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Executive Summary 
Rodger McDaniel is the Director of the Wyoming Department of Family Services and one of the 
co-authors of Reclaiming Wyoming: A Comprehensive Blueprint for the Prevention, Early 
Intervention and Treatment of Substance Abuse. In an article entitled, "Solving the Meth 
Problem: The Wyoming Plan" he says, "we [now] have enough available research to end the era 
of "good intentions" and invest dollars in programs with a likelihood of success, the ability to 
measure the outcomes and the opportunity to make mid-course corrections." (McDaniel, 2004: 
34) It took more than three years from the time Wyoming started its substance abuse reform 
effort to reach the point McDaniel notes above. 

With LB 425, the Nebraska Legislature declared its readiness to also reconfigure the 
state's philosophy and response to methamphetamine abuse ("MA"). Specifically, the 
Legislature wanted the MA Treatment Study to identify the policy and implementation issues 
which must be resolved to create a coordinated system for the treatment of chemical dependency 
related to methamphetamine. 

Having spent the last three months deeply immersed in the study of these questions, the 
MA Treatment Study Research Team has reached the point where it can now begin to outline the 
actions Nebraska must take to move beyond its era of good intentions. The findings and 
recommendations contained in the Initial Report are the initial steps required to hold 
methamphetamine users accountable for their actions and obligations, as well as the means by 
which the State can finally progress in promoting the long-term recovery of its chemically 
dependent citizens. 

The Scourge of Methamphetamine 
In 1992, admissions for methamphetamine abuse totaled 5.5 per one hundred thousand 

persons; by 2003, this rate increased nearly twenty-fold to 99.1 per one hundred thousand. 
In 1992 and 1997, Nebraska's methamphetamine treatment admission rate was lower than any of 
its neighbors; by 2002 and 2003 ~ebraika's  rate was exceeded only by Iowa and Wyoming. 

amphetan&; abuse treatment 
has been increasing faster 
than the United States and 
most of its neighbors since 
1992. 

As the accompanying figure 
illustrates, Nebraska's 
admission rate (per hundred 
thousand population) for 

Ulited kbraska South b w a  Kansas Mssouri Colorado Wyoning 
States Dakota 

Amphetamines Abuse Treatment Admissions for 
United States, Nebraska and Bordering States 

The Continuum of 
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Assessment, Treatment and Recovery 
The recipe for recovery from methamphetamine addiction does not require Nebraska to 

develop innovative strategies. Put plainly, the continuum of successful drug and alcohol 
treatment services is as follows: 

1. A standardized, validated assessment of the nature and severity of a person's chemical 
dependency; 

2. The design of a case-plan which accounts for the person's substance abuse factors within 
the context of their individual lives and legal constraints; 

3. The provision of treatment services matching the person's short-term, individualized 
treatment needs; and, 

4. The provision of recovery and relapse prevention services which support the person's 
life-long effort to remain clean and sober. 
The challenge facing Nebraska lies not in the complexity of the response needed to 

combat methamphetamine addiction, but in manifesting the will to establish a complete 
continuum of assessment, treatment and recovery. Alcoholics are taught that recovery is a life- 
long process. As a state, however, Nebraska has been slow to accept that not only is it a long- 
term process for the individual, it also demands a long-term commitment from society. Once the 
sobriety of an addict has been stabilized through initial treatment, their continued abstinence will 
always depend on the accessibility of recovery support and relapse prevention services. 

Nebraska's Existing Capacity 
Ultimately, the recommendations for the State turn not on the prevalence of 

methamphetamine users in any given justice or social service system, but on the State's ability to 
establish the continuum of assessment, treatment and recovery as needed beneath 
methamphetamine users. Among the key questions the Legislature has directed to be answered 
by the MA Treatment Study, are those related to where Nebraska might invest money and 
resources to obtain the best results against the methamphetamine problem. 

The surprising findings from the research reveal that the State cannot buy its way out the 
biggest obstacle to substance abuse reform, at least not very quickly. Nebraska presently faces 
such a severe shortage of substance abuse clinicians and treatment professionals that every level 
of service within the continuum of care has a waiting list. Justice and treatment professionals 
from all over Nebraska report that regardless of an individual's personal financial resources, 
obtaining even the initial assessment on which so many critical legal and treatment decisions 
depend can be delayed for weeks. Similarly, once an assessment has been obtained, the addict 
faces more delay as they wait for admission to the most appropriate level of treatment, if it exists 
at all. 

The ramifications of this shortage are fairly obvious in terms of treatment for 
methamphetamine abuse. The impact on the justice and social service process is equally 
profound, though more subtle. The primary mission for justice and social services is to hold 
substance abusing offenders accountable for their crimes andlor the family crises they have 
caused as a result of abuse or neglect. When criminal rehabilitation and the restoration of 
parental responsibility turn on the elimination of a person's substance abuse problem, these 
waiting lists and gaps in the continuum of assessment, treatment and recovery become part of the 
transactional calculus offenders and neglectful parents use to avoid the compelled surrender of 
addiction. Addicts play justice professionals, social service workers, and treatment providers 
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against each other by exploiting these gaps and shortages as excuses for their lack of recovery 
progress. 

It would seem that the solution to this dilemma turns on the State's ability to quickly 
develop a cadre of clinicians and treatment specialists to fill these gaps. Increasing 
reimbursement levels might motivate more people to complete the rigorous education and 
training requirements to become treatment professionals and possibly improve Nebraska's ability 
to recruit and retain them from other states. As other Nebraska studies have shown, however, 
this strategy provides only a partial remedy. While the State must seriously consider the 
incentives it can create to grow the number of treatment specialists, the payoffs from this effort 
are likely to be years in the making. 

Intersecting Treatment Needs With JusticelSocial Service Process 
When one considers the specific missions, separate budgets and differing philosophies of 

Nebraska's Social Service and Justice Systems, it is easy to see how these agencies are viewed as 
silos of command rather than an integrated network. At the same time, the State's response to 
the methamphetamine problem requires it to recognize that all of these agencies are actually 
points within the flow of the justice and legal process. Viewed as a stream of decisions and 
response rather than administrative units, one sees the vast potential of this stream to quickly and 
dramatically alter the course of methamphetamine abuse for individual offenderslparents and the 
State as a whole. When earlier stages of the justice process successfully intervene in the 
offenderlparent's substance abuse problem, more expensive, intensive levels of supervision or 
incarceration are avoided. 

The trick, of course, is to develop levels of service and treatment beneath all points of the 
HHSS and justice systems which are appropriate to their statutory authority and inherent 
structure. These strategies must seal the gaps, shorten the delays, and remove the explicit 
barriers to recovery now found in Nebraska's present substance abuse system. To reduce 
methamphetamine abuse, an infrastructure must be laid which enforces a state-wide response to 
the problem and channels addicts into a fast-flowing stream of recovery in which it is easier to 
succumb than escape. 

The main recommendations for changing or expanding the infrastructure for Nebraska's 
methamphetamine response system include: 

Legislative action and incentives to develop more methamphetamine treatment 
professionals throughout the state; 
Incentives for treatment providers to expand and develop localized methamphetamine 
abuse treatment programs 
Funding and legislative action to establish and staff dayhight reporting centers across 
Nebraska in support of Probation, Parole, drug courts, and diversion programs 
An increased utilization of the WEC as a methamphetamine treatment facility for those 
offenders whose crimes and risk to others do not warrant incarceration by DCS 
A centralized substance abuse treatment facility for medium and low risk offenders 
committed to the custody of the Department of Correctional Services 
Expanding the use of ASI/CASI evaluations and the standardized reporting format 
througlzout all of justice and HHS 
A centralized database where substance abuse evaluation results and treatment 
summaries are kept and accessed by social service, justice, and treatment providers 
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Ongoing research to drive targeted capacity expansion for treatment and recove y 
services 
Ongoing research to monitor the effectiveness of treatment programs 
Creating an office which can coordinate the implementation of any recommendations 
which may be adopted and report to the Governor, Legislature, and Supreme Court on 
the progress being made 

Conclusion 
Recovery is like a long trip up a steep hill: if the support pushing a methamphetamine 

user falters, they risk not only stalling, but a rapid plunge back into the valley of addiction from 
which they had begun to emerge. 

The State may not be perfectly positioned to resolve the problems of methamphetamine 
abuse, but the concerted efforts of many agencies, committees, and treatment providers has laid a 
solid foundation on which additional reforms can take hold as Nebraska strides ahead to a more 
hopeful future. 
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Background 
Nebraska's Movement toward Community-Based Services 

In recent years, justice and treatment professionals throughout Nebraska have seen 
substance abuse treatment and mental health care shift to community based services. This shift 
has been affect by the Legislature in several ways: the creation of the Substance Abuse Task 
Force and subsequent implementation of the Best Practices Model (LB 685), the creation of the 
Community Corrections Council (LB 46) and Behavioral Health Reform (LB 1089). 

The Standardized Model 
The movement toward standardization of substance abuse treatment within the criminal 

justice system grew from a grassroots group of criminal justice professionals who began meeting 
informally in 1995 to document problems related to identification and treatment of substance 
abuse among offenders. As a result, LB 865 was introduced in the 1999 Legislative Session 
(Herz 2003). The bill was passed, creating the Substance Abuse Task Force that was charged 
with examining adult and juvenile offenders' need for and access to substance abuse treatment. 

When examining gaps in the criminal justice system applying to chemical dependence, 
the Task Force was disheartened to learn that "limited evaluation results render an assessment of 
Nebraska 'best practices' almost impossible" (Herz 2000). The Task Force uncovered a wide 
disparity in criminal justice system and juvenile justice system responses to substance abuse. 
Standardization was determined to be the key to addressing gaps in funding, training, and the 
criminal justice system's continuum of care, so the Task Force recommended that professionals 
from these disciplines collaborate in identifying a standardized level of care. 

When researching the most effective treatment modalities the Task Force found that the 
best practices literature supported the establishment of community-based services. 
Based upon these findings, recommendations were made to expand treatment programs by 
incorporating the concepts in the best practice literature. 

The result of the Task Force's work was the development of the Standardized Model for 
Assessing Substance Abusing Offenders illustrated in Figure I below. The Model requires 
screening of all offenders for substance abuse as early in the justice system process as possible. 
If a potential problem is identified, the justice agencies must provide a risk assessment to the 
treatment providers who are conducting substance abusehhemical dependency evaluations. The 
treatment providers then develop a diagnostic impression and recommendations for the proper 
level of care for the individual, 

Potential Risk Evaluation 
-4ssessmen t 

No Potential Recommendations 
Problem incorporated into 

case disposition 

Figure 1. Nebraska's Standardized Model for Assessing Substance Abusing Offenders, 2001. 
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In support of this Model, the Task Force also drafted the Standardized Risk Assessment 
for Substance Abusing Offenders and the Standardized Risk Assessment for Substance Abuse 
Offenders Reporting'Form to ensure uniform collection of information from adult and juvenile 
justice agency risk assessment tools. By standardizing the risk assessment tools used among 
Nebraska's justice agencies, the Model intends to ,ensure that relevant information on offenders' 
prior history and risk levels is consistently shared by justice agencies with evaluators (Herz 
2003). 

The original idea behind the Nebraska Standardized Model was to rethink the criminal 
justice system's process for identifying and treating substance abuse. The Model has succeeded 
in this effort and evolved to incorporate many justice and treatment best practices. As the 
concept solidified, focus shifted to the vital role that partnership between treatment and justice 
professionals plays in resolving potential conflicts. These stakeholders worked together on these 
issues on a daily basis to deliver this Model to administrators; in effect, producing a product to be 
"handed up", rather than "handed down" by agency administrators. Representing cutting-edge 
responses to problems plaguing the criminal justice system for decades, the Model relies on 
practical, reasonable solutions to pave the way for Nebraska's current shift to consider a 
community-based services delivery model. 

Formation of the Community Corrections Council 
In the Fall of 2000, the Vera Institute conducted a study of community corrections in 

Nebraska, recommending that the State form a working group to study community corrections, 
define community corrections, share criminal justice data, and develop a plan for community 
corrections. The recommendations of the working group are found in the Community 
Corrections Act (LB 46). By enacting the Community Corrections Act, the Legislature 
demonstrated its intent that community based services be utilized as an alternative to 
incarceration in Nebraska. Through this Act, the Community Corrections Council was created to 
assist the state's justice system in establishing community based correctional programs intended 
to divert felony offenders from the prison system. Among its duties, the Community Corrections 
Council was charged with developing standards for community correctional facilities and 
programs and developing and implementing a plan for establishing programs and facilities 
statewide. 

Behavioral Health Reform (LB 1089) 
In 2004 Nebraska Legislature passed the Nebraska Behavioral Health Services Act (LB 

1089) to implement the intent of LB 724 passed in 2003 for the reform on the state's behavioral 
health system. The primary focus of this bill was to develop community-based services allowing 
persons with mental illness to be served closer to their home communities. LB 1089 proposes to 
provide a multi-level system of services for individuals requiring mental healthcare in Nebraska. 
The new behavioral health system will make better use of scarce resources, ensuring that citizens 
in need of behavioral health services will receive care at an appropriate level of service with 
documented outcomes. 

Objectives of LB 1089 include restructuring the existing fragmented system of mental 
health services by moving from state-owned regional centers to a community-based system that 
includes many levels of services and developing community-based behavioral health services 
enabling individuals to be closer to home communities and live more independent lives with 
more community support. Individuals will have access to health care providers, support groups, 
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family and friends in the least restrictive environment that still provides safety and protection for 
the individual and community. These efforts provide the potential for 60% match of Medicaid 
funds. 

To ensure delivery of its intent, LB 1089 created the Behavioral Health Implementation 
Plan. Phase I of the plan replaces current inpatient services provided at the Regional Centers. 
Resident populations will be decreased through discharges to appropriate community-based 
services. Each of the six behavioral health regions in Nebraska has been directed to assess its 
needs and develop a proposal outlining the community-based services needed to meet the 
behavioral health needs of that particular region. Phase 2 addresses the gaps identified during 
Phase I and promotes the long-term expansion of community-based services. 

Levels of Care Model 
To determine the best practices for treating methamphetamine addiction, it is necessary to 

base the findings upon a continuum of care. A hallmark of community based services is the 
practice of matching an individual's treatment to his or her unique treatment needs. A one-size- 
fits-all approach is not effective in treating methamphetamine addiction. Therefore, it becomes 
necessary to consider all of the potential treatment options, or the continuum of care, when 
assessing the best treatment practices. The continuum of care is comprised of levels of care 
(LOC) ranging from assessment to treatment to recovery support. 

Unfortunately, review of the literature and community practices revealed that LOC were 
inconsistently defined and varied depending upon the source. Before recommendations could be 
made addressing the state's treatment needs, it was necessary to establish what LOC actually 
comprise the continuum of care. In an attempt to clarify what LOC exist, researchers reviewed 
several groups' definitions of LOC including the Nebraska Standardized Model for Assessing 
Substance Abusing Offender updated January 2005 which is included as Appendix A of this 
report, and the American Society of Addiction Medicine Patient Placement Criteria. However, 
researchers struggled to find a consistent definition for each LOC. 

The difficulty of condensing the diverse LOC criteria into a standard form underscored 
one of the reasons why treatment for methamphetamine addiction is at times ineffective. Before 
the continuum of care can be utilized it must be understood by the treatment and justice 
professionals accessing it. An attempt to overcome this difficulty revealed that LOC are driven 
by treatment requirements and staffing concerns, not reimbursement guidelines, an 
organization's individualized criteria or any other system that is currently governing 
establishment of the definitions of LOC. In an attempt to illustrate this idea, the research team 
has generated a standardized continuum of care based upon the state of Nebraska's current LOC. 
In addition to providing standardized definitions to be utilized when making recommendations, 
this continuum of care also illustrates the particular staffing needs of each LOC. 
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Table 1. Staffing needs at each level of care for substance abusers in Nebraska. 

All of the LOC have specific staffing needs based on the specific intents of each LOC. 
Each column of the Continuum of Care represents a type of professional staff. The "X's" found 
in each column represents the necessary staffing for each area of expertise or training. Please be 
aware that the "X's" are not an exact ratio for the actual number of staff needed, but illustrate the 
approximate number staff needed in relation to one another and the other LOC. 

The LOC have been broken up into four broad types of services. The specific LOC 
provided under each of these services are listed below it. The LOC have been listed in 
chronological order from the most intensive to the least intensive within each category of 
services. It is important to note that the following Assessment Services are not to be confused 
with the current standardized assessment that is currently required by justice professionals. 

The first type of treatment that needs to be provided to methamphetamine addicts is 
Assessment Services. 

Emergency Substance Abuse Evaluation. 
P An in-depth evaluation of the individual's substance abuse history and 

treatment needs. 
P Completed within 24 hours of being requested. 
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9 Takes into consideration not only the user's habits with regards to 
methamphetamine use, but also any other illicit drugs or alcohol. 

P Clinician will begin forrnulati,ng a treatment plan based on the individual's 
specific needs. 

Substance Abuse Evaluation. 
> Differs from the emergency evaluation only in that it does not have to be 

completed within the first 24 hours. 
Screening 
9 Identifies substance abuse, mental health and gambling problems. 
P Serves as a referral for more comprehensive evaluation. 

The second type of services that should be provided to methamphetamine users is 
Emergency Services. 

Emergency Protective Custody (EPC). 
> Involuntary commitment of an individual when he or she is experiencing a 

substance abuse or mental health crisis causing him or her to be dangerous to 
self or others. 

P Takes place in a medical facility where the individual can receive the 
necessary medical treatment to address all of their immediate needs. 

Civil Protective Custody (CPC). 
> Involuntary commitment that lasts only 24 hours, allowing an individual to 

detox. 
9 Takes place in a residential setting, not a medical facility. 

There are two types of detox available under Emergency Services. 
Medical Detox. 
P Medically supervised. 
k Available 24 hours a day to address the medical needs of the individual as 

they go through detox. 
Social Detox. 
P Occurs in a residential setting where there is limited nursing coverage. 
> Unable to address the medical needs of the individual. 
Emergency Stabilization and Treatment. 
> Stabilizes an individual who is experiencing withdrawal or intoxication 

symptoms and then returns him or her to the community. 
9 Primary treatment can be started during this LOC. 
> Receives limited nursing care. 

The final four LOC under Emergency Services are provided to an individual while he or 
she is residing within the community. 

Emergency Community Support. 
9 Provides services once an individual has been stabilized. 
P Services are on-call 24 hours a day. 
Substance Abuse Emergency Shelter or Respite 
9 Provides short-term placement for an individual in crisis. 
> The individual must be medically stable as there is limited or on-call nursing 

coverage. 
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Mobile Crisis Response Teams. 
P Provides in-home screenings when an individual is in crisis and makes 

referrals to appropriate services. 
Emergency Service is the Crisis Phone Line. 
P Provides 24 hour a day, seven day a week intervention and referral services. 

The next type of services appearing on the continuum of care is Residential Services. 
Researchers found it difficult, if not impossible, to categorize all Resident Services into a single 
category. Therefore, the continuum of care divides Residential Services into two categories, 
Residential and Transitional Residential. Both provide services when the individual receiving 
treatment lives at the treatment facility. The difference between the two is apparent in the goal 
of the treatment provided at each. Residential Facilities focus on treating the substance abuse 
problem while Transitional Residential focus on equipping the individual to re-enter his or her 
community. None of the Residential Services provide medical treatment as they all require the 
individual to be medically and psychiatrically stable. Services are provided by addiction 
specialist instead of medical professionals. 

Residential Services 
Short Term Residential. 
> Provided for the individual who is unable to remain drug-free in a non- 

residential setting 
P 24 hour a day, short-term, comprehensive rehab services. 
> Addresses mental health concerns. 
Extended Residential. 
> Provides non-medical treatment for chronic individuals who are at a high risk 

for relapse and are often unable to perform daily activities and may have 
cognitive defects. 

> Provides less intensive services for a longer period of time to accommodate 
the needs of the individuals seeking this LOC. 

Dual Residential. 
> Simultaneously treats substance abuse and mental health issues in individuals 

that have a dual diagnosis. 
> Requires dually accredited clinicians. 

Transitional Residential 
Therapeutic Community. 
P Utilizes highly structured, peer-oriented activities 
P Focus on building psychosocial skills. 
P Staff secure. 
Halfway House. 
> Assists individuals in moving from more intensive treatment to independent 

living. 
> The least restrictive type of Residential Services. 

The final type of services provided on the continuum of care is Non-Residential Services. 
Individuals seeking Non-Residential Services live within the community. They do not live in the 
treatment facility. As in the case of Residential Services, Non-Residential Services have also 
been divided into two categories, Outpatient and Recovery Support and Relapse Prevention. 
Outpatient is treatment services provided through day treatment, therapy groups or other similar 
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means. Recovery Support and Relapse Prevention no longer focuses on treatment, but rather on 
sobriety maintenance. 

Outpatient 
Partial Care. 
P A very intensive treatment program run by licensed clinicians. 
9 Medical back-up is provided. 
9 Services are generally provided 5 days a week for 6-8 hours a day. 
Intensive Outpatient Counseling. 
9 Offers groups and individual counseling averaging 10- 15 hours of therapy per 

week. 
Community Support. 
P Provides one to one staff to client ratio 
9 Focuses on rehabilitating social and relationship skills. 
9 Provides 24 hour: a day, seven day a week on-call availability 
> Often works in conjunction with other Non-Residential Services. 
Outpatient Counseling. 
P Provides individual and group therapy designed to develop the skills to 

prevent relapse. 
9 Less intensive than Intensive Outpatient Counseling. 

Recovery Support and Relapse Prevention 
Care Monitoring. 
9 For individuals who have made significant progress in recovery and 

community living. 
9 Monitors the individual's success in the community. 
> Works with the individual to plan to prevent relapse. 

For comprehensive and successful MA treatment to occur, the State of Nebraska must 
strive to provide the above LOC to MA users in the community and at each level of the justice 
and social service system. 



Methamphetamine Treatment Study 

Methodology 
The MA Treatment Study Research Team's first step toward identifying the policy and 

implementation issues linked to creating a coordinated system for the treatment of MA 
dependency was to scour the related literature, including treatment methods and best practices 
nationwide. The literature review provided a foundation for developing interview questions 
asked at four site visits (Hastings Correctional Center, Hastings Regional Center, Norfolk 
Regional Center, and McCook Work Ethic Camp). The site visits were conducted to determine 
what would be necessary from an organizational, financial, and cultural standpoint to provide 
MA treatment at each facility. 

During the same timeframe as the site visits were being conducted, two Roundtable 
Discussions were held to develop a picture of practitioners' views of best practices for MA 
treatment in Nebraska. The first session was held on August 29,2005 in Bridgeport and the 
second session was held on September 16,2005 in Lincoln. Researchers invited representatives 
from the justice professionals, treatment providers and community support providers. While 
community support providers were invited to the Lincoln meeting, none attended. Table 2 below 
illustrates the breakdown by profession of the attendees. A list of attendees is included in 
Appendix 3. 

Table 2. Breakdown by Profession of 2005 MA Treatment Best Practice Roundtable Discussions. 

Because the existing circumstances surrounding MA use and treatment in Nebraska 
dictate the parameters for construction of a best practices model for MA treatment that meet the 
specific needs of Nebraskans, researchers presented a snapshot of Nebraska's current state of 
affairs regarding MA use to participants in the Best Practices Roundtable Discussions. Prior to 
forming breakout groups, participants considered a series of contributing factors with statewide 
implications, including the impact of substance abuse on the Nebraska state budget, admissions 
rates linked to MA abuse, and Nebraska's treatment capacity, as well as a generic treatment 
response model. The researchers drew from their review of the literature regarding best practices 
for MA treatment to develop a generic treatment model to serve as the foundation for the Round 
Table Discussions. The generic treatment model, drawing liberally from the Substance Abuse 
and Mental Health Services Administration (SAMHSA) Treatment Improvement Protocol, 
Series 33 (TIP #33) (Rawson 1999), was presented to the discussion participants. Topics , 

included treatment engagement, assessment and orientation, treatment plan, treatment initiation, 
abstinence initiation and maintenance, and medical aspects. Upon conclusion of the researchers' 
presentation, the participants divided into smaller breakout groups according to profession. The 
Bridgeport session broke into three small groups: the Western Nebraska Justice Professionals, 
Treatment Providers and Community Support Providers. Due to the lack of Community Support 
Providers, the Lincoln session supported only two groups: the Eastern Nebraska Justice 
Professionals and Treatment Providers. Following the breakout sessions, the participants 
reconvened as a large group to review findings. The Best Practices Roundtable Discussions 
section represents the data gathered at the Eastern and Western Nebraska sessions, organized by 
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the generic treatment model headings. Responses to the Best Practices Roundtable Discussions 
are included in this report. 

Research to identify Nebraska's existing capacity for MA treatment drew heavily from 
three sources: the SAMHSA March 3 1,2003 National Survey ofsubstance Abuse Treatment 
Services, the Roster of Substance Abuse Treatment Center Roster (updated October 11,2005) by 
the Nebraska Health and Human Services System (HHSS), and Substance Abuse Treatment 
Facility Locator Lists (updated April, 2005) by SAMHSA. By combining and cross-referencing 
these sources, researchers were able to draw a picture of the number of beds and facilities, as 
well as mental health practitioners and drug and alcohol counselors available in each of 
Nebraska's Behavioral Health Regions. 

The cast study was been guided from the outset by a series of research questions 
developed to systematically identify existing unrnet needs in metharnphetamine/amphetamine- 
related treatment services in Nebraska and to provide cost estimates for programs and facilities to 
meet identified needs. Table 3 summarizes the major research questions, as well as the data 
sources and published reports consulted in their investigation. 

I Substance- Abuse 
Treatment Needs 
and Costs 

( Treatment Facility 
Costs 

. What is the total prevalence (population) of' 
Ilicit-drug, stimulant-related and meth- 
mphetamine related substance abusers in NE? 

a. Of these, how many are receivin, treatment 
met demand)? 

b. How many need but are not in treatment9 

c. How many want or would seek treatment if 
t was available (unmet demand)? 

!. What are the average costs for drug treatment 
)y level of treatment (e.g., for residential and 
)utpatient levels)? 

I. What levelsttypes of treatment are most 
:ost-effective for high-, moderate- and low- 
ieedlrisk stimulant- and methlamphetamme- 
.elated substance abuserstdependent? 

What are the estimated costs of a 
comprehensive program to meet the unmet 
demand of those who are not receiving 
treatment, but want or would seek treatment? 
I. What types and how many facilities 
currently provide substance abuse treatment in 
NE? 

a. What are the fixed costs for these types of 
treatment facilities? 

b What are the combined fixed and varlable 
(treatment program) costs for each type? 

Vational Surveys on Drug Use and Health," SAMHSA 
:2004). [F~gure 5, Appendix D: Tables VIII-XVIA 

'Substance Abuse Treatment Admissions by State and 
Primary Substance of Abuse," SAMHSA (2003). [Figure 
5. Appendix D: Tables I'III-MI] 

'Analysis of Substance Abuse Prevalence, Treatment 
Resources and Gaps in Colorado," State of Colorado 
(2002). [Figure 5. Appendix D: Tabtes VIII-XVII] 

2. DATStats: Results from 85 studies using the Drug 
Abuse Treatment Cost Program Analysis (DATCAP), by 
M.C. Roebuck et al, Journal of Drug Abuse Treatment 
(2003). [Table 2 4  

"The Cost and Benefits of Substance Abuse Treatment: 
National Treatment Improvement Study," by Lane Koenig 
et al. (1999). 

3. "Economic Benefits of Drug Treatment: A Critical 
Review of the Evidence for Policy Makes," by Steven 
Belenko et al. (2005). 

"Wyoming Methamphetamine Treatment Initiative," State 
of Wyoming (1998), Office of Justice Programs (200l), 
and Citizens Education Proiect (2004) 

1. "National Survey of Substance Abuse Treatment 
Serv~ces (9-SSATS) State Profile Nebraska," SAMHSA 
(2003). 

a. (Pending master budgets, audited facility, performance 
reports to be provided by the State of Nebraska.) 

h. "DATStats: Results from 85 studies using the Drug 
Abuse Treatment Cost Program Analysis (DATCAP), by 
M.C. Roobuck et al, Journal of Drug Abuse Treatment 
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Impacts of 
Substance-Abuse 
Treatment on State 
Budgets 

I. What portion ofthe Nebraska State Budget 
is currently devoted to dealing with the impacts 
of substance abuse? 

a What are the major areas of state spending 
that are most impacted by substance abuse? 

b. What portion of state spending is devoted to 
substance abuse treatment and prevention? 

c. How does this compare to surrounding 
states? 

d. How does this compare to the national 
average? 

2. What levels of treatment (and associated 
costs) are available at Nebraska Department of 
Corrections facilities? 

1. "Shoveling Up. The Impact of Substance Abuse on 
State Budgets," National Center on Addiction and 
Substance Abuse at Columbia (CASA), (2001). 
[Appendix C: Tables I- l'llj 

2. "Nebraska Department of Correctional Services (DCS) 
FY-2004 Annual Report and Statistical Summary." 

Table 3. Methamphetamine Treatment-Facility Cost Research Questions and Data Sources/Published 
Reports Consulted 

To develop policy and implementation recommendations, the researchers performed an 
analysis of the current service distribution system in place for MA users in Nebraska. The 
following section illustrates the flow of offenders through the justice system, highlighting the 
points of contact where MA users are likely to encounter criminal justice and HHSS providers, 
along with the assessment and treatment options available to each provider. 
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Problem Statement: Methamphetamine Addicts in Nebraska 

Substance Abuse and Dependence 

A review and analysis of the SAMHSA report "State Estimates of Substance Use from the 2002- 
2003 National Surveys on Drug Use and ~ea l t h " '  reveals the following key findings: 

A total of 180,412 persons 12 years of age and older (12.71% of that population) 
were estimated to be dependent on or abused alcohol or illicit drugs in Nebraska in 
2003.' (Appendix D, Tables VIII-XYI show the estimated ranges of drug dependence and 
treatment needs in Nebraska and the state's Behavioral Health regions). 

Of these, 49,113 were identified as illicit drug dependentlabusers, of which 32,709 
(66.6% based on SAMHSA admissions data13 were estimated to be stimulant-related 
and 22,396 (45.6%) were methamphetamine or amphetamine dependent or abusers. 

Substance Abuse Admissions 

A review and analysis of 2003 SAMHSA substance abuse treatment admissions data for 
~ e b r a s k a ~  reveals the following key findings: 

There were a total of 10,609 admissions for substance abuse treatment; of these, 4,320 
were for alcohol only treatment, while 6,289 (64.4%) were for primary substances other 
than alcohol or alcohol as a primary substance in combination with a secondary illicit 
drug. 

Of these 6,289 non-alcohol only admissions, 4,188 (66.6%) were linked to 
methamphetamines, amphetamines or other stimulants;' and after eliminating 
primary and secondary cocaine and other stimulant abusers from this population, 2,869 
(45.6%) were linked to methamphetamines or amphetamines. 

- 

' This SAMHSA report presents state estimates on substance use based on the combined findings of the 2002 and 
2003 National Surveys on Drug Use and Health (NSDUHs), formerly called the National Household Survey on 
Drug Abuse (NHSDA). 
* This estimate uses 2002-2003 survey results rates applied to 2000 U.S. Census data. 
' NSDUH survey findings are further refined by using SAMHSA treatment admissions data for Nebraska including 
estimates of the proportions of "alcohol wlsecondary drug" and "otherlunknown" classifications that were 
stimulant- and methamphetaminelamphetamine-related (see Substance Abuse Admissions footnote J. 
4 See Appendix F for a description of the Treatment Episode Data Set (TEDS) and the National Survey of Substance 
Abuse Treatment Services (N-SSATS) data and their limitations. 

5 This total includes estimates of the number of "alcohol wtsecondary drug" and "other/unknown" classifications 
which were stimulant-related (cocaine, amphetamines and other stimulants). Alcohol wlsecondary drug estimates 
were based on the proportion of primary drug admissions which were stimulant-related (70.5%), while a somewhat 
more conservative estimate of 50% stimulant-related was used for "other/unknown" classifications. 
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Altogether, the 2,869 admissions linked to methamphetamines and amphetamines 
comprise 27.0% of admissions for substance abuse treatment (alcohol only + non- 
alcohol only) in Nebraska. 

lmpacts of Substance Abuse on the Nebraska State Budget 
A review and analysis of Nebraska state budget information conducted in 2001 by the 

National Center on Addiction and Substance Abuse at Columbia University (CASA)~ reveals the 
following key findings (which do not include any Federal or local spending): 

The state government of Nebraska spent about $291 million or 8.2% of the entire 
annual state budget ($3.5 billion) dealing with the impacts, regulation/compliance 
functions and problems of substance abuse. Of this amount, only about $9 million 
or .3%'was spent by the state on substance abuse treatment, prevention and 
research. (See Tables I- VII in Appendix C for Nebraska and six surrounding states). 

Figure 2 below uses two columns to summarize Nebraska's state spending on substance 
abuse. The taller stack represents the total substance abuse dollars spent ($291 million), 
highlighting the $8,946,000 directed toward treatment, $17,492,000 directed to 
regulation/compliance, and a total of $264,665,000 burdening public programs. The shorter 
column addresses only those expenses burdening public programs, illustrating the areas of state 
spending in Nebraska most heavily impacted by substance abuse. 

The $66.4 million spent on the criminal justice system breaks down to $57.6 million for 
adult corrections and $8.8 million for juvenile justice. 
The $5 1.5 million spent on education includes both elementary and secondary levels. 
$72.8 million was spent on health. 
$35.6 million was spent on childlfamily assistance. 
$29.9 million was spent on mental health/developmental disability. 
$6.3 million was spent on public safety. 

6 "Shoveling Up: The Impact of Substance Abuse on State Budgets," by the National Center on Addiction and 
Substance Abuse at Columbia (2001) is based on detailed budget data for 1998 submitted by Nebraska and 46 other 
state budget officials. 
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350,000 

Treatment $8,946 

Burden to Public Programs $264,665,000 The Substance Abuse Dollar $291.103.000 

Figure 2. Summary of Nebraska State Spending on Substance Abuse (1998). 

For every dollar the state of Nebraska spends on substance abuse: 

91 cents goes to pay for the burden of this problem on public programs in the 
affected areas of criminal justice, elementarylsecondary education, health, 
childlfamily assistance, mental healthldevelopmental disability, public safety 
and the state workforce. 

Only 3.1 cents goes to fund prevention, treatment and research programs 
aimed at reducing the incidence and consequences of substance abuse. 

The remaining 5.8 cents goes for regulation/compliance of alcohol and tobacco 
licensing, control and collection of taxes (compared to a national average of only 
.5 cents).' 

