with individuals who 
may have experienced other traumas, including sexual abuse. Our returning discharged military 
will need a continuum of care, including co-occurring treatment for Post-Traumatic Stress 
Disorder and will need to be welcomed to a nurturing and safe environment. The camaraderie of 
a military unit needs to be translated into services located in their home community.  The result 
of a TCA member program, especially developed to serve veterans in New York, demonstrates 
the successful adaptation of a therapeutic community to serve veteran specific needs. 
 
TCA member programs mostly provide services to veterans from combat through their general 
programs, often as a late intervention. With our military returning, TCA hopes to assist veterans 
by preparing and identifying the appropriate early interventions, actions, and services needed by 
veterans to make their re-entry successful.  TCA supports public policy that gives veterans access 
to systems that would provide them and their families with substance abuse assessment and 
treatment. TCA firmly believes that returning veterans should not be lost between agencies or - 
worst yet-be left untreated because they fall through the cracks. SAMHSA has great potential to 
provide leadership and work with the Veterans Administration as communities prepare support 
services, particularly to our returning reservists and our National Guardsmen. SAMHSA and 
NIDA efforts to find common outcomes for the criminal justice system and the substance abuse 
treatment system have demonstrated their ability to work with other departments like the 
Department of Justice to build bridges that foster positive societal outcomes. The connection 
between the Department of Defense, the Veterans Administration and HHS is paramount; as we 
need to meet the veteran at whatever door he enters for help through a coordinated system of care. 
 
 
TCA Recommendations 
In preparation for our returning veterans, TCA recommends that Congress continue to consider 
language and funding that recognize the emerging need for veteran re-entry services and identifies 
the option of effective community programs for discharged veterans and their families. Congress’ 
leadership is needed to assist communities to prepare and coordinate prevention and treatment 
addiction and mental health services to assist with a veteran’s re-entry process. Leadership is 
needed to help federal agencies recognize the role and dynamics of the community as a resource. 
 

• Demonstration Grants – Require the Secretary of the Veterans Administration to work 
with the Secretary of HHS, and the Secretary of Defense to develop model programs that 
coordinate military, Veteran Affairs, and public health systems of care for substance 
abuse and/or co-occurring mental health disorders for returning veterans and their 
families.   

1. Regional and State case management systems that broker and coordinate private, 
public, and non-profit resources for substance abuse prevention and treatment for 
returning veterans and their families. 

2. Coordinated programs for women veterans and/or for children of returning 
veterans specific to substance abuse and co-occurring illness.  

3. Coordinated programs for the purposes of developing early intervention, outreach 
and treatment to veterans at risk in their communities for substance abuse for 
veterans that do not use or not eligible VA services. 



4. Conduct research and evaluation of demonstration grants for both coordination of 
resources and clinical outcomes.  

 
• Develop a federal interdepartmental advisory board that reviews resources, the role of 

public health, systems coordination, research, and clinical outcomes of current services to 
include representatives of DOD, VA, HUD, DOL, HHS, State and local governments and 
providers to develop a report and make timely recommendations to Congress.  

 
• Support appropriations to HHS/SAMHSA that support opportunities for communities, 

civilian employers, non-profit organizations and providers to secure information and 
training on evidence-based treatment programs for veterans returning to their 
communities.   

 
• Establish Medicaid demonstration pilot programs within non-hospital community-based 

substance abuse residential treatment centers and co-occurring programs specific to 
veteran’s treatment and aftercare.   

 
• Confirm policy/mechanism for the Department of Veterans Affairs to contract with 

HHS/SAMHSA through their CSAT discretionary grant program or other appropriate 
HHS entity to establish community substance abuse and/or co-occurring treatment for 
community-based veterans and their families. 
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PRIORITY ISSUE: SUBSTANCE USE DISORDER AND HOUSING 
 
According to the Department of Housing and Urban Development’s (HUD) 2020 Annual Homeless 
Assessment Report (AHAR) to Congress, on a single night in 2020, there were approximately 580,000 
unhoused individuals in the United States. As reported by the Office of National Drug Control Policy, 
approximately 30% of people experiencing chronic housing insecurity have a serious mental illness (SMI), 
and around two-thirds have a primary substance use disorder or other chronic health condition. Ending 
homelessness is an important public health issue in the United States. Individuals experiencing housing 
insecurity are at high risk of overdose from illicit drug use (SAMHSA, 2020). Providing housing can help 
prevent the worsening of substance use and mental disorders; nevertheless, with this population, different 
housing approaches must be considered. 
 
