Dear BSAS Hearing Committee Members:
Good afternoon. My name is Mark Rebello. I am President of the Massachusetts Association of Alcohol and Drug Counselors (MAADAC), and I have worked in the substance use disorder treatment profession for over 30 years. I am a Licensed Alcohol and Drug Counselor 1 (LADC-1), license number 13680.
I am here today to urge the Department to revise the proposed scope of practice in Section 168.026 to ensure true clinical parity and alignment with neighboring states.
As currently written, the proposed regulations continue to restrict the LADC-I  with a limited scope of practice. In Massachusetts, Licensed Mental Health Counselors (LMHCs) and Licensed Independent Clinical Social Workers (LICSWs) are permitted to treat substance use disorders regardless of their formal training in addiction. Yet some LADC-1s who hold master’s degrees in behavioral science and have passed the optional and rigorous IC&RC (International Certification & Reciprocity Consortium) Advanced Alcohol and Drug Counselor examination—are restricted from treating co-occurring mental health conditions such as depression and Post Traumatic Stress Disorder (PTSD), which are often the primary drivers of substance use.
This imbalance is both clinically outdated and counterproductive.
This issue is fundamentally one of parity within Massachusetts’ own licensing framework. Licensed Mental Health Counselors and Licensed Independent Clinical Social Workers are permitted to assess, diagnose, and treat both mental health and substance use disorders under a competence-based standard, regardless of whether their graduate training specifically focused on addiction. LADC-1s, by contrast, are master’s-level clinicians whose education and clinical experience are explicitly grounded in substance use and co-occurring disorders, yet they are restricted from treating the very mental health conditions that often drive substance use. Aligning the LADC-I scope with a competence-based standard would bring it into parity with LMHCs and LICSWs and support a more consistent, clinically appropriate approach to integrated behavioral health care.
We have a clear opportunity to align Massachusetts with modern regulatory standards already in place across the region. For example:
· In New Hampshire, RSA 330-C establishes both Licensed Alcohol and Drug Counselors and the more advanced Master Licensed Alcohol and Drug Counselor (MLADC), recognizing a tiered, master’s-level clinical workforce. The statute authorizes these clinicians to assess and diagnose substance use disorders and to identify co-occurring mental health conditions “with or without the context of a substance use disorder,” reflecting a more integrated understanding of behavioral health. A Master Licensed Alcohol and Drug Counselor (MLADC) is a master’s-level clinician whose education, examination, and clinical training are equivalent to those of a Massachusetts LADC-1, underscoring that advanced addiction counselors are prepared for broader clinical responsibility. 
· In Connecticut, Conn. Gen. Stat. § 20-74s defines the practice to include “the application of methods and principles… for the prevention, treatment, or amelioration of alcohol and drug dependency,” including evaluation and treatment consistent with the clinician’s training, supporting care that addresses co-occurring conditions. 
· In Vermont, 26 V.S.A. § 3231(6) defines practice to include “counseling and psychotherapy services” addressing the psychological and behavioral aspects of substance use, and within Vermont’s allied mental health framework, licensed clinicians are authorized to provide psychotherapy—establishing parity with other master’s-level behavioral health providers and supporting fully integrated treatment of co-occurring disorders. 
These states reflect a shared, practical, and modern principle: a clinician’s scope of practice should be defined by their education, training, and demonstrated competence—not by an artificially narrow and 20-year-old  position description.
To that end, I propose that Section 168.026 be amended to state that the practice of alcohol and drug counseling includes the “diagnosis and treatment of substance use disorders and related mental and emotional disorders within the scope of the licensee’s education, training, and clinical competence.”
This competence-based framework mirrors the standard already applied to LMHCs and would allow LADC-1s to fully utilize their advanced training to treat the whole person.
Maintaining restrictive language in 2026 unnecessarily limits the behavioral health workforce at a time of unprecedented demand. Expanding the LADC-1 scope in this way is not only clinically sound—it is essential to improving access to care. In practice, Massachusetts now finds itself out of step with the direction of surrounding states, particularly those that recognize the expertise of advanced addiction clinicians and support competence-based, integrated care.
I respectfully urge the Department to adopt a framework that ensures parity, reflects our training, and aligns with the successful models of our neighboring states.
Respectfully yours,
Mark Rebello, MSW, CADC, LADC-1
President, MAADAC
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