(Appendix C: Table I shows the total spending in each category in Nebraska, the 
amount andpercentage related to substance abuse and the per capita amount 
spent for each person in the state). 

7 This proportion, amounting to .5% of the state budget, is the highest of all reporting states, matched only by 
Alabama and Washington. 

- 22 - 
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Even though state spending on substance abuse cannot be disaggregated by type of 
drug (e.g., methamphetamines), nationwide results show that 78.Z0/0 is related to a 
combination of both illicit drugs and alcohol, while only 11.3% could be attributed to 
alcohol only, 9..1% to tobacco only and 1.4% to illicit drugs only. 

Based on these findings, the estimated amount of state spending in Nebraska linked 
to abuse of illicit drugs (in combination with and without alcohol) is about $232 
million (79.6% of $291 million). Of this amount, approximately $225 million goes 
toward cleaning up the wreckage of illicit drug abuse, while only about $7 million 
is applied to illicit drug prevention and treatmentO8 

The CASA study examining state spending on substance abuse provides an important 
context for the other findings and recommendations of the current Methamphetamine 
Treatment Facility Feasibility Study. These findings strongly suggest that a relatively 
modest increase in illicit drug prevention and treatment spending is the greatest 
opportunity for the State of Nebraska to reduce or curb the enormous amounts already 
being spent on dealing with and cleaning up the effects and wreckage of substance 
abuse. 

This recommended increase in funding of an additional $8-1 6 million per year for illicit 
drug treatment and prevention generally matches the cost estimates for unrnet demand in 
Nebraska (presented below under Unmet Treatment Need and Demand) for alternative 
modalities of treatment for high-, moderate- and low-needrisk clients and offenders. 

Interaction between Substance Abuse and the Criminal Justice and 
Social Service Systems 

Research suggests a small population of MA users is ready to receive treatment. The 
continued development of community based services at all levels of care and the recruitment of 
professional staff will help to ensure that this population receive treatment. However, many MA 
users initially pursue treatment as a result of their involvement with the justice or social service 
systems. Because of an arrest, allegation of neglecting their children or mental illness, a large 
number of MA users are forced into treatment as a condition their sentencing or case plan with 
Health and Human Services. Therefore, it is not enough for the State of Nebraska to provide 
treatment at each level of care, it must also understand how the LOC interact with the varying 
status of individuals within the justice and social service systems. 

To aid in this understanding, Figure 3 illustrates the movement of a MA user through the 
justice system. At each level of the system a MA user has the opportunity to avail himself to the 
services provided at that level. If, However, the MA user fails to utilize those services, he or she 
will continue to progress to the next level within the justice system. For example, a MA user 
sentenced to probation may fulfill the conditions of hislher probation, one of which is likely to be 

8 As all regulation and compliance substance abuse spending is alcohol and tobacco only, the breakdown of the $232 
million illicit-drug (in combination with and without alcohol) spending estimate is based on the total substance 
abuse spending ratio of 97:3 affected-program spending to treatment, prevention and research spending. 
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some type of substance abuse treatment, at which point the MA user would be released from the 
justice system and, ideally, continue to pursuer treatment in the community. In contrast, an 
individual who violates the conditions of hislher probation will be remanded to the custody of 
the Department of Corrections, thereby continuing to the next level of services within the justice 
system. The practical application of this phenomenon is that MA treatment must be available at 
all levels within the justice system because there will continue to be a residual number of MA 
users who will either volitionally or non-volitionally fail to avail themselves to the treatment 
services available at the previous level. Additionally, MA users involved with Health and 
Human Services may or may not have contact with the justice system Therefore, it is equally 
necessary for treatment options to be available to MA users in that setting as well. 

repres-t places where a 
successful offender c a n  sxP 
fiom the Jushce System. 

Figure 3. Flow of Offenders through Nebraska's Justice System. 

Once we begin to understand the natural progression through the justice and social 
service systems, we are able to begin to identify at what terminal status a particular level of care 
can be maximized. Terminal status describes the last point that a MA user has contact with the 
justice or social service systems. Figure 4 demonstrates the point in the progression through the 
system a particular service entity would have the most contact with a user. For example, the 
police will have the most contact with an arrestee. 



Methamphetamine Treatment Study 

l n t e r s e c t i o n  point at which parenffoffender likely to receive most attentionlhelp for SAlMH 

lntersection point through which parenffoffender very likely to pass during system response 

. - ~Jlntersection point through which parenffoffender might pass during system response 

Figure 4. lntersection between Parent or Offender and HHSS/Justice Agencies. 

Before proceeding to the discussion of specific recommendations, it is necessary to look 
at the current capacity within the state of Nebraska today. The beds and facilities described 
below serve not only users voluntarily seeking treatment, but also users who were involuntarily 
admitted as a condition of probation or drug court requirements. 
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Capacity: Nebraska Methamphetamine Treatment Services 

Unmet Treatment Need and Demand 

Table 4 summarizes the levels of drug dependence, drug dependence or abuse, and numbers 
of persons needing but not receiving treatment in Nebraska, Behavioral Health Regions. 

Any Illicit Drug 

Stimulant-Related Drug 

Any Illicit Drug 

Stimulant-Related Drug 

MetWAmphetamine- 
Related 

Any Illicit Drug 

Stimulant-Related Drug 

MetWAmphetamine- 
Related 

~ n y  Illicit Drug 

Stimulant-Related Drug 

. 
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MetWAmphetamine- 
Related 

Any Illicit Drug 

Stimulant-Related Drug 

MetWAmphetamine- 
Related 

' Any Illicit Drug 

Stimulant-Related Drug 

MetWAmphetamine 
Related 

Any Illicit Drug 13,292 

Stimulant-Related Drug 8,853 

MethIAmphetamine 
Related 

18,849 17,650 

12,553 1 1,755 

8,595 8,049 

Table 4. Illicit Drug-Related DependentfAbusers Needing But Not Receiving Treatment in Nebraska and 
Behavioral Health Regions (2003). 

A total of 45,990 persons 12 and over (3.24% of the state population) needed but did not 
receive treatment for an illicit drug use problem in 2003.' 

Of these, 30,629 stimulant-related (66.6% based on SAMHSA admissions data) and 20,972 
(45.6%) methamphetamine or amphetamine-related problem users needed but did not 
receive treatment. (See Appendix D: Table XVIIfor age group estimates.) 

It is important to distinguish between treatment need and treatment demand. "Treatment 
need" refers to those illicit drug-related dependentlabusers needing but not receiving treatment, 
although not necessarily requesting treatment. "Treatment demand "refers to those users seeking 
treatment, whether voluntarily or involuntarily as a condition of probation or drug court 
requirements. "Unmet treatment demand" refers to those persons who are drug dependent or 

Persons "needing treatment" are defined as those who are classified as either drug dependent or abusers. The 
status of these are based on the criteria specified in the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV) (American Psychiatric Association, 1994), indicators of which are included in the survey questions. 
Those "not receiving treatment" did not receive any during the past 12 months. 
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abusers that "needed but did not receive treatment" and also "wanted, would seek or are ready 
for" treatment if it was available. 

Of the 4 5 , 9 9 0  persons who needed but did not receive treatment, there is an estimated 
unmet treatment demand in Nebraska of 2,300 illicit drug, 1,531 stimulant-related and 
1,049 methamphetamine- or amphetamine-related problem users. 10 

The estimated gaps in substance abuse treatment services in Nebraska are illustrated by 
type of drug in four bar graphs in Figure 5 below, which shows total prevalence of substance 
abuseldependence, met demand (in treatment), those needing but not receiving treatment (not in 
treatment) and unmet demand (would seek, wanted or ready for treatment). 

Gaps in Substance Abuse Treatment Services 

Alcohol and Illicit Drugs Any Illicit Drug-Related Stimulant-Related Meth-IAmphetam~ne-Related 

IBNOI In treatment OWould seek treatment El In treatment 1 
Figure 5. Comparison of Nebraska's total prevalence of substance abuse, met demand, unmet need and 
unmet demand by type of drug. 

10 As with the.substance abuseldependence estimates, the extent to which models used in other states accurately 
portray conditions in Nebraska is uncertain. A State of Colorado model (see "Analysis of Substance Abuse 
Prevalence, Treatment Resources and Treatment Gaps in Colorado," by Bruce Mendelson, 2002) used integrated 
survey findings to determine that 2.7% of problem users who did not receive treatment, wanted or would seek 
treatment if it was available. Similarly, data in correctional settings reveals relatively low levels of inmate unmet 
demand or "readiness," with about 10-13% of inmates (70-85% classified as needing treatment) involved in any 
form of treatment, despite such services being available in 90% of the facilities studies (U.S. Dept. of Justice, Office 
of National Drug Control Policy, 1998; Camp and Camp, 1997). To estimate overall unmet treatment demand in 
Nebraska, we use a conservative estimation rate of 5.0%. 
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Number of Beds 
The SAMHSA March 3 1,2003 National Survey of Substance Abuse Treatment Services, 

provided the number of beds and utilization rate for residential facilities and hospital inpatient 
facilities shown in Table 5 below. Based on reporting facilities only, 34 residential facilities had 
620 beds designated for substance abuse clients with a utilization rate of 100 percent. The two 
reporting hospitals had 14 designated beds with a utilization rate of 86 percent. 

No. of facilities* 34 2 
Designated beds 620 14 
Utilization rate 100% 86% 
Designated beds per facility (average) 18 7 

*Excludes facilities not reporting both client counts and number of beds, facilities whose client counts 
were reported by another facility, and facilities that included client counts from other facilities. 
Source: SAMHSA, "National Survey of Substance Abuse Treatment Services," March 31,2003. 

Table 5. Nebraska Substance Abuse Treatment Facility Capacity and Utilization Rate on March 31,2003. 

Since the SAMHSA report referenced above contains only summary information, it does 
not list the facilities by Behavioral Health Region of the state. For this information we looked at 
two sources: 

Roster of Substance Abuse Treatment Center Roster (updated October 11,2005) by the 
Nebraska HHSS, and 
Substance Abuse Treatment Facility Locator Lists (updated April, 2005) by SAMHSA. 

A problem with these two sources is that they list different facilities. The HHSS source 
lists 71 facilities while the SAMHSA source lists 86 facilities. Furthermore there were some 
facilities on one list but not the other-46 facilities were on both lists, 40 were on the SAMHSA 
list and not the HHSS list, and 25 were on the HHSS list and not the SAMHSA list. 

Number of Facilities 
Figure 6 below combines the two lists to show a total of 11 1 facilities statewide broken 

down by region. Based on this information roughly one-third (33) of Nebraska's counties had a 
substance abuse treatment facility. 
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Region I 
6 SA Tx Facihties Region IV 

/ 16 SA Tx Facilit~es 

I 
Region Ill 

I 
Region V 

6 SA Tx Facilities 13 SA Tx Facilities 37 SA Tx Facilities 

Figure 6. Nebraska Substance Abuse (SA) Treatment (Tx) Facilities by Region. 

The most comprehensive description of substance abuse treatment facilities is the 
National Survey of Substance Abuse Treatment Services(N-SSATA) conducted by the Substance 
Abuse and Mental Health Services Administration (SAMHSA). The most recent reported 
information is for March 3 1,2003. There were 107 substance abuse treatment facilities that 
responded to the survey and reported that there were 4,573 clients in treatment. Table 6 shows 
the distribution of the facilities and clients by type of care. There were 84 facilities with 
outpatient services with 3,879 clients; 35 facilities with residential services with 634 clients; and 
5 facilities with hospital inpatient services with 60 clients. 
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Outpatient 
Regular outpatient 
Intensive outpatient 

Day treatmentlpartial 
hospitalization 

Detoxification 

MethadoneILAAM 
maintenance 
Residential 

Short term 

*Facilities may be included in more than one category. 
Source: SAMHSA, "National Survey of Substance Abuse Treatment Services," March 3 1,2003. 

Table 6. Nebraska Substance Abuse Treatment Facilities and Clients in Treatment on March 31,2003, by 
Type of Care. 

Long term 
Detoxification 

Hospital inpatient 
Rehabilitation 
Detoxification 

A relatively new type of facility is the Substance Abuse Recovery Home. These homes 
are communal-living, mutual-help settings for persons in recovery of alcohol and substance 
abuse. Currently these homes exist in three of Nebraska's counties: Hall, Lancaster, and 
Douglas. Table 7 shows the distribution of these homes and the number of beds by gender and 
county. In those three counties there are 42 facilities with beds for 244 men, 42 women, and 3 1 
women and children. 

84 
82 
37 

11 
5 

2 
35 
16 

I Lancaster I 9 I 12 1 o 1 

26 
8 
5 
3 
3 

I Douglas 29 174 1 24 1 24 1 

79 
77 
35 

10 
5 

2 
33 
15 
24 

7 
5 
3 
3 

updated 611 6/05 
Table 7. Nebraska Substance Abuse Recovery Homes 

3,879 
3,081 

54 1 

46 
3 0 

18 l 
634 
216 

-- 

The bed and treatment facility shortages revealed in this analysis reflect that Nebraska's 
existing capacity to treat addicts is overburdened at each level of care. The Best Practices 
Roundtable Discussions confirm this bed and facility scarcity, identifying among the primary 
barriers to implementing a best practices model for MA treatment in Nebraska that the waiting 

378 
40 
60 
58 
2 

- 

I 
-- 

85 
67 
12 

1 
1 

4 
14 
5 

( Total 42 244 1 42 1 31 1 
Source: Nebraska Health and Human Services System, Nebraska Substance Abuse Recovery Homes, 

31 
24 
12 

-- 
I 

9 1 
16 
10 

8 
1 
1 
I 
0 

13 
4 

2 
10 
-- 
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list for all levels of treatment is too long, and that greater accessibility is needed to treatment 
facilities across Greater Nebraska. 

Professional Capacity 
One natural reaction to learning of Nebraska's bed and treatment facility deficiencies 

would be to redirect resources to create more beds. However, further analysis into Nebraska's 
professional capacity reveals a severe lack of professional capacity to staff new facilities. 
Table 8 shows that the 1,949 mental health practitioners and the 348 alcohol and drug counselors 
were distributed throughout Nebraska's Behavioral Health Regions. However, 1 8 counties 
lacked a mental health practitioner, and 48 counties did not have an alcohol and drug counselor. 
(Note: the mapfiom which these numbers were derived [source: State of Nebraska, 
Credentialing Division, data updated 3/30/05] lists the total number of mental health 
practitioners as 1,953 and alcohol and drug counselors as 346. The numbers in the table are 
summarizedfrom the county numbers listed in the map.) 

I Region 3 1 247 1 56 1 

Region 1 
Region 2 

I Region 6 910 1 126 1 

64 
70 

Region 4 
Region 5 

-- -- - - 

Table 8. Mental Health Practitioners and Alcohol and Drug Counselors by Nebraska Behavioral Health 
Region. 

19 

1 1  

Developing Nebraska's capacity of behavioral health professionals plays a pivotal role in 
the success of any statewide response to the MA problem. The addition of new treatment 
facilities and new beds will be ineffective without adequate staff to provide those corresponding 
services. Unfortunately, the Best Practices Roundtable Discussions reveal that creating beds is 
less difficult than attracting qualified staff. 

122 
536 

Average Duration at Level of Care 

3 7 
99 

The average duration for each level of care used in the cost analysis section was 
determined by a review of the cost findings in the study, "Results from 85 studies using the Drug 
Abuse Treatment Cost Analysis Program (DATCAP)," by M.C. Roebuck and other economists 
supported by the National Institute on Drug Abuse (NIDA). Table 9 below illustrates average 
durations by level of care with breakdowns to compare residential and outpatient programs. 

The map from which these numbers were derived list the total number of mental health practitioners as 1,953 and 
alcohol and drug counselors as 346. The numbers in the table are summarized from the county numbers listed in the 
map. Source: State of Nebraska, Credentialing Division. Data updated 3130105 
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I Adult Residential 13 weeks I 
Adolescent Residential 
Therapeutic Community 
Theraneutic Com~nunitv (Prison) 

I Intensive Outpatient 7 weeks 1 

8 weeks 
33 weeks 
28 weeks 

I Standard Adult Outpatient 

I Drug Court I 46 weeks 

I 
Table 9. Durations by level of care comparing residential and outpatient programs. 

17 weeks 
I Standard Adolescent Oumatient 13 weeks 
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Norfolk RC 1 25% MA abuse, 60% dual diagnosis 

I toward the offender & the family 
Norfolk RC I Acute inpatient mental health. Secure residential mental health. 

I McCook WEC I Step-down program. Phl "Thinking for a Change" cognitive I 

Hastinns RC 

1 I restructuring; ~ h 2  Victim empathy,broblem solving; ~ h 3  Job skills; I 

Intermediate residential mental health. Non-residential mental health 
(day treatment & medication management). 

McCook WEC 

Norfolk RC 

Hastings RC 

Norfolk RC 

1. build new bldg to hold intensive MA program; those finishing would 
then move into treatment at work ethic camp; followed by outpatient 
treatment; set aside # of beds in existing bldg for MA treatment; set 
aside beds in both buildings for MA treatment 
If replace regional center with community based treatment, it may not 
be a problem to set up 16 beds with financial support from the state. 
Marginal patients could not go to community based treatment; need 
some residential treatment. Put those patients in regional center. 

. - .  

Ph 4 Life skills (e.g., anger mgt.) 
Acute inpatient mental health; secure residential mental health; 
intermediate residential mental health; non-residential mental health 
(day treatment & medication mgt). 

I Hastings RC I 
Table 10. Site Visit Comparison for Hastings Correctional Center, Hastings Regional Center, Norfolk 

McCook WEC 
Norfolk RC 

Regional Center, and McCook Work Ethic camp, 2005. 

Relapse prevention 
Risk assessment (danger to themselves and others) 

Hastings Regional Center 

The first site visit was conducted on September 27,2005 at the Hastings Regional Center 
(HRC) and the Hastings Correctional Center (HCC). The researchers began by touring HRC. 
As a result of the State's decision to close the regional centers in Hastings and Norfolk and 
transition to community-based services, HRC is no longer operating as a regional center. HRC 
has begun to shift to other uses for the facility. Because HRC is currently operating at capacity 
in this way, it cannot be considered as possible resource for a treatment facility. As the services 
at HRC were curtailed, professionals left the facility and took jobs in other places. 
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Hastings Correctional Center 

Researchers also toured HCC which is currently empty at this time. While this facility 
was in the possession of DCS, it was used as a medium security correctional facility. Most 
recently DCS contracted with the federal government and HCC was used as a detention center 
for illegal aliens, however that contract has expired. While in operation, this facility received 
high ratings from the agencies accrediting the facility. When HCC was transferred from the - Department of Corrections to Health and Human Services in mid 2005, most of the security 
equipment in the facility were removed by DCS. The facility is now empty and therefore, ' 

researchers did not conduct staff interviews. During the tour the researchers learned that a 
sprinkler system would have to be installed in the entire facility before it could be used as a MA 
treatment facility. Additionally, if the facility were to be used as a centralized treatment facility 
for DCS, all of the security features that were previously removed from the facility would have 
to be reinstalled. 

There is an extensive campus surrounding HRC and HCC in Hastings. This land could 
possibly be utilized as a building site for the construction of a centralized treatment center for 
DCS. However, a program statement would have to be conducted before a determination could 
be made regarding whether this location would be the most cost effective site for such a facility. 

Work Ethic Camp 

On September 28,2005, the team conducted a site visit at the McCook Work Ethic Camp 
(WEC). WEC has only been operating since April of 200 1 and is a minimum/community secure 
facility. Individuals sentenced to WEC are there as a condition to their probation. The facility is 
in excellent condition and the environment is surprisingly pleasant. The atmosphere lacks the 
institutional feeling found in many correctional facilities. WEC has a capacity of 100 beds and 
has been consistently functioning at about 75 % of capacity. Administrators offered several 
explanations for this including the fact that judges are unfamiliar with the benefits of sentencing 
an individual to WEC. Researchers believe that by adjusting the pre-sentencing criteria used in 
placing probationers at WEC and educating judges on the exceptional services provided by this 
facility, WEC could be operating at 100% capacity in a short amount of time. 

Several factors support utilizing WEC as a MA treatment facility. Researchers learned 
that 92% of the individuals admitted to WEC since its opening have been chemically dependent. 
Researchers also found that WEC staff are currently offering substance abuse treatment that is 
very similar to the MATRIX model. Staff were confident that the MATRIX model could easily 
be implemented into their treatment program. Residents currently stay at WEC for 120 days (or 
approximately 16 weeks). This is the exact amount time recommended for administering the 
MATRIX model. And finally, WEC has the ability to house MA addicts who need more 
intensive services in a separate unit. The dormitories at WEC are currently divided into four 25 
bed units. One of these units is also divided into two smaller sections, one with 12 beds and one 
with 13 beds. Women are currently being housed in this unit, but administrators at WEC stated 
that this unit could be utilized for more intensive MA treatment. 
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In addition to these factors, WEC relationship working relationship with probation 
bolsters the assessment that WEC could be used to MA treatment. The literature is adamant that 
effective MA treatment requires that individuals continue to receive support services after 
completing the initial treatment. WEC has established a excellent working relationship with 
probation officers across the state ensuring that individuals le,aving WEC benefit from much 
needed follow-up. Before an individual leaves WEC, staff will develop a plan for transitioning 
from WEC to the community. That plan is then implemented by probation. The existence of 
follow-up resources will benefit individuals receiving MA treatment at this facility. 

WEC is not without drawbacks. Because of its remote location, the facility has had 
difficulty attracting qualified staff to work there. A mental health position was posted for two 
years and never filled. To maximize WEC as a treatment facility, incentives may need to be 
implemented to attract the necessary professional to work that the facility. This concern could 
also be addressed by utilizing the Telehealth capabilities that already exist at WEC to capitalize 
on professionals who may reside in other portions of the state. 

Were WEC to excel as a treatment facility, expansion is possible at a relatively expense. 
When WEC was constructed, the infrastructure was put in place to allow the facility to be easily 
expanded. 

Norfolk Regional Center 

On October 5,2005, the team visited the Norfolk Regional Center (NRC). NRC serves 
patients with mental health problems. Some of the patients housed in this facility have lived the 
majority of their lives there and would unable to function when released into the community. In 
fact, many of the patients at NRC, thwart attempts at transition into the community because they 
fear leaving NRC. Like HRC, NRC is slated to close as Nebraska begins to rely more heavily on 
community-based services. 

At this time, there are no plans to utilize NRC in another capacity. This suggests that, if 
HHS does in fact close NRC, the building and the existing staff could be utilized as a MA 
treatment facility. However, a recent JACHO audit revealed the facility to be in violation of 
1971 Fire & Safety Code Regulations. To remedy this, $500,000 is needed to install a sprinkler 
system that would bring the facility up to code. 

When researchers broached the subject of HHS closing NRC, staff expressed support for 
the idea of converting the existing facility, personnel and resources into a substance abuse 
treatment facility. The presence of existing staff at NRC weighs heavily in its favor as a 
potential site for a MA treatment facility. Unlike HRC where staff chose to take jobs elsewhere, 
the bulk of the staff from NRC remain there. In light of the scarcity of treatment professionals in 
the state of Nebraska, this is viewed as a great resource. 

The campus at NRC could also be utilized as a potential site for the construction of a new 
treatment facility. The State of Nebraska already owns this land, which reduces the overall cost 
of constructing the facility. The Norfolk community has consistently demonstrated support for 
the facility and the work that is done there. As at HRC, a program statement would have to be 
conducted before a determination could be made regarding whether this location would be the 
most cost effective site for such a facility. When comparing the costs of remodeling the current 
facility or constructing a new one, it will be important to consider the long-term costs of 
operating the facility in relation to the cost of construction. The out-dated infrastructure at NRC 
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is inefficient when compared with current technology. A portion of the cost associated with 
constructing a new facility will be off set by the savings of a more energy efficient facility. 
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Best Practices 

Review of Treatment Methods and Best .Practices Literature 

Review of Treatment Methods Literature 
Methamphetamine (MA) abuse has reached epidemic proportions in the Midwest and 

continues to spread (Maxwell 2005) (Caulkins 2003). The Substance Abuse and Mental Health 
Services Administration (SAMHSA) study of national amphetamine treatment admissions from 
1992-1 999, ranked Iowa as the third highest state in the nation for admission for treatment of 
MA abuse at 1 18 per 100,000 population. In 1996, Iowa's rate of MA admissions was 250% 
times higher than that of the next highest state, California, which showed 92 admissions per 
100,000 (2001). The Iowa Department of Public Health's Iowa Substance Abuse Report (1998) 
documents admissions to Iowa treatment facilities for MA abuse escalating from 1 % of 
admissions in 1992 to 12% in 1998 - an increase of 1,100%. A report submitted to the Iowa 
Governor's Alliance on Substance Abuse (Have1 1997) affirms MA's infiltration of the Midwest, 
with the incidence of MA use among incarcerated Iowa adults rising from 4% to 30% from 1994 
to 1997. The same report also reflects a shift from inhalation to intravenous use of MA among 
this population. 

A review of the literature on treatment for methamphetamine dependence reflects the 
resourcefulness of drug abuse professionals as they strive to respond to the constant fluctuation 
of trends in substance abuse. Limited by severe budget constraints, scarce community resources, 
the blink-of-an-eye shifts of abusers' drugs of choice and preferred intake methods, and the 
geographic migrations of methamphetamine abuse, researchers and clinicians turn to the existing 
methodologies considered successful for stimulant use disorders. 

Treatment methods dominating the literature include psychosocial and behavioral 
approaches adapted from experience with treatment of cocaine dependence, efforts to develop 
effective medication therapies, emergence of replacement pharrnacotherapies, supplementation 
of treatment interventions with comprehensive case management outreach, and application of 
aversion therapy using both chemical aversion and electrical stimuli. The abundance of research 
devoted to the Matrix Model merits an in-depth discussion of this particular psychosocial and 
behavioral approach. Other programs are reviewed as the literature permits. Evaluations of 
treatment programs are presented, with particular attention to the Matrix Model. Finally, 
literature regarding development of treatments for MA users involved in the criminal justice 
system is reviewed. 

Psychosocial and Behavioral Approaches 
At this time psychosocial and behavioral interventions demonstrate the most empirical 

support for treatment of MA dependence (1 998) (Rawson R A 2002) (Rawson R A 2000) 
(Huber A 1997). The cognitive-behavioral approach focuses on how thought affects feelings and 
actions, preparing patients for lifelong recovery by coaching them to identify and plan for 
triggers associated with substance abuse. The National Institute on Drug Abuse calls cognitive 
behavioral interventions."the most effective treatments for methamphetamine addiction'' in their 
Principles of Drug Addiction Treatment, A Research-based Guide ( 1  999)' singling out the 
Matrix Model as the only specific treatment featured. The Matrix Model is an example of a 
cognitive-behavioral protocol adapted for stimulant use disorders in general, and MA 
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dependence specifically, from interventions successfully treating cocaine abusers in the early 
eighties (Obert J 2000). This application of cognitive-behavioral therapy is consistent with 
evidence suggesting that cocaine and MA users respond similarly to such strategies (Huber A 
1997) (Rawson R A 2000) (Rawson R A 2002) . Huber et al. (Huber A 1997) reviewed the 
charts of 500 MA- and 224 cocaine-abusing patients treated at the Matrix Clinic in Rancho 
Cucamonga, CA between 1988 and 1995 to compare the two groups' responses to the Matrix 
Model treatment. With cocaine users remaining in treatment an average of 18.0 weeks compared 
to 17.1 weeks for MA-users and with 13.3% of cocaine users showing positive urinalyses 
compared to 19.3% for MA users (this difference was not significant), the Matrix model was 
concluded to be equally well-received by cocaine and MA users. 

Matrix Model 
Introduction 

In 1986, with funding from a Small Business Innovative Research grant through the 
National Institute on Drug Abuse (NIDA), the Matrix Institute in Los Angeles instituted an 
outpatient treatment model for stimulant abusers. The developers integrated techniques and 
materials from numerous disciplines including the cognitive behavioral therapy models, relapse 
prevention and skill training into treatment protocols (Rawson R A 2004) (Obert J 2000). The 
result was a manualized, intensive 16-week outpatient treatment program, grounded in "user 
friendly" practical utility (Obert J 2005). The model has been continuously revised over the 
years to incorporate the most recent evidence-based practices pointing to long-term recovery 
from drug and alcohol dependence (2005). In 1999 SAMHSA commenced an effort to expand 
and evaluate the Matrix Model, and in 2003 the Center for Substance Abuse Treatment (CSAT), 
a division of SAMHSA, tested the Matrix Model through the Methamphetamine Treatment 
Project, the largest randomized clinical trial of treatments for methamphetamine dependence to 
date (Rawson R A 2004). Results of the Methamphetamine Treatment Project are presented 
below under the Evaluations of  the Matrix Model section. 

Empirically-Based Behavioral Change 
To equip patients with daily skills and structures leading to a long-term drug-free 

recovery, the Matrix Model focuses on behavior change, rather than underlying causes or 
presumed psychopathology. Empirical support in scientific literature and application provide the 
foundation for the program's elements and schedule (Obert J 2000). The National Institute on 
Drug Abuse identifies several tested treatment approaches utilized in developing Matrix Model 
treatment materials, including relapse prevention and relapse analysis, drug education, 12-step 
programs, urine testing, and a number of specialized therapy groups (family education, early 
recovery skills, relapse prevention, social support, et al.) (1999). Each therapy session is topic- 
focused, guided by a user-friendly patient handout that is bound into a notebook for each client 
(Obert J 2005). Simple exercises, materials, and psychoeducational lectures are purposefully 
delivered in. terms appropriate for the patient's stage of recovery, since in-depth concepts cannot 
be understood or tolerated during the first few days of MA abstinence (Obert J 2000). 

The Therapist as Coach and Teacher 
The Matrix Model very explicitly defines the therapist's role to function as teacher and 

coach. In this role, the therapist cultivates a positive relationship with the patient, using 
encouragement and a nonjudgmental demeanor to reinforce positive behavior change. Particular 
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attention is given to training the therapist in client-centered, motivational interviewing style to 
that builds the patient's self-esteem, self-worth and dignity. The model calls for therapist-patient 
interaction that is realistic and direct, cautioning against falling into confrontational or parental 
tones. Literature evaluating the Matrix Model attributes the relationship between the patient and 
therapist as being a vital component in determining engagement and retention success (Obert J 
2000) (1 999). 

Patient Goals 
Rawlins et al. (2002) describes the Matrix Model as a comprehensive approach, relying on 

cognitive-behavioral principles and five basic goals: 
I ,  stop drug use 
2. learn issues critical to addiction and relapse . 

3. receive education for family members affected by addiction and recovery 
4. become familiar with self-help programs 
5. receive weekly monitoring by urine toxicology and breathalyzer alcohol testing 

Obert et al. (2000) point to the importance of time scheduling in creating structure in 
recovering addicts' lives. The Matrix Model teaches patients to use a paper schedule to 
chronicle their plans for each portion of their day, but never for more than 2-3 days at a time. 
The structuring concept is based on the notion that stressful or dangerous periods can be 
weathered more successfully when patients don't find themselves with idle chunks of time. 
Therapists use the schedule to enhance treatment by teaching patients to 'evaluate the proposed 
activities in terms of their potential for triggering relapse and their contribution to a safe, 
balanced lifestyle. By following up, therapists determine whether the patient could abide by the 
plan. The schedule also gives therapists a picture of the individual's day-to-day life. 

Group Therapy Modality 
Patients attend therapy sessions three times a week for at least four months. The Matrix 

Model reduces the cost of treatment by limiting individual sessions to three 45-minute sessions 
in the 16-week engagement. If an individual experiences a time of crisis, the patient may attend 
an additional individual session(s) to conduct relapse analysis, a specific exercise in the Matrix 
protocol assisting the therapist and patient to identify issues and events that preceded the relapse 
(Obert J 2000). 

Obert et al. (2000) describes the specialized group settings wherein the majority of 
treatment is conducted. During Weeks 1-4 patients participate in Early Recovery Groups twice a 
week to learn craving deterrence, time scheduling techniques, secondary substance abuse 
avoidance, and community support utilization. Individuals attend Relapse Prevention Groups at 
the beginning and end of each week for all 16 weeks of treatment, covering the 32 manualized 
topics of the protocol. Weeks 5-13 feature Family Education Sessions where patients and their 
families engage in a group setting to address topics pertaining to substance abuse through slide 
presentations, videotapes, panels and group discussions. Patients enter Social Support Groups 
during the last month of treatment, to establish new nondrug-related friends and activities. 
Matrix model protocols require patients to attend "Introduction to 12-Step Meetings" held on site 
one night each week, to familiarize newcomers to the meetings in a more comfortable 
environment. Patients are encouraged to attend outside 12-Step meetings throughout the 16 



Methamphetamine Treatment Study 

weeks of treatment and to continue to access this community resource for support after 
graduating from the Matrix program. 

UrinalysisIBreath Testing 
The nonjudgmental character of the Matrix Model offers no consequences for positive 

results from urine tests that are conducted randomly on a weekly basis. Rawson (Rawson 1999) 
emphasizes the role that urinalysis plays in establishing accountability for slips and relapses, but 
warns therapists to respond without incrimination, as this may lead to full-blown relapse. Obert 
et al. (Obert J 2000) suggest that positive urine tests be viewed as sign posts for adjusting the 
treatment plan and an opportunity to discuss coping strategies to prevent a complete relapse. 
Both Rawson and Obert recommend additional testing (e.g. Breathalyzer@) in light of the fact 
that stimulant users tend to struggle with secondary alcohol or marijuana use. Negative drug 
tests provide tangible proof for the patient, family and therapist that the patient is clean and sober 
(Obert J 2000). 

Evaluations of the Matrix Model 
A number of projects have demonstrated statistically significant reductions in drug and 

alcohol use by subjects treated with the Matrix Model(l999). The CSAT Methamphetamine 
Treatment Project represents the largest trial to date on treatments for MA dependence (Huber A 
2000) (2005). Funded by SAMHSA and CSAT, researchers from the Matrix Institute on 
Addictions and the UCLA Integrated Substance Abuse Programs implemented and evaluated the 
Matrix Model in comparison to the "treatments as usual" implemented at the seven study sites in 
three western states (CAY MT, and HI) (Huber A 2000) (Herrell J 2000). Each site recruited 150 
MA-dependent patients who were randomly assigned to receive either the Matrix Model or the 
"treatment as usual" for each individual site (Huber A 2000). Findings demonstrated that MA- 
dependent individuals responded positively to the Matrix Model's treatment protocols (Rawson 
R A 2004) (2005). The study indicated that patients assigned to the Matrix treatment were 38% 
more likely to stay in treatment, 27% more likely to complete treatment, and 3 1% more likely to 
have negative MA urine test results, compared to patients participating in the "treatment as 
usual" protocols (Rawson R A 2004). Rawson et al. (Rawson R A 2004) observed that the 
significantly improved in-treatment performance of Matrix clients represents an advancement in 
the field, although discharge and follow-up outcomes did not demonstrably differ from those of 
the control group. Zweben suggests that the Methamphetamine Treatment Project findings 
support the value of integrated treatment for co-occurring conditions, emphasizing the vital role 
that training counseling staff to handle psychotic symptoms plays in successful treatment for MA 
dependence (Zweben J 2004) (Maxwell 2005). 