There is a large and growing evidence base demonstrating that Housing First is an effective solution. 
Housing First prioritizes providing permanent housing to people, thus ending their housing insecurity and 
serving as a platform from which they can pursue personal goals and improve their quality of life. This 
approach is guided by the belief that people need basic necessities like food and a place to live before 
attending to anything, including substance use. Additionally, Housing First is based on the theory that 
client choice is valuable in housing selection and supportive service participation, and that exercising that 
choice is likely to make a client more successful in remaining housed and improving their life.  
 
Housing First does not require people experiencing housing insecurity to address all of their problems or 
to graduate through a series of services programs before they can access housing. Housing First does not 
mandate participation in services either before obtaining housing or in order to retain housing. Permanent 
supportive housing (PSH) is targeted to individuals and families with chronic illnesses, disabilities, mental 
health issues, or substance use disorders who have experienced long-term or repeated housing insecurity. 
It provides long-term rental assistance and supportive services. A second program model, rapid re-
housing, provides short-term rental assistance and supportive services. The goals are to help people obtain 
housing quickly, increase self-sufficiency, and remain housed. The Core Components of rapid re-
housing—housing identification, rent and move-in assistance, and case management and services—
operationalize Housing First principals. 
 
Stable housing is a critical component of recovery and as such TCA recommends the following should 
be key components in policy moving forward for both HUD and SAMHSA. This includes, but is not 
limited to:  
 

• Identify and modify HUD policy and regulations that have negatively impacted individuals and 
families with SUDs. 
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• HUD and SAMHSA identify mechanisms to ensure the provision of integrated housing and 
treatment services, with an emphasis on Housing First approaches. 

• HUD allows for program design and funding that recognizes the needs of individuals and 
families in treatment for SUDs, inclusive of maintaining Transitional Housing for this 
population.   

• HUD and SAMSHA mandate partnerships between local SUD and housing providers to address 
the housing needs of individuals and families with SUDs.  
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119th Congress 

 
 

PRIORITY ISSUE: 
TELEHEALTH AS A TOOL FOR SUD TREATMENT 

 
Telehealth use soared early in the COVID-19 pandemic amid lockdowns and social distancing. 
While telehealth utilization has gone down for substance use disorder services, it is still being 
used significantly more than during pre-pandemic times, across the healthcare system. With this 
paper, we hope to shed light onto the use and practical applications and best practices of 
telehealth in the substance use disorder (SUD) field to date, explore future directions for 
telehealth policy, including challenges facing its expanded use, the impact on client care, and 
effects on the United States healthcare system.  
 

 
 
96% of Treatment Community of America (TCA) members agencies reported utilizing some 
form of telehealth i.e., audio only, video conferencing and/or both. When surveying them, five 
barriers to providing telehealth services were identified: connectivity issues and wi-fi access, 
having privacy for sessions; electronic literacy of our patients and clients, resources and access 
to telehealth technology, and payment parity.  
 
Treatment Communities of America (TCA) founded in 1975 as a non-profit, member-led 
association, represents over 800 community-based program sites across the United States and its 
territories.  TCA members are dedicated to serving individuals with substance use disorders, co-
occurring and mental health problems.  TCA member programs are predominately publicly 
funded and serve substance use disorder clients many of whom have multiple barriers to 
recovery such as co-occurring mental illness, the homeless, adolescents, pregnant women, 
criminal justice involved individuals, the elderly, veterans, as well as persons with HIV/AIDs 
and Hepatitis C.  
 
Treatment Community of America’s members provides the full continuum of care including 
services such as assessment, detoxification, residential care, in-prison programs, case 
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management, outpatient counseling, transitional housing, pharmacologic therapies, education, 
vocational and employment services, primary medical care, psychological services, family 
counseling, and unification, to name a few.  

As community providers, TCA members’ collective experience has allowed them to be flexible 
and able to provide greater access to care as telehealth (audio, video) options have expanded our 
ability to serve the community. Telehealth services enhance the options available, especially to 
people residing in underserved areas. Our experiences with telehealth have taught us to be open-
minded and innovative in the ways in which we provide services to our participant’s and how we 
needed to come up with creative ways to keep participants engaged in groups, individual 
sessions, and activities via telehealth. It has also taught our participants new ways of connecting 
with the community and services, now that they are comfortable engaging in video and 
telephonic telehealth services.  
 
At the beginning of the transition to offering telehealth services, the lack of resources and 
disparities that some of our participant populations faced was brought to the forefront. Many of 
our participants did not have access to or experience with smart devices, telehealth platforms, 
and/or the need for “data” for their devices. In addition, some struggled with finding a private 
space to openly share what they were experiencing in their individual and group sessions. TCA 
members have continued to work diligently to assist participants with overcoming these barriers, 
and this practice is what has helped us to be successful. A great example is the creation of 
Telehealth stations in residential settings allowing participants to stay connected with outpatient 
community providers.   
 
From a leadership perspective of program oversight establishing new policies to govern the 
workforce was critical to the success of treatment delivery.  Training staff on the use of 
technology, staff openness to change, staff experience in the use of technology, and managing 
self-governance of working from home or an offsite location became a priority to ensure quality 
services were being delivered to our participants.  TCA has identified that best practices include 
policy changes, workflow development, staff and participant trainings, and quality and 
compliance oversight, to establish a strong foundation for telehealth services.   
 
The data continues to indicate that many providers have embraced a hybrid model (in person, 
telehealth audio, video) of care and that telehealth is here to stay.   
 



3 
 

 

The Benefits of Providing Telehealth Services:  

1. Access to Integrated Care- substance use disorder/mental health /primary care access 
for participants residing in rural/urban areas – For people who live many miles from the 
nearest treatment facility, telehealth provides a way to meet with a provider quickly. 
Also, this saves time, saves gas money, and allows people to stay off the road when 
driving conditions are less than optimal, such as during a snowstorm or hailstorm. 
Telehealth has allowed therapeutic care to start or continue for people experiencing 
stress, anxiety, depression, and other mental health issues. People experiencing mental 
health emergencies, including those who are at risk for self-harm, can quickly connect 
with a therapist or psychiatrist at any time of the day or night. Telehealth reduces barriers 
to care during the initial phase of treatment-   Telehealth has provided us the opportunity 
to decrease any backlog of participants in the intake process due to the doctor not being 
able to be on-site. Allowing part of the intake process to utilize telehealth keeps the 
process moving. 

2. Infection Control – Reduced exposure to pathogens – Being in waiting rooms with other 
participants can contribute to the spread of COVID-19, the flu, and other viruses and 
illnesses. Telehealth allows participants to be at home, avoiding potential exposure to 
viruses and germs. This also helps to protect medical and SUD professionals as well by 
decreasing traffic in the programs.  
 

3. Workforce Flexible Schedules (Hybrid Model) – Child care, telehealth removes the 
need for the cost and task of finding childcare arrangements for participants who are the 
primary caregiver for their families.  
 



4 
 

4. Prescriber Flexibility – Telehealth has allowed providers to engage in clinical 
assessments and if deem appropriate prescribe take home medication (methadone).  
 

5. Treatment Engagement – Group size, our experience has shown that smaller group 
sizes (10-12) keep clients most engaged and allow the counselor to better gauge the 
client’s attentiveness. 
 

6. Treatment Expansion – We have been able to expand our treatment services via 
telehealth to additional states because of the licensing waivers currently in place. 

 
Best practices for implementation of telehealth for both client and providers. 

1. Identify telehealth feasibility and risk factors. 
2. Evaluate the features of the telehealth platform you are using. 
3. Develop policies and procedures & workflows related to telehealth service provision 

inclusive of privacy regulations. 
4. Pilot the service as a test drive, start small then scale up. 
5. Track data related to the visit to ensure successful outcomes. 
6. Engaged your target population i.e., satisfaction surveys post visit.  

The Challenges of Providing Telehealth Services:  

1. Toxicology & Labs – Telehealth sessions do not allow providers to take blood or urine 
samples. For people with chronic conditions who take medications, this can hamper 
necessary changes to dosages and may prolong the time before a new diagnosis can be 
made. 
 

2. Visual Assessment & Risk Management – With in-person sessions, providers rely on 
visual assessments, which may be harder to perform via telehealth.  
 

3. Reimbursement – Insurance coverage varies from state to state and from payer to payer. 
 

4. Human Connection – Some participants prefer face-to-face contact.  
 

5. Zoom Fatigue – Being back-to-back on Zoom and/or any other virtual platform can 
result in burn out.   
 

6. Technical Issues – Time flexibility/appointment spacing: many front-line staff have 
indicated that they quickly noticed the need to block extra time in appointments to 1) 
allow for each client to have their own experience with the doctor while not feeling 
rushed and 2) to account for possible technology issues. Putting appointments back-to-
back too closely resulted in issues with the schedule if client appointments lasted longer 
or the site experienced technology issues. 
 