Further study of the Methamphetamine Treatment Project has been devoted to address the 
gap between substance abuse research and practice, with particular attention to issues pertaining 
to the effective transfer of a new comprehensive treatment protocol into the community drug 
treatment system. Approximately half-way through the Methamphetamine Treatment Project, 
Brown conducted individual interviews at all 7 sites of all principal investigators, evaluators, 
clinical supervisors, Coordinating Center personnel, agency directors and CSAT personnel (n = 

35), and conducted 15 focus groups to interview the clinical and research staffs (n = 50) (Brown 
2004). Participants were asked about research-to-practice issues that they encountered during 
the project. Brown (Brown 2004) reports the participants' suggestions for integrating research 
and practice in community-based treatment organizations: 
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Continue to have a bridging mechanism or thirdparty like the Coordinating Center; 
Address recruitment early and hire personnel speciJically for recruitment purposes 
Conduct a more extensive initial investigation ofsites, perhaps even before the sites are 
selected to receive the grant monies; 
Make efforts to build relationships and establish roles early in the research project by having 
retreats and similar, relationship-building activities 

Using Brown's qualitative study (Brown 2004), Obert et al. (Obert J 2005) analyzed 
Methamphetamine Treatment Project counselors' responses to the practitioner concerns 
regarding manual-based psychotherapies compiled by Addis (Addis M 1999). Counselors did 
not indicate that the Matrix Model's manual-based treatment protocols interfered with their 
ability to develop a therapeutic bond. Obert et al. (Obert J 2005) suggested possible Matrix 
protocols that may have contributed to stronger therapeutic alliances, including the frequency of 
visits (3x per week), the philosophy of nonjudgmental counselor as coach and teacher, and the 
consistency of having a single counselor. 

Initial concerns regarding the manual-based Matrix Model were recorded. Clinical 
supervisors observed that new counselors and counselors trained in standard treatment modalities 
that used techniques involving confrontation, labeling, and the client's need to "bottom out", 
reported difficulty adjusting to the Matrix Model. Many counselors objected to the Matrix 
Model's lack of consequences for clients who were not compliant, doubting that the treatment 
would work with their populations. Counselors also reported trouble concentrating on their 
client while concentrating on the presentation of the manual-based material. After the project 
was underway, counselors reported becoming more and more at ease with the material with each 
successive 16-week rotation, allowing them to refocus on their nonjudgmental relationship with 
the client. The qualitative interviews conducted a year and a half into the project reflected 
counselors' appreciation for how "empowering", "client-driven" and "respectful to clients" the 
Matrix Model proved to be (Obert J 2005). 

Personnel at six out of seven study sites criticized the Matrix Model for being inattentive to 
mental health issues and co-occurring disorders. Personnel at four out of seven study sites 
criticized the Matrix Model for giving inadequate attention to cultural, socioeconomic, and 
gender issues such as domestic violence and sexual abuse. (Obert J 2005) These complaints are 
consistent with the three problems that Addis et al. (1999) identified in relation to clients' needs: 
(1) manual-based treatments ignore individual client differences; (2) manual-based treatments 
cannot meet the needs of multi-problem clients; and (3) manual-based treatments ignore clients' 
emotions. Addis et al. (1999) suggest that researchers and trainers give special attention to 
personalizing manual-based approaches and methods for dealing with emotional issues within 
the framework of structured therapy. 

Counselors reported greatly increased job satisfaction during the course of the study. The 
Matrix Model's easy to learn format was credited for increasing counselors' sense of 
competence. The supervision component of the study was also recognized as a factor 
contributing to job satisfaction. Supervisors with strong backgrounds in both the Matrix Model 
and clinical supervision consciously worked to promote feelings of self-efficacy within the 
therapist group, using tools like weekly teleconferences to deliver frequent supervision. Obert et 
al. (Obert J 2005) concluded that a manualized treatment program will increase its chance of 
succeeding by requiring concerted supervision efforts, at least at the introduction of the problem. 
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Counselors from three sites reported that they felt free to improvise when components of the 
model did not fit their client population. Counselors from two sites felt restricted by the Matrix 
Model. These two sites also had more negative attitudes toward the model, the clinical training 
and oversight (Obert J 2005). Counselors and researchers from four sites found that the manual 
and lessons were written at a level beyond comprehension for their obviously impaired clients, 
detracting from therapy sessions with translations, interpretations and explanations. Counselors 
from two sites reported difficulty implementing the manualized sessions with "clients who had 
little or no clean time" (Obert J 2005). 

Below is a list of "lessons learned" about delivering manual-based treatment in community 
drug treatment settings, derived from Obert at al.'s study of implementation of the Matrix Model 
during the Methamphetamine Treatment Project (Obert J 2005): 

Importance of strong, frequent supervision 
Longer learning curve required to achieve proficiency in delivering a manual-basedprotocol 
New ways to shorten the training required to master the materials are needed 
Research on personalization and individuation of a manual-based treatment approach 
Understanding the culture of a clinic before new methodologies are introduced 
Get buy-in ofpersonnel at all levels of the organization before the project commences 

Relapse Prevention 
Relapse Prevention is another example of a cognitive-behavioral therapy that has evolved 

to address multiple populations of substance abusers. Originally developed as a treatment for 
alcoholism, the model was later tailored for cocaine abuse. Relapse prevention techniques are 
adapted for MA addiction and incorporated into the Matrix Model (1 999). 

The National Institute on Drug Abuse's Principles of Drug Addiction (1999) identifies a 
collection of cognitive-behavioral strategies designed to teach individuals to identify and correct 
problematic behaviors: 

Exploring the positive and negative consequences of continued use 
Self-monitoring to recognize drug cravings early on and to identzJj, high-risk situations for 
use 
Developing strategies for coping with and avoiding high-risk situations and the desire to use 
Central element is anticipating the problems patients are likely to meet and helping them 
develop effective coping strategies 

Studies show that individuals retain the skills they learn through relapse prevention therapy 
after treatment. One unidentified research study listed in Principles (1999) reported that 
throughout the year following treatment most individuals participating in relapse prevention 
therapy still maintained the progress gained. 

Co-Occurring Methamphetamine Expanded Treatment (COMET) 
SAMHSA recently announced funding of a program for 2004-2007 to reduce MA abuse 

among seriously mentally ill individuals in Clark County, WA. The Co-Occurring 
Methamphetamine Expanded Treatment (COMET) Program targets individuals dually diagnosed 
with MA addiction and serious mental illness by integrating two best practice models of 
treatment. The Matrix Model will address stimulant abuse and Assertive Community Treatment 
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will provide intensive case management services. The Regional Research Institute of Portland 
State University is conducting the 3-year evaluation (Herinch 2004). 

Medication Therapy 
Rawson et al. observes that research to develop medications to treat MA-related disorders 

is in its infancy (Rawson R A 2002). The literature is in agreement that there are currently no 
pharmacological treatments with demonstrated value for MA dependence (Rawson R A 2002) 
(1998). The National Institute on Drug Abuse's Principles of Drug Addiction (1999) notes that 
the current pharmacological approach, adapted from treatments for cocaine abuse, has not been 
successful. Clinical studies have yet to isolate a single agent that proves to be efficacious. 

~ a w s o n  and Brethen state that no medications exist for quick, safe reversal of life- 
threatening MA overdoses (Rawson R A 2002). Principles (1998) reports that the established 
protocols used by emergency room physicians for potentially fatal complications of MA 
overdoses focus on the immediate physical symptoms, commonly relying on ice baths to treat 
hyperthermia and anticonvulsant drugs for convulsions (1998). 

Rawson and Brethen also state that there are no drugs that reliably reduce the paranoia 
and psychotic symptoms (Rawson R A 2002). Principles (1 Y%), however, recommends 
antianxiety agents such as benzodiazepines as helpful in cases of extreme excitement or panic, 
and short-term use of neuroleptics for MA-induced psychoses. Principles also reports that 
antidepressant medications can be helpful in reducing depressive symptoms for recently 
abstinent MA-users (1 998). 

Hopeful that antidepressant medication could improve retention in drug treatment and 
lead to better outcomes, Galloway and colleagues hypothesized that imipramine, a tricyclic 
antidepressant, would reverse the possible dampening affect that repeated exposure to cocaine 
may have on the brain's reward systems (Galloway G 1994). Their study administered either 10 
or 150 mglday of imipramine to 183 male and female volunteers who were cocaine or MA 
abusers resulted in subjects treated with the larger amount of imipramine staying in treatment 
longer, averaging 34 days compared with 17 days for those in the control group. The imipramine 
therapy was supplemented with access to psychiatric and medical care, along with intensive drug 
abuse group counseling. The common body of research suggests that more treatment is tied to 
better outcomes; this is in opposition to this study's results, wherein subjects that received the 
larger dose stayed in treatment longer. Therefore, the use of imipramine for MA abuse is not 
supported by the data. 

Shoptaw et al. (Shoptaw S 2005) recently reported significant reductions in MA use and 
sexual risk behaviors in a randomized controlled trial of MA-dependent gay and bisexual males. 
These promising results indicate that drug treatment may serve as an HIV prevention strategy for 
these populations. 

Replacement Pharmacotherapies 
Rawson et al'. (Rawson R A 2002) also report that there are currently no 

pharmacotherapies that are reliably successful in treating MA dependence. To further research 
in this area, the Methamphetamine Clinical Trials Group (established by NIDA) is conducting 
double-blind, placebo-controlled trials of promising pharmacotherapies at sites in geographic 
areas where MA use has been deemed a major health problem. A coordinating center at UCLA 
manages a network of sites in San Diego and Costa Mesa, CA, Honolulu, HI, Des Moines, IA, - 
and Kansas City, MO. (Rawson R A 2002) 
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Maxwell (Maxwell 2005) identifies replacement/agonist-like pharmacotherapy as an 
emerging treatment for stimulant dependence. Researchers are working to adapt treatments from 
successful experiences with nicotine and opioid dependence. Princzples of Drug Addiction 
(1999) describes opiate addicts stabilized on sustained dosages of long-acting synthetic opiate 
medication as being able to function normally, engaging more readily in counseling and other 
behavioral interventions. Principles recommends supplementation of opiate agonist maintenance 
programs with individual and/or group counseling, along with medical, psychological and social 
services as needed. 

Maxwell (Maxwell 2005) envisions an MA agonist-type pharmacotherapy combined with 
behavioral therapy components. Volkow et al. call for therapeutic approaches that include both 
pharmacological and behavioral interventions. They support a model combining 
pharmacological and behavioral treatments to increase sensitivity to natural reinforcers and 
establish alternative reinforcing behaviors, essentially increasing the value of the nondrug 
reinforcers. (Maxwell 2005) ** (Volkow N 2003). Obert et al. (Obert J 2000) express hope for 
the combination of a soon-to-be-determined medication with psyehosocial therapy for MA 
dependence, anticipating improved retention in the Matrix model thanks to the therapy's effects 
on cognitive function, mood elevation, and craving reduction. In an examination of the status of 
preclinical agonist pharmacotherapy strategies pertaining to the use of stimulant medications in 
cocaine dependence and amphetamine replacement strategies for amphetamine dependence, 
Grabowski et al. (Grabowski J 2004) reinforces the integration strategy, recommending 
integration of a potent stimulant with quality behavioral therapy and appropriate monitoring 
procedures. 

Comprehensive Case Management 
Maxwell observed that comprehensive case management was found to be an effective 

intervention for MA abusers (Maxwell 2005), with Cretzmeyer et al. (Cretzmeyer CM 2003) 
specifically noting comprehensive case management's success in improving employment status 
and lowering the incidence of depression. 

In the Iowa Case Management Project, treatment interventions were supplemented with 
outreach- activities, including visiting clients in their homes, assisting with transportation to and 
from services, and providing limited emergency funds. Cretzmeyer (Cretzmeyer CM 2003) 
identified five functions as broad clinical guidelines for service delivery: 

I .  contracting and negotiating; 
2. assessment and monitoring; 
3. brief solution-based counseling; 
4. planning and referral; 
5. evaluation of process and outcomes. 

To determine the effectiveness of case management in improving outcomes of substance 
abuse treatment, Hall et al. (1999) investigated a sample of 422 clients admitted to the 
Mideastern Council on Chemical Abuse, a facility in rural Iowa. Of these 422 subjects, 41 
reported amphetamines as their primary addiction. 90% (36) of the 41 amphetamine abusers 
participated in a residential program and the remaining 5 amphetamine abusers participated in an 
outpatient program. Through random assignation, three-fourths of the 422 clients received case 
management through one of three conditions, all following the Iowa Case Management model. 
The remaining one-fourth served as the control group, receiving standard substance abuse 
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treatment services. Hall et al. interviewed participants on their status in several life domains for 
a period of 12 months. Overall, clients who received Iowa Case Management saw employment 
increase from a mean of 6.3 days at baseline to 18.5 days at the 12 month follow-up, while the 
clients in the control group saw an increase in employment from a mean of 5.6 days to 13.4 days. 
At follow-up interviews, the amphetamine abusers receiving Iowa Case Management reported a 
nearly significant lower incidence of depression than clients in the control group (p=.07). Clients 
in all 4 conditions, including the control group, saw a significant decrease in drug use. Iowa 
Case Management was not deemed to impact drug use or other key outcomes beyond that 
provided by standard treatment. Hall et al. concluded that MA abusers did not respond 
differently to comprehensive case management from the subjects reporting primary abuse of 
other drugs. 

Aversion Therapy 
Volkow et al. suggest interventions to decrease the rewarding value of drugs, such as 

pharmacological treatments that interfere with the drug's reinforcing effects 1 treatments that 
make the effects unpleasant (Volkow N 2003) (Maxwell 2005). An earlier study by Frawley and 
Smith (1 992) integrated aversion therapy into a multi-modal treatment program. Patients 
received therapeutic counseling in educational groups, individual sessions, family sessions and 
aftercare planning. The researchers obtained follow-up data on 156 of 214 patients who had 
completed the initial inpatient treatment program at one of four hospitals. 58% of the subjects 
tested positive for cocaine use, 38% were positive for marijuana, and 6% (n = 9) tested positive 
for amphetamines on admission into treatment. The program attempted to pair an aversive 
stimulus with the act of using a particular stimulus. Nausea caused by oral emetine was 
associated with the act of snorting the substance (chemical aversion), while irritating, but not 
painful electric shocks on the forearm were associated with the act of using cocaine or MA 
(faradiclelectrical aversion). According to data from phone interviews, 53% of patients who 
abused either or both cocaine or MA remained abstinent 12 months after treatment. The study 
was marred by a lack of standardized assessment procedures for outcomes (i.e., drug use) and the 
lack of a comparison group or random assignment to research conditions. Researchers, however, 
considered their results promising (Cretzrneyer CM 2003) (Frawley P 1992). 

Outpatient Drug-Free Treatment 
Principles of Drug Addiction Treatment identifies Outpatient Drug-Free Treatment as a 

less expensive alternative to residential or inpatient treatment, particularly applicable for 
employed individuals or individuals with extensive social supports. The patient's characteristics 
and needs dictate the best choice of programs ranging from low-intensity treatment (offering 
drug education and admonition) to high-intensity day treatment (comparable to residential 
programs). Group counseling is emphasized by many outpatient programs. Some outpatient 
programs treat patients with medical or mental health problems co-existing with their drug 
disorder (1 999). 

Coerced Treatment Research 
The literature reflects a public outcry for policymakers, legal officials, and service 

providers to address the personal and societal effects of MA abuse (Rawson 1999). One 
response is the Comprehensive Methamphetamine Control Act of 1996, which strengthens law 
enforcement initiatives, tightens regulatory powers, and mandates research initiatives (Rawson 
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1999). Cretzmeyer observes the severe legal sanctions that MA users can now incur, citing 
Iowa's $1 million fine and up to life in prison for MA users (Cretzmeyer CM 2003). 

The effect of habitual offender laws on prison admissions and populations is relatively 
unknown. Some research suggests that habitual offender laws have increased prison admissions 
at the state level, yet other research has not. These mixed findings most likely result from one 
key issue, the degree to which habitual offender laws are used by criminal justice professionals. 
The most consistent finding across the literature is that habitual offender laws are rarely used for 
charging offenders thereby making them mostly symbolic in nature. They appear to be a way for 
politicians to demonstrate a "get tough" stance on crime, while at the same time not actually 
affecting criminal justice operations. To the degree that these laws become popular among 
prosecutors, they do appear to have the ability to increase prison admissions. More importantly, 
to the degree that offenders are aware of habitual offender statutes, some research suggests that 
these laws may actually promote violent crime and exacerbate a state's homicide rate. At the 
very least, most scholars suggest that these laws will have very little or no impact on crime. ' 

The increasing cost of incarceration and the demonstrated link between crime and 
substance abuse have led to the development of strategies using criminal justice system sanctions 
to require offenders to enter substance abuse programs (Brecht M 2005). Rawson et al. (Rawson 
R A 2002) observes the critical importance of developing treatments for MA users involved in 
the criminal justice system (Rawson R A 2002) (Maxwell 2005). The quest to explore what role 
the criminal justice system can play in the treatment of drug addiction makes the topic of coerced 
treatment of particular interest in the literature. 

Outcomes and Concerns 
There has been much conjecture regarding whether individuals under legal coercion can 

achieve. positive outcomes to MA treatments similar to those enjoyed by individuals not under 
legal pressure. Wild attributes the controversy surrounding coerced treatment to its potential 
conflicts with the psychological processes involved in treatment (i.e., motivation, engagement, 
and compliance). Other researchers refer to the belief that lack of internal motivation may 
obstruct successful outcomes (Brecht M 2005) (Rosenthal 1988) (Platt 1994). 

Principles of Drug Addiction Treatment (1999), however, counters these objections with 
research demonstrating that individuals entering treatment under pressure achieve outcomes as 
positive as those who enter treatment without pressure. In a study by Brecht et al. (Brecht M 
2005), 350 Los Angeles County MA users were evaluated, comparing background and treatment 
characteristics and selected treatment outcomes across groups defined by existence of coerced 
treatment for MA. The pressured and nonpressured MA users saw no statically significant 
difference in outcome successes. The chief difference observed was a greater percentage of 
pressured respondents relapsing within 6 months of treatment (59% vs. 49% for non-pressured. p 
= 8). 

Farabee et al. (Farabee 1998)observed that just because clients enter treatment under 
pressure, the treatment may not be involuntary. In fact, several studies suggest that criminal 
justice coercion may increase patients' internal motivation to produce more successful treatment 
outcomes (De Leon 1994) (Joe 1999) (Simpson 1993). Coerced Treatment research points to 
positive results for criminal offenders in general, with specific studies exhibiting success with 
heroin abusers (McGlothlin WH 1 977; Brecht M 1993; Prendergast M 1995; Anglin MD 1998; 
Hiller M 1998; Miller N 2000). 
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Benefits 
Principles of Drug Addiction Treatment (1 999) makes a compelling case for integration 

of substance abuse treatment with the criminal justice system. Research indicates that combining 
criminal justice sanctions with drug treatment during, after or in lieu of incarceration can 
interrupt or shorten a career of drug use, since drug users often encounter the criminal justice 
system at an earlier stage than other health or social systems; encourage drug abusers to stay in 
treatment for a longer period of time; and reduce the risk of recidivism to drug-related criminal 
behavior. 

A number of studies support the idea that coerced treatment helps recovering MA addicts 
stay out of jail: 

A study of inmates enrolled in a therapeutic treatment program in the Delaware State Prison 
that continued to receive treatment in a work-release program after prison were shown to be 
70% less likely than nonparticipants to experience a drug relapse and incur rearrest. (1999) 

Recidivism numbers from the Iowa Adult Methamphetamine Treatment Project -Final 
Report, 2003 indicated that 90.4% of MA clients had not been arrested 6 months after 
treatment and 95.7% of MA clients interviewed one year after treatment had not been 
arrested during the previous 6 months (Roth 2003). 

The Year Six Report of the Iowa Project Outcomes Monitoring System 2004 recidivism 
numbers indicated no arrests in the six months after treatment for 86% of MA users; 90.7% 
of alcohol users; 79.2% of cocaine users; and 86.8% of marijuana users. These rates are 
compared to 30.9% of clients who had not been arrested in the 12 months prior to treatment. 
(Johnson A 2004) 

Models 
A number of community-based treatment programs for criminal justice populations offer 

offenders with substance abuse dependencies alternatives to incarceration. Examples listed in 
Principles include limited diversion programs, pretrial release conditional on entry into 
treatment, and conditional probation with sanctions. (1 999) 

Treatment Accountability and Safer Communities (TASC) offers offenders one such 
alternative to prison. The TASC model represents a comprehensive approach to address the 
needs of drug-addicted offenders in an outpatient, community setting. By providing drug 
treatment in tandem with the criminal justice system, personnel can identify drug-involved 
offenders at an earlier stage, conduct assessments and refer the addicts to appropriate community 
services. Offenders may be monitored for drug use through mandatory drug testing and legal 
sanctions are used as inducement for offenders to remain in treatment. 

The Drug Court model is proving effective in decreasing costs, improving treatment 
program retention, and decreasing recidivism for drug-addicted offenders (Belenko 1998; 1999; 
Terry 1999; Guydish 200 1; 2002). In the Drug Court model, participants undergo long-term 
treatment, counseling, sanctions, incentives and frequent court appearances. Participants 
exhibiting the desired behaviors, as monitored through treatment attendance and mandatory urine 
tests, can earn rewards of reduced sentences and even dismissal of charges (Rawson R A 2002). 
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To date, however, the literature reflects little but anecdotal data on drug outcomes pertaining to ' 

offenders who abuse MA (Zweben 1999). 
For treatment of incarcerated addicts, there is a body of empirical data supporting the 

effectiveness of the Therapeutic Community model in reducing drug use and recidivism to 
criminal behavior. This model segregates substance abuse patients from the general prison 
population, to ensure that the "prison culture" won't obstruct recovery progress. Returning 
inmates to the general prison population after treatment endangers the patients' progress 
achieved through therapy. Continuation of treatment after release from prison significantly 
decreases the chance for relapse to drug use and return to crime. (1999) 

The Prison-Based Treatment Program model delivers treatment based on the Therapeutic 
Community or Residential Milieu Therapy models and includes didactic drug education classes 
and self-help programming. Principles of Drug Addiction Treatment describes the most 
effective Prison-Based Treatment Program models as those that integrate criminal justice and 
drug treatment systems and services. Counselors work together with criminal justice personnel 
to create a system of sanctions and rewards for inmates receiving drug rehabilitation treatment. 
The treatment and criminal justice personnel also combine their efforts to develop and 
implement screening, placement, testing, monitoring, and supervision plans. Like the 
Therapeutic Community model, the Prison-Based Treatment Program extends beyond release 
from prison with continuing care, monitoring, and supervision during parole and reentry into the 
community (1 999). 

Review of Best Practices Literature 
Principles of Drug Addiction Treatment (1 999) outlines a set of overarching principles for 

effective substance abuse treatment: 

No single treatment is appropriate for all individuals 
Treatment needs to be readily available 
Effective treatment attends to multiple needs of the individual, not just his or her drug use 
An individual's treatment and services plan must be assessed continually and modified as 
necessary to ensure that the plan meets the person's changing needs 
Remaining in treatment for an adequate period of time is critical for treatment effectiveness 
Counseling (individual and/or group) and other behavioral therapies are critical components 
of effective treatment for addiction 
Medications are an important element of treatment for many patients, especially when 
combined with counseling and other behavioral therapies 
Addicted or drug-abusing individuals with coexisting mental disorders should have both 
disorders treated in an integrated way 
Medical detoxification is only the first stage of addiction treatment and by itself does little to 
change long-term drug use 
Treatment does not need to be voluntary to be effective 
Possible drug use during treatment must be monitored continuously 
Treatment programs should provide assessment for HIVIAIDS, Hepatitis B and C, 
tuberculosis and other infectious diseases, and counseling to help patients modify or change 
behaviors that place themselves or others at risk of infection 
Recovery from drug addiction can be a long-term process and frequently requires multiple 
episodes of treatment 
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Keeping these recommendations in mind, careful attention must be given to understanding 
the MA addict's needs when developing a set of Best Practice recommendations for treatment of 
MA abuse. Simon and colleagues (Simon S 2002) found startling differences in the patterns of 
abuse for MA and cocaine. Although both substances are considered stimulants, typical use 
patterns for MA reflected habits more closely resembling administering medication than using a 
drug for pleasure, with the MA typically using the drug upon waking each morning, and taking 
doses every 2-4 hours throughout the day. However, cocaine abusers reported that they would 
begin taking the drug in the evening and continue binging until all supplies were exhausted. The 
study, conducted through the Los Angeles Addiction Research Consortium, examined the typical 
use patterns of 120 MA and 63 cocaine users by means of self-report measures. Simon et al. 
expressed their hope that understanding of the patterns of use for MA and cocaine will help 
treatment providers and drug users identify triggers, times and places when the recovering abuser 
is.most vulnerable to relapse (Simon S 2002). 

In the NovemberIDecember 1996 edition of NIDA Notes, recommendations were given to 
improve the focus on MA abuse by evaluating current NIDA programs to identify existing 
research that can be supplemented or adapted, rather than becoming dependent upon new 
research initiatives (Lukas 1996). To this effect, a best practice recommendation should be built 
firmly on experience and knowledge of clinicians, researchers, and administrative experts 
specializing in the MA abuse treatment field. The most credible guidelines dominating the MA 
abuse literature are in SAMHSA's Treatment Improvement Protocols (TIP) series. SAMHSA's 
TIP #33 describes approaches that are effective and appropriate for treating stimulant use 
disorders, including recommendations on practical application of treatment strategies specific to 
cocaine and MA dependence problems (2005). For the purposes of this best practice 
recommendation, TIP #33 (Rawson 1999) will serve as the framework. 

Maximizing Treatment Engagement 
Tip #33 (Rawson 1999) prescribes the following to maximize treatment engagement: 

Make Treatment Accessible 
Having treatment programs in areas convenient to clients is associated with lower attrition 
rates 
Provided on hours and days convenient for clients 
Located near public transportation 
Safe part of town for evening visits 

Provide Support for Treatment Participation 
Address clients' concrete needs (transportation, housing, finances) 
Address logistical barriers with onsite services (onsite child care services, referrals to 
temporary shelters, vouchers for lunches, targetedjnancial assistance, assistance with 
paperwork regarding insurance, or filing for disa'bility benefits) 

Respond Quickly and Positively to Initial Telephone Inquiries 
Ambivalence about treatment is common among treatment-seeking stimulant users 
Initial interview scheduled within 24 hours after the client initially contacts the program 
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Assessments and Orientations 
Tip #33 (Rawson 1999) prescribes the following for assessments and orientations: 

Keep Initial Assessments Brief 
initial assessments should be brieJ; focused, and nonrepetitive 

Provide Clear Orientations 
Clear, thorough, realistic orientation about stimulant use disorder treatment 
Clients acquire good understanding about the treatment process, rules of the treatment 
program, expectations about their participation, and what they can expect the program to do 
for them and in what time frame. 

Offer Client Options 
Addiction treatment is more effective when a client chooses it from among alternatives than 
when it is assigned as the only option. 
Negotiate with clients regarding treatment approaches and strategies that are the most 
acceptable and promising. 

Convey Empathetic Concern 
Counselors should be warm, friendly, engaging, empathetic, straightforward, and non- 
judgmental. 
Authoritarian and confrontational behavior by the staff can substantially increase the 
potential for violence. 

Involve Significant Others 
Family and signijkant others who support the treatment goals should be involved in the 
treatment process whenever possible. 

Obert et al. (Obert J 2000) echo the importance of family involvement in the treatment 
process, noting that assessing the attitudes and involvement of the patient's significant friends 
and family members will help the therapist determine whether their influence will enhance or 
interfere with the therapy. When family members are engaged and understand the addiction 
recovery process, their attitudes and expectations will be more realistic. Obert et al. (Obert J 
2000) state that therapists can optimize the chance of a successful recovery by integrating the 
family in appropriate parts of the treatment program. 

Planning Treatment 
TIP #33 (Rawson 1999) recommends treatment for 12 to 24 weeks followed by some 

type of support group participation. A written schedule should be given to clients so they are 
aware of expected attendance and may share the schedule with family members to encourage 
their involvement in treatment. 

TIP #33 (Rawson 1999) organizes the treatment process into four phases: 
Treatment initiation period 
Abstinence attainment period 
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Abstinence maintenance phase 
Long-term abstinence support plan 

Initiating Treatment 
TIP #33 (Rawson 1999) sets the following priorities for the first several weeks of treatment: 
Establish treatment attendance (multiple weekly visits are best during theJirst 2-3 weeks, 
even ifonly limited to 30 minutes or less) 
Discontinue use ofpsychoactive substances and initiate urinalysis schedule (mandatory urine 
samples taken every 3-4 days, but not to exceed the sensitivity limits of standard laboratory 
testing) 
Encourage participation in self-help groups (not required) 
Assess psychiatric comorbidity and initiate appropriate treatment 
Assess stimulant-associated compulsive sexual behaviors 
Remediate stimulant "withdrawal" symptoms 

TIP #33 (Rawson 1999) characterizes the initial period of stimulant abstinence with 
symptoms of depression, difficulty concentrating, poor memory, irritability, fatigue, craving for 
MA, and paranoia. The duration of these symptoms are generally 10-1 5 days for MA-users, but 
vary from case to case. During MA use, addicts often do not associate their feelings of paranoia, 
anger, impulsiveness, hostility, sexual compulsiveness or cognitive impairment with the drug 
use, so the therapist's role in disseminating information can provide enlightenment. This 
information may be particularly welcome, as the cravings usually result in patients feeling 
completely out of control of their lives (Obert J 2000). TIP #33 advises therapists to encourage 
proper sleep and nutrition, to allow the neurology of the brain to "recover" (Rawson 1999). 

TIP #33 (Rawson 1999) emphasizes the importance at this treatment initiation stage of 
discussing issues regarding compulsive sexual behaviors in an open, nonjudgmental manner. 
MA users report a loss of control over their sexual expression, describing sex as 'compulsive' 
and 'obsessive' (Maxwell 2005) (Reback C 2004). TIP #33 (Rawson 1999) lists compulsive 
sexual behaviors for MA abusers as promiscuous sex, AIDS-risky behaviors, compulsive 
masturbation, compulsive pornographic viewing, and homosexual behavior for otherwise 
heterosexual individuals. The disinhibitory affects of MA (and Ice in particular) have been 
strongly associated with sexual behaviors that put men at high risk of sexually transmitted and 
blood-borne disease, including HIV infection (Maxwell 2005) (Kurtz S 2003). The need to 
connect addicts with these diseases to medical resources make the assessment of stimulant- 
associated compulsive sexual behaviors a critical activity in the initial treatment phase. 
Therapists must take care to build a nurturing, open rapport with patients to encourage disclosure 
of these behaviors. 

lnitiating Abstinence 
Tip #33 (Rawson 1999) notes that there is no clear distinction between clients who are 

initiating abstinence and clients who are maintaining abstinence, estimating that the initiating 
abstinence period occurs roughly from 2-6 weeks into treatment. 

Tip #33 (Rawson 1999) prescribes the following goals and objectives for initiating abstinence: 

Establish Structure and Support 

- 53 - 
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Immediately set short-term goals that are reasonably achievable 
Reinforce short-term goal of immediate abstinence with brieJ frequent counseling sessions 
Establish therapeutic alliance between the client and counselor, reviewing events of the past 
24 hours each session and recommendations for navigating the next 24 hours. 
Enlist family participation 
Establish social support systems 

Address Secondary Drug Use 
Help clients identzfi the connections between the use of other substances and their stimulant 
addiction. 
Clients throw out all substance-related items; family members, sober friends of 12-Step 
sponsors help 

Initiate Avoidance Stratepies 
Clients develop specific action plans to break contacts with dealers and other stimulant 
users, and to avoid high-risk places that are strongly associated with stimulant use. 
Identifi cues and triggers 
Develop action plan for cues and triggers 

Provide Client Education 
Educate clients about learning and conditioning factors associated with stimulant abuse 
Educate clients about the impact of stimulants and other substances on the brain and 
behavior 

Respond to Early Slips 
Treat early slips as simple mistakes 
Counselors respond by making a verbal or behavioral contract with clients with short-term 
achievable goals. 

Simon et al. (Simon S 2004) suggest that during the first 3 months of abstinence MA users 
may benefit from strategies to compensate for cognitive problems, as during this initial 
abstinence period neuro-cognitive performance drops, often affecting attentiodpsychomotor 
speed, gross and fine motor skills, short-term memory, and fluency (Simon S 2004). 

Maintaining Abstinence 
Tip #33 (Rawson 1999) prescribes the following goals and objectives for maintaining 

abstinence: 

Teach Functional Analysis of Stimulant Use 
Teach clients to examine the types of circumstances, situations, thoughts andfeelings that 
increase the likelihood that they will use stimulants 
Counsel clients to examine the positive, immediate, but short-term consequences of their 
stimulant use 
Encourage clients to review the negative and ofen delayed consequences of their stimulant 
use 
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Teach Relapse Prevention Techniques 
Psychoeducation about the relapse process and how to interrupt it 
IdentlJication of high-risk situations and relapse warning signs 
Developing coping and stress management skills 
Enhancing self-eflcacy in dealing with potential relapse situations 
Counteracting euphoric recall and the desire to test control over use 
Developing a balanced lifestyle including healthy leisure and recreation activities 
Responding safely to slips to avoid escalation into full-blown relapse 
Establishing behavioral accountability for slips and relapse via urine monitoring and/or 
Breathalyzer@ testing 

Enhance Self-Efficacy Regarding High-Risk Situations 
Role-playing and other therapeutic techniques 

Counteract Euphoric Recall and Desire to Test Control 
Discourage selective memory and "war stories" in recovery groups 
Stories can be powerful relapse triggers 

Relapse Prevention 
Research shows that recovering MA addicts require a longer and more intense outpatient 

program, with the most effective programs lasting at least 3 months to a year in duration. 
(htt~://www.ag.state.il.us/methnet/subpaes/treatment.html). Brecht and colleague's study of 
predictors for relapse in 98 MA abusers in Los Angeles County identified shorter length of 
treatment as one of the predictors of shorter time to relapse (Brecht M 2000). 