 
 
Successful stories collected from TCA members:  



5 
 

 
1. William is a 60-year-old male with a 40+ year history of alcohol abuse, severe. He is self-

employed and with no history of mental health issues.  He had one previous history of 
residential substance abuse treatment from 2012 – 2013 but relapsed sometime after 
treatment.  His last alcohol use was in March of 2020 when he reports drinking half a 
bottle of scotch a night. He was referred to treatment by Mt. Sinai Hospital following a 
liver transplant in April of 2020, however, was unable to enter inpatient or residential 
treatment due to the fact that he developed kidney failure following his transplant, and 
ultimately needed to receive dialysis 3x per week.  William reported that his medical 
team was clear with him that any return to his patten of alcohol use would be life-
threatening.  He requested outpatient telehealth services due to his desire to not use 
alcohol, but in consideration of being immunocompromised, and in addition, consented 
for his outpatient SUD team and his medical team to collaborate around his care.  His 
dialysis team conducted regular testing for ethanol, and he attended weekly group and 
individual sessions via telehealth.  He continued receiving telehealth services exclusively 
for his treatment episode, which ultimately led to a successful completion. 
 

2. Hector is a 33-year-old male, El Salvadorian refugee (approved asylum seeker) who has 
resided in the US for 14 years.  He had a 19-year history of alcohol use and 6 years of 
alcohol abuse, severe, which resulted in multiple DWIs leading to 3 years of 
incarceration.  He has a history of traumatic violence in El Salvador, including family 
members being kidnapped and held for ransom by gangs.  Hector was released from 
incarceration and as a condition of parole was referred to outpatient substance abuse 
treatment.  He began receiving onsite medication management (naloxone) and group and 
individual services.  As a condition of his parole this client needed to find employment.  
He obtained his Temporary Protective Status (TPS) license, which permitted him to work 
legally in the US, however, the employment he found conflicted with his treatment 
schedule, and therefore transitioned to services via telehealth.   Service provision via 
telehealth assisted this client in meeting his multiple legal and employment obligations 
and remaining connected with his addiction medication provider and treatment services.  
This client remains stabilized in treatment, maintaining sobriety and employment. 
 

3. Sara is a 38-year-old female with a 12-year history of alcohol, opiate, cocaine, and 
cannabis abuse, severe.  She has a previous CPS case for her three minor children who 
are no longer in her custody due to her substance use and has worked intermittently at 
various entry-level positions.  As part of her after-plan following long-term residential 
treatment, she was referred to an 820-re-integration residence level (community 
residence) with in-person outpatient treatment services on the same campus. At the start 
of the COVID-19 state of emergency, this client attended outpatient services via 
telehealth, including medication management, while remaining in the community 
residence.  She continued to attend and meet treatment plan goals.  As restrictions 
loosened the client transitioned to a hybrid remote schedule of weekly on-site individual 
sessions and group telehealth sessions. She was able to meet her treatment goals, gained 
employment, and successfully completed treatment.  Shortly after transitioning to 
independent living, she had a re-occurrence of alcohol use and contacted the outpatient to 
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re-engage in treatment.  She attended onsite services, however, had inconsistent 
attendance as there was some conflict with working hours.  She was shifted to telehealth 
services again, with periodic in-person contact for toxicology.  Treatment attendance 
stabilized, however, the client still reported struggling with urges to use, which she 
reported doing intermittently.  However, through staying connected with treatment was 
ultimately referred to the community residence where continues to live.  Her recovery has 
stabilized, and she attends outpatient services via telehealth. 

Call to Action  
• Include flexible language in future telehealth legislation that still supports the 

advantages identified in our paper. 

TCA supports The Administration/Office of National Drug Control Policy (ONDCP) 
recommendation to Permanently Enact and Expand PHE Telehealth Regulatory Changes 
including the waiver of certain requirements, such as the originating site requirements for 
Medicare reimbursement of telehealth services, become permanent. The Drug 
Enforcement Administration (DEA) should also consider making permanent the SUD 
treatment and recovery changes implemented as a result of the Public Health Emergency 
(PHE), including authorizing qualified practitioners to prescribe controlled substances to 
patients using telehealth without first conducting in-person evaluations (as has been the 
case during the PHE). 

• Develop a telehealth working group of SUD practitioners designed to advise on 
matters of telehealth. 
 

• Payment parity across all payers.  
 

• Funding to support access to technology & education for both clients and providers.  
TCA supports the Administration’s recommendation to increase funding for Mobile App 
and Assistive Telehealth Services to help individuals who have difficulty with 
connectivity and Internet access. This is in addition to the federal legislation already 
passed (American Rescue Plan Act), which included a multi-billion-dollar appropriation 
to help expand high-speed Internet access. 
 
Specifically, Congress should consider increasing funding to: 
• Telehealth Broadband Pilot Program in Health Resources Services Administration 

(HRSA), which assesses the broadband capacity available to rural health care 
providers and patient communities to improve their access to telehealth services. 