MA addicts experience physiological changes that often lead to relapse around 45-120 
days into MA treatment. This compulsion to return to old behaviors, known as "The Wall" is a 
critical consideration when developing strategies for relapse prevention for MA addicts (Obert 
2004). 

TIP #33 (Rawson 1999) recommends the following approach for use with stimulant users: 

Relapse prevention systemically teaching clients: 
How to cope with substance craving 
Substance refusal assertiveness skills 
How seemingly irrelevant decisions may affect the probability of later substance use 
General coping and problem solving skills 
How to apply strategies to prevent a full-blown relapse should an episode of 
substance use occur 

Medical Aspects 
TIP #33 (Rawson 1999) includes recommendations for medical personnel, including the 

broad categories bulleted below: 

Management of stimulant intoxification 
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Management ofpotentially lethal overdose 
Management of stimulant withdrawal 
Management for medical and psychiatric disorders that frequently accompany stimulant 
abuse and dependence 

Studies have confirmed some of the medical complications arising from MA abuse. In HIV- 
infected patients complications include hypertension, hyperthermia, rhabdoymyolysis, and 
stroke, and some researchers suggested that dopaminergic systems are vulnerable to the 
combined neurotoxity of HIV infection and methamphetamine (Maxwell 2005) (Urbina 2004). 

Psychiatric disorders arising from MA abuse were confirmed in a study of 405 
methamphetamine users in Taipei. MA users with pre-morbid schizoid/schizotypical personality 
were found to be predisposed to developing psychoses (Maxwell 2005) (C. Chen 2003). A 
study among MA psychotic patients in a multi-country study involving Australia, Japan, the 
Philippines and Thailand indicated that persecutory delusion was the most common lifetime 
psychotic symptom, followed by auditory hallucinations, strange or unusual beliefs, and thought 
reading (Maxwell 2005) (M. Srisurapanont 2003). 

Additional medical complications include the affects of MA use on the developing fetus, as 
well as children and adults exposed to toxic chemicals at laboratory sites (Maxwell 2005). 

Dental complications also arise from MA abuse, with studies showing patients taking 
amphetamines at increased risk of gingival enlargement (Maxwell 2005) (Hasan A 2004), and 
studies revealing chewing and grinding movements associated with MA abuse (bruxism) 
(Maxwell 2005) (See S 2003). 

TIP #33 (Rawson 1999) also recommends preparations for violence associated with MA abuse: 

Reducing the risk of violence 
Keep the client in touch with reality by identifiing him/her, using the client's name, and 
anticipating hidher concerns 
Place the client in a quiet, subdued environment with only moderate stimuli; ensure suficient 
space so that the client does not feel confined. Have the door readily accessible to both the 
client and the interviewer, but do not let the client get between the interviewer and the door 
Acknowledge agitation andpotential for escalation into violence by reassuring the client that 
they are aware of his distress; asking clear, simple questions; tolerating repetitive replies; 
and remaining nonconfrontational. 
Foster confidence by listening carefully, remaining nonjudgmental, and reinforcing any 
progress made. 
Reduce risk by removing objectsfrom the room that could be used as weapons and discreetly 
ensuring that the client has no weapons 
Be prepared to show force if necessary by having a backup plan jor help and having 
chemical and physical restraints immediately available. 
Train all medical or emergency staff to work as a team in managing volatile clients. 

A body of empirical research ties the MA user with violence, both as a victim and as a 
( ~ r e t i m e ~ e r  CM 2003). Cohen et al. found that the majority of MA addicts pursuing 

treatment reported past and current interpersonal violence as a characteristic of their lifestyles 
(Maxwell 2005) (J. Cohen 2004). In the Methamphetamine Treatment Project, 80% of the 



Methamphetamine Treatment Study 

women and 26% of the men reported abuse or violence from their partner, with men more likely 
than women to report experiencing violence from friends and others. (Maxwell 2005) (Cohen J 
2004). 

TIP #33 (Rawson 1999) notes the association of stimulant use with paranoia, aggression, and 
violence, and is supported by substantial evidence found in the literature that amphetamine use is 
associated with violence (Maxwell 2005) (Boles S 2003). Maxwell points out the increase in 
presentations of MA-associated aggression and violence in emergency rooms (Maxwell 2005). 
The importance of training counseling staff to handle psychotic symptoms is demonstrated by 
Zweben et al. (Zweben J 2004) in a story of the Methamphetamine Treatment Project where MA 
abusers reported high levels of difficulty with controlling anger and violent behavior, combined 
with a correspondingly high frequency of assault and weapons charges. Participants were found 
to have anxiety, psychotic symptoms, depression and attempted suicide. 

Special Groups and Settings 

TIP #33 (Rawson 1999) recommends the following in regard to cultural sensitivity: 

Understanding the mores of groups bound together by gender, age, geography, sexual 
preferences, criminal activity, substance use, and medical and mental illnesses 
Training counselors in cultural sensitivity and cultural competency issues 
Educating counselors working with gay men about the sexual and social behaviors that are 
common among this population (including the widespread use of MA), as well as the stigma 
associated with substance abuse in the gay community 
Implementing contingency management approaches.for addressing clients in narcotic 
replacement treatment when cocaine use is a major clinical problem 
Implementing close coordination ofpsychiatric and stimulate use disorder treatments for 
clients with co-occurring psychiatric disorders 
Requiring longer stays under medical/psychiatric supervision and ongoing treatment with 
antipsychotic medications for patients whose psychiatric symptomatology is not quickly 
resolved 
Expanding treatment for individuals in the criminal justice system, since stimulant users 
represent a substantial portion of the individuals in the court andprison treatment 
population. 
Forming linkages for rural populations between social service agencies, providingflexible 
treatment services and using nontraditional outreach sites (such as mobile or satellite 
oflces) 
Making counselors aware of the special needs of women and adolescents including domestic 
issues, medical problems, child care needs, academic performance, and so on. Gender- 
specijk treatment groups and school-based clinics can be helpful in reaching these 
particular groups. 

In a later study, Rawson (Rawson R A 2002) notes that discussion in mixed patient groups 
with heterosexuals frequently results.in very poor treatment engagement and early treatment 
dropout. 
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Best Practices Roundtable Discussions 
Following is an examination of the Best Practices Roundtable Discussions. Topics are 

organized according to the Best Practices Model (TIP #33) (Rawson 1999). The discussions are 
analyzed for barriers to implementing best practices, with obstacles rank ordered in charts 
following each topic. 

Maximizing Treatment Engagement 

Treatment Accessibility 
TIP #33 (Rawson 1999) emphasizes the vital role that accessibility plays in maximizing 

treatment engagement. Research supports the premise that Nebraska can reduce attrition rates by 
locating MA treatment programs in convenient places (Rawson 1999). Participants in both the 
Eastern and Western Nebraska roundtable discussions agreed that the treatment facilities 
scattered geographically across Greater Nebraska need to be more accessible to the people living 
in the surrounding communities. 

Centralized Treatment Services 
All roundtable discussion groups addressed the question of whether centralized treatment 
services would be effective in Nebraska. Treatment Providers from both Eastern and Western 
Nebraska alluded to the field of evidence supporting a move from centralized to community- 
based treatment for MA users. Concerns were voiced that use of a central treatment center for 
MA treatment would reverse the progress that communities have been making towards 
community-based care. Treatment Providers were particularly concerned that clients receiving 
treatment in a centralized location would be isolated from their community and the associated 
support systems awaiting. them upon release, including access for family treatment, mechanisms 
appropriate for. the local continuum of care, and resources for long-term support. Currently, 
Lincoln and Omaha have long-term abstinence support; such services are lacking in a number of 
other communities. Smaller regional facilities that can develop community-based treatment were 
proposed. At the very least, participants agreed that there needed to be transition centers to help 
eliminate the concerns raised regarding a central treatment center. 

The Western Nebraska Treatment Providers were overwhelmingly opposed to a 
centralized treatment center, cataloging the following objections: 

Transportation to and from a central location is burdensome for both the patient and 
treatment provider, who is usually responsible for transporting the user to and from the 
treatment center. MA users cannot be put on public transportation when going through 
withdrawal. 
The Western Nebraska Treatment Providers discussed the challenges in holding "family 
days" at'centralized facilities when family members must travel from 200-300 miles away. 
Because of time, transportation or other issues, the family members do not attend. 
Treatment providers have observed a higher rate of relapse during the 2-4 week acclimation 
period that recovered MA addicts experience when returning to their communities after 
having been away at a treatment facility. Absence from the community forces the patient to 
reestablish relationships with family, counselors and primary care providers. Much of the 
treatment provider's time is monopolized with handling the case management aspect of this 
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transition process, detracting from the time that the treatment provider could be delivering 
direct services to other clients. 
By the time a MA user is sent to a central location, he has often exhausted all of the resources 
available to him in the community. When he reenters that community he cannot get help 
because there is no program that is willing to work with him. Treatment providers find that 
local providers are more often willing to work with one another and allow users a second 
chance. 
A central location provides an artificial environment. When the user returns to his 
community, he finds that he has not developed the skills necessary for dealing with his 
addiction in the environment where he will be living and maintaining sobriety. If a user is 
not sent to a central treatment facility, then treatment providers are able to attach the recovery 
process to the community, and hopefully alleviate any inability to function in the community 
after leaving treatment. The MA user needs to learn how to function in his home community. 
By sending a user to a central location for treatment, the possibility of involving the user's 
family in the treatment process is eliminated. This adversely affects both the user and the 
family: The user does not benefit from having the support of his family, and the family 
suffers because there is no support for the family in their community if the treatment is being 
provided at a central location. This is especially important for single parents with children. 
The treatment providers reported that parents, especially mothers, who were able to see their 
children, were more likely to enter into treatment. 
Moving treatment out of the local community and into a central location would interfere with 
interactions with the legal system. Interactions with local law enforcement provide a higher 
degree of accountability. MA users do well in the more structured environment this creates. 
Locally there is a better rapport with parole and the legal system. The MA user sees all of the 
treatment providers and law enforcement working together towards the same goal. 
Cultural sensitivity, especially with Native American customs such as sweats and journaling, 
would not be present at a central location. 
The individualized treatment at the local level is very important. The size of the treatment 
groups are smaller, so the user is unable to blend into group of 30 people as he might be able 
to do at a central location. 
Western Nebraska Justice Professionals also objected to a centralized facility, questioning 
whether centralized care would effectively impact the offender population on a long-term 
basis, beyond initial stabilization. 

Communitv-Based Treatment Services 
The Eastern Nebraska Treatment Providers pinpointed the barrier to community-based 

treatment to be funding. They pointed out the difficulty in obtaining reimbursement for 
community programs. Instead, treatment providers are forced to follow the money, shipping MA 
users to where the services are and estranging them from their families. Setting aside the 
funding issues, the Eastern Nebraska Treatment Providers identified a number of benefits 
supporting a community-based model for MA treatment: 

It is easier to move a MA user up and down through the continuum of care. 
Community-based services reduce travel time and cost for the MA users and families getting 
to treatment. Windshield time is reduced, freeing up more time for treatment providers to 
spend on direct services. 
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Community-based services allow the MA user to access a support system within his 
community. Otherwise, MA users have difficulty coping within their community upon their 
return from treatment. 
Community-based services increase the likelihood of family involvement which increases the 
chances of successful recovery. Educating the family about the recovery process helps 
change the family's behavior to support the MA user's recovery. Since there is often more 
then one addict in family, community-based services facilitate access to treatment for family 
members, as well. 
The MA user is exposed to risk factors within the home environment while in treatment and 
is better prepared to deal with them. 
Because community-based treatment is not a one-time service, the MA user is more likely to 
access services throughout the continuum of treatment. 
Community-based services allow the community to be responsible for the recovery of its 
citizens. 
Because the user's employer isin the community, the treatment provider can work with the 
employer, increases the likelihood of the employer in rehiring the employee. 

With the majority of urban offenders receiving treatment within their own cities, the 
Eastern Nebraska Treatment Providers stressed the importance of locating assessment facilities 
in the communities where people who need them can access them. The group was apprehensive 
about relying on private funding for these facilities. The Eastern Nebraska Justice Professionals 
proposed that each district within a city should contribute financially to the treatment centers to 
ensure service delivery for patients. 

Client Convenience 
Other accessibility barriers cited in the roundtable discussions coincided with TIP #33's 

call to locate treatment services in safe areas near public transportation and to be open at times 
convenient for clients. Roundtable participants identified this scheduling issue as particularly 
applicable for people in rural areas, who may have to travel considerable distances to reach MA 
treatment services. Rural clients with day jobs are challenged to fit their working hours around 
an intensive out-patient schedule. Community Support Providers in Western Nebraska suggested 
satellite offices as an option. Eastern Nebraska Justice Professional proposed installing one or 
two intensive out-patient centers in Omaha, offering multiple levels of service. Justice 
Professionals from both Eastern and Western Nebraska saw a tremendous opportunity to have a 
day and night reporting center. Western Nebraska Justice Professionals noted that only 2 or 3 
areas have day and night reporting systems. One Substance Abuse Officer (SAO) in Lexington 
offers night and day reporting centers (some contract and some probation). The Western 
Nebraska Justice Professionals would like to see out-patient care in a day reporting center, 
suggesting that college students be tapped for personnel support. They particularly liked the idea 
of a "one-stop shop" where clients can check in for probation, counseling and treatment support. 

Clients' Concrete Needs 
To minimize barriers to treatment participation, re.search points to first addressing clients' 

concrete needs, including transportation, housing and finances (Rawson 1999). 
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Transportation 
Across the board, all roundtable discussion groups identified a deficit in transportation 

options as a primary obstacle for both urban and rural clients. Participants agreed that multiple 
solutions would be necessary to address the transportation problems across the state. The Justice 
Professionals from Eastern Nebraska observed clients' chief reasons for lacking transportation as 
not having a driver's license, and being unable to afford reliable transportation (a carlgas). The 
Eastern Nebraska Justice Professionals supported the idea of a mobile treatment center relying 
on part-time employees. A prototype program in urban Milwaukee was cited, where probation 
officers and Treatment Providers work together using a bookmobile that runs until 1 1 :00 p.m. 
The Western Nebraska Justice Professionals also proposed the mobile reporting center concept, 
citing fewer personnel required and wireless access to HHSS as advantages. 

Treatment Providers from Western Nebraska discussed the lack of public transportation 
in rural areas. In some communities the Handibus is available for substance abusers. In the 
northern part of the panhandle, Native American Outreach provides limited transportation 
assistance to Native Americans. When transportation to and from treatment is not available, the 
Treatment Providers indicated that they work with the client to problem solve and look for 
informal supports that could be utilized to provide transportation. These informal supports 
include family members, friends or volunteers from within the community that would be able to 
provide transportation to and from treatment. Unfortunately, these informal supports are not 
always reliable. The Western Nebraska Treatment Providers agreed that they would rather 
install resources to provide transportation than to rely on community supports. It was suggested 
that the Treatment Providers be allowed to use flex funding to compensate volunteers to 
transport users to and from treatment if they are meeting their treatment goals. This type of 
reimbursement will be particularly beneficial as fuel costs continue to rise. 

Housing 
The Western Nebraska Community Support Providers voiced grave concerns regarding 

the lack of housing available for MA users. Public housing authorities do not allow MA users or 
manufacturers to use public housing. While MA users who have documentation of successful 
treatment completion can appeal to the public housing authority, these Community Support 
Providers indicated that they have never seen a successful appeal. 

Another concern expressed by the entire Western Nebraska roundtable group was the 
clean-up expenses associated with buildings that have been used as methamphetamine labs. 
Once the lab has been shut down, owners are unable to resell the buildings. No training is 
available on how to deal with these contaminated buildings. Parents are considered neglectful if 
they continue to reside in a contaminated house. Therefore, there has been an increase in the 
number of children entering foster care because they live in buildings that were used as MA labs. 
A related outcome may be a shortage of foster care homes for these children. 

All focus groups called for an increase in transitional housing facilities. The Eastern 
Nebraska Justice Professionals pointed out how MA users normally share housing. A MA user 
who has successfully completed treatment may return to a high-risk living environment, where 
housemates are using MA or other drugs. Both Eastern and Western Nebraska Justice 
Professionals would like to see transitory programs including half-way houses, three-quarter 
houses, and after-care services. Western Nebraska Justice Professionals revealed a need for half- 
way house reporting centers for MA users to use for transitioning between prison and returning 
into the community, since the half-way house in North Platte has closed, leaving no half-way 
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houses west of Kearney. The Eastern Nebraska Treatment Providers pointed out how the current 
system doesn't allow housing for relapse patients; relapsing MA addicts end up in the emergency 
room. 

Finances 
Both the Eastern and Western Nebraska roundtable groups agreed that too often money 

dictates treatment options. The Eastern Nebraska Treatment Providers related how the working 
poor and even middle class clients who do not qualify for Medicaid cannot afford to pay for 
treatment. Many times their best course of action seems to be quitting their jobs in order to get 
the state to pay for treatment. Evaluation fees were a treatment barrier identified by the Eastern 
Nebraska Justice Professionals. MA users who are unable to pay the fees for the evaluation to 
the treatment consequently do not receive treatment. The cost for an evaluation is $180 in 
Omaha, ranging from $70-$120 in other areas. Standardizing prices across the state was 
suggested, as was allowing patients to pay installments. 

Patients with private insurance also face challenges in paying for treatment. Some 
insurance companies are not willing to cover MA treatment or will only cover a portion of the 
costs. Some contracts won't pay for outpatient care. The Eastern Nebraska Treatment Providers 
noted that even people with insurance requiring relatively inexpensive co-pay have difficulty 
paying for a co-pay of $1 0 per visit, four times a week, plus transportation expenses. 

Both the Eastern Nebraska Justice Professionals and the Western Nebraska Community 
Support Providers gave anecdotal evidence of how the judicial system seems to consider 
finances in sentencing and parole: A judge may set a bond very high so that a person with low 
income cannot afford it and must stay in prison for treatment. Or a juvenile offender from a low- 
income family may be incarcerated rather than sent to a treatment program. 

On-Site Services 
The best practices model suggests addressing logistical barriers with onsite services 

(Rawson 1999). The Eastern Nebraska Justice Professionals favored a treatment center model 
that provides transportation and child care services. Eastern Nebraska Treatment Providers 
echoed the need for child care, citing the growing awareness of the need for parent-child 
treatment at all levels of treatment. 

The Eastern Nebraska Treatment Providers stressed the importance of discreet funding 
for discreet services. A voucher system was proposed for individuals to use for individualized 
services. 

Quick Response 
Because ambivalence about treatment is a common attitude among even those MA users 

seeking treatment, the best practices model recommends a quick, positive response to initial 
telephone inquiries (Rawson 1999), calling for the initial interview to be scheduled within 24 
hours after the client initially contacts the program. All Treatment Providers participating in the 
roundtable discussions labeled the waiting list for all levels of treatment as "too long". The 
Eastern Nebraska Justice Professionals observed that the less expensive the program is, the 
longer the waiting list. 

The Western Nebraska Treatment Providers would like to see intake completed on the 
same day that the user approached the treatment provider regarding services. Completing intake 
on the same day was more likely to occur if the MA user was able to work with the intake 
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worker who was on call at the treatment center. Intake workers are usually Licensed Alcohol 
and Drug Abuse Counselors (LADACs). These intake workers identify the essential functioning 
including medical needs, emotional needs, mental health needs, motivation, family support and 
the 13 Medicaid requirements. Patients needing to access the services of an intake worker with a 
specialty may be required to wait a day or two before intake can be completed, because these 
appointments are limited. 

The Western Nebraska Treatment Providers outlined the routes through which MA users 
access treatment services. In the southern portion of the Panhandle, MA users generally access 
treatment services through their primary care physician. In the northern portion of the 
Panhandle, access usually begins through the law enforcement agency. The treatment facility 
there has a contract with the state for Native American beds. Rarely receiving walk-ins, most 
referrals come by phone contact with medical providers, law enforcement officers or counselors. 
Response time is particularly impeded through the law enforcement referral route. An individual 
must be arrested to receive a referral for treatment services. Since the goal of law enforcement is 
to stabilize a situation, no arrest (and no referral) is made if the situation stabilizes. The Eastern 
Nebraska Justice Professionals echoed frustrations around offenders whose offense is not severe 
enough to receive imprisonment not receiving treatment, noting that the recidivism rates among 
this populations, for either drug offenses or other offenses, are very high. The Western Nebraska 
Treatment Providers suggested introducing the MA user to a community worker prior to 
returning to the community. 

The Eastern Nebraska Treatment Providers gave a snapshot of their intake process. MA 
users are rarely seen within 24 hours of requesting assistance. Treatment providers must qualify 
to be accredited, licensed, a provider through Medicaid and in compliance with the patient's 
contract back to the region so that they can get paid once services have been provided. All 
contracts have differing requirements that must be met. Ensuring that each MA user's contract 
qualifies under all these requirements is time consuming and often detrimental to the user 
because he is not receiving the care that he needs. 

The Eastern Nebraska Treatment Providers broke down the time barriers that they are 
currently experiencing: a 3-4 week wait time before an assessment, followed by a 4-6 week wait 
time for screening. Because of the wait list to enter services at another agency, there is often a 
period of time when the user is not getting the level of care needed. The MA user's ambivalent 
attitude surrounding MA treatment often leads the patient to believe that a higher level of care is 
not necessary. Access to step-down services is also impacted by wait times. The Eastern 
Nebraska Treatment Providers identified a 10-12 week wait for intensive outpatient services at 
this time. 

A solution proposed by the Eastern Nebraska Treatment Providers to allow users quicker 
access to individualized treatment would be a 5-10 day pre-treatment period, much like the detox 
period. This would allow users to restore their bodies, as treatment providers determine the 
patient's needs in a variety of domains by assessing each level of service. A pre-treatment 
period would prevent half of the treatment period from being eaten up with assessments. 
Treatment providers could identifj environmental problems and safety concerns and remove the 
MA user from the environment if necessary. 

The Eastern Nebraska Justice Professionals suggested that quicker turn-around times 
could be facilitated through more coordination among the justice system, treatment professionals 
and insurance companies. 
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I Greater accessibility needed to treatment facilities across Greater # 1 [I 1 # 1 
I Nebraska 

u 
0 

Moving treatment out of local community interfering with 
interactions with local law enforcement 
Sensitivity to local culture, particularly Native American customs 
Treatment e r o u ~ s  too laree 

6 , .  " 
Difficulty in obtaining reimbursement for community programs 
Alienation from support system within MA user's community 
Lack of housing available for MA users 
Working poorlmiddle class who don't qualify for Medicaid can't 

I Evaluation fees too high I 
Table 11. Barriers to Implementing Best Practices in Maximizing Treatment Engagement, as identified by 

Some insurance companies unwilling to cover MA treatment or only 
cover a portion of cost 
Even low co-pays of $lO/visit add up at 4 visitslweek 

Eastern and Western ~ e b r a s k a  ~ u & e  Professionals, ~ r e a t m e n t ~ r o v i d e r s ,  and community Support 
Providers, 2005. 

----- 

afford treatment 1 

Assessments and Orientations 

Brief Initial Assessments 
TIP #33 (Rawson 1999) prescribes a brief, focused initial assessment. The Eastern 

Nebraska Treatment Providers validate this practice, calling for a brief screening to enable the 
MA user to enter a safe, stabilizing environment, followed by a comprehensive assessment 
during treatment. They protested that funding sources will not allow this approach. The current 
assessment mandated by the justice system involves an expensive comprehensive assessment 
that eats into the patient's allowed treatment time, leaving little time to focus on treatment. 
Currently, a MA user could be two weeks into treatment and still be undergoing assessment. A 
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suggestion arose to have a paraprofessional conduct the screening and a treatment professional 
conduct the assessment at a later time. This solution increases the accuracy of the 
comprehensive assessment, because the MA user has stabilized. 

The Eastern Nebraska Treatment Providers described the current assessment tool as "a 
step backward". They'd like to see an assessment outline rather than a required tool. The 
assessment outline would allow more patient individualization and provide direction for 
accessing more detailed information. To ensure collection of quality information, the assessment 
outline would include standard headings required by the criminal justice system. 

The Western Nebraska Treatment Providers and Justice Professionals singled out 
affordable assessment as a critical issue to be addressed by a set of best practices. Both the 
Eastern and Western Nebraska groups stressed the need for money for more comprehensive 
assessment. The Western Nebraska Justice Professionals noted that weaknesses in the pre- 
sentence investigation (PSI) being relied upon now leaves some risks not fully identified. The 
Western Nebraska Community Support Providers blamed high assessment costs for parolees' 
inability to access drug treatment. Discussion ensued on the likelihood of felons to recidivate 
without access to treatment services. 

Clear Orientations 
Research indicates more successful outcomes when clients receive clear, realistic 

information on their MA treatment process, including program rules, expectations for their 
participation, and anticipated outcomes and timetables (Rawson 1999). Research also shows that 
addiction treatment is more effective when clients may negotiate with the treatment providers 
regarding-treatment strategies to arrive at an individualized program, rather than being assigned a 
standard plan (Rawson 1999). 

Empathetic Concern 
Authoritarian and confrontational staff demeanors increase the potential for violence. 

TIP #33 advocates empathetic, nonjudgmental, straightforward counselors to engage patients 
(Rawson 1999). The Western Nebraska Justice Professionals' comments support this aspect, 
suggesting that staff members act in a manner that reflects genuine care about their patients. 

Family Involvement 
Assessment of the attitudes and involvement of the patient's significant friends and 

family members helps the treatment provider gauge whether their influence will enhance or 
interfere.with treatment goals. Research also shows that appropriate family involvement 
optimizes chances for a successful recovery (Obert J 2000) (Rawson 1999). 
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Affordable assessments needed 
Time-consuming initial assessments eat into patient's treatment I 
time I 
PSI leaves some risks not fully identified I 
Staff need to act in caring manner 1 
Table 12. Barriers to Implementing Best Practices in Assessments and Orientations, as identified by Eastern 
and Western Nebraska Justice Professionals, Treatment Providers, and Community Support Providers, 2005. 

Planning Treatment 
The best practices model for planning treatment for MA use follows TIP #33's 12-24 

weeks of treatment, followed by a form of support group participation (Rawson 1999). Patients 
are provided with a written schedule to solidify attendance expectations and facilitate family 
member iavolvement in treatment. 

Time Period 
The Eastern Nebraska Justice Professionals indicated that a longer time is needed for the 

whole treatment process. Six months of treatment was considered, with the duration of treatment 
to last at least 18 month to 2 years, but the Justice Professionals observed that few patients are 
able to complete the whole process. Reasons identified for treatment centers losing patients 
included the patient's inability to complete the treatment program, patient financial problems, 
and prohibitively long waiting lists. Even in prisons where the offenders volunteer for treatment, 
the waiting list is long. 

The Eastern Nebraska Justice Professionals suggested that the state definition be changed to 
allow for longer treatment. The group strongly felt that treatment providers should be providing 
the appropriate level of treatment based on the individual's personal MA use. The Eastern 
Nebraska Treatment Providers built on this concept of individualized treatment plans, noting that 
treatment providers cannot treat MA users like other drug users. Since it can take up to three 
weeks for MA to clear a user's system, MA users cannot be treated in a short amount of time. 
Because most methamphetamine users are also using alcohol, marijuana or other drugs, 
treatment plans must also address secondary drug use. 

The Eastern Nebraska Justice Professionals observed that MA users need a minimum of 4 to 
6 months to clear their minds to be receptive for treatment. The group outlined the current 
timeline for treatment at 4 to 5 contacts per week, continuing for 5 to 6 weeks for the whole 
treatment. They consider the current outpatient schedule of one or two contacts per week as 
inadequate, calling for more contacts per week to facilitate patients' stability. There is no after- 
care following the treatment. 

Conflicting System Requirements 
The Eastern Nebraska Treatment Providers observed that the regional treatment centers 

appear not to value outpatient treatment, instead funding residential programs even though more 
people could be treated on an outpatient basis for the same dollars. The Eastern Nebraska Justice 
Professionals proposed moving patients to residential facilities so that they can complete their 
treatment. However, long waiting lists prohibit patients from getting into the treatment programs 
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that they need. The Western Nebraska Justice Professionals pointed out how other system 
requirements conflict with one another. Other system requirements also conflict with one 
another. It can take a couple of weeks to get a user placed into residential treatment. However, 
if the user remains sober for two weeks then he no longer qualifies for residential care. Of 
course, if the user continues to use while waiting for a bed, treatment becomes more difficult. 
Health and Human Services and Probation's recommendations often override tax provider 
recommendations. 

The Western Nebraska Justice Professionals said that even the Matrix Model that is being 
used extensively by treatment providers is in direct conflict with state's minimum mandate for 
the number of treatment hours required each week. The Matrix Model of intensive outpatient 
treatment requires six-eight hours of treatment, while the state's minimum mandate is 10 hours 
of treatment. Both of these requirements conflict with the standards set by the behavioral health 
system and the Medicaid system which requires nine hours per week divided among three 
specific components. Participants all expressed frustration with attempting to tailor treatment so 
that it meets the criteria set forth by each group. 

The Western Nebraska Treatment Providers stated that the guidelines set forth by 
Behavioral Health Services, Criminal Justice, Medicaid, Primary Care Providers, and Managed 
Care Providers require different levels of care, making it difficult for a MA user to access care. 
If the guidelines of a particular group are not met, then funding for treatment can be removed. 
The Eastern Nebraska Treatment Providers cautioned that a set of best practices for Nebraska 
will only be followed if there is money available to implement the recommended protocol. 

Planning Treatment 

Longer time needed for treatment process 
Treatment ~roviders cannot treat MA users like other drug users I 

I Regional treatment centers fimd residential programs, not Y I I  a 

out~atient treatment I I I 
Table 13. Barriers to Implementing Best Practices in Planning Treatment, as identified by Eastern and 
Western Nebraska Justice Professionals, Treatment Providers, and Community Support Providers, 2005. 

I Conflicting system requirements I 

TIP #33 (Rawson 1999) organizes the treatment process into four phases: 
Treatment initiation period 
Abstinence attainmentperiod 
Abstinence maintenance phase 
Long-term abstinence support plan 

Initiating Treatment 

Treatment Schedule 
The first priority for initiating treatment is to develop expectations for the first weeks of 

treatment. TIP #33 recommends setting a schedule of multiple weekly visits during the first 2-3 
weeks, even if the sessions are for 30 minutes or less (Rawson 1999). As discussed above in the 
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Planning section, current treatment protocols are too often dependent on the patients' contracts, 
rather than dictated by individuals' needs. 

Urinalysis Schedule 
To confirm that the patient has discontinued use of MA and any other drugs, a urinalysis 

schedule is set. TIP #33 advises taking mandatory urine samples every 3-4 days, but cautions 
against exceeding the sensitivity limits of standard laboratory testing. The Western Nebraska 
Justice Professionals indicated that the current practice is twice weekly mandatory urine testing, 
and are in favor of sharing positive tests with others. 

Self-Help Groups 
While not required by TIP #33, the model encourages patient participation in self-help 

groups (Rawson 1999). Eastern Nebraska Treatment Providers found Alcoholics Anonymous 
(AA) and Narcotics Anonymous (NA) to be useful forms of community support. One Eastern 
Nebraska Treatment Provider cautioned against adopting a model that could undermine the 12- 
Step program that is currently working in Nebraska. Both Eastern and Western Nebraska 
Treatment Providers were not as impressed with the 12-Step programs available in Western 
Nebraska, referring to the AA chapter as being "alcohol only" and questioning the reputations of 
the Sydney and Chappell NA programs. The Western Nebraska Treatment Providers singled out 
the 12-Step program in Torrington as an example for other chapters to emulate. 

Dual Diagnosis Assessment 
TIP #33 assigns the diagnosis of psychiatric comorbidity in the Initiating Treatment 

phase (Rawson 1999). The Eastern Nebraska Treatment Providers devoted much discussion to 
the challenges in diagnosing mental disorders. The group suggested standardizing.definitions for 
the terms "dual diagnosis" and "co-occurring conditions". Because the service definitions do not 
match, the common interchanging of the terms makes it difficult to navigate the different levels 
of care. 

The Eastern Nebraska Treatment Providers called for a working relationship across the 
systems. Under the current system, Medicaid will not allow two authorizations for both mental 
health and chemical dependency open at the same time. Treatment providers are challenged to 
choose between mental health care and substance abuse care. Ways of manipulating the system 
were described that are often destructive to the family. Treatment providers must label a MA 
user "mentally ill" to receive funding from Medicaid or even private insurance companies. The 
mental health diagnosis is necessary to obtain treatment for family members with substance 
abuse problems. Then the MA user is burdened by the stigma that is attached to mental illness. 

Safety Issues 
When asked to describe an ideal process for initiating treatment, Western Nebraska 

Treatment Providers identified safety issues as their primary concern. Treatment providers must 
first determine immediate medical concerns, ensure the MA user's personal safety, and 
determine if detox is necessary. The Eastern Nebraska Treatment Providers confirmed that 
environmental and safety concerns apply to users of MA. Once safety issues are addressed, 
treatment providers can determine the appropriate level of care for medical care and psycho- 
social needs. 
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Compulsive Sexual Behaviors 
Because MA users report a loss of control over their sexual expression, describing sex as 

'compulsive' and 'obsessive' (Reback C 2004; Maxwell 2005), TIP #33 (Rawson 1999) 
emphasizes the importance of assessing stimulant-associated compulsive sexual behaviors in an 
open, nonjudgmental manner. Compulsive sexual behaviors for MA abusers include: 
promiscuous sex, AIDS-risky behaviors, compulsive masturbation, compulsive pornographic 
viewing, and homosexual behavior for otherwise heterosexual individuals (Rawson 1999). 
Because these behaviors are associated with high risks of sexually transmitted and blood-born 
disease, including HIV infection (Kurtz S 2003; Maxwell 2005), treatment providers musl assess 
these dangers during the Initiating Treatment phase in order to connect addicts who may have 
these diseases to medical resources. 

Eastern Nebraska Treatment Providers expressed concern over the sexual addition 
associated with MA use and the spread of HIV. The group indicated that they vigilantly watch 
.for this addiction in MA users. Treatment Providers would like to require a nursing assessment 
to test for STD's at the time of referral. 

Withdrawal Symptoms 
For the first 10-1 5 days of MA abstinence, patients report symptoms of depression, 

difficulty concentrating, poor memory, irritability, fatigue, craving for MA, and paranoia. 
Therefore, TIP #33 prescribes remediation of stimulant "withdrawal" symptoms during the 
Initiating Treatment phase (Rawson 1999). These symptoms leave patients feeling completely 
out of control of their lives, because they are unable to associate their symptoms with drug use 
(Obert 2004). Research suggests that during the first 3 months of abstinence MA users may 
benefit from strategies to compensate for cognitive problems, as during this initial abstinence 
period neuro-cognitive performance drops, often affecting attention/psychomotor speed, gross 
and fine motor skills, short-term memory and fluency (Simon S 2004). The treatment provider 
informs the patient about these symptoms, offers remedial options, and encourages proper sleep 
and nutrition to allow the neurology of the brain to recover (Rawson 1999). 

The Western Nebraska Treatment Providers discussed the accessibility, skill and 
knowledge of physicians regarding detox and substance abuse issues. Since treatment providers 
can only provide social detox treatment, they must rely on primary care physicians and 
emergency room doctors to deliver medical detox services. There is no medical model protocol 
for detox, so physicians are not required to deliver a standardized level of care. The Western 
Nebraska Treatment Providers stated that in some communities the doctors are unwilling to deal 
with MA users. 
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Current treatment protocols dependent on patients' contracts, rather 
than dictate bv individuals' needs I 

Doctors unwilling to deal with MA users 
Medicaid will not allow 2 authorizations for both mental health and 1 . 1  I 
chemical dependency open at the same time 
Conflicting service definitions for "dual diagnosis" and "co-occurring 
conditions" 
Mental health diagnoses employed in order to secure funding from 

Initiating Abstinence 

Medicaid or private insurance companies 1 

TIP #33 (Rawson 1999) notes that there is no clear distinction between clients who are 
initiating abstinence and clients who are maintaining abstinence, estimating that the initiating 
abstinence period occurs roughly from 2-6 weeks into treatment. 

L 

Structure and Support 

Table 14. Barriers to Implementing Best Practices in Initiating Treatment, as identified by Eastern and 
Western Nebraska Justice Professionals, Treatment Providers, and Community Support Providers, 2005. 

1 

The first order of business in the Initiating Abstinence phase is to set reasonable short- 
term goals with the patient. The first short-term goal should be immediate abstinence. Frequent 
.brief counseling sessions help reinforce MA abstinence. The TIP #33 format for these sessions 
is to review events of the past 24 hours and develop a plan of action for the next 24-hour period. 
Family and social support systems are established to fortify these goals (Rawson 1999) 

1 

Secondary Drug Use 

1 

As MA users initiate abstinence, abstinence from all drugs is required. TIP #33 advises 
treatment providers to help clients identify the connections between the use of other substances 
and their stimulant addiction. Family members, sober fiiends, and 12-Step sponsors can be 
enlisted to help the MA user throw away all substance-related items. (Rawson 1999) 

Eastern Nebraska Treatment Providers and Justice Professionals validated the best 
practices' literature's reports that MA users abuse other substances as well. The Eastern 
Nebraska Treatment Providers called for a substance abuse treatment focus over a MA treatment 
focus, noting that without addressing the other substances, MA users will turn to alcohol or 

. . 
marijuana. 

Discussion ensued regarding limited funding. Both the Eastern Nebraska Treatment 
Providers and Justice Professionals raised the issue of focusing funding on MA abuse by shifting 
it away from alcohol and other substance abuse programs. The Eastern Nebraska Treatment . - 

Providers warned that while the majority of drug problems are currently associated with MA, 
marijuana use is still prevalent, and possibly seen as more accepted. The group also 
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recommended that funding still needs to focus on alcohol because it serves as a gateway drug. 
Another barrier for allocating specific MA dollars was identified in how focusing on the number 
of MA-specific beds complicates funding for treatment facilities. 

The Eastern Nebraska Justice Professionals pointed out how the number of general drug 
abusers is always greater than that of MA abusers. They proposed a general drug treatment 
which includes MA and other substances. 

Avoidance Strategies 
To initiate avoidance, treatment providers work with clients to plan strategies to respond 

to cues and triggers. TIP #33 specifically requires treatment providers to help clients develop 
action plans to break contacts with dealers and other stimulant users, as well as to avoid high-risk 
places that are strongly associated with stimulant use (Rawson 1999). 

Client Education 
TIP #33 describes a client education program where clients learn about conditioning 

factors associated with stimulant abuse and the impact of stimulants and other substances on the 
brain and behavior (Rawson 1999). 

Early Slips 
TIP #33 is very explicit about avoiding judgmental reactions to MA users' early slips, 

suggesting that they be treated as simple mistakes. Treatment providers are directed to respond 
.by making a verbal or behavioral contract with the client, stating short-term achievable goals. 

Doctors unwilling to deal with MA users 
MA users abuse other substances as well 1 
Consequences of shifting funding away fi-om alcohol and other i 

I( substance abuse ~rograms in order to focus on MA I I I 1 I . " 
Focusing on number of MA-specific beds complicates funding for 
treatment facilities I 
Table 15. Barriers to Implementing Best Practices in Initiating Abstinence, as 'identified by Eastern and 
Western Nebraska Justice Professionals, Treatment Providers, and Community Support Providers, 2005. 

Maintaining Abstinence 

Functional Analysis 
TIP #33 (Rawson 1999) suggests that treatment providers teach clients to examine the types 

of circumstances, situations, thoughts and feelings that increase the likelihood that they will use 
stimulants. Clients can then weigh the positive, short-term effects of their MA use against the 
negative and often delayed consequences. 
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Relapse Prevention Techniques 
TIP #33 (Rawson 1999) prescribes the following relapse prevention techniques: 

Psychoeducation about the relapse process and how to interrupt it 
Identification of high-risk situations and relapse warning signs 
Developing coping and stress management skills 
Enhancing seEf-eficacy in dealing with potential relapse situations (i.e., role-playing) 
Counteracting euphoric recall and the desire to test control over use 
Developing a balanced lifestyle including healthy leisure and recreation activities 
Responding safely to slips to avoid escalation into full-blown relapse 
Discouraging selective memory, euphoric recall, and "war stories" in recovery groups 
Restraining desires to test control 
Establishing behavioral accountability for slips and relapse via urine monitoring andor 
Breathalyzer@ testing 

Both the Eastern and Western Nebraska Justice Professionals discussed the need for more 
drug testing. Technologies are in place, but not as effective as expected, including sweat 
budlpatches, electronic monitoring (which was deemed expensive in terms of officers7 time), and 
urinalysis (which. is not accurate if the user drinks too much water). Strategies for counteracting 
inaccurate urinalysis include waiting to test until the water level drops or conducting the test in 
the field where the incident occurred. 

The Eastern Nebraska Justice Professionals noted that the levels of testing results are 
important for some drugs. If the result is only "negative" or "positive", it is not specific enough 
for further actions to be taken by the Substance Abuse Officers, e.g., the level of marijuana test 
result can tell whether the offenders are continuous users or increased users. In the drug court, 
the abusers are tested over 3 times a week. If the result shows positive, there is a need for a 
urinalysis test, which reveals drugs in general, not just MA. If the result shows negative, then no 
urinalysis is necessary. 

More frequent and more specific!reliable drug testing 
needed I 
Table 16. Barriers to Implementing Best Practices in Maintaining Abstinence, as identified by Eastern and 
Western Nebraska Justice Professionals, Treatment Providers, and Community Support Providers, 2005. 

Relapse Prevention 

Techniques 
MA addicts experience physiological changes that often lead to relapse around 45-120 

days into MA treatment. This compulsion to return to old behaviors, known as "The Wall" is a 
critical consideration when developing strategies for relapse prevention for MA addicts (Obert 
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2004). Research shows that recovering MA addicts require a longer and more intense outpatient 
program, with the most effective programs lasting at least 3 months to a year in duration. One 
study of predictors for relapse in 98 MA abusers in Los Angeles County identified shorter length 
of treatment as one of the predictors of shorter time to relapse (Brecht M 2000). 

The Western Nebraska Treatment Providers discussed the need for ongoing support 
services to prevent relapse. Identifying a specific person to be available to assist the MA user 
when he was tempted to relapse was suggested. Self help groups were also a solution. The 
Western Nebraska Treatment Providers said that RESPITE provides good intervention services 
in Scottsbluff for mental health patients. However, this service is primarily for mental health 
patients and would require additional funding if it were to be widely available to substance 
abusers. In Alliance, users fearing relapse can call a 24-hour hotline manned by an LADAC who 
is able to provide counsel over the phone. In addition, a residential stay is available at the 
Alliance facility as long as the user is current and paid. However, due to transportation 
problems, some users are not able to return the next day if a bed is unavailable. 

The Eastern Nebraska Treatment Providers did not like the term "after care", believing it 
implies that the real treatment has stopped and the "after care" might no longer be necessary. 
The trend in the profession is to use the term "continued care". Long-term continued care 
addresses continuing medical issues, dental issues, chronic pain, cognitive damage, and 
vocational rehabilitation. To remedy the problem of support mechanisms disappearing 
immediately with the discontinuance of treatment, the Western Nebraska Treatment Providers 
were in favor of a gradual step-down treatment continuum, ranging from residential treatment to 
intensive outpatient treatment to general outpatient treatment. 

Evaluation of Treatment Outcomes 
The Western Nebraska Justice Professionals expressed their discouragement by the low 

percentage of success after treatment for MA addiction. The success rate is highest for juveniles 
who move to another place. Evaluation of treatment outcomes was analyzed. To evaluate 
treatment outcomes, the Western Nebraska Treatment Providers often collect their data through a 
post discharge survey given at discharge and again 90 days to six months after discharge. The 
group agreed that a good time to evaluate recovery would be six to nine months after discharge. 
The Eastern Nebraska Treatment Providers pointed out difficulties in following up on treatment. 
When questionnaires are dispatched, they are often not returned. Once clients leave treatment, 
they are often hard to find. Western Nebraska Justice Professionals proposed instituting a 
tracker service for adults similar to that for juveniles. Right now there is only one tracker service 
left in northwest Nebraska, with agencies meeting trackers once or twice a month to listen to 
their reports. The justice professionals wondered whether trackers and treatment professionals 
could work together. It was suggested that college students could serve as trackers, supervising, 
testing and interviewing clients. A concern was raised regarding sending trackers to dangerous 
places. 
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Table 17. Barriers to Implementing Best Practices in Relapse Prevention, as identified by Eastern and 
Western Nebraska Justice Professionals, Treatment Providers, and Community Support Providers, 2005. 

Medical Aspects 

Management of Medical Complications 
Studies have confirmed some of the medical complications arising from MA abuse 

(including hypertension, hyperthermia, rhabdoymyolysis and stroke in HIV-infected patients) 
(Maxwell 2005) (Urbina 2004), as well as psychiatric disorders arising from MA abuse 
(including psychoses, persecutory delusion, auditory hallucinations, strange or unusual beliefs, 
and thought reading) (Maxwell 2005) (C. Chen 2003; Srisurapanont M 2003) . Use of MA 
causes medical complications on developing fetuses (Maxwell 2005). Children and adults 
exposed to toxic chemicals at MA laboratory sites also require medical treatment (Maxwell 
2005). Dental complications arriving from MA abuse include gingival enlargement, and bruxism 
(Maxwell 2005) (Hasan A 2004) (See S 2003). 

Medical Barriers 

Doctor Reluctance 
The roundtable discussions indicated that MA users cannotconcentrate on treatment 

when their medical and dental needs have not been addressed. Eastern Nebraska Treatment 
Providers observed that doctors and dentists do not want to work on MA users. There is a stigma 
associated with MA users, perhaps compounded by the police having to accompany the MA user 
due to contamination risks. The treatment providers would like to see hospital staff educated 
about safety precautions with MA users, so they will no longer be afraid of touching their MA 
patients due to the "shock and awe" education tactics. Some of the medical providers' reluctance 
stems from the lack of funding. Eastern Nebraska Treatment Providers would like to see funds 
for immediate medical care, covering expenses like dental work and anti-depressants. In urban 
areas, medical providers are overwhelmed by the need for medical resources. 

The Western Nebraska Treatment Providers observed that the problem of poor medical 
care is compounded by the fact that MA users are not forthright with their doctors. Taking 
medications is not a priority for MA users. A physician cannot expect a direct response when 
inquiring whether medications are being taken. 
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Long-Term Care 
Continuing care for MA users entering long-term abstinence encounters medical issues 

such as diabetes, dental problems, and chronic back pain. Users are often afraid to treat chronic 
back pain because of the concerns of becoming hooked on prescription drugs. Resources to 
receive this care, the cost of the medical care and the education of medical providers.regarding 
the unique treatment issues for MA users are some of the issues that prevent users from getting 
the medical care that they need. Low-cost prescriptions are also difficult to attain. This issue is 
going to deteriorate in Norfolk, since the hospital can no longer give samples (a source of 
medicine for many). 

Dental Problems 
Both Eastern and Western Nebraska Treatment Providers concurred that finding 

resources to address the dental problems created by MA use represents a significant challenge. 
In Western Nebraska the community health center is unable to handle the dental problems 
created by methamphetamine use. Dentists do not want to take Medicaid patients because they 
are already over their limit providing dental care for children on Medicaid. There is no way to 
obtain dental care for the user because there are no funding resources. A participant from North 
Platte noted that dentists in the North Platte area have put on a free dental clinic, either annually 
or semiannually, to provide methamphetamine users with needed dental care. 

Medical Coverage 
The Western Nebraska Community Support Providers identified an insistent need for 

Panhandle residents to secure financial help for prescriptive medication. The community support 
providers can attain assistance with obtaining psychotropic drugs, but not for pain killers. Nearly 
all of the MA users that rural community support providers work with do not have medical 
coverage other than Medicare. Many people do not meet the criteria for Medicaid. The Eastern 
Nebraska Treatment Providers suggested funding free and reduced-cost clinics. 

Risk of Violence 
A body of empirical research associates stimulant use with anxiety, psychotic symptoms, 

depression, attempted suicide, paranoia, aggression, and violence (Maxwell 2005) (Boles S 
2003) (Zweben J 2004). TIP #33 (Rawson 1999) recommends preparations for violence 
associated with MA abuse. MA users describe with a lifestyle of violence with the user in both 
victim and perpetrator roles (Cretzmeyer CM 2003) (Maxwell 2005) (J. Cohen 2004). In the 
Methamphetamine Treatment Project, users reported abuse or violence from their partner, 
friends and others. (Maxwell 2005) (Cohen .I 2004). ER staff need to be prepared for 
presentations of MA-associated aggression and violence in emergency rooms (Maxwell 2005). 
Counseling staff must also be trained to handle psychotic symptoms (Zweben J 2004). 
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1 MA users cannot concentrate on treatment when their medical & I I I 1 * 1 I 

I No funding resources for dental care 1 1 1 . 1  1 I 

dental needs are unmet 
Doctors reluctant to treat MA patients 
Hosoital staff afraid of touching MA oatients 

'2 

MA users fear becoming hooked on pain relievers, so are afraid to 
treat chronic back pain I 

I 
1 

Lack of medical coverage I 
Many MA users do not meet the criteria for Medicaid 
MA users are not forthright with their doctors 1 

I I I I I 
Table 18. . Barriers to Implementing Best Practices in Medical Aspects, as identified by Eastern and 
Western Nebraska Justice Professionals, Treatment Providers, and Community Support Providers, 2005. 

Special Groups and Settings 

The roundtable discussions identified the following impressions of special groups and 
settings in Nebraska. 

Co-occurring Diagnosis 
The Eastern Nebraska Treatment Providers would like to see wet houses to accommodate 

the high needs of MA users with co-occurring diagnoses. 

Juvenile MA Users 
The Western Nebraska Community Service Providers stated their goal to intervene and 

treat juveniles while they have an acute problem, before it becomes a chronic problem. The 
Western Nebraska Justice Professionals observed that juveniles start using MA between 12- 15 
years of age. Many of them learn it from their siblings. The Eastern Nebraska Treatment 
Providers noted that MA use at ages 16-19 diminishes juveniles' cogitative abilities, placing a 
burden on the school district. In Sidney, roughly 60% of the youth and young adults requesting 
services are not under court orders, although they may be ordered by another agency. 

The Western Nebraska Community Support Providers were disillusioned by the lack of 
swift interventions for first-time juvenile offenders. Delays in court prevent juveniles from 
receiving treatment the day that they are picked up. Eastern Nebraska Treatment Providers 
expressed frustration regarding securing treatment for gang members and other dangerouslhigh- 
risk juveniles. The Western Nebraska Justice Professionals suggested hiring Substance Abuse 
Officers who can also work with juveniles. 

The Western Nebraska Community Support Providers turned their attention to the 
barriers to securing treatment for juvenile MA users. Limited money and services are available 
in Western Nebraska for youth MA programs. Contract reimbursement policies interfere with 
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securing individualized treatment. Magellan was used as an example, because it will not pay for 
inpatient treatment unless the juvenile MA user has failed an outpatient treatment program. 
There is a wait time as long as a year to enter residential programs. Once a juvenile is in 
treatment, contracts will not pay for drugs for youth in residential settings. The distance of 
treatment centers separates juveniles from their families, presenting another hurdle for 
transporting and involving the juvenile's family in treatment. 

Sexual Addicts 
Most Easter Nebraska Treatment Providers indicated that they treat sexual addiction as a 

cross-addiction, relying on an addiction model. Continuing care for sexual addicts should 
include medical evaluation and care for co-occurring diseases. In addition to HIV, the spread of 
HEP C is seen in many MA users. The group noted that HIV patients are moved to the top of 
any waiting list. Treatment providers must also be alert for signs of Post Traumatic Stress 
Disorder (PTSD) and eating disorders. If available, a sexual addiction counselor would play a 
significant part in the continued care program. 

Homeless Population 
The Eastern Nebraska Treatment Providers pointed out that all treatment services most 

appropriate for the homeless population are waitlisted. 

Language Barriers 
The Eastern Nebraska Justice Professionals emphasized that receipt of equal 

services is a constitutional right. However, because insurance providers do not provide 
translation services, people who speak other languages cannot receive appropriate treatment. 
Eastern and Western Nebraska Justice Professionals see a high demand for bilingual treatment 
providers and certified.interpreters. In some communities near Lexington, it was estimated that 
7580% of probation contacts are non-English speaking. This language barrier creates difficulties 
when addressing MA issues. 

The Eastern Nebraska Justice Professionals were aware of only one treatment facility in 
Omaha that provides services for people who speak Spanish. Even so, the need is not only for 
Spanish-language interpreters and providers. The Eastern Nebraska Treatment Providers 
identified a high need to fund interpreters forSpanish and Sudanese and deaf MA users. 

Criminal Justice System Population 
Both Eastern and Western Nebraska Justice Professionals would like to see a change in 

judges' philosophies regarding MA abusers away from the "nail 'em and jail 'em mentality". 
The judges seem to be relying upon the jaillprison systems to stabilize MA users. To make a 
good impression on the judge at parole hearings, the majority of offenders volunteer for MA 
treatment. This practice clogs the system when the offender is not in urgent need of treatment, 
wasting limited opportunities that could help MA users who are in need. Eastern Nebraska 
Justice Professional voice concerns that treatment may not be effective when offenders have 
such a casual attitude regarding it. 

To combat their inability to respond to MA users' needs quickly, the Eastern Nebraska 
Justice Professionals recommended coordination with all .agencies, including treatment and 
justice professionals. 
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The Eastern Nebraska Justice Professionals also pointed that the current system is set up 
so few felony drug offenders can receive treatment for MA addiction. 

Native Americans 
The Western Nebraska Justice Professionals revealed that many Native Americans have a 

MA problem but cannot afford treatment. The system is also overloaded, making it impossible 
to send all 400 Native American MA users for treatment. 

Women MA Users 
The need for treatment tailored to women's needs, specifically with a parentlchild focus, 

was discussed by the Eastern and Western Nebraska Treatment Providers. The Western 
Nebraska Community Support Providers pointed out women fear entering a 30-day treatment 
center because they don't want to put their children in foster care. Many female MA users do 
not have a healthy support network to care for their children while they're in treatment, since 
their peers often are also MA users. Community support providers would like to see funding for 
day, evening and weekend child care. 

Other issues pertaining to female MA users were identified by the Eastern Nebraska 
Treatment Providers. Eating disorders are a common co-occurrence in women. Family 
treatment is often necessary, since women's significant others tend to also be MA users. The 
Western Nebraska Treatment Providers and Justice Professionals reported an increase in the 
number of pregnant mothers who are using MA. Eastern Nebraska Treatment Providers stated 
that pregnant MA users are bumped to the top of waiting lists for services. 

Rural Communities 
The Western Nebraska Community Support Providers described the attraction of rural 

communities for MA users and producers. Small communities provide lower housing costs, a 
chance to fly under the radar of sparse law enforcement personnel, and a large transient 
population. 

The transitory nature of ruial communities in Western Nebraska includes an influx of 
Native Americans, along with people from the neighboring states of Wyoming and Colorado. 
MA users come to one town for a few months, but once they get into trouble or have contact with 
the authorities, they move to a different town. Many times Western Nebraska Community 
Support Providers see a MA user once and the individual moves without receiving the chance to 
go to treatment. All of the professionals representing Western Nebraska noted that this transient 
lifestyle makes it difficult to gauge the scope of MA problems in any given town. Oshkosh, 
Chappell, Morrill County, Kimball County, Deuel County, Sioux County, Garden County, 
Dawes County, and the western edge of Scotts Bluff were identified as counties facing the 
problem of transient populations and limited ability to get them to treatment. 

Small communities try to decrease the problem of chronic MA use among 21-40 year 
olds where long-term treatment is required, by targeting the acute cases, the juveniles age 19 and 
under who need immediate help. However the isolated, rural communities offer very few 
treatment options for those who seek assistance. 

Western Nebraska Community Service Providers highlighted the need for a more 
structured referral base, involving collaboration among all agencies including doctors, 
psychologists and the justice system. This would be particularly beneficial for individuals 
completing treatment and returning to their home community. 
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Race-Ethnic Differences 
Eastern Nebraska Justice Professionals observed that Omaha is a multi-cultural city. 

Race and ethnic differences among MA users were discussed. The Eastern Nebraska Justice 
Professionals reported an increasing number of African American MA users. In Eastern 
Nebraska, Hispanic MA users are more likely to be suppliers/dealers. 

The Western Nebraska Justice Professionals, Treatment Providers and Community 
Support Providers said that not all areas reported that MA use was racially related. In Sidney, 
MA use tends to be associated with a lower socioeconomic class. 

Table 19. Barriers to Implementing Best Practices for Special Groups and Settings, as identified by Eastern 
and Western Nebraska Justice Professionals, Treatment Providers, and Community Support Providers, 2005. 
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Education, Training & Staffing 

Health Professionals 
The Eastern Nebraska Treatment Providers made a plea for educating doctors, nurses and 

psychiatrists in identifying addiction. The Western Nebraska Treatment Providers thought that it 
would be of value to train emergency personnel on how to deal with MA addicts, including how 
to implement safety precautions and how to interact with the police to determine contamination 
risks. Home health professionals were also singled out as potentially benefiting from training in 
dealing with MA addicts and how to react to the environment. The Eastern Nebraska Treatment 
Providers were in favor of requiring mandatory continuing education units for doctors, dentists 
and nurses. 

Business Leaders 
The Western Nebraska Treatment Providers discussed the need to educate business 

leaders regarding MA's effects on people in the community. Real estate agents and merchants 
could be trained to notice signs that suggest methamphetamines are being used. Some 
community education programs have had positive results. An effort to educate farmers in the 
central portion of the state regarding signs that MA labs are being operated nearby was well 
attended by farmers. Farmers have subsequently provided law enforcement officials with 
information that has resulted in the shut-down of several labs. 

Friends & Family 
The Western Nebraska Treatment Providers reported that 85% of MA users are brought 

into treatment by someone else. Community education can address the topic of how to get help 
for someone who is using MA. Parental and family education is also vital for prevention and 
identification efforts. The DARE Program was praised for their efforts. 

Legisla tors 
The Eastern Nebraska Treatment Providers would like to educate legislators so that they 

understand the full issue, rather than just seeing a piece of legislation. They thought that this is 
especially relevant with the term limits that now exist. 

Schools 
Input from teachers and school professionals is essential to early identification of MA 

users. Eastern Nebraska Treatment Providers said that teachers and principals may be reluctant 
to report MA use, because the school doesn't want to shoulder the financial burden. 
Recommendation was made for continuing education on MA for teachers, and staff in-service 
training on what to look for to recognize drug use and guidelines in what to do once drug use is 
identified. 

Prevention efforts were addressed by the Western Nebraska Treatment Providers. They 
were impressed by the efforts of SICA (State Incentive Cooperative Agreement), a regional 
prevention group warking to promote prevention efforts in Greater Nebraska. The group's focus 
has been elementary school prevention, using a model that allows each community to adopt their 
own strategy based on areas of need (for instance, alcohol use may be the forerunner drug of 
choice in one community, while MA or marijuana may be another community's chief issue). 
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The Eastern Nebraska Treatment Providers singled out Gretna's Parent Call Line for recognition 
a s  a model drug prevention program. 

Research 
Linking research, policy making & treatment can give researchers and policy makers 

insight into the reactions of consumers and treatment providers to programming (Blumenthal 
2005). The academic institutional infrastructure in place today, however, inhibits collaboration 
across departments, institutions and professions (Boust 2005). Higher effectiveness and 
efficiencies can be obtained by partnering Nebraska State and Regional officials with academic 
institutions for their research needs (Boust 2005). 

In addition, practitioners need training tools that can keep them abreast of the best 
practice models and cutting-edge treatment protocols, like teamwork and collaborative care 
training which are needed in Nebraska (Boust 2005). Nebraska's training repertoire is also 
sorely deficient in interdisciplinary approaches for practitioners (2003) (Boust 2005). 

Criminal Justice Professionals 
The Western Nebraska Justice Professionals noted'that the current focus on policing is to 

trace MA dealers more than users in possession. The Eastern Nebraska Treatment Providers 
perceived conflicting theories among law officials regarding how to treat MA users. They 
suggested that requiring judges, lawyers, probation officers and court personnel to take 
continuing education regarding MA would help develop a unified, client-centered approach. A 
consistent response to MA offenses was considered particularly important, since MA users 
experience numerous contacts with the justice system because of numerous infractions with the 
law as offenders recidivate because of MA use. 

The Western Nebraska Justice Professionals were concerned with retention and 
' 

recruitment of criminal justice professionals. The chief barrier to recruiting people to work for 
the justice department is the lack of an adequate salary to permit professionals to move their 
family with them. 

The Eastern Nebraska Justice Professionals addressed the issue of losing Substance 
Abuse Officers (SAOs) to other states. While the SAOs are highly trained professionals, 
working with law enforcement officers, taking high risk assignments that deal with parole, 
intensive supervision and the drug court population, they are overloaded and do not receive 
overtime pay. Compared to Iowa, Nebraska's SAOs make $10,000 less per year. It was also 
asserted that the reimbursement rate for education and training certifications is too low. 

Treatment Providers 

Lack of Professionals 
In The Nebraska Academic Health Centers Plan for Excellence in Behavioral Health, the 

University of Nebraska Medical Center, Creighton University and the State of Nebraska 
(working together as the Behavioral Health Reform Academic Support Work Group) determined 
that: 

People with substance abuse and mental illness should have access to needed services 
within their communities or as close to home as possible (2003). 
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A survey of the workforce supply in Nebraska, however, does not support this possibility. In 
fact, the lack of behavioral health care professionals in Nebraska has reached crisis proportions, 
reflecting a scarcity of mental health and substance abuse professionals particularly-in rural 
Nebraska. The Nebraska Office of Rural Health and Primary Care has designated Regions 1 
through 5 as mental health professional shortage areas. 

Compared to the national average of 3 1.2 psychologists per 100,000 population, in 1998 
Nebraska had only 26.5 psychologists per 100,000 population. Nebraska was also below the 
national 1998 average for social workers, with only 205.3 social workers per 100,000 population, 
compared to the national average of 2 16.0 (2003). Table 20 below reflects the number and 
location of psychologists, substance abuse counselors (CADAC), and Licensed Mental Health 
Professionals (LMHP) certified by HHSS. 

Region 1 2 1 8 64 22 8 123 -- 

~ e i i o n  2 11 7 6 5 17 5 105 
Region 3 60 2 1 2 13 63 2 8 385 
Region 4 20 22 114 6 1 2 1 249 
Region 5 89 59 493 183 129 963 
Region 6 110 63 8 15 329 137 1454 
~ Z t i - ~ e ~ i o n  24 5 152 9 20 210 

Total 346 185 1916 684 348 3479 
Table 20. Locations of Psychologists, CADAC, and LMHP's by Nebraska Region; UNMC Health Professions - .  

Tracking Center. (2003) 

Nebraska ranked 27th among states in psychiatrists per capita in 1998, with 6.7 
psychiatrists per 100,000 population, compared to the national average of 1 1.1. (2003). Of 
Nebraska's 93 counties, 21 have no licensed psychiatrists, psychologists, social workers, 
counselors, or marriage and family therapists; while only one mental health professional is 
reflected in 24 Nebraska counties (2003). Table 21 below illustrates the locations of these 
mental health professionals. 

# Yo # Yo # Yo # % # Yo 
Region I 5 4% 1 5% 1 5% 0 0% 7 4% 
Region 2 4 3% 1 5% 0 0% 0 0% 5 3% 
Region 3 16 13% 3 14% 3 15% 0 0% 22 13% 
Region 4 7 6% 0 0% 0 0% 2 40% 9 5% 
Region 5 23 18% 3 14% 4 20% 1 20% 31 18% 
Region 6 72 57% 13 62% 12 60% 2 40% 99 57% 

Totals 
Table 21. Locations of Mental Health Professionals by Nebraska Region; UNMC Health Professions 
Tracking Center. (2003) 

Maintaining qualified practitioners is another topic for concern relating to Nebraska's 
lack of treatment professionals. In fact, the Academic Support Work Group (2003) labeled 
education as a critical mission in their needs assessment. They recommended varied training - 

programs relevant to Nebraska's local populations, as well as an area of special focus to train 
public sector behavioral health professionals. Enhancing interaction among clinicians, policy 
experts and public mental health advocates was proposed in order to provide clinician trainees 
with exposure to health care systems, research and outreach. 
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Treatment providers in Nebraska have raised the issue that the least trained people are 
working with highest risk clients. While not unique to Nebraska, the state appears to be 
suffering symptoms similar to the treatment provider education paradoxes identified by the 
Annapolis Coalition: 

Graduate programs have not kept pace with the dramatic changes wrought by managed care 
and subsequent health care reforms, leaving students unprepared for contemporary practice 
environments 
Continuing education models persist in using passive, didactic models o f  instruction that 
have been proven ineffective in controlled research 
Nun-degreed and bachelor-degreed direct care providers, who may have the most contact 
with consumers, receive very little training. 
Consumers and families, who play an enormous care giving role, typically receive no 
educational support. (Boust 2005) 

The Behavioral Health Reform Academic Support Work Group identified the need 
statewide for practitioners at all levels (2003). In a later report, the Academic Support Work 
Group emphasized the projected need for behavioral health providers in all areas of the state, % 

addressing the full continuum of care including emergency services, long term care, 
rehabilitation and community support (Boust 2005). The State was advised to find ways to 
recruit and retain providers representing all disciplines of behavioral health (2003). 

The roundtable discussion groups called attention to the shortage of workers, counselors, 
tech staff, case managers, and dual diagnosis professionals. Western Nebraska faces a challenge 
in importing quality staff because the rural areas offer limited job opportunities for spouses. The 
Western Nebraska Community Support Providers speculated that retired nurses might provide 
.potential pool of workers. Cross-training local people to identify and work with MA users was 
proposed to increase saturation. 

Research indicates that peer specialists are seldom employed in Nebraska and that 
education activities are needed to support the emerging concept of consumers as providers 
(Boust 2005). The Eastern Nebraska Treatment Providers suggested that treatment providers 
draw upon the alumni base from 12-step programs to assist MA transition from one level to the 
next. The Eastern Nebraska Treatment Professionals also suggested that agencies draw not only 
from their alumni, but create working relationships across different treatment settings. 

The Behavioral Health Reform Academic Support Work Group called for education 
activities that broaden service coverage in underserved geographic areas (Boust 2005). Outreach 
training and services, such as telephone or tele-video consultation would particularly support 
local needs in outlying Nebraska, but remain uncommon and rare (2003). It appears that the 
tradition of face-to-face contact between patients and clinicians tends to suppress spontaneous 
innovation with such practices. Support is also needed for rural rotations (Boust 2005). The 
Western Nebraska Community Service Providers endorsed the concept of creating local 
networks. Telehealth medicine was one option. Developing virtual AA/NA support groups was 
another. Virtual training was mentioned as an opportunity to secure education credentials 
without transportation costs. 

Transportation costs pose a significant challenge for staff. The Eastern Nebraska 
Treatment Providers indicated that the current system for reimbursement is not compensatory for 
treatment providers. The Western Nebraska Community Service Providers indicated that there 
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is  no payment for team meetings. The Western Nebraska Community Service Providers were 
particularly concerned about the reimbursement issue, noting that they don't break even on the 
driving reimbursement rates. The reimbursement system for HHSS won't reimburse mileage for 
family services unless travel of 25 miles or more is required. En addition, the system does not 
support windshield time - community service providers are not paid for being in a car. 

As gas prices increase, the Western Nebraska Community Providers predicted that MA 
users' access to services will decrease, unless a local solution is in place. Satellite offices staffed 
on  a weekly basis were suggested. Another idea was to refer MA users to local facilities staffed 
at an hourly reimbursement wage. The community service providers agreed that seeing people 
in the community rather than in a centralized office would provide a better continuum of support 
for MA users. 

Case Management 
The Western Nebraska Treatment Providers expressed a need for case managers who can 

handle the outcomes, record keeping, etc. The Eastern Nebraska Treatment Providers validated 
this claim, saying that the case management positions that currently exist are given too many 
clients. Users without case managers are not receiving services. The Eastern Nebraska 
Treatment Providers' ideal model would assign a case manager to the client at pre-assessment 
who would follow the MA user all the way through the client's continuum of care, even assisting 
with employment, finances and life skills. At this time, case management is being performed by 
community support providers because the treatment providers are concentrating on treatment. 
Many agencies rely on practicum students for this help. 

The Western Nebraska Treatment Providers described a case managerlliaison model 
based on what is being done in Michigan, South Carolina, Texas and Arizona. A local liaison 
serves in a case managementlpeer advocate capacity as the client's long-term care provider, 
connecting the MA user with his home while in treatment. Before the MA user leaves for 
treatment, the liaison meets with the MA user and commences paving the way toward the long- 
term recovery process. Because the liaison is a part of the community where the MA user 
resides, even if the treatment facility is far from the MA user's community, the liaison works to 
engage the family in the treatment process. The liaison guides the MA user through the 
continuum of treatment services. The liaison holds a discharge conference with the MA user and 
assists the recovering addict through a step-down process, connecting the patient to community 
support services after leaving treatment. 