• Federal Communications Commission (FCC) efforts to address the digital divide and 
to expand availability of high-speed internet (e.g., Universal Service Fund, Rural 
Health Care Program, Connected Care Pilot Program). 
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PRIORITY ISSUE:
ADDRESSING A NATIONAL ADDICTION WORKFORCE SHORTAGE

Treatment Communities of America (TCA) endorses a holistic and person-centered approach to 
behavioral health care that coordinates mental health and substance use disorder interventions 
simultaneously, along with medical care and other community-based supports. TCA 
acknowledges that integrated care is the most effective model for treating the whole person, 
increasing quality of life, and improving outcomes.

TCA is proud to support the collective behavioral health field and its advancements in the 
provision of collaborative care. Within the arena of behavioral health, SUD treatment providers 
are an integral part of team-based care. Still, SUD treatment providers face unique challenges
and have specific needs that often are not addressed in the national conversation about behavioral 
health care reform.

Data from the National Survey on Drug Use and Health (NSDUH) estimates that 14.5% of 
Americans (40.3 million over the age of 12) have a substance use disorder. One (1) out of 4 
Americans with a SUD will also have a co-occurring mental health disorder (approximately 10 
million Americans). A global pandemic, opioid epidemic, wide-spread mass violence, and an 
uncertain economy are all compounding the immense need for accessible behavioral health care 
throughout the nation.

Treating this vast number of Americans takes major manpower, and there is an inadequate 
supply of diverse workers trained to provide quality care that responds to the evolving needs of 
service recipients, especially substance use treatment. The supply of trained and culturally 
competent addiction professionals must be increased to address the nation’s rapidly growing 
behavioral health needs. This includes non-licensed and licensed positions (entry level and 
advanced level positions).

Historically, skilled behavioral health workers, especially addiction treatment professionals, have 
been difficult to recruit and retain. Addiction professionals are some of the most committed 
professionals in the behavioral health field, but SUD treatment is challenging work and is often 
associated with a high turnover rate. Compassion fatigue including secondary stress and burnout, 
is a primary culprit of the hiring and retention challenge.

The Health Resources and Services Administration (HRSA) reports that every state is touched by 
a behavioral health workforce shortage. Current HRSA projections (2017-2030) indicate that 
psychiatrists and addiction counselors are most endanger of vast shortages. An infusion of 
qualified addiction professionals is needed to drive down avoidable hospitalization costs, reduce 
recidivism with justice-involved clients, address the SUD/OUD epidemic and increase access to 
timely, evidence-based care.

RECOMMENDATIONS:
As a champion of the behavioral health field, and specifically SUD treatment providers, TCA 
makes the following recommendations to increase and strengthen the addiction workforce:

RECOMMENDATION 1:



Increase financial incentives to attract and retain individuals and to invest in the continued 
training and development of addiction treatment professionals. 
 
Support funding of the HRSA Behavioral Health Workforce Development program. Specifically, 
an increase Behavioral Health Workforce Education and Training (BHWET) Program for 
Paraprofessionals: The BHWET Program for Paraprofessionals develops and expands 
community-based experiential training to increase the supply of students preparing to become 
peer support specialists and other behavioral health-related paraprofessionals while also 
improving distribution of a quality behavioral health workforce. 
 
Support the Substance Use Disorder Treatment and Recovery Loan Repayment Program. 
The STAR LRP recruits and retains medical, nursing, behavioral/mental clinicians and 
paraprofessionals who provide direct treatment or recovery support of patients with or in 
recovery from a substance use disorder. 
 
RECOMMENDATION 2: 
Support funding for Diversity, Equity, and Inclusion (DEI)-focused demonstration projects to 
ensure an inclusive and culturally competent addiction workforce. 
 
Implementing diversity, equity, and inclusion endeavors can play an important role in combating 
the labor shortage. Welcoming and affirming industries and workplaces ensure that employees 
are seen, heard, and understood. This expands the talent pool, increases employee engagement, 
helps providers retain top talent, and fosters innovation at the state and community levels. DEI 
demonstration and pilot programs also ensure a diverse workforce that is reflective of the 
populations in need of treatment services. 
 
RECOMMENDATION 3: 
Endorse incentives for states to address systemic barriers for entry into the addiction workforce 
for individuals with diverse lived experiences (e.g., recovery, criminal justice involvement, 
different fields and educational backgrounds). 
 
TCA suggests an increased investment in federal grants to support state-and community-level 
demonstration and pilot projects that reduce or eliminate the barriers that prevent or discourage 
some individuals from investing their time and talents in the addiction treatment field. 
 
For example, TCA encourages the development of “technical assistance centers” in every state 
that offer guidance, navigation, resources, and support for individuals desiring to join the 
addiction workforce in their communities. Demonstration and pilot projects have the potential to 
solve problems while creating meaningful opportunities for cross-sector collaboration at the state 
and community levels. 
 