Substance Abuse Education 
Research points to a current state of crisis in the education system for behavioral health 

professionals. The educational system has not kept pace with the accelerating changes in 
behavioral health care, lagging behind in translating current research into training (Hoge 2002; 
Daniels 2005). Nebraska's Behavioral Health Reform Academic Support Work Group 
characterized a lack of statewide coordination for academic and education efforts as the cause of 
fragmented service delivery (Boust 2005). 

Accreditation requirements, board examinations, and state licensing requirements 
currently dictate Nebraska's training and continuing education opportunities (Boust 2005). 
Training curricula need the flexibility to adjust to changing treatment methods, while retaining 
credibility for licensure (Boust 2005). Public-sector behavioral health specialists need 
specialized training, accompanied by mandatory clinical training (2003). 



Methamphetamine Treatment Study 

The Eastern Nebraska Treatment Providers attributed the limited number of qualified 
treatment professionals in the state to the high level of education required in exchange for a 
relatively low rate of pay. A prime example can be found in the licensing and certification 
requirements for LADACS. In order to meet the 6,000 hours of supervised clinica1,experience 
required, applicants can substitute an associate's degree in addictions or chemical dependency 
for 1,000 hours, a bachelor's degree for 2,000 hours, and a master's degree for 4,000 hours (Neb. 
Rev. Stat. Sec. 7 1 - 1,3 57). The state requires 270 hours of alcohol and drug counseling plus 300 
hours of supervised practical training just to obtain a provisional alcohol and drug counselor 
license (Neb. Rev. Stat. Sec. 71-1,355). Not only does this demand a high degree of 
commitment from potential counselors, the thousands of hours of supervised clinical experience 
tax the capacity of the State's professionals required to deliver this oversight. 

The Eastern Nebraska Treatment Providers observed that to implement a best practices 
model, staff will require an even higher level of dually credited training. As a trade off for 
higher pay, treatment professionals proposed that agencies require licensures and certificates. 
More substance abuse and MA training opportunities, a certificate for co-occurring disorders, 
and mandatory continuing education credits were identified to prepare the level of professional 
staff necessary to implement the best practices model. 

Training barriers include finances, the time required, and lack of professionals with dual 
credentials. Masters level professionals' reluctance to work with MA addiction was another 
obstacle, since funding sources like Medicaid won't accept LADACs or those working toward 
their license. 

More substance abuse licensing programs and criminal justice training at the collegiate 
level were suggested by the Eastern Nebraska Treatment Providers. They also favored 
combining LADAC and LMHP licensure. They agreed that students would benefit from training 
in dealing with dual diagnoses that are common with MA users. The Western Nebraska 
Community Support Providers suggested combining training with agencies and creating a 
training academy for substance abuse professionals. 

unselors, tech staff, case managers and dual 

how to react to the environment 
Business leaders need education regarding MA's effects on people in 
the communitv I I I I 

Need to focus on elementary school prevention I 1 
Conflicting theories among law officials regarding how to treat MA I 
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Table 22. Barriers to Implementing Best Practices for Education, Training & Staffing, as identified by 
Eastern and Western Nebraska Justice Professionals, Treatment Providers, and Community Support 
Providers, 2005. 

Community Support 

Wrap Around Support 
The Western Nebraska Community Support Providers favored wrap-around support 

utilizing the Strength-Based Model. Community education would educate groups on prevention 
and identification of MA abuse, reaching out to doctors, pharmacists, parole and probation 
officers, HHSS, hospital, EMS, law enforcement officials, psychiatrists, churches, parish nurses, 
public health resource nurses, schools, rural bus drivers, college student health services, foster 
care providers, HIV- HEP C clinics, the Nebraska AIDS Project, WIC family planning teams, 
Child Protective Services, child abuse teams, community centers, and recipients of 21 Century 
Grants. Telehealth resources would be employed to reach management teams. 

Informal supports provide vital resources as MA users' numerous needs strain the 
system. MA users repeatedly cycle through the system due to relapse. Without proper referrals 
and an established continuum of care, MA and general substance abuse resources are spent 
inefficiently in this recurring cycle. 

A flaw in the current system was pointed out by the Eastern Nebraska Treatment 
Providers: because community support staff members are undervalued, the least experienced 
employee is working with the highest risk clients. Because there is not enough staff, some 
participants rely on practicum students. 

The Eastern Nebraska Treatment Providers encouraged training community support staff 
to work in the client's home environment, where they can give assistance in specialty and acute 
areas. Working with the client within hisher own community was emphasized, providing 
valuable life skills lessons including budgeting, cleaning, cooking, job hunting, and securing 
transportation. 

Both the Eastern Nebraska Treatment Providers and Western Nebraska Community 
Support Providers discussed the challenges in linking recovering MA users to jobs. The Western 
Nebraska Community Support Providers posed the problem bluntly: "If they didn't want to 
work before.. .why should they want to work now?" Without a job, the MA addict may return to 
selling drugs and incur a felony charge. Barriers to employment include the applicant's physical 
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appearance associated with MA use, as well as cognitive damage that interferes with the 
applicant's ability to hold a job. Surgery and medical costs associated with long-term treatment 
compound the problem. The Eastern Nebraska Treatment Providers recommended vocational 
rehabilitation for MA users. 

Regional Support 
The Eastern Nebraska Treatment Providers saw an opportunity for treatment providers to 

network to services in other regions. However, funding issues drive regions to first address their 
own region, creating pockets that are competing for the money with other regions within 
Nebraska. The Western Nebraska Treatment Providers gave an example of how this regionalism 
complicates the system. Law enforcement will not bring someone into emergency protective 
custody without the approval of the county attorney. Because the county attorney does not want 
to expend money for someone from a different county, approval will often not be granted if the 
individual is not a resident. 

The Western Nebraska focus group said that the natural linkages for their referrals don't 
go east; they go west to South Dakota, Wyoming, and Colorado. Denver, Rapid City, Fort 
Collins, Cheyenne, Hot Springs, and Torrington were named as alternatives to Nebraska 
treatment shortages. Barriers to intra-state referrals are primarily financial. To access the sliding 
fee scale, a MA user must be a Nebraska resident. Medicaid coverage does not cross state lines. 
Intrastate protocols also interfere with Indian Health Services and prescription drug coverage. 

The Western Nebraska Treatment Providers proposed intrastate collaboration for .meeting 
education and training needs. All Western Nebraska participants expressed a willingness to 
work with whomever necessary, regardless of the state, to ensure that their clients received the 
best care possible. 

Drug Court 
The Eastern Nebraska Justice Professionals discussed the advantages and disadvantages 

of drug courts. 

Advantages: 
Things happen faster. The patients can receive treatment 3 to 4 weeks after the test. 
Probation officers conduct regular spot checks and reports. 
Success rate for treatment in the drug court is 80%. 
Drug court can provide many services. 
Most drug courts are financially supported locally, and a few receiving funding from both the 
state and local government. 

Disadvantages: 
Due to drug courts' tight budgets, they don't provide primary treatment. 
A shortage of supervisors may leave patients on their own at night. 
The drug court may take resources away from other programs. 

The Eastern Nebraska Justice Professionals suggested that the drug court coordinate with 
other departments to share data, use standardized definitions, etc. 
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Work Ethic Camp 
The Western Nebraska Justice Professionals saw work ethic camp as a good treatment 

option. The Eastern Nebraska Justice Professionals pointed out that the misdemeanor offenders 
cannot go to the work ethic camp. The treatment beds at the work ethic camp are for drug 
abusers in general. The Eastern Nebraska Justice Professionals proposed stipulating beds for 
MA abusers. 

I Dakota, Wyoming and Colorado 1 

Regions competing for funding discourages collaboration I 
To access the sliding fee scale, a MA user must be a Nebraska resident I 
Intrastate protocols interfere with lndian Health Services and 1 I 
prescription drug coverage 
Drug courts tight budgets 
Misdemeanor offenders cannot go to the work ethic camp 
Table 23. Barriers to Implementing Best Practices for Community Support, as identified by Eastern and 
Western Nebraska Justice Professionals, Treatment Providers, and Community Support Providers, 2005. 
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Recommendations 
With a treatment model, cost and prevalence data, site-visit data, and feedback from 

treatment, social service, and justice providers, a foundation has been laid for final 
recommendations. The Figure below, illustrates the general MA treatment response model and 
those substance abuse services which correspond to the different phases of treatment. 

Methamphetamine Treatment Model 
and 

Corresponding Substance Abuse Services 

Treatment 1st-Stage 2nd-Stage Rela1 Identify Meth' + Detoxification + Assessment + Planning 
UselDependency -) Treatment + TxlRecov. IR 

Crisis Phone bne 

Mobile Crisis 
Response Team 

Emerg. Crisis 

Shelter or Respite 
Emerg. Community 

SUPpotl 

Emerg Protectwe 
Custody (EPC) 
Civil Protecllve 
Custody(CPC) 

Medical Detox 

Emerg. Slabluation 
and Treatment 

SA Emergency 
Shelter or Respite 

Social Detox 

Screening 
- -- 

Emerg. Slablization and Tresbnenl 

Emerg. SA Evaluatica 

SA Evaluation 

Emerg. Communly Support 

Residential Svcs 

Short Term 
Residential I Partial Care 

Dual Residential I Care Monitoring 

Thera~utic Emem. Commundv 

Partial Care 

lnlensive Outpalienl 
Counseling 

Communty Support 

Otdpalient 
Counseling 

Emem Slablization 

--Lisled service is not included in Nebraska Standardized Model for Assessing Substance Abusing Offenders 

)se Prev 
ecov. I 

A mo'del and service array does not make a treatment and recovery strategy, however. 
Both the model and services listed above are already implemented to some degree through-out 
Nebraska. The problem is that gaps, delays, and explicit barriers exist in Nebraska's present 
substance abuse system which hinder motivated addicts' pursuit of recovery and allow un- 
motivated addicts to slip between the cracks. To reduce methamphetamine abuse, an 
infrastructure must be laid which enforces a state-wide response to the problem and channels 
addicts into a fast-flowing stream of recovery to which it is easier to succumb than escape. 

This infrastructure includes three core components beyond the model and service array: 
people, buildings, and data. The main recommendations for changing or expanding the 
infrastructure for Nebraska's methamphetamine response system include: 

Legislative action and incentives to develop more methamphetamine treatment 
professionals throughout the state; 
Incentives for treatment providers to expand and develop localized methamphetamine 
abuse treatment program 
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Funding and legislative action to establish and staff dayhiglzt reporting centers across 
Nebraska 
Promoting an increased utilization of the WEC as a methamphetamine treatment 
facility for those offenders whose crimes and risk do not warrant incarceration by DCS 
A centralized substance abuse treatment facility for medium and low risk offenders 
committed to the custody of the Department of Correctional Services 
Expanding the use of ASIKASI evaluations and the standardized reporting format 
throughout all ofjustice and HHS 
A centralized database where substance abuse evaluation results and treatment 
summaries are kept and accessed by social service, justice, and treatment providers 
Ongoing research to drive targeted capacity expansion for treatment and recovery 
services 
Ongoing research to monitor the effectiveness of treatment programs 
Creating an office which can coordinate the implementation of any recommendations 
which may be adopted and report to the Governor, Legklature, and Supreme Court on 
the progress being made 

The next section discusses in detail each of these recommendations and other 
recommendations which will contribute to Nebraska's reform effort. To illustrate how these 
recommendations actively promote a best practices model for methamphetamine treatment, they 
are organized according to the methamphetamine treatment protocols contained in Treatment for 
Stimulant Use Disorders: Treatment Improvement Protocol, Series #33 (Rawson, 1999). 

Maximizing Treatment Engagement 
Methamphetamine users must be able to easily initiate the treatment process. Rawson 

says telephone inquiries about treatment must be handled quickly and positively. Treatment 
locations must be within easy reach of users and accommodate a variety of schedules. The 
administrative burden of accessing treatment must be minimal and support services such as on- 
site child-care, targeted financial assistance, and food or shelter vouchers need to be in place. 

To maximize treatment engagement for methamphetamine users within Nebraska, the 
following recommendations need to be implemented. 

1) Improve methamphetamine addicts' ability to link up with assessment and treatment sewices 
when they are willing to do so 
a) Widely publicize a hotline service by which addicts and families can identifj assessment 

and treatment resources (similar to the gambling addiction hotlines) 
b) Educate all justice and social service providers about where to refer addicts and families 

for assessment and treatment services (tip cards, in-services, dispatcher trainings) 

While detoxification and treatment services exist throughout the state, there is no 
prominent hotline or referral resource which has been widely marketed to the general public. 
Compare, however, the numerous television and radio advertisements which identify similar 
referral services for gambling and other social issues such as pregnancy assistance. If a 
methamphetamine addict is actually motivated enough to reach out for help, they must know 
where to call to find out about recovery options. Even when local services are unavailable for 
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special populations, such as non-English speaking minorities, multi-lingual public service 
announcements could provide a starting point for addicts and their families. 

One of the greatest frustrations for program directors is the inability to match their 
services with clients who would benefit most. Police officers, dispatchers, social workers, 
community support specialists, medical doctors, and, in the case of methamphetamine use, 
dentists can constitute a formidable network of referral sources. Ideally, they should have 
training on how to provide direct counseling to methamphetamine addicts and families in crisis 
when the factual circumstances of a situation do not permit official action to be taken. Giving 
these front-line professionals the means by which they can provide concrete information about 
available services, though, is a major step towards activating a powerful, but untapped resource 
in the fight against methamphetamine abuse. 

2) The state must address the scarcity of methamphetamine treatment providers. 
a) Immediately develop and implement methamphetamine-specific training for Nebraska 

mental health and chemical dependency counselors which includes use of the MATRIX 
Model of methamphetamine treatment 
i )  Condition state-reimbursement for methamphetamine treatment services on the 

completion of the state-provided training 
b) Re-examine certiJication and licensure qualifications of LADACs andprovisional 

LADACs to ensure that education and clinical requirements are in accord with the 
minimal competencies required and are not an artiJicial disincentive to students and 
professionals who would otherwise make effective substance abuse treatment counselors 

c) Create a degree track within Nebraska schools by which a pool of chemical treatment 
professionals can be developed; completion of degree, clinical work, and passing of an 
exam should suffice for licensing and certification requirements 
i) Actively recruit students for these programs@om the minority populations in 

Nebraska and establish support mechanisms beneath them as encouragement for 
them to adopt substance abuse counseling as a viable career 

4 Improve financial incentives for people to pursue a career in substance abuse treatment 
and agencies to provide substance abuse treatment 
i )  Increase reimbursement rates for substance abuse treatment to reflect the education 

level andfinancialhime expenses of becoming a substance abuse treatment specialist 
ii) Conduct a salary study to improve the state's ability to attract out-of-state providers, 

maintain our current base of Nebraska providers, and identzfi critical positions for 
which premium salaries are required in order to meet the State's needs 

iii) Establish tuition reimbursement and student loan re-payment programs for LADACs 
who remain in Nebraska 

One of the more surprising findings from the research is that the Nebraska cannot buy its 
way past the biggest hurdle to establishing effective methamphetamine treatment, at least not 
very quickly. The State presently faces such a severe shortage of substance abuse clinicians, 
treatment professionals, and support facilities that every level of service for every type of 
substance abuse within the continuum of care has a waiting list. Justice and treatment 
professionals from across Nebraska report that regardless of an individual's personal financial 
resources, even the initial assessment on which so many critical legal and treatment decisions 
depend is often delayed for weeks. Similarly, once an assessment has been obtained, addicts 
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face more delays waiting for admission to the most appropriate level of treatment, if it exists at 
all. This delay threatens to destroy addicts' motivation as frustration over the lack of services 
builds. Worse, it increases the likelihood that users and offenders who wish to avoid treatment 
will escape it: a particularly important concern since most methamphetamine users come to 
treatment reluctantly. (Rawson, 1999) 

The impact of this shortage on individual methamphetamine users is fairly obvious. The 
impact on the justice and social service process is more subtle, but equally profound. The 
primary mission for justice and social services is to hold substance abusing offenders 
accountable for their crimes and/or the family crises of child-abuse or neglect related to their 
methamphetamine use. When criminal rehabilitation and the restoration of parental 
responsibility turn on eliminating a person's substance abuse problem, these waiting lists and 
gaps in the continuum of assessment, treatment and recovery become part of the transactional 
calculus offenders and parents use to avoid the compelled surrender of addiction. Addicts play 
justice professionals, social service workers, and treatment providers against each other, 
exploiting these gaps and shortages as excuses for their lack of recovery progress. 

At first blush, it seems the State could solve this dilemma by simply increasing 
reimbursement rates to entice substance abuse professionals to migrate from other states. As 
other Nebraska studies have shown, however, this strategy provides only a partial remedy. 
Unless all substance abuse rates are increased across the board, Nebraska treatment professionals 
will simply shift around to fill the more lucrative positions and those jobs which rely on state- 
reimbursed case-loads will remain less financially attractive to out-of-state chemical dependency 
counselors. 

Increasing reimbursement levels would motivate more people to complete the rigorous 
education and training requirements to become treatment professionals and possibly improve 
Nebraska's ability to recruit and retain them from other states. The forgiveness of student loans 
and tuition reimbursement programs for students serving as interns while working on their 
degree would also make the pursuit of such a career more appealing. 

If clinicians are in short supply generally, the scarcity of culturally and linguistically 
competent providers is even worse. The measures discussed above must be combined with 
active recruitment, mentoring networks, and the promise of quick jobs upon the completion of 
prerequisite training to motivate Spanish, Sudanese and members of Nebraska's other minority 
populations to fill the gaps in treatment services for non-English speaking addicts and offenders. 

While it may take years for these types of efforts to pay off, the State must act quickly to 
fill the current void of methamphetamine expertise in Nebraska. At best practices meetings, 
participants repeatedly spoke of poor outcomes when treatment specialists tried to apply alcohol 
and marijuana-related treatment strategies to methamphetamine addicts. The confrontational 
dynamics of most alcohol recovery programs have proven to be ineffective responses to 
methamphetamine addicts struggling to maintain sobriety. Although it will shift some treatment 
capacity away from alcohol and other illicit drug programs until new providers enter the market, 
the State has little choice but to motivate some existing providers to acquire a specialized 
expertise in methamphetamine treatment. 

In a similar vein, the Nebraska must seize this opportunity to establish standardized 
treatment requirements and documentation regarding methamphetamine. The State is moving 
towards the widespread adoption of a standardized assessment process with the ASIICASI and it 
is not unreasonable to condition reimbursements and contracts on the use of a standardized, 
evidence-based treatment program for methamphetamine. The MATRIX treatment model has 
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been the most scrutinized and successful methamphetamine addiction program of the past ten 
years. It is a manualized, 16 week program designed for outpatient settings, but can easily be 
adapted and applied within the therapeutic community program of a correctional or treatment 
facility. Until a more successful treatment model for methamphetamine emerges, Nebraska 
should aggressively push providers to utilize the MATRIX as the prevailing treatment strategy. 

3) The State must address the scarcity of treatment and supervision locations across Nebraska. 
a) Improve financial incentives for local health agencies to provide substance abuse 

treatment and recovery-support services 
b) Fund multiple treatment and recovery hubs across Nebraska's regional population 

centers 
i )  Create mobile reporting centers from which supervision and treatment services can 

be remotely delivered 

The primary obstacle to wide-spread implementation of community-based treatment 
services is that too few providers are scattered across the State to make this goal feasible. As the 
recommendations under section 1, above, gradually increase the pool of treatment professionals, 
hospitals, clinics, and treatment facilities must have an economic basis for recruiting these new 
professionals. Reimbursement rates need to be differentially structured to account for the 
situational difficulties of recruiting treatment staff to Greater Nebraska. Policy makers have to 
realize that many providers require additional work to be located for spouses before they can 
move to the less populated areas around the State. Financial incentives in the recruitment of 
treatment providers alleviate the strain on these families and compensate for the diminished 
income their husbands and wives face. Facility administrators have repeatedly stated these 
dynamics render the present profit potential from state-reimbursed contracts insufficient to 
operate chemical dependency programs on the scale needed to meet the State's needs. 

One way Nebraska can solve several problems with one stroke is to establish at least one 
twenty-four hour reporting center in every Probation District or Mental Health Region across the 
State. Staffed by probation officers, parole officers, LADACS, psychologists/mental health 
providers, and social workers/cornrnunity support specialists, these centers would become a hub 
for all the substance abuse. services, supervision, and drug and alcohol testing which will sustain 
methamphetamine recovery over time. The supervisory powers of probation and parole officers 
can compensate for less than ideal levels of direct treatment. The centers' physical space will 
become a venue through which intensive outpatient, individualized counseling, group 
counseling, and relapse crisis response can be administered and ease the transportation and 
logistical challenges methamphetamine users face during recovery. The availability of multiple 
counseling group options and recovery support services will allow offenders to continue their 
pursuit of sobriety even after they have been discharged from drug courts, probation, or parole. 

Daylnight reporting centers also provide policy makers with one more way to lure 
treatment professionals into practice. Free or subsidized office space with telephone, 
photocopying, and computer networking and internet services comes at a relatively modest cost 
to the State, but can be a lucrative benefit to contract and private treatment providers delivering 
services to the offender and HHS populations. To the extent that cities and counties desire the 
placement of reporting centers in their locations, local government should be able to partner with 
the State in bearing- some of the costs associated with the buildings in which the reporting centers 
are housed. Alternatively, private/commercial agencies may be willing to provide probation and - 
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parole officers space and support in order to secure convenient access to offender populations for 
their staff counselors and psychologists who are delivering treatment services. 

Obviously, daylnight reporting centers cannot be built or staffed in every place in 
Nebraska such that all transportation and accessibility obstacles are eliminated for every 
offender. Justice officials from around the state strongly support the creation of mobile reporting 
centers. Staffed with a probation officer and a treatment specialist, these vehicles could travel 
between communities with significant numbers of methamphetamine users and serve many of 
the same functions as the day and night reporting centers. As mobile units, however, they could 
reduce the practical transportation problems that offenders face when work and residences are 
removed from population centers within the state and the loss of driving privileges make it 
illegal for them to drive themselves a regional center. 

4) Increase utilization of the WEC as a methamphetamine treatment facility for those oflenders 
whose crimes and risk do not warrant incarceration by DCS 
a) Judges need to better appreciate Probation's ability to provide offenders with intensive 

treatment services at the WEC 
b) WEC should be allowed salary and/or reimbursement premiums to improve its ability to 

recruit treatment providers 
i) WEC should be granted license to pilot video-conference treatment strategies 

Last year Probation supervised 1250 cases in which the offender had been convicted of 
methamphetamine possession or some other methamphetamine-related charge. If the full 
capacity of the WEC had been dedicated strictly to methamphetamine offenders, approximately 
300 Probation clients could have rotated through the program. One of the main obstacles to 
keeping the WEC even half-full of methamphdamine users, though, is that judges do not fully 
appreciate WEC's ability to provide offenders with intensive, quality substance abuse treatment. 
It is unclear how these perceptions can be altered, but attempts must be made to do so. 

During the research team's site visit, the WEC was revealed to be a bright, comfortable 
facility, well-equipped with the technological capacity to implement a number of innovative pilot 
projects. Perhaps the best example of this flexibility is the video-conference system. To 
compensate for treatment staff shortages, a,pilot around group or individual counseling using a 
remote therapist should be designed and implemented. To improve the re-integration of WEC 
residents in their home community, a pilot project in which community-based probation officers 
remotely confer with the residents on re-entry case planning should be attempted and evaluated. 
To ensure that supportive family members remain connected with WEC residents during their 
stay, an experiment which allows video-conferenced visitations may prove an effective 
alternative to expensive, time-consuming trips. These examples and others illustrate that the 
WEC possesses untapped potential for providing probation and the justice system with a wider 
array of options for rehabilitating methamphetamine-dependent offenders whose recovery 
progress requires a brief removal from their home community until abstinence can be 
established. 

Efforts of this nature instituted and evaluated over the next twelve to fourteen months 
will reveal whether expanding WEC's capacity for a larger residential population is justified. 
Using WEC as a lab where innovative treatment strategies exploit modem communication 
technology holds the potential for developing discovering even more ways by which the State 
can attack its overall shortage of treatment professionals. 
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Assessments and Orientations 
Rawson says assessments should be focused, orient the addict to realistic expectations 

about treatment, provide them with different treatment options to consider, and involve family 
and friends who support the treatment and recovery process. For methamphetamine users, the 
person conducting the assessment should be warm, straightforward and non-judgmental. 
Confrontational tactics can not only diminish a methamphetamine user's motivation for 
treatment but may also provoke violence. 

An evidence-based, standardized assessment process is important to developing effective 
treatment plans for individual methamphetamine users. It is critical, however, to developing 
accurate data about Nebraska's treatment services needs on which policy makers can rely while 
mapping out future capacity expansion strategies and appropriations. To reap the full benefit of 
assessing methamphetamine users, the State needs to adopt and implement the following 
recommendations. 

I )  Methamphetamine detoxijication must be managed aspart of the assessment process 

Methamphetamine addicts undergo two stages of detoxification after they have stopped 
using. In the first stage, the intense symptoms of methamphetamine intoxication typically 
resolve by the user going through a long period of sleep. Complications are rare and the only 
medical responses reported in the literature relate to monitoring the user for hyperthermia and 
treating it with ice-baths if it becomes severe. This stage of detoxification does not pose any 
particular problem for assessment. 

However, the assessment of methamphetamine users in the second stage of detoxification 
can be compromised by lingering effects the drug has on an addict's cognitive and psychological 
capacity. During the site-visit to the Norfolk Regional Center, it was learned that many of the 
methamphetamine users committed to NRC exhibit signs of psychosis and neurological deficits 
which suddenly clear 45 to 60 days following the cessation of methamphetamine use. The 
treatment research literature also reports that methamphetamine addicts experience physiological 
changes that can produce sudden episodes of psychosis, violence without any prior warning 
signs, and lead to relapse as many as 45 to 120 days into treatment. This phenomenon, 
commonly known as "The Wall" is a critical consideration when developing strategies for 
treatment and relapse prevention for methamphetamine addicts (Obert 2004). 

These characteristics of methamphetamine detoxification must be managed in order for a 
reliable drug abuse assessment to be completed. Unlike most other drugs, assessment results for 
a methamphetamine user can be dramatically distorted during the 45 to 60 days after their last 
use. Failure to account for these possibilities can lead to treatment decisions which become 
inappropriate for the methamphetamine user's new state of mind. The manifestation of severe 
symptoms in a treatment setting can put staff, family, and other recovering addicts at risk of 
harm. 

For these reasons, it is recommended that the assessment process for methamphetamine 
users include explicit plans for addressing these potential changes in the addict. At a minimum, 
methamphetamine addicts should have access to the resources required to obtain two or three 
assessments as needed during the initial four months after drug use has stopped. Meth- 
amphetamine users should also have access to services during this time period which can best be 
described as "Methamphetamine Detox". These services would help the addict manage the 
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temporary cognitive and neurological deficits, anticipate and avoid violent behavior, and guard 
against relapse. 

2) All justice agencies should immediately work to implement the Standardized Model for 
Assessing Substance Abusing Offenders 

3) All social service and treatment providers should move towards adopting the ASIKASI for 
their initial substance abuse assessment tool 

Thanks to the leadership of the Supreme Court, Probation Administration, and the 
Department of Corrections, most state-level justice officials are actively striving to implement 
the Standardized Model for Assessing Substance Abusing Offenders. While it is expected that 
local justice agencies will eventually follow suit, county attorneys and drug courts need to be 
particularly mindful of adopting these assessment protocols. General diversion and drug courts 
must work to incorporate ASUCASI results as part of the criteria by which candidates are 
selected. 

Similarly, it is unclear to what extent, if any at all, HHSS plans to utilize the AS1 in 
assessing the substance abuse treatment needs of parents whose methamphetamine use has 
interfered with their ability to properly care for children. Adopting the Standardized Model as a 
key part of reunification planning and/or family counseling would convey the same benefits to 
juvenile court proceedings for abuse and neglect that are expected in criminal matters. If HHSS 
is reluctant to utilize this assessment model in all chemical dependency cases, it would greatly 
contribute to the State's overall methamphetamine reform effort if the AS1 could at least be used 
with parents who are methamphetamine users. The data produced by these assessments would 
provide a common platform from which the relative treatment service needs of HHSS and justice 
agencies could be evaluated. 

4) Collect assessment results to a centralized data-base within State government 
a) Ensure that all justice, social service and treatment providers can access and review 

assessment results as needed for treatment and supervision case-planning 
b) Ensure that assessment results obtained on juveniles are included in the data system 
c) Utilize assessment results and tx histories to identifi which treatment providers and 

treatment models promote the best recovery outcomes 
i) Ensure that researchers have access to the data for evaluation purposes 

Many of the planning questions the Legislature raised in crafting this study have proven 
impossible to answer more definitively than the estimates reported earlier in the report. For 
example, despite the Legislature's obvious interest in expanding treatment services which are 
underdeveloped in the State's present substance abuse response system to ensure that 
methamphetamine users have all the levels of treatment and recovery services which are needed 
to ensure success, answering these questions depends on access to standardized assessment 
results which have been collected throughout justice and I-IHSS. This data does not exist. This 
data will not exist even if the ASIICASI are used for every methamphetamine addict assessed 
over the next five years-if those results are not collected in a centralized database. 

A small group within the JSAT subcommittee of the Community Corrections Council has 
been working to develop a modest application in which ASI/CASI results can be amassed and 
accessed by justice and treatment providers. Since this effort has largely relied on the time and 
resources which its members can string together on an ad hoc basis, progress has been slow. 
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Uncertainties about funding resources have also constrained design expectations and an 
implementation schedule. The possible purchase and implementation of similar systems from 
other states has been explored, but issues related to cost and development schedules have 
essentially foreclosed this strategy. 

That said, a good deal of discussion and planning for the database has already been 
completed and the group is well-acquainted with most of the design and deployment issues. 
Mike Overton of the Crime Commission and Dave Wegner of State Probation have provided 
critical leadership in the process. If funding were made available for the creation of such a 
database, much of this planning could be harnessed towards a final design and implementation. 

For Nebraska to move towards an evidence-based system for substance abuse treatment, 
however, collecting assessment results is only the first step. A comprehensive data-system 
would also include treatment summaries which would enable the effectiveness of different 
services to be evaluated. Accordingly, if the recommendation for a centralized database is 
adopted, sufficient resources must be provided to grow the application beyond the concept on 
which the JSAT group has concentrated its energy. 

Planning Treatment 
Rawson recommends treatment for 12 to 24 weeks followed by some type of support 

group participation. The MATRIX model of methamphetamine treatment lasts 16 weeks. 
Simon et al. (Simon S 2004) suggest that during the first 3 months of abstinence MA users may 
benefit from strategies to compensate for cognitive problems, as during this initial abstinence 
period neuro-cognitive performance drops, often affecting attention/psychomotor speed, gross 
and fine motor skills, short-term memory, and fluency (Simon S 2004). 

I )  All points of the justice system must commit to substance abuse treatment as an effective 
deterrent to methamphetamine users' future offending. 
a) Criminal sanctions must be structured to balance punitive considerations against the 

rehabilitative potential of substance abuse treatment. 
b) Except when public safety and/or moral outrage demand otherwise, justice planning 

should be driven by an offender's substance abuse treatment needs. 

When treated offenders and neglectful parents quickly re-enter society and the lives of 
their families, far from being treated soft-heartedly, they are being held accountable for their acts 
in the most appropriate way society can design: they are being forced to daily resume 
responsibility for repairing the damage left in the wake of their substance abyse and offending. 
With sufficient recovery support and relapse prevention services in place, methamphetamine 
addicts can reassume their role as a contributing member of society and the web of social 
involvement which keeps them from succumbing to their old habits strengthens. 

The first step in treatment planning depends, therefore, on those justice providers who 
possess the greatest discretion-prosecutors and judges-to prioritize recovery over sanctions or 
punishments which are unlikely to resolve the central factor contributing to recidivism, 
methamphetamine use. At most, prosecutors and judges can ensure that the legal constraints 
placed on an offender contribute to the addict's recovery; at the least, they have the power to see 
that legal controls do not detract from it. 
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2) Treatment should be community based and non-residential except for addicts with 
signzjkant, persistent mental health issues 

People who suffer from serious mental health problems and methamphetamine addiction 
present treatment management issues which may not be amenable to outpatient treatment 
models. As explained above, symptoms from methamphetamine use can mask or.distort the 
perceived mental health of even those people who actually have no psychological or cognitive 
impairments. Upon the discovery of a methamphetamine user's history for recurring mental 
health problems, the detoxification process demands a strict abstinence from additional use so 
that treatment providers can observe and document the user's true state of mental disease. In 
these instances, residential detoxification during the early stages of recovery may be the only 
way for clinicians to separate the two. 

3) Treatment should be community based and non-residential except for offenders at a high risk 
of continued criminal behavior or whose crimes require incarceration 

i) A centralized treatment facility with 225 to 250 beds should be developed for the 
Department of Correctional Services 

ii)  Assuming the State closes the Norfolk Regional Center, the DCS facility should be 
located in Norfolk, Nebraska 

iii) If the State accepts this recommendation, a Program Statement prepared by an 
architecture or engineeringfirm should be commissioned to more accurately estimate 
the construction, stafJing, and operational expenses of the proposed facility 

One of more pressing questions for which the Legislature has sought an answer is 
whether Nebraska needs to develop a centralized facility for methamphetamine treatment and, if 
so, where, for how many, and for how much. As the literature review of the Initial Report 
indicates, the most effective treatment models for the majority of methamphetamine addicts 
actually focuses on outpatient treatment as the primary intervention strategy. This is good news 
given Nebraska's desire to develop alternatives to incarceration founded on community based 
correction and treatment options and fits perfectly with the State's efforts to grow community 
based mental health services. 

A group of offenders will always exist, however, whose resistance to treatment and 
recovery will outpace even the most complete system of intervention services available at stages 
prior to incarceration within the Department of Corrections Services. Last year alone, more than 
five hundred men and women were admitted to the custody of DCS with evidence of a 
methamphetamine problem. Though the sentences for these offenders vary, all will be reviewed 
as possible parolees and all will eventually return to society. The question is whether they will 
have obtained the level of substance abuse treatment and recovery services that are required to 
keep them from falling back into old patterns of use and offending. 

DCS requires a centralized, secure facility in which those offenders who have proven 
unamenable to the justice and social service system's alternative interventions can finally be 
forced to initiate aggressive, non-negotiable treatment for their methamphetamine abuse 
problems. The research shows that while methamphetamine users' are overwhelmingly 
ambivalent about seeking treatment, they also tend to do just as well in coerced treatment as 
those who pursue it voluntarily. (Brecht M., 2005) 
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The potential for a DCS treatment facility to be effective would be greatly enhanced if 
two more slight changes were made in the justice process points around sentencing an individual 
to prison. First, to the extent that other security and risk factors permit, all offenders committed 
to  the custody of DCS should go immediately from the DEC to the centralized treatment facility. 
This practice would enable DCS to detoxify prisoners, identify the degree to which serious, 
persistent mental health problems emerge upon the remission of drug-related symptoms, deliver 
the complex array of treatment strategies and structure required for this resistant population, and 
better orient these inmates for the transfer to regular prison life, transitional incarceration such as 
OCC, or even parole. 

Granted, some inmates may fail and be removed from this treatment facility, but DCS is 
no worse off for it-they were going to have to place and manage these prisoners eventually. 
When the strategy succeeds, however, the benefits to DCS and society are tremendous. DCS 
now has an inmate whose withdrawal and substance abuse-related problems have already been 
given the maximum response the State of Nebraska can provide. Not only will this minimize 
potential management problems of the inmate within prison facilities, it positions the offender to 
better avail him or herself of the vocational, educational, and other therapeutic services DCS 
provides. This practice shifts DCS focus from simply having to house and manage inmates, and 
makes them an active, positive force in preparing an inmate to return to society. The strides 
taken as part of the prisoner's DCS custody establish a solid foundation on which Parole can 
build re-entry case-plans which optimize the offender's likelihood of success. Similarly, with 
the treatment gains achieved under DCS custody, HHSS can begin the crucial process to 
reconnect offender-parents with their children and change the chance of re-unification from a 
remote possibility to a reality. 

The second change required to maximize the effective reach of a centralized treatment 
facility within DCS is to transplant a few key drug court concepts into Nebraska's criminal 
courts. Wyoming pursued this strategy and passed legislation which now requires every offender 
convicted of a felony to receive a comprehensive substance abuse evaluation regardless of their 
actual crime. Given Nebraska's severe shortage of substance abuse providers, this sort of 
legislation may not be immediately feasible, but Courts can change the way in which an offender 
approaches his or her sentence. 

Nebraska law allows judges to set both a minimum and maximum period in their 
sentencing decisions. If DCS had a comprehensive treatment facility in which the court could be 
confident that offenders would receive aggressive interventions against their substance abuse 
problem, judges could structure sentence minimums as an incentive for offenders to abide by 
treatment recommendations and pursue their recovery. Offenders whose primary offenses relate 
to drug and alcohol use, could even transition directly from the treatment facility to less secure, 
, re-entry oriented facilities like OCC. 

Last year DCS admitted 418 men and 109 women who were confirmed 
methamphetamine users. DCS believes commitment practices to the York Correctional Facility 
can be adjusted to implement the above treatment protocols for women without a separate 
facility. The substance abuse treatment program that DCS presently operates runs for ten 
months. As resources and staff permit, DCS intends to create and implement individualized, 
evidence-based methamphetamine treatment strategies in which treatment duration is determined 
by the pace of an addict's recovery progress. Under these circumstances, a male inmate's 
average length of stay at a centralized treatment facility is expected to be approximately six 
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months. Assuming that methamphetamine users enter DCS custody at a fairly even rate, the 
treatment facility will require capacity for 225-250 beds. 

In discussions with DCS about a centralized treatment facility, it was determined that 
methamphetamine users who were classified as requiring a maximum security institution would 
receive their treatment from within one of the State's maximum security facilities. 
Methamphetamine users who met medium or low security classification criteria would be sent to 
the centralized treatment facility. 

The total capital cost per bed for the maximum security, 960 bed Tecumseh Correctional 
Facility was approximately $77,000 per bed. (Carter Goble Associates, 1997) The minimum 
security, 100 bed Work Ethic Camp cost approximately $65,000 per bed to complete. Since the 
centralized treatment facility would require only medium security, its costs are expected to be 
somewhere between the two; factoring in inflation places its per bed estimate at $70,000, with an 
estimated final expense of $15.8 million to $17.5 million. If the Legislature and Governor adopt 
this recommendation, the State will need to commission an architecturefengineering firm to 
complete a detailed Program Statement projecting the specific construction, staffing and 
operational costs. 

Assuming that the State remains committed to closing the Norfolk Regional Center, the 
centralized treatment facility for DCS should be built in Norfolk, Nebraska. In addition to the 
considerable amount of land which the State already owns at the NRC, upon NRC's closure, 
Norfolk will become the only city in Nebraska with at least a temporary surplus of alcohol and 
drug counselors, LMHP's, and psychologists. Every county, including Madison county, faces an 
overall scarcity of treatment providers, but none of the other counties have a significant 
population of treatment specialists who are about to become unemployed. Though other 
counties, such as Adams, Douglas, and Lancaster, have a larger ratio of treatment providers than 
Madison County, there are no events pending which will require a large number of them to find 
alternative employment in the foreseeable future. Though the planned closure of the NRC is 
only six months away, information gathered during the site visit indicated that the overall staff 
remained intact. 

DCS could build a centralized treatment center anywhere in the state, however, the 
staffing needs for such a facility would have a devastating effect on most Nebraska cities' 
community-based service capacity. There are already waiting lists for treatment resources 
throughout the State. A facility the size of the one recommended for DCS would draw heavily 
from the local pool of community based treatment providers and simply exacerbate treatment 
shortages for the surrounding, non-incarcerated substance abuse population. Opening a DCS 
treatment facility in Norfolk should have little more effect than simply leaving the NRC open. 

Among the factors that figure in Norfolk's favor is that DCS may be able to utilize the 
current NRC facility as an interim treatment center pending the planning and construction of a 
new building. Though security, fire-code compliance and a complete re-hiring process would 
have to be managed, the effort would help to keep a core of treatment providers and facility 
support together and enable DCS to quickly implement its new front-end treatment strategy at 
least on a more modest scale. 

Other factors which point to Norfolk being the most appropriate place in which to locate 
a DCS treatment facility include: 

A 50+ year success rate in recruiting and maintaining the professional clinical staff 
required for such a facility 
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Extremely strong, vocal, community support for sustaining a treatment facility like NRC 
and the DCS project 
An established relationship with State educational institutions as a teaching hospital-the 
maintenance of which will be a crucial element in Nebraska's effort to grow its state- 
wide pool of treatment providers 
The population of methamphetamine users who are to receive treatment at the facility are 
not particularly inconvenienced by its Norfolk location because they are there for a 
relatively short time and they will ordinarily transition from the center into other DCS 
institutions before returning to their home community 

b) Every case plan should encompass both the initial stages of substance abuse treatment 
and a long-term strategy for recovery and maintaining abstinence 

While this recommendation would improve treatment planning from a clinical 
perspective, it is really aimed at promoting the State's need to understand where gaps in the 
service array exist. Case-plans which encapsulate only the immediate and short-,term treatment 
needs of the methamphetamine user lack the documentation Nebraska policy makers require to 
evaluate whether sufficient services are in place to maintain the progress of recovery over time. 
It is easy to say that support and relapse prevention services are an integral part of an addict's 
recovery, but debates over funding priorities turn on hard data, not theoretical concepts. The 
collection of full course treatment plans provides a source from which responsible analyses can 
be conducted to isolate the extent these late term services demand and deserve funding. 

4) Treatment case plans and progress reports must be collected at centralized database within 
State government 
a) Ensure that all justice, social service and treatment providers can access and review 

treatment plan and progress notes as needed 
b) Ensure that treatment plans and progress notes for juveniles are included in the data 

system 
c) Utilize assessment results and tx histories to identiJL which treatment providers and 

treatment models promote the best recovery outcomes 
i) Ensure that researchers have access to the data for evaluation purposes 

The outcome indicators buried in the assessment and treatment histories of 
methamphetamine offenders are the only pathway by which Nebraska will be able to eventually 
determine which treatment models and funding strategies are consistently effective in reducing 
the toll of substance abuse on the state's citizens and resources. 

Initiating Treatment and Managing Withdrawal 

There is no single point in the justice or social services process where policy makers can 
fix funding decisions or capacity expansion. Instead, every agency and justice provider possesses 
some lever which can be used to press methamphetamine addicts to seek help or maintain the 
recovery process. 
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I )  Initiate assessment/treatrnent at all stages of the justice/social service process 
a) Capitalize on addict S contact with any stage of the justice/social service process 
b) Make voucher funds available at all stages of the justice/social service process 
c) Fund substance abuse capacity expansion within those stages of the justice/social service 

system with the potential to impact addiction 

Whether it is the police, HHSS case-workers investigating abuselneglect allegations, 
judges making sentencing decisions, parole officers supervising offenders' re-entry programs, or 
any of the other justice and social service providers executing their official duties, each of these 
contacts with an addict is one more opportunity to steer offenders to treatment. When these 
efforts are successful, additional barriers have been erected to keep the methamphetamine user 
from pushing on to more expensive, intensive systems of punishment. 

To promote the conversion of all justice and social service system points into portals for 
engaging treatment, voucher funds must be available. Flexible funding for assessments and 
treatment services are the best way to transform these possibilities into genuine opportunities. 

Policy makers may debate what priority, if any should be given to the distribution of 
voucher funds. For example, since the children of HHSS clients are facing the devastating loss 
of  their parents, should these parents receive greater priority for voucher resources than 
Probation clients who face prison if they violate the terms of their supervision or re-offend? If 
carefully designed and implemented, the voucher program could eliminate the need for the 
Legislature to somehow anticipate which agency will require what levels of funding on an annual 
basis, by simply distributing funds on a first come, first served basis until the support is 
exhausted. 

This type of funding strategy also holds offenders more accountable for their progress in 
recovery. Consider the example of a newly convicted methamphetamine user. As part of the 
PSI process, Probation requests the person to complete a substance abuse evaluation. When the 
offender demonstrates they lack the $75 to $1 55 for the evaluation, a voucher can issue for the 
assessment. If the offender continues to follow-through with the treatment paid for by the 
voucher program, they should remain eligible to receive voucher funds in support of their 
recovery progress. If the user resists treatment, then voucher funds would not be issued and the 
user is left to the legal consequences that may result. Similarly, parents involved with HHSS for 
whom methamphetamine treatment is required, would be motivated to incrementally pursue 
recovery one step at a time in order to capitalize on the chain of funding support as they seek 
reunification and the restoration of their family. 

2) Fund urinalysis at all stages of the justice/social service process and collect the results in a 
centralized database 

One way for the social service and justice systems to monitor the sincerity of a 
methamphetamine user's efforts to take advantage of these treatment opportunities is the regular 
use of urinalysis tests. Funding or a State-sponsored testing program need to be created so that 
the financial impact to state and local agencies for testing is not a disincentive for it to be used as 
often as necessary. If these agencies are to bear increasing responsibility for intercepting and 
diverting methamphetamine users from higher levels of justice involvement, they must have all 
the tools they need to achieve success. 
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Maintaining Treatment Progress and Abstinence 

I) Establish information exchange required to advance addict's progress through the 
continuum of recovery. 

a. The centralized data base must provide assessment, treatment plans, urinalysis 
test result and progress notes to treatment, justice and social/service providers at 
every stage. 

2) Establish the financial resources required to advance an addict S progress through the 
continuum of recovery. 

a. When addicts continue to satish treatment expectations, financial resources must 
be available to obtain any services reasonably related to long term recovery. 

3) Leverage justice and social service resources in support o f  substance abuse treatment. 
a. Use justice related supervision to monitor, promote and enforce abstinence, 

treatment participation and community reintegration. 
b. Use prosecution, incarceration and release decisions as incentives for offenders 

to complete treatment and remain abstinent. 

The familiar ring of these statements demonstrates that the recommendations advanced 
above constitute elements in a true system of methamphetamine treatment response. Just as 
these recommendations secured the solid initiation and engagement of treatment earlier, they 
now extend the addict's journey towards eventual recovery. 

Relapse Prevention 

I) The historical neglect of long-term recovery support and relapse crisis services must be 
rectified 

a. Make voucher funds available for health, employment, and general support 
services 

b. Provide methamphetamine'addicts with access to recovery support groups and 
other substance abuse treatment services even after they have been discharged 
from the oversight and control ofjustice and social service systems. 

The State's commitment to the end of the recovery process must match its commitment to 
the initiation of treatment. Once the sobriety of an addict has been stabilized through initial 
interventions, their continued abstinence will always depend on the accessibility of recovery 
support and relapse prevention services. Recovery is like a long trip up a steep hill: if the 
support pushing a methamphetamine user falters, they risk not only stalling, but a rapid plunge 
back into the valley of addiction from which they had emerged. This fails the methamphetamine 
user, but it betrays social service, justice, and treatment providers by squandering the time, 
energy, and resources they already expended. 

As with the earlier stages of treatment, the State's best appropriation strategy for 
promoting life-long abstinence is a pool of flexible voucher funds which can be accessed as the 
recovered methamphetamine user requires. The availability of these funds will catalyze the 
expansion of such services. Provided addicts have demonstrated an ability to capitalize on these 
investments by the state, eligibility should be maintained even though no formal link between 
Nebraska's social service and justice agencies remains. 
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Integrating the Implementation of These Recommendations 

While this final recommendation does come from TIP #33 (Rawson, 1999), it provides 
pivotal support to the State's efforts to implement the recommendations discussed above. 

I )  Create an office which can coordinate the implementation of any recommendations 
which may be adopted and report to the Governor, Legislature, and Supreme Court on 
the progress being made 

The recommendations of the Initial Report fall across many points of the social service 
and justice systems and require the coordinated efforts of state and local agencies to keep time 
from being lost and money from being wasted. A Coordinator with sufficient support staff to 
organize meetings, promote inter-agency agreements, monitor overall progress, and serve as a 
liaison to the Governor, Legislature and Supreme Court will be necessary. The overall process 
cannot be adequately managed by the agencies charged with actually designing and deploying 
the variety of reforms envisioned. For these reasons, it is recommended that some point of 
oversight be established within State government. 

Summary 
As Nebraska attempts to address the MA crisis which it is currently facing, both 

practitioners and clients will require tools to ensure progress. Some of these tools will be MA- 
specific; others will be more system specific. The state must develop solutions which address 
the long term challenge of recovery. The practice of recycling MA addicted offenders through 
the justice system until they are incarcerated must stop. 
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Cost Study 

A detailed description of the processes used to calculate the estimates included in the cost 
study is included in the Methodology section of this report. The cost estimates are presented as a 
model to estimate unmet needs in substance abuse treatment services (especially related to MA 
abuse) in Nebraska and the variable (program) and fixed (facility) costs to address them. 

A review and application of the cost findings in the study, "Results from 85 studies using 
the Drug Abuse Treatment Cost Analysis Program (DATCAP)," by M.C. Roebuck and other 
economists supported by the National Institute on Drug Abuse (NIDA) reveals the following key 
findings: 

Residential and Outpatient Treatment Costs 

According to National Survey of Substance Abuse Treatment Services (N-SSATS) data 
for 2003, about 85% of clients in treatment in Nebraska received outpatient, 14% received 
residential and 1% hospital inpatient. Due to the lack of standardized assessments and data 
collection the proportions of unmet demand at each level of treatment are currently unknown. 
However, it is possible to illustrate alternative unmet demand cost estimates through a 
combination of residential and outpatient treatment options as is done in the tables below by 
relying on the estimated unrnet demand. 

The estimated costs of providing treatment to meet the unrnet demand in Nebraska (those 
who did not receive, but wanted or would seek treatment if it was available) varies widely 
according to the level of treatment or program type. Table 24 shows the estimated costs to meet 
the unrnet demandI2 by type of drug at any single level of residential or outpatient treatment 
(i.e., if all persons needing and wanting treatment were treated at the same level and only at that 
level). 

Adult Residential 

'* Developing cost estimates for alternative levels of treatment is for illustrative purposes and provides a basic cost 
range. These estimates are not based on specific data or assumptions about the proportions of unmet demand for 
treatment at particular levels, nor do they address the issues of determining the most appropriate forms of treatment 
to meet the unmet demand. 
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Therapeutic Community 
(Prison)"" 

Table 24. Cost Estimates for Unmet Demand by Level of Treatment in Nebraska (2003) 
* Unmet demand estimates are based on 2003 National Surveys on Drug Use and Health and 

cost estimates shown in 2001 dollars. Columns may not add due to rounding. 
**Does not include incarceration or aftercare costs. 

(13 weeks) 
Total Adult and Adolescent Standard 

Outpatient 
Intensive Outpatient 

(7 weeks) 
Drug Court 
(46 weeks) 

The estimated costs to meet the unmet demand in Nebraska in a comprehensive approach 
for MA related drug treatment are shown in Table 2513 In other words, Table 2.5 illustrates the 
estimated cost of treatment assuming that the treatment needs of the users are divided evenly 
between the levels of care. Intensive Outpatient would be utilized instead of Drug Court by 
someone who has not been accepted into that program. Treatment modalities presented are In- 
Prison Therapeutic Community (high-moderate needlrisk incarcerated offenders), Drug Court 
(moderate needlrisk offenders not incarcerated), Adult and Adolescent Residential (low- 
moderate abusersldependent not in the criminal justice system) and Intensive Outpatient 
treatment. 

Table 25. Cost Estimates for Unmet Demand of MethlAmphetamine-Related Users for Residential and 
Outpatient Levels of Treatment in Nebraska (2003)*. 

* Unmet demand estimates are based on 2003 National Surveys on Drug Use and Health and cost estimates 
shown in 2001 dollars. Columns may not add due to rounding. 

$1.6 $1,534 

$4,445 

$3,463 

13 Unrnet demand figures by type of drug are divided into approximately thirds for each alternative treatment 
modality. 

$1.2 

$3.6 

$2.8 

$.4 

$1 .O 

$.8 

$2.2 

$4.7 

$3.6 
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**Does not include incarceration or aftercare costs 

The cost estimates Table 24 Table 25 do not include aftercare (which is an essential 
element of In-Prison Therapeutic Community) (Belenko, 2005) or incarceration costs, nor do 
they include other possible modalities in a comprehensive treatment program, such as those 
incorporated into Probation Department daylnight reporting centers. 

Estimated Cost of MA Treatment in Nebraska 

As demonstrated by the above tables, the cost of providing MA treatment varies greatly 
depending on the type treatment needed by an individual and the number of individuals requiring 
that level of care. Until standardized assessments can be administered and the results collected 
into a central data base, we are unable to accurately pinpoint exactly how many people will need 
-treatment at a particular level of care and estimate the cost. However, given the enormity of the 
MA problem, it would be imprudent to delay in allocating funds to MA treatment until after the 
assessment results have been collected. 

Although it would be ideal to provide every MA user with treatment, it is understood that 
some users are not yet to the point that treatment is a consideration to them. The literature 
review and the best practice meetings both indicated that users often seek treatment once they 
have become involved with the justice system. Research also shows that coerced MA treatment 
that takes place as a result of involvement with the justice system is highly effective. Since users 
involved with the justice system are often motivated to seek treatment and receptive to receiving 
it, providing treatment to this population is beneficial. 

Table 26 below reflects the estimated need for treatment in the State based strictly on 
those who have become involved with the justice system by being convicted for 
methamphetamine-related charges or those who tested positive for methamphetamine at the time 
of their arrest. 

Table 26. Estimated Need for Treatment in Nebraska Based on MA-related Offenders. 

DCS-Men 
DCS-Women 
Probation 

Arrestees 

Total 

In 2004, HHSS reported that 88 abuselneglest cases were opened involving allegations 
that parents had chemical dependency problems. Based on these data, Table 27 below illustrates 
cost estimates for the levels of treatment services recommended in support of each agency. The 
cost estimates calculated by multiplying the cost of treatment at that particular level of treatment 
service by the estimated need as illustrated in Table 26. The cost of treatment is set forth in 
Tables 24 and 25. The cost of an assessment is $75 to $125. This estimate was based on the 
higher amount to ensure adequate funding. 

109 
1,250 

17'269 

19,046 

Nebraska Depf of Corrections (2004) 

Nebraska State Probation (2004) 
Estimated from 2003 Arrestee Drug Abuse 
Monitoring Program results for Nebraska 
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I Therapeutic Treatment cornmunityl4 I $641,212 ( 

Tab 

I Therapeutic Treatment Community I $167,206 1 

I Assessments ( 1,250) 1 $156,250 1 
I Outpatient Treatment (950) ( $1,846,800 1 
I WEC (300) 1 $0 I 

I Assess 33%(5,600) 1 $700,000 I 

I Assessments (88) 1 $1 1,000 
Outnatient Treatment (88) I $ 1  71,072 

~ l e  27. Estimated Methamphetamine Treatment Costs per Nebraska Agency for 2006. 

The estimated cost relies heavily on funding assessment costs. By allocating funds for 
assessment, the state is increasing its potential for cost effectiveness in the future, while 
beginning to get necessary treatment services to those who will benefit from them. The 
estimated costs allow every individual entering DCS or probation to be assessed and also 
provides funds for assessments for arrestees &d parents-involved with HHS. Once the results of 
these assessments have been collected, the state can adjust treatment allocations to address the 
actual need, not the projected need. 

It is assumed that the funds allocated should first be used for their designated purpose. If, 
however, a portion of the funds allocated for a certain purpose are not utilized, then the residual 
funds can be utilized to pay for any other service approved for treatment or recovery support. 
For example, funds are provided for all probationers to receive an assessment. However, if one 
probationer can pay for the assessment through his private insurance, then those funds might be 
used by a parent involved with HHS to obtain an assessment or to provide for another treatment 
need for the probationer such as dental expenses. 

It is proposed that the treatment recommendations be implemented in phases. During 
Phase I, the emphasis will be spent on treatment services that make the biggest difference in 
preparing for Phases I1 and 111, such as assessment and outpatient treatment. The information 
generated by the assessment will determine where missing levels of treatment are needed. Then, - 

during Phase 11, the state will be able to redistribute funding to the treatment levels where it is 
know to be needed. The results of the assessments will continue to show where services are 
needed but not being received. By Phase 111 the state will be structuring the appropriation 

14 The Cost of Therapeutic Treatment Community includes the cost of an assessment. 
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process on actual consumption. And the state will be able to determine what resources are 
needed from year to year to promote recovery. 

Cost Comparison at Existing Facilities 
DCS Treatment Costs 

A review of sections of the 2004 Nebraska Department of Correctional Services (DCS) 
annual report related to substance abuse programming and treatment services reveals the 
following: 

The DCS provides four general levels of care: Residential, Non-Residential, Assessment 
and Evaluation and Emergency. Table 28 shows DCS facilities that offer services at the 
residential, non-residential and assessment~evaluation levels and the annual costs per 
inmate at each facility. 

I Long-Term 
Residential and 

Residential 

Non-Residential 
(continued) 

(100 minimum custody 
males at RTC) 

!. Omaha Correctional Center 
(72 minimum custody males 

at SAU) 

3. Tecumseh State 
Correctional Institution 
(32 minimum custody males 
at SAU) 

4. Nebraska Correctional 
Center for Women 
(28 minimum custody 
females at SAU) 

I. Nebraska State Penitentiary 

2. Omaha Correctional Center 

3. Tecumseh State 
Correctional Institution 

4. Nebraska Correctional 
Center for Women 

5. McCook Work Ethic Camp 

6. Community Corrections 
Center-Lincoln 

7. Community Corrections 
Center-Omaha 

Comn~unity (10 months) 

Parole Violator Program 
(90-120 days intensive) 

!. Substance Abuse Unit 
(10 months) 

). Substance Abuse Unit 
(I 0 months) 

1. Substance Abuse Unit 
(10 months) 

Parole Violator Program 
(90-120 days intensive) 

I. Education, Intensive 
Outpatient, Aftercare 

2. Education, Intensive . 
Outpatient, Aftercare 

3. Education, lntensive 
Outpatient, Aftercare 

4. Intensive Outpatient, 
Aftercare 

5. Education, lntensive 
Outpatient 

6. Education, Outpatient, 
Aftercare 

7. Educahon, Outpatient. 
Aftercare 

5. $15,948 (based on number 
of annual admissions) 
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8. Lincoln Correctional Center 

9. Nebraska Correctional 
Youth Facility 

2. Nebraska Correctional 
Center for Women 

Evaluation and 
Assessment 

I 3. Nebraska Correctional 
Youth Facility 

I Diagnostic and Evaluation 
Center 

8 .  Education, Intensive 
Outpatient, Aftercare 

8. $32,123 

9. Education, Intensive 
Outpatient, Aftercare 

9. $68,275 

1. Diagnosis, Evaluation, 
Assessment, Classification 
and Fac~lity Assignment 

1. $30,977 

2. Diagnosis, Evaluation, 
Assessment, Classification 
and Facility Assignment 

Table 28. Nebraska Department of Correctional Sewices Substance Abuse Levels of Care and Costs by 
Facility 

2. n/a 

3. Diagnosn, Evaluation, 
Assessment, Classification 
and Facility Assignment 

3. n/a 

Total Cost Estimates 

.Tecumseh 

Penitentiary 

LCC 

York 

Work Ethic 
Camp 

Development and construction of a centralized, medium security, MA treatment center 
for DCS is estimated to cost between $1 5.8 million and $1 7.5 million. The final cost will 
ultimately depend upon the total number of beds which are estimated to cost $70,000 per bed. A 
Program Statement for the treatment facility are estimated to cost $30,000 to $35,000. 

* Treatment includes medical care, mental health care, and substance abuse treatment. 

Table 29. Cost Comparison by Facility for Tecumseh, Penitentiary, LCC, York, and Work Ethic Camp. 

$30,923.00 

$27,834.00 

$32,123.00 

$27,423.00 

$1 5,948.00 

$91.44 

$75.46 

$89.96 

$80.60 

$45.42 

$4,254,499 

$6,101,510 

$2,558,891 

$1,490,408 

$398,398 

$531 1 

$531 1 

$531 1 

$531 1 

$53 11 
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The cost of hnding the voucher program for Phase 1 is $7,256,020. This expense will 
provide voucher funds to ensure that those MA users who have contact with the justice and 
social service systems can have access to assessment and treatment. 

The cost associated with creating 24-hour, day and night reporting centers will primarily 
be in the salaries of those people who are staffing the centers. Ideally each center should house 
three probation officers with each manning an eight hour shift, a parole officer and a substance 
abuse counselor. The total expense for this recommendation will depend upon how many 
daylnight reporting centers are created and what the final staffing consists of. 

The cost for the creation of a data base to compile all of the assessment and treatment 
data ultimately depends upon the applications that the design team decides to build into the 
application. Other factors affecting the cost include how comprehensive of a system is created 
and whether the chosen applications will be able to piggyback on existing computer systems or 
computer systems that are currently being developed. 

The cost associated with reducing the scarcity of treatment professionals likewise 
depends on the degree to which this recommendation is implemented and the size of the 
incentives that are ultimately offered to attract new professionals to the state. 

Implementation of the MA treatment recommendations will require the creation of a fill- 
time coordinator to oversee the implementation process. This position should be salaried as a 
coordinator within the Human Resources classification system. This position will require 
support staff, specifically a secretary, for at least the first year of the implementation process. 

The total cost to implement all the recommendations of the MA Treatment Study is 
estimated to be $30-35 million. 
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Appendices 



Nebraska Standardized Model for 
Assessing Substance Abusing Offenders As of January 1,2005 

SUBSTANCE ABUSE SERVICES 

"JUVENILE OFFENDER 
Levels of Care and Services' 

FOR JUVENILE JUSTICE CLIENTS 
The terms listed are for use by ull substance ubuse providers and justice entities in referring 

justice system cfients to substance abuse services provided ifi Nebruska. 

LEVEL OF CARE (LOCI: General category that includes several similar types of servrces. 
a ? .lance Abuse Services: The specific service name that more specifically identifies the type of actual substance abuse service a consumer will receive. 

8 ChildrenNouth: Age 18 and below (note that Medicaid SA services apply for ages 21 and below). 

9 
q 

NOTE: Not all of these services are available in Nebraska; some services may be available in some areas but not in others. This service array is intended 
to be a balanced array of substance abuse services that could meet various needs at different levels of severity. 

0 
0 
C 
a LOC: EMERGENCY SERVICES * 
I A Ivew short term, unscheduled service availabllitv in time of crisis in a varietv of settinas) 

Page 1 of 4 



Nebraska Standardized Model  for 
Assess ing Substance Abus ing Offenders As of January 1,2005 

'JUVENILE OFFENDER 
Levels o f  Care a n d  Services' 

LOC: ASSESSMENT SERVICES 
fscreening or evaluatlon tools used to determine the level of a SA problem make appropriate service referral: generally 

provided in a non-residential settincl] 

Screening :General preliminary screening by provider to identify a substance abuse problem and refer for a complete SA evaluation and early intervention Or 
;treatment; includes a screening for mental health and gambling issues. For Justice referrals. the Simple Screenina Instrument (SSI) that indicates Ihe 
!need tor a further evaluation is comnleted by the criminal iustice svslem and is sent to the SA provider. 

----.--------------------i----------------------------------------.-----------------------------------------------------------.--------------.-----------------..------------------------. 

Emergency SA iSA evaluation needed on an urgent and unscheduled basis; a provider is available,.$ithin 24 ho r to do a complete evaluation: allevaluatlons 

valuation 'completed forjustice clients must be completed b y  a clinlclan licensed by the S-asha to assess and treat substance abuse 1 problems and who has completed the Standardized Model requirements, and the stale approved CASl training and the crlmlnal justice 
~behav iodth ink ing training; available from any licensed SA service provider; Evaluation Tool Reauired: Comprehensive Adolescent Severity 
Inventory (CASI); Aooroved State Reoortina Format: SA Evaluation results are required to be provided in a state approved format only. 

SA Evaluation iSA evaluation forjustice clients must be completed b y  a cliniclan llcensed b y  the State o f  Nebraska to assess and treat substance abuse 
lproblems a d  who has completed the Standardized Model requirements, and the state approved CASI tralnlng and the crlminaljustice 
j behaviors/thinking training; available at any state approved SA service provider; Evaluation Tool Reauired: Comprehensive Adolescent Severity 
lnvenlory (CASI); Avoroved Slate Reoortina Format: SA Evaluation resulls are required to be provided in a state approved reporting format only. 
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Nebraska, Standardized Model  f o r  
Assess ing  Substance Abus ing  Offenders AS of January 1,2005 

"JUVENILE OFFENDER 
Levels of Care a n d  Services' 

LOC: NON-RESIDENTIAL SERVICES .-p 
Ileast intensive sewlces based on cllnical need offered in a varletv of communltv settings: vouthlohlld lives lndependentlv with 

family. guardian, relatives. or otherL 
NUN-RESIDENTIAL SERVICES: A range o fsenkes  /Ol youth a t  risk of developing or who have substance abwe problrmr, spcclllc &nctlonrldeffcf~, 
pmbkms with Intoxlcrtlon or wlthdrawrl, but few blomodic81 complIcatlons. Youth may have slgnlllsant denclts In the 8rr.r ofro8dlncr. to Ch8nI01 

relapse, continued use or contlnuedproblem potentlrl or rocover)r envfronment and thus Is in need of lnterventlons dlrseted by 8ddlCtlOn spulrllsts 

than medlcal ur psychlatrls prraonnel In r ve~fety of non roaldontlrl settln#s. Level 7 h the most Intensive m d  LeveI 5 Is the least InteMIw SOWIGO l s v d  

f cam. .__________________------ ___________________-----------------------.-------------.---------.---------------------------------------------..-*---------------.---------.-.--------------- 
Lv Prevention and r~ducal ion and other activities designed to prevent abusing substances. 

Education ...--...--------.------------ LLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLLL~~~LL---------------~ 
Lv Intervention lnterventlon counseling and education for persons experimenting or currently using substances but who are NOT abusing or dependent: Staff 
5 lsupervised EDUCATION programs are very structured with a specific outcome for the client; LoS varies (i.e., minimally one staff supervised 6 or 8 hr 

]class; other options might include eight one-hour sessions. 3-4 four-hour sessions, or other); includes support group or self help referrals. 
Lv Care Monitoring SbjMH ;Monitoring service designed for youth eltgible under the delinition for Community Support Substance Abuse, who have made sigrrificant progress in 
5 /recovery and stable community living, or for those youth unwilling lo accept the more intensive and rehabilitative community support service; this 

:service monitors youth progress in community living, provides crlsislrelapse interventlonlprevention as needed, provides oversight and follow-UP 
lfunct~ons as identified in the youth's monitoring plan (i.e.. services. appoinlments, reminders). and intervenes to protect current oains and prevent 

- ;treatment focus is on permanent change of behaviors and modifying thought patterns, coping with problems, improving functioning, and other Services 
ito achieve successful outcomes end prevent relapse. LoS varies depending on individual illness and response to treatment (i.e.. may average 10-12 
isessions at 1-4 hrs per week but treatment frequencies and duration will vary): includes brief therapy model (3-5 sessions): aroup therapy ses~ions 

:or other non-office location to ensure child's focus on rehabilitating hislher social and relationship skills; aiding the child in u&ng appropriate coping 
!skills; child, guardian, and family relationship building; relapse and recovery rngmt and skill leaching: provides client advocacy; assistance with 
/schooling. housing, accessing transpodation, and a variety of other case management activities; ensure attendance at medical appointments or SA non- 
(residential treatment services; coordination of a carelcase plan and services; 2417 on call availability of community support worker; often provided 
koncurrentlv with another SA non-residential service. 

C3 .........-.------..------ +III:;*-:-.II :--:--:--: ---.-----: ......................................................................................................... ---------------. 
2 L V  Intensive Outpatient ilntensive group and individual therapy and counseling for persons with substance abuse disorders or chemical dependence: provide essential 

k Counseling education and treatment counseling components white allowing clients to apply new skills within real world environments; counseling provided by a 

P) ,licensed addiction specialist; offered in day or evening, before or after work or school: more intensive than Ouipat~ent Theraw and less intensive than 
C :partial care, service includes a conrbination of group sessions 3-5 timeslweek plus individual sessions 1-3 hrslweek; total services to the client average . - 
t- '10-15 hours per week, hours per week are tapered to a prescribed sciledule or cllont need as the client transitions to the less intensive Outpatient 

dependence problems; medical backup: includes individual and group counseling, medication monitoring services; services may occur during school 
hours, but education must be available through other resources; client needs are of higher intensity need than Intensive Outpatient; services are 

!provided 5 days per week at 6-10 hours daily including minimum of 4 hrs daily of primary SA treatment; LoS varies but averages 5-6 weeks; highest 
:intensity, non-residential service. 