RECOMMENDATION 4: 
Encourage state governments to enact “Counseling Compact” legislation to enable interstate 
privileges to practice. 
 
Further, TCA supports the White House Office of National Drug Control Policy (ONDCP) 
recommendations. Federal Support of Mutual Recognition and Reciprocity of State Licenses 
This recommendation suggests that – in place of interstate medical compacts that each state 
legislature must enact separately to be effective – the federal government considers legislative 
and administrative proposals to encourage reciprocity among state licensing systems. 

Although many waivers were put in place both at the federal and state level during the pandemic 



to allow out-of-state practitioners to provide telehealth services, unfortunately, licensing 
requirements may once again be an obstacle to providing telehealth services now that the federal 
government declared the end of the PHE in May 2023.

RECOMMENDATION 5:
Support funding for national research and community-based demonstration projects related to the 
well-being and resilience of the addiction workforce. Addiction professionals are some of the 
most committed professionals in the behavioral health field, but SUD treatment is challenging 
work and is often associated with a high turnover rate. Compassion fatigue including secondary 
stress and burnout, is a primary culprit of the hiring and retention challenge.

ABOUT TCA

Treatment Communities of America (TCA) is a nonprofit member-led professional association 
comprised of community-based substance abuse treatment providers operating more than 800 
programs throughout the United States. Celebrating its 48th year as a champion of addiction
treatment providers, TCA’s focus is on advancing access to comprehensive continuums of 
community-based and person-centered behavioral health care for individuals and families 
impacted by substance use disorders (SUD), including opioid use disorders (OUD), and 
individuals with co-occurring mental health and substance use disorders. TCA believes that 
behavioral health care should be ample, accessible, timely, responsive, and affordable in every 
state and territory in the country.
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Statement for the Record 
House Energy and Commerce Committee Subcommittee on Health Hearing, “Policies 

to Protect Our Communities from Illicit Drug Threats” 
March 26, 2026 

 
 
The undersigned organizations representing the prevention, treatment and recovery 
communities commend the Subcommittee for holding a hearing on the critical issue of 
illicit substances.  However, we have serious concerns with one of the bills being 
considered, HR 5629, which would repeal the 2024 Final Opioid Treatment Program 
(OTP) Rules. 
 
We are deeply concerned that repealing the OTP Final Rules would set our nation 
backwards just as we are starting to make progress in our fight against opioid misuse 
and overdoses. 
  
Thanks in part to bipartisan congressional action – including the Comprehensive 
Addiction and Recovery Act and the SUPPORT Act – recent data shows encouraging 
trends. Earlier this year, the Centers for Disease Control and Prevention (CDC) reported 
the largest single-year decline in overdose deaths on record, a 25% decrease from the 
prior year.  While 79,000 lives lost in 2024 is still far too high, it marks the first time 
overdose deaths have fallen below 100,000 since 2020. 
 
The OTP Final Rule strikes an important balance by expanding access to care while 
maintaining strong patient safety protections. For example, One provider that has a 
network of 87 OTPs across 27 states—has reported significant improvements in patient 
outcomes since the implementation of the final rule. As a result of more telehealth 
admissions, take-home medication and an accelerated dosing protocol, there is: 

 80% less fentanyl use by patients in the first 30 days of treatment 
 a 21% increase in 30-day patient retention  
 a 15% improvement in absenteeism 

 
We appreciate the Committee’s leadership on this issue and stand ready to work 
collaboratively to further reduce opioid misuse and overdose deaths while preserving 
access to effective, evidence-based treatment. 
 

Addiction Professionals of North Carolina  

Advocates for Opioid Addiction Treatment 

American Academy of Addiction 
Psychiatry 

American Association for the Treatment 
of Opioid Dependence 

California Consortium of Addiction 
Programs & Professionals 

California Opioid Maintenance Providers 

Community Education Group 

Comprehensive Center for Pain and 
Addiction 



 

 

Coalition of Medication Assisted 
Treatment Providers and Advocates  

Drug Policy Research and Advocacy 
Board 

Faces & Voices of Recovery 

Harm Reduction Lab, University of 
Arizona 

IC&RC 

Legal Action Center 

Maryland Association for the Treatment of 
Opioid Dependence 

Mobilize Recovery 

National Behavioral Health Association of 
Providers 

New Jersey Association for the Treatment 
of Opioid Dependence 

Ohio Association for the Treatment of 
Opioid Dependence 

People Advocating Recovery 

Rhode Island Association for Addiction 
Professionals 

South Carolina Association for the 
Treatment of Opioid Dependence 

Treatment Communities of America 

VICTA, LLC 

Young People in Recovery  

WestCare Foundation 
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July 31, 2024 
 
National Institute of Neurological Disorders and Stroke (NINDS) 
National Institute on Drug Abuse (NIDA) 
 
Submitted via email to HEALquestion@od.nih.gov 
 
SUBJECT: HEAL RFI 
 
Thank you for inviting Treatment Communities of America (TCA) to submit comments related 
to the National Institutes of Health (NIH) Helping to End Addiction Long-term (NIH HEAL) 
Initiative Request for Information (RFI) issued on June 24, 2024. 
 
Treatment Communities of America (TCA) is a nonprofit, member-led professional association 
representing hundreds of community-based behavioral health treatment providers in the United 
States and Canada. TCA members are on the front lines of addressing the impact of addiction 
throughout the United States and have decades of experience caring for persons with Substance 
Use Disorders (SUD), whether during the current opioid epidemic or the many epidemics related 
to addiction we have confronted in the past. For 49 years, TCA’s mission has focused on 
ensuring access to a continuum of care for individuals and families suffering from SUD. 
 
As per the RFI, NIH aims to solicit input from a wide range of perspectives and interest groups 
on future HEAL research priorities with respect to 1) research on opioid use disorder and 
overdose not already captured in NIDA’s strategic plan, 2) research aimed at addressing unmet 
needs for pain management, and 3) cross-cutting research at the intersection of opioid use 
disorder/overdose and pain management. 
 
TCA notes that NIDA has emphasized the importance of opioid overdose reduction, as embodied 
in the “Opioid Overdose Reduction Continuum of Care Approach,” or ORCCA, which is 
intended as a guide for policymakers for implementing evidence-based strategies that address 
opioid overdose.  The vast majority of the discussion in the guide relates to harm reduction tools, 
specifically including approaches related to Overdose Education and Naloxone Distribution 
(OEND) and Medications for Opioid Use Disorder (MOUD).  TCA understands that harm 
reduction methods are essential to reducing overdose deaths, and TCA, which offer services 
across the entire continuum of care throughout the United States, provide access to naloxone and 
MOUD to their clients in residential and outpatient settings, as well as part of their work in the 
community which includes outreach to people who are homeless, and additional innovative 
efforts to enhance access to SUD treatment via mobile units.   

mailto:HEALquestion@od.nih.gov


 
At the same time, TCA is concerned by the extremely limited discussion in the ORCCA and 
other NIH HEAL efforts which detail SUD treatment itself as a means of reducing overdose 
deaths.  Indeed, SUD treatment is referred to most frequently in the guide only in the context of 
being a place where harm reduction tools can be deployed, rather than as a means of reducing 
overdose itself.  In our view, this is a missed opportunity to emphasize the importance and 
effectiveness of SUD treatment as well as the evidence-basis for SUD treatment that undermines 
what should be a major public health objective of providing access to SUD treatment.  Indeed, 
NIDA itself recognizes that only a small fraction of the people who need access to SUD 
treatment receive it. As such, millions of Americans would benefit from clear, consistent, and 
comprehensive public health efforts directed toward ensuring that people in need of SUD 
treatment are able to access it. 
 
There is extensive evidence that people who are accessing SUD treatment do not experience 
opioid overdose at the same rates as people who need SUD treatment but are unable to access it.  
Community-based SUD treatment services specifically seek to treat people in the community 
while strengthening pro-social bonds and providing connections to additional assistance. In this 
model, individuals are provided with a full continuum of recovery-focused services, ranging 
from intake and assessment through treatment and aftercare. A Continuum of Care for SUD 
treatment is designed to move each individual through different stages of treatment. During each 
step, special consideration is given to individual needs in order to prescribe appropriate intensity, 
duration, and setting for care. Ensuring that individuals are treated in a way that supports 
continuity of care improves treatment delivery and increases positive outcomes, including 
reduced rates of death from overdose. Also, it ensures that the evolving needs of the individual 
are constantly being tended to, as they change throughout the course of treatment. Individuals 
involved in SUD treatment are cared for holistically: according to their level of need and their 
individual and specific challenges. 
 
Given the effectiveness of SUD treatment and the NIDA research basis for it, TCA respectfully 
submits that among the research gaps that the NIH HEAL Initiative should address, NIH should 
pursue research at the nexus of harm reduction and SUD treatment.  A comprehensive national 
approach to reducing overdose deaths would benefit from new NIH research under the HEAL 
Initiative focused on identifying effective methods of ensuring that people who receive harm 
reduction tools are connected to SUD treatment.  It must also identify the barriers preventing 
people in need of SUD treatment from accessing it (whether or not related to the nexus of harm 
reduction services being provided) and effective means of overcoming these barriers, which 
better reflects that treatment for SUD is an effective and essential intervention and sends the 
message to policymakers and people in need that recovery is possible.   
 