Nebraska Standardized Model  f o r  
Assess ing  Substance Abus ing Offenders As of January 1,2005 

-JUVENILE OFFENDER 
Levels o f  Care and Services' 

LOC: RESIDENTIAL SERVICES 
jtreatment services provided @va 24 hr communltv based residential settin& 

CLINICALL I MANAGED RESIDENTIAL SERVICESI An # m y  ofrwsidentirlservices foryouth who need r safe Ifving mrlmnment to d e v h p  r W c O v 9 ~ k ~ ~ I ~ :  

have speclffc functional dendts; mlnlmrl problems with Intoxication or wfthdrawai and few blomedisrl compIicrtions; youth may have sIgniffcrnt deff~I ts  

In the r r a r r  of readiness to change, relapse, continued use or contlnuedprobiem potentfai or recovery environment a d  thus b In nerd of Intemnlions 

dfrected by rddIctIon specialists rather than medIcaI orpsychIrtrIc personnel. Level 1 II the most intensive m d  Level 3 is the I.rst intonslve sewke level 

of care. 

Lb .Ifway House or 'CLINICALLY MANAGED. LOW INTENSITY: Nonmedical transitional residential program of substance abuse treatment for youth who are transifioning 
SA Group Home from more intensive treatment to familylindependent living: structured living environment and semi-struclured activities designed to developlsupport 

recovery living and relapse prevenlion skills; maintaining tho skills necessary for a life free from substance abuse outslde of residenlial treatment: 
isewice has ability to arrange for services or suppoiUcoordinate access to school. work. concurrent emoUonal/behaMraYother trealment activities: 
Istaffing must include LADC; treatment plan must include relapse prevention planning (crisis); LoS varies but averages 3 - 6 months. ---------.....-..--------------------------*----------------------------------------------------------.-----------.-------------------------------------------------.------------------------. '" 

C o m m u n i t ~ , ~ ~ ~ ~ i ~ ~ ~ ~ ~  MANAGED. MEDIUM INTENSITY: Non-medical residential program of substance abuse treatment for youth with chronic substance use. 
01% Therapeutic repeated relapse &/or resistance to treatment whose substance use recovery efforts are effected by emotional, behavioral or cognilive problems; 24 
Group Home hour structured therapy to promote suslained focus on recovery tasks; program relies on a treatment community or milieu as the agenl of change for 

:acquiring recovery and basic life skills, skills are built through a longer term, highly structured set of peer oriented activilies; services include individual 
,& group counselingltherapy, relapse prevention (crisis), education, vocalional 8 skill building: treatment goals include motivalion to change, anger 
.management, conflict resolution, values clarification 8 limit selling: program facilitates integralion into the community, lreatment services are directed by 
addiction specialists and access to medicallother consultation; program is staff secure & has ability to arrange for services or supporllcoordinate access 

ito school, work; LoS varies from 6 -18 months. TC or SA-TGH programs specialize in serving youth in the justice system, many with conduct or personal 
~~.----.-.~~~.~~~~~~~~~~~~~~~iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii~~~-------. 
Lv SA Extended :CLINICALLY MANAGED, MEDIUM-HIGH INTENSITY Nonmedical longer term, medium intensity residential service for adolescents who are 

h * Residential or !chemically dependent and who are at high risk for rclapse &lor potential harm to self or others; clients have significant deficits in ability lo perform a 
1 activities of daily living &lor cognitive deficits; skills training emphasizes impulsive behavior change 8 other behavior deficits; service may he combined 

3; for chemically dependent youth transilioning from Short Term Res who need longer term structured Ireatmenl; LoS ranges from 4 - 24 months; Service 
'reatmen' Center 

;has capability to address mental health issues; staffing includes LADCs; program is staff secure. 
Y ..----.-.--...---..---------- L IIIIIIIIIIII.IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII-IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII.IIIIIIIIIIIIIIIIIIII---I----- -----. 

Lv ShodTerm Residential lCLlNlCALLY MANAGED. HIGH INTENSITY. Enhanced nonmedical residential program of primary subslance abuse Ireatment for youth wilh an 
1 

Y 
entrenched dependency paltern Of usage and an inabilily to remain drug free outside of a 24 hour care; highly struclured, intensive, shorter term 

CU conprehensive addiction recovery service including group counselingftherapy and relapse prevention; that is of shorter duration bul at a higher inlens'tY 
0 level; access to medical evaluation and consultation available 2417: significant emphasis is on readiness to change and Irealment engagement; 
i; .experience induces the adolescent into a peer group; promote coordination of the ~nultiple syslems surrounding the youth and implemenl strategies for 

0 :ongoing engagement in treatnienl: physician moniloring and nursing care obse~at ion available as needed: addiction treatment by licensed addiction 
C .- specialists/LADCs; inlerdisciplinary staff including LMHP, psychologists as needed; administer/monitor medicalions; program is staff secure. LoS varies 

E but averages 30 - 45 days. 

m 
Y 
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Nebraska Standardized Model for 
Assess ing Substance Abus ing Offenders As of January f ,  2005 

-ADULT OFFENDER 
Levels of Care a n d  Services" 

SUBSTANCE ABUSE SERVICES 
FOR ADULT CRIMINAL JUSTICE CLIENTS 

The terms listed are for use by aN substance abuse providers and criminal justice entities lir referrhg 
criminal justice system clients to substance abuse services provided in Nebraska. 

LEVEL OF CARE ILOC): General category that includes several similar types of services. 
Substance Abuse Services; The specific service name that more specifically identifies the type of actual substance abuse service a client will receive. 

Adult: Age 19 and above. 

NOTE:  Not all of these services are available in Nebraska; some services may be available in some areas but not in others. T h ~ s  service array is intended 
to b e  a balanced array of substance abuse services that could meet various needs at different levels of severity. 

LOC: EMERGENCY SERVICES 
(very short term, unscheduled service availability in time of crisis in a variety of settings) 

Crisis Phone Line !Cl~nic~an on-call tor early interventionlscrccninglreferral; available 2417. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ----_____-------___------------------------*----------------------------------------------------------------------------------------- 

Mobile Crisis I Crisis Teams of professional andlor paraprofessionals that offer on-site screening usually in the home; brief interventions lo stabilize the crisis and refer for 
Response Teams 'SA Cr~sislCris~s Resplte or other appropriate service, and a thorough SA evaluation, available 24/7; includes access to a LADC. 

SA Ememencv Shelter or Res~denlial or home based service tor a short tern1 placement of a individual in a substance abuse crisis; most clients are not intoxicated but Program 
SA Respite ,has capabllily to supervise alcoholldrug social setting detoxification (non-medical); length of stay varies by legal status, but emphasis is very short term 

(less lhan 7 days); 2417 availability of on-site clinically managed and monitored services as needed; client is medically stable, very limited nursing 
coveragelcan be on-call. 

Support and skill teaching, assistance with housing. ensure attendance at medical appointments or SA non-residential treatment services: coordination of a Care 
plan; coordinating  service^, transpodation; 2417 On call; service is very short term; often provided concurrently with another SA service to ensure client 
s law connected with services: LoS varies but not lo!?oer lhan 30-90 Javs. 

Emergency Stabilization & Service to stabilize acute witlidrawal andlor intoxicdtion symptoms and return person to independent living in the community or engage 8 refer the 

Treatment person to a recovery program: supportive services ttierapy, brief SA assessment, primary clinical treatment for substance abuse disorder implemented. 
and coordination of services to help the client aleviate a subslance abuse crisis; LoS varies but not longer than 14 days; on site clinically managed and 

----.------.._..-.. .--- -------- n1or!il~.r'&.medka!~ Y~Iab!e;l~~!Led-n~rsinae~~e~aaeB BBBBBBBBBBBBBBBBBBBBBBBBB.BBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBB~BBBBBBBBB.~~~BBBBBB---  ------- 
Social Detox Res~denliai s e ~ i c e  for the shod lerm placement for an adult needing alcoholldrug detoxlficalion (non-med~cal): length of stay varies but usually not 

more than 5-7 days depending on the drugs involved; 2417 on-site availability of clinically managed and monitored: medically stable; limited nursing 
1 coverage. 

Medical Detox 24-hr medically supervised alcoholldrug detoxification where severe medical issues are involved; 2417; medical staff coverage. 

Emergency Protective Crisis Center services provided in a medical facility to stabilize a persort in psychiatric andlor substance abuse crisis: clinically managed detox with 
Custody (EPC) legal hold. 2417; admission on involuntary basis by EPC icgal hold becauso of alleged dangerousness to self or others; generally 7 day Or less Stay to 

stabilize, begin emergency treatnient 8 referral to most appropriate service to meet client's need; LOS not longer than 7 days. or if the client is on an 
EPC hold may continue to a com~nitment hearing. 

Civil Protective Custody Residential services; 24 hr legal hold to keep Someone involuntarily in a social detox servlce. 

fCPC) 
P*.." . ,., I 



Nebraska Standardized Model for 
Assess ing Substance Abus ing Offenders As of January 1, 2005 

.ADULT OFFENDER 
Levels of Care and  Services' 

LOG: ASSESSMENT S E R V U  
(screening and evaluation tools used to  determine the level of a SA problem a make appropriate service 

Screening General screening by provider to identify a substance abuse problem and refer for a complete SA assessment, early inlervention or treatment; includes 
screen for mental health and gambling issues. a 

Emergency SA Evaluation SA evaluation needed on an unscheduled basis and completed -rewest; all evaluations completed forjustice cllents must be 
~0mDleted by a clincian licensed bv the State of Nebraska to assess and treat substance abuse ~ rob lems  and who has completed the - 
standardized Model requirements i n d  state approved AS1 and crimlnal]ustice behaviors/thinking training; available from any state licensed 
SA service provider; EvaluationlAssessment Tool R m d ;  Addiction Severity Index (ASI): A ~ ~ r o v e d  State ReDOrtlnQ Format: SA 
Evaluation/Assessment results are required to be provided in the slate approved reporting format only. - - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ~ ~ - - ~ - - - - - - ~ - - - - . - - - - . . . . .  .__________________-----------------------------------.---------------- 

SA Evaluation All SA evaluations com~le ted for iustice clients must be com~ le ted  bv a clinclan licensed bv the State of Nebraska Lo assess and treat 
substance abuse problems and who has completed the Standardized Model requirements and state approved AS1 and c r lm lna l l us t~c~  
behaviordthinking training; available from any state licensed SA service provider; EvalualionlAssessment Tool Reouired: Addiction Severity 
Index (ASI); ADDrovedoReDonina Format: SA Evaluation/Assessment results are required to be provided in the state approved ieporting format 

,only. 



Nebraska Standardized Model for 
Assess ing Substance Abus ing Offenders AS of January 1, 2005 

'ADULT OFFENDER 
Levels of Care and Services' 

LOCI NON-RESIDENTIAL SERVICES 
/least l e p e n d e n t l f l  
NOTE: Persons MUST be psychiatrically and medically stable to be admitted to the non-residential services. 

NON-RESIDENTIAL SERVICES: A range of services for persons at risk of developiog, or who have substance abuse problems, specific functional deficits, problems with lnt0xilicati0n or 
withdrawal, but few biomedical complications. Clients may have significairl deficits in the areas of readiness to change, relapse, continued use or continued problem potential O r  reCOvefY 
environment, and lhus IS in need of inrerventions directed by licensed addiction specialists rather than medical or psychiatrlc personnel in a variety of non residential settings. Level f is the 
nlost intensive and Level 5 is the least intefrslve service in thls level of care. 

Lv 5 Prevention and Education Educat~on and olher activities designed to prevent abusing substances. 

Lv 5 ln te~ent ion Intervention counseling and education for persons experimenting or currently using substances but who are NOT abusing or dependent: Staff 
'superv~sed EDUCATION programs are very structured with a specific outcomo for the client; LoS varies (i.e.. minimally one staff supervised 6 Or 8 hr 

. ~ ! ~ E , P ! ~ ~ ~ ? ~ ! ~ ~ ~ ~ ~ ~ ~ ! ! ~ ~ ~ ! U . ! ~ ~ ~ ~ ~ . ~ ! ~ O P ~ ~ ~ O _ U I ~ ~ _ B ~ S ' O ~ S ~ ~ ~ ~ ! O ! ! ~ ~ ~ U ~ S ~ S S ~ ~ ~ ~ ~ O I ~ ~ ! ~ ~ ~ ~ I ~ ~ ~ ! U ~ ~ ~ ~ S U P ~ , O ~ ~ I ~ U ~ ~ O ~ ~ ~ ! ~ ! . ~ ! P ~ ! ~ ! ~ ~ ~ ? ! S . ~  --.-------- ---- 
L *  5 Methadone Maintenance ;Administration of methadone medication to enable an opiate addicted person lo be free o l  heroin; methadone replacement for herom is a lifetime 

maintenance program; counseling therapy interventions are included in the service, 

Lv 5 Care Monitoring Mon~loring service designed for persons eligible under the def~nition for Community Support Mental Health or Substance Abuse, who have made 

SAlh4H signlllcanl progress in recovery and stable community living, or for those clients unwilling to accept the more intensive and rehabilitative ~0mmunlty 
'support servlce; this sewlce monitors a client's progress in communtly living. provides cris~shetapse mtervention/prevention as needed, provides 
oversight and follow-up functions as identified in the client's monitoring plan (i.e.. services. appointments, reminders), and intervenes to protect currenl 

,focus is on changing behaviors, modiymg thought patterns, coping with problems, improving funct~oning, and other services to achieve successful 
,outcomes and prevent relapse. LoS varies depend~ng on individual illness and response to treatment (i.e., may average 10-12 sessions at 1-4 hrs Per 
.week but treatment frequenc~es and duration will vary); includes brief therapy model (3-5 sessions): group therapy sessions include approx 3-8 
persons; family counseling is included. 

Lv 3 Comniunity Support .Support for a persons with chemical dependency and functional deficits; 1.1 staff to client support (face to face) in residence or other non-office location 

h 'to ensure client focus on rehabilitating hislhcr social and relationship skills; aiding cllent in use of appropriate coping skills; active relapse and recovery 

a :mgmt and skill teachmg. provides client advocacy; assistance with housing, accessing transportation, and a variety of other case nmagement 
1 activities; ensure attendance at medical appointments or SA non-residential treatment; coordination of a care plan and services; 2417 on call availability 

Si ;of community support worker; often provided concurrently with another non-residential SA non-residential service. 
c.' Lv 2 Intensive Outpatient 'Intensive group and Individual counseling for persons with substance abuse disorders or chemical dependence; counseling provided by a chiclan z Counseling licensed in Nebraska to treat substance abuse disorders; offered in day or evening. before or after work, more intensive than Outpatient Therapy and 

less intensive than Partial Care: service includes a combination of group sessions 3-5 timeshveek plus individual sessions 1-3 hrslweek; total Servfces 
c.' ;to the client averages 10-15 hours per week: hours per week are tapered to a prescribed schedule or client need as the client transitions to the less 2 intensive Outpatient Therapy or other service; LoS varies with individual response to treatment but the intensity of the servlce averages 5-6 weeks in c= --------.-.---.-------------------- JPxa!ionL ------------------------.------------------------------------------------------------------------------------------.------------------------ --------- 

Very intensive day treatment program by clinician licensed in Nebraska to treat substance abuse disorders for clients with substance abuse or 

2 Lv 1 Partial Care 
dependence problems, medical backup; includes individual and group counseling and medication monitoring services: services are provided 5 days Per 

'Z week at 6-8 hours of daily including a mirl~rnum of 4 hrs daily of primary SA treatment; LoS varies but average is 5-6 weeks; highest intensily. non- 
residential service. 

(d 
U 
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Nebraska Standardized Model for 
Assess ing Substance Abus ing Offenders AS of January I ,  2005 

.ADULT OFFENDER 
Levels of Care and Services' 

LOC: RESIDENTIAL SERVICES 
itreatment services mrovided in a 24 hr communify based residential settina 
NOTE: Persons -7 be psychiatrically and medicallv s t m e  to be admitted to the resldentlal services. 

CLINICALLY MANAGED RESIDENTIAL SERVICES: An array of residentlai services for persons who need a structured, safe living environment to develop recovery skills; have specitic 
functional deficits; minimal problems with intorilication or withdrawal and.few biomedical coomplications; client nray have significant deficits in the areas of readiness to change, relapse. 
continued use or continued problem potential or recovery envlronmenr, and thus is in need of interventions directed by addiction speclalists rather thm medkai or psychlalric perronnet. 
Level 1 Is the most lnrensive and Level 3 is the least intensive service in this level of care. . . 

Lv 3 Halfway House CLINICALLY MANAGED, LOW INTENSITY: Nonmedical transitional residential program for persons who as with chemical dependency or substance 
abuse disorder who are SuCCessfully moving from lnore intensive treatment lo independent living and seeking to re-inlegrate into the community; 
istructured living environment and semi-structured activities designed to develop recovery living and relapse prevention skills: assislance In maintaining 
'or accessing employment and developing the skllls necessary for an independenl life free from substance abuse oittside of residential trealment: 
!service has canacily to address monlal health issues; counselina is provided by a cl~nician licensed in Nebraska to treat substance abuse disorders; - .  : LoS vanes bul'is uiually not longer than 3-6 monlhs. 

Lv 2 Thera~eutic Cornmunitv CLINICALLY MANAGED. MEDIUM INTENSITY: Non-medical transitional residential lrealment for persons wilh chemical dependency; treatment 
includes psychosocial skill building lhrough a longer term. highly structured set of peer oriented act/vities incorporating defined phases of progress: 

,services include individual and group counselingltherapy, relapse prevention. educalion. vocalional and skill building: sewice has the capacity to 
:address mental health issues; counseling is provlded by a clinician licensed in Nebraska to lreat substance abuse disorders: program is slaff Secure: 
!LoS varies but is usually not longer lhan 10-18 months. ----------.------------------------,------------------------------*----------------------------------------------------------------------------------------------------------.--------------------- 

Lv 2 Dual Residential (MHISA) :CLINICALLY MANAGED. MEDIUM-HIGH INTENSITY. Nonmedical. simultaneous, integrated subslance abuse and mental health residential treatment 
for persons with co-occurring primary chemical dependence AND primary major mental ~llness (schizophrenia, bi-polar, major depression, major 
psychosis); structured, supervised sewice includes addiction recovery counseling 8 activities, medication management and education, and 
psychosocial rehabilitation services; focus on mental functioning, not psychiatric care; staff include dually credentialed clinicians (LADCILMHP) andlor 
bolh LhlHPs and LADCs: LoS varles but is usually not longer than 4-8 months. 

Lv 2 Extended Residential CLINICALLY MANAGED, MEDIUM-HIGH INTENSITY: Non-medical longer term, medium intensity residential service for chronic chemicslly dependent 
persons who are at a hlgh risk for relapse and/or potential harm lo self or others; clients have significant deficits in abilily to perform activities Of daily 
living and/or cognitive deficits, counseling is provided by a clinician licensed in Nebraska to treat substance abuse disorders; program is staff SeCUte; 
LoS ranges from 8-24 months; Seww has capability to address mental heallh issues. 

-____._-.__________~-------------------------------------------------.--------------------------------------------~~--.-~---~~~~-~~~~~-~.~~-~----~~~----~~~*~~---~-----------.-------------------. 
.* 1 Short Term Residential 'CLINICALLY MANAGED, HIGH INTENSITY: Nonmedical residenlial communily trealment for persons with a primary chemical dependency, an 

!entrenched dependency pattern of usage and an inability to remain drug-free outside of a 24 hr care; h~ghry structured, intensive, shorter term 
icomprehensive addiction recovery service including individual. group counselingltherapy and relapse prevention: medication monitoring; service has 
:the capacily to address mental.heallh issues; counseling is provided by a clinician licensed in' Nebraska to lreat substance abuse disorders; program is 
staff secure; LoS varies but is usually not lonyer than 14-30 days. 
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Methamphetamine Treatment Study 

Appendix B: Attendance List for Best Practice Roundtable 
Discussions 

Attendance at the Bridgeport 
August 29,2005, Best Practices Meeting 

Orpha Peterson 
Bonnie Lockhart 
Dan Witko 
Lonnie Folchert 
Juanita Rodriguez 
Barb Jolliffe 
Gary Cotton 
Don Douglas 
Melody Lisin 
Sandy Roes 
Pat Anderson 
Michelle Chance 
Glenda Luay 
Colleen Houd 
Doug Watson 
Trish Davison 
Russ Allie 
Pamela Richardson 
Katherine McGowen 
Jim Young 
Jane Morgan 
Trina Janis 
Sandra Babin 
Kim Engel 

Panhandle Community Services 
PMHC 
District 10 Probation 
ISP Region B 
Addiction Counseling/Consultation Services 
Panhandle Substance Abuse Counseling 
PMHC 
ISP Region A 
PPHD 
WCHR 
HHSS 
PMHC-Community Services 
Human Services, Inc. 
Human Services, Inc. 
District 9 Probation 
GCHS 
GCHS 
PMCH Region I 
PMHC 
SCSI 
NEPSAC 
NEPSAC 
PMHC Region I 
PPHD 



Methamphetamine Treatment Study 

Attendance at the Lincoln 
September 16,2005, Best Practices Meeting 

Ellen Brokofsky 
Carroll Brown 
Pamela Lewis 
Therese Voboril 
Rich Chisholm 
Bob Horton 
Ron Broich 
Tim Perry 
Kent Lilly 
Dick Brown 
Tom Rathbun 
Christina Lyons 
Creston Ashburn 
Pam Butler 
Judi Brenamow 
Tim Sprakel 
Howard Kensinger 
Derek Vaughn 
Beverly Lueshen 
Susan Krome 
Connie Barnes 
Cindy Oltmer 
Julie Hippen 
Kent Kretz 
Connie Stuckey 
Shawn Schutz-Long 
Melva Denholm 
Jim Swallow 
John Wells 
Rita Burke 
Lewis Burke 
Brad Shay 
Scott Halverson 
Mike Ryan 
Mike Phillips 
Ida-Marie Hebrant 
Marti Wilson 
Kathie Repp 
Jeff Beaty 
Jim McKenzie 
Jessica Watson 
Doug Koeberack 
Julie Rogers 

Probation/Sarpy, Cass, Otoe 
Probation/Hall, Howard 
Region E ISP 
Region D ISP 
Dist. 3 Probation 
Dist. 7 Probation 
Dist. 4 Probation 
Dist. 6 Probation 
Dist. 17 Probation 
Dist. 2 Probation 
Lancaster Co. Drug Ct. 
Dist. 12 Probation 
Dist. 5 Probation 
Northeast NE Drug Ct. 
Douglas County Drug Ct. 
Region E ISP 
Supreme Court 
Douglas County Attorney's Office 
Norfolk Regional Center 
NAMI-NE 
Behavioral Health Specialists 
Behavioral Health Specialists 
Lutheran Family Services 
The Link, Inc. 
Cornhusker Place 
Cornhusker Place 
Alegent Health 
The Link, Inc. 
BHS 
n/a 
Heartland Counseling 
Bryan LGH Independence Center 
Alegent Health 
Valley Hope 
Catholic Charities 
Catholic Charities 
Lutheran Family Services 
HHSS R&L 
Legislature 
Corrections 
Legislature 
Legislature 
Community Corrections Council 



Methamphetamine Treatment Study 

Appendix C: Tables on State SA Spending for Nebraska and 6 
Surrounding States 



Methamphetamine Treatment Study 

Appendix C: Table I. Summary of State Spending on Substance Abuse (1998)": Nebraska 

Afftected Programs: 
Justice 
Adult Corrections 
Juvenile Justice 
Judiciary (Courts) 
Education (ElemlSecondary) 
Health 
C hIldlFamily Assistance 
Child Welfare 
Income Assistance 
Mental HealthlDev Disabled 
Mental Health 
Development Disabled 
Public Safety 
State Workforce 

State Spending 
by Category ($000) 

Regulation/Compliance: 17492 
Licensing & Control 720 
Collection of Taxes 16772 

Prevention, Treatment, Resrch: 8945.7 
Prevention N A 
Treatment 8945.7 
Research 0 

Total 

Spending Related to Substance Abuse 
Amount YO O h  S1Bdgt Per Capita 

*Nebraska state budget data compiled by National Center on Addiction and Substance Abuse (CASA) 
at Columbia University (2001) 



Methamphetamine Treatment Study 

Appendix C: Table I. Summary of State Spending on Substance Abuse (1998)*: Nebraska 

Afftected Programs: 
Justice 
Adult Corrections . 
Juvenile Justice 
Judiciary (Courts) 
Education (ElemlSecondary) 
Health 
ChildlFamily Assistance 
Ch~ld Welfare 
Income Assistance 
Mental HealthlDev Disabled 
Mental Health 
Development Disabled 
Public Safety"' 
State Workforce 

Regulation/Compliance: 
Licensing 8 Control 
Collection of Taxes 

State Spending 
by Category ($000) 

Prevention, Treatment, Resrch: 548 
Prevention 340 
Treatment 208 
Research 0 

Total 

Spending Related to Substance Abuse 
Amount YO % SlBdgt Per Capita 

'Colorado state budget data compiled by National Center on Addiction and Substance Abuse (CASA) 
at Columbia University (2001) 
"Colorado d ~ d  not report any spending for highway safely or local law enforcement 



Methamphetamine Treatment Study 

Appendix C: Table Ill. Summary of State Spending on Substance Abuse (1998)*: Iowa 

State Spending Spending Related to Substance Abuse 

Afftected Programs: 
Justice 
Adult Corrections 
Juvenile Justice 
Judiciary (Courts) 
Education (ElemlSecondary) 
Health 
ChlldlFamily Assistance 
Child Welfare 
Income Assistance 
Mental HealthlDev Disabled 
Mental Health 
Development Disabled 
Public Safety 
State Workforce 

Regulation/CmpIiance: 
Licensing & Control 
Collection of Taxes 

by Category ($000) Amount % 

Prevention, Treatment, Resrch: 11428.8 11428.8 
Prevention 1654 1654 
Treatment 9774.8 9774.8 
Research 0 0 

Total $733.857.20 

% SlBdgt Per Capita 

*Iowa state budget data compiled by National Center on Addiction and Substance Abuse (CASA) 
at Columbia University (2001 ) 



Methamphetamine Treatment Study 

Appendix C: Table IV. Summary of State Spending on Substance Abuse (1998)*: Kansas 

State Spending Spending Related to Substance Abuse 
by Category ($000) Amount Oh % SIBdgt Per Capita 

Afftected Programs: 
Justice 
Adult Corrections 
Juvenile Justice 
Judiciary (Courts) 
Education (ElemlSecondacy) 
Health 
ChildlFamily Assistance 
Child Welfare 
Income Assistance 
Mental HealthlDev Disabled 
Mental Health 
Development Disabled 
Public Safety 
State Workforce 

Regulation/Compl~ance: 
Licensing 8, Control 
Collection of Taxes 

Prevention, Treatment, Resrch: 8376.2 8376.2 100 0-1 
Prevention 1512.5 1512.5 
Treatment 6863.6 6863.6 
Research 0 0 

Total SS584534.4 9.4 

'Kansas state budget data compiled by National Center on Addiction and Substance Abuse (CASA) 
at Columbia University (2001) 



Methamphetamine Treatment Study 

Appendix C: Table V. Summary of State Spending on Substance Abuse (1998)*: Missouri 

State Spending Spending Related to Substance Abuse 

Afffected Programs: 
Justice 
Adult Corrections 
Juvenile Justice 
Judiciary (Courts) 
Education (ElemISecondary) 
Health 
ChildlFamily Assistance 
Child Welfare 
Income Assistance 
Mental HealthlDev Disabled 
Mental Health 
Development Disabled 
Public Safety 
State Workforce 

Regulation/Compliance: 
Licensing 8 Control 
Collection of Taxes 

by Category ($000) Amount % 

Prevention, Treatment, Resrch: 41670.9 41670.9 
Prevention N A N A 
Treatment 41670.9 41670.9 
Research 0 0 

Total $1,371,998.50 

% SlBdgt Per Capita 

'Missouri state budget data compiled by National Center on Addiction and Substance Abuse (CASA) 
at Columbia University (2001) 
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Appendix C: Table VI. Summary of State Spending on Substance Abuse (1998)": South Dakota 

State Spending Spending Related to Substance Abuse 

Amected Programs: 
Justice 
Adult Corrections 
Juvenile Justice 
Judiciary (Courts) 
Education (ElernlSecondary) 
Health 
Childffamily Assistance 
Child Welfare 
Income Assistance 
Mental HealthlDev ~ isab led  
Mental Health 
Development Disabled 
Public Safety 
State Workforce 

Regulation/Compriance: 
Licensing 8 Control 
Collection of Taxes 

by Category ($000) Amount % 

Prevention, Treatment, Resrch: 3768.6 3768.6 
Prevention 256.7 256.7 
Treatment 351 1.9 3511.9 
Research 0 0 

Total 5128,985 

% SlBdgt Per Capita 

10.6 $171.33 
3.9 62.97 

82.3 
68.2 
84.9 
10.8 2A 39.17 

24 2.2 35.76 
0.4 6.55 

71.8 
15.2 

1.5 23.7 
53.1 
11.4 
15.7 0.2 2.39 
0.3 0.1 0.79 

NA NA 

South Dakota state budget data compiled by National Center on Addiction and Substance Abuse (CASA) 
at Columbia University j2001) 
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Appendix C: Table V11. Summary of State Spending on Substance Abuse (1998)*: Wyoming 

State Spending Spending Related to Substance Abuse 
by Category ($000) Amount % % SIBdgt Per Capita 

Afftected Programs: 
Justice 
Adult Corrections 
Juvenile Justice 
Judiciary (Courts) 
Education (ElemlSecondary) 
Health 
ChildlFamily Assistance 
Ch~ld Welfare 
Income Assistance 
Mental HealthlDev Disabled 
Mental Health 
Development Disabled 
Public Safety 
State Workforce 

Regulation/Compliance: 
Licensing 8 Control 
Collection of Taxes 

Prevention, Treatment, Resrch: 2790 2790 
Prevention 379 379 
Treatment 241 1 2411 
Research 0 0 

Total s115.234 

Wyoming state budget data compiled by National Center on Addiction and Substance Abuse (CASA) 
at Columbia University (2001) 
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Appendix D. Drug Dependence-Abuse Estimates 
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Appendix D: Table VIII. Drug DependencelAbuse Estimates in Nebraska & Regions* (2003)- 
(Alcohol or Any Illicit Drug in Past Year) 

Population (l2+) Alcohol Any Illicit Drug Alcohol or llicit# 
StatelRegions (Total Persons) [ I  1.83% SAMSHA] [3.46%1 [12.71%] 

Nebraska 
Male 
Female 

Region 1 
Male 
Female 

Region 2 
Male 
Female 

Region 3 
Male 
Female 

Region 4 
Male 
Female 

Region 5 
Male 
Female 

Region 6 
Male 
Female 

'Estimates based on total populations 12 years of age and older according to 2000 US. Census 

" Estimates are based on results of 2002 and 2003 National Surveys on Drug Use and Health 
(NSDUHs) as reported by SAMHSA in "State Estimates of Substance Use" (2003). The percentages 
shown are the upper range Of the .95 confidence level, results of which were more consistent with 
SAMSHA admiss~ons data for 2003. 

# Respondents to the survey questions may have indicated that they were both 
alcohol and illicit drug dependenffabusers, but such respondents were only counted once as alcohol 
OR illicit drug dependentlabusen. Alcohol only dependenffabusers are 9.47%. illicit drug only are .88% 
and both alcohol and illicit are 2.36% of the total of 12.71%. 
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Appendix D: Table IX. Drug DependencelAbuse Estimates in Nebraska & Regions* (2003)*" 
(Stimulant-Related [SAMHSA Admissions = 66.6%] Illicit Drug in Past Year) 

Nebraska 
Male 
Female 

Region I 
Male 
Female 

Region 2 
Male 
Female 

Region 3 
Male 
Female 

Region 4 
Male 
Female 

Region 5 
Male 
Female 

Region 6 
Male 
Female 

Population (12+) Stimulant Related 
(Total Persons) [3.46% x .666] 

'Estimates based on total populations 12 years of age and older according to 2000 US. Census 

* Estimates are based on results of 2002 and 2003 National Surveys on Drug Use and Health 
(NSDUHs) as reported by SAMHSA in "State Estimates of Substance Use" (2003). The percentages 
shown are the upper range of the .95 confidence level, results of which were more consistent with 
SAMSHA admissions data for 2003. 

# Respondents to the survey questions may have indicated that they were both 
alcohol and illicit drug dependenUabusers, but such respondents were only count4 once as alcohol 
OR illicit drug dependenuabusers. Alcohol only dependentlabusers are 9.47%. illicit drug only are .88% 
and both alcohol and illicit are 2.36% of the total of 12.71%. 
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Appendix D: Table X. Drug DependencelAbuse Estimates in Nebraska & Regions* (2003)** 
(MethlAmphetamine-Related [SAMHSA Admissions = 45.6%] Illicit Drug in Past Year) 

Nebraska 
Male 
Female 

Region 1 
Male 
Female 

Region 2 
Male 
Female 

Region 3 
Male 
Female 

Region 4 
Male 
Female 

Region 5 
Male 
Female 

Region 6 
Male 
Female 

'Estimates based on total populations 12 years of age and older according to 2000 U.S. Census 

" Estimates are based on results of 2002 and 2003 National Surveys on Drug Use and Health 
(NSDUHs) as reported by SAMHSA In "State Estimates of Substance Use" (2003). The percentages 

confidence level, results of which were more consistent with 

# Respondents to the survey questions may have indicated that they were both 
alcohol and illicit drug dependentlabusers, but such respondents were only counted once as alcohol 
OR illicit drug dependenvabusers Alcohol only dependenvabusers are 9.47%, illicit drug only are .88S 
and both alcohol and illicit are 2.36% of the total of 12.71%. 
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Appendix D: Table XI. Drug Dependence Estimates in Nebraska* (2003)** 
(Alcohol or Any Illicit Drug in Past Year) 

StatelRegions Population (12+) Any lllicit Drug 
(Total Persons) (2.44% SAMHSA] 

Nebraska ~ ~ 

Male 
Female 

Region 1 
Male 
Female 

Region 2 
Male 
Female 

Region 3 
Male 
Female 

Region 4 
Male 
Female 

Region 5 
Male 
Female 

Region 6 
Male 
Female 

'Estimates based on total populations 12 years of age and older according to 2000 U.S. Census 

" Estimates are based on results of 2002 and 2003 National Surveys on Drug Use and Health 
(NSDUHs) as reported by SAMHSA in "State Estimates of Substance Use" (2003). The percentages 
shown are the upper range of the .95 confidence level, results of which were more consistent wth 
SAMSHA admissions data for 2003. 

#Respondents to the survey questions may have indicated that they were both 
alcohol and illicit drug dependent/abusers, but such respondents were only counted once as alcohol 
OR illicit drug dependentfabusers. Alcohol only dependenuabusers are 9.47%, illicit drug only