Once again, TCA appreciates the opportunity to offer comments on the NIH HEAL Initiative 
RFI and stands ready to work with NIH on ways to ensure that life-saving SUD treatment is 
available to all Americans who need it. If you have any questions regarding our comments, 



please do not hesitate to contact me at (202) 296-3503 or via email so that NIH can continue a 
productive dialogue with TCA and its member programs. 
 
Sincerely,  

 
 
Pat Clay, MA, MPA 
Executive Director  
Treatment Communities of America 
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January 14, 2026 
For Immediate Release 
 

TCA Statement on SAMHSA Grants Termination 
 
While SAMHSA is the federal agency that leads the national public health response to the 
crises we face related to addiction and mental health, it does not do so alone. 
 
SAMHSA relies on community-based organizations and partners in the states and local 
communities, including programs that are part of Treatment Communities of America, 
which have decades of experience providing life-saving services for some our most 
vulnerable Americans. 
 
It is alarming that it appears that SAMHSA has terminated federal funding for a wide array 
of services overnight, across all parts of the country, urban and rural, with no advance 
notice or consultation, and with no apparent plan for how to ensure that people maintain 
access to life-saving care without interruption. This affects programs and services that are 
nonpartisan in nature, and enjoy broad bipartisan support. 
 
Without these services, Americans will be less healthy, less safe, and at much higher risk 
of death, whether from an opioid overdose, untreated mental illness, or inability to access 
the carethey need to hold down a job and care for a family. 
 
SAMHSA needs to immediately reconsider its decision and restore funding so we can 
move forward as a country, resolved to address these crises. 
 

                                                                            
  Seep Varma                                                    Patricia Clay, MA, MPA                                            
  TCA President                                                TCA Executive Director 
 

 
 

Treatment Communities of America (TCA) is a consortium of over 700 programs sites providing an 
array of integrated services along the substance use disorder prevention and treatment continuum.  

 
For more information, please visit treatmentcommunitiesofamerica.org or contact TCA 
Executive Director Patricia Clay at pat@treatmentcommunities.com or 202-296-3503. 
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TCA LETTER TO HHS
SECRETARY 
KATHRYN BURGUM



March 23, 2026

The Honorable Robert F. Kennedy, Jr.
Secretary
Department of Health and Human Services
Co-Chair, White House Great American Recovery Initiative

Kathryn Burgum
Senior Advisor for Addiction Recovery
Co-chair, White House Great American Recovery Initiative

SUBJECT: Meeting Request - Treatment Communities of America

Dear Secretary Kennedy and Co-Chair Burgum:

On behalf of Treatment Communities of America (TCA), I am writing to express our sincere
appreciation for President Trump’s commitment to addressing the addiction crisis through the
White House Great American Recovery Initiative announced in January 2026 and to request a
meeting so that we can help support you in this important endeavor.

Treatment Communities of America (TCA) is a non-profit association comprised of community-
based substance abuse treatment providers throughout the United States and its territories. For 50
years, TCA’s mission has been advancing access to comprehensive continuums of community-
based and person-centered behavioral health care for individuals and families impacted by
Substance Use Disorder (SUD). TCA members include over 600 program sites offering a broad
continuum of care, including residential treatment, detox, outpatient services, and community
housing, serving vulnerable populations including veterans, families, adolescents, young adults and
individuals involved in the criminal justice system.

We would be pleased to work closely with the Initiative as you lead its work to bring greater
attention to issues related to addiction and coordinate efforts across federal agencies and with
community partners that are essential to a successful response to addiction. We were honored to
support President Trump’s prior initiatives, including the Opioid Commission that gathered
testimony and make formal recommendations, and would appreciate the chance to coordinate
with you closely today in a similar fashion.

We respectfully request a meeting with you to discuss how TCA can serve as an active
partners and resource for the Initiative as you undertake this work. Specifically, we would
like to brief you on the current landscape of residential SUD treatment and our specialized
network of programs, discuss actionable policy opportunities, such as lifting the IMD Exclusion
which hinders access to care, and explore how we can help as you plan for upcoming hearings,
field hearings, and listening sessions and otherwise gather ideas from across the United States to
inform your efforts.



Thank you for your consideration of this request and we look forward to arranging a meeting at
your earliest convenience.

Sincerely,

Patrica Clay                                                                                                      Seep Varma
Executive Director                                                                                          President
Treatment Communities of America                                                          Treatment Communities of America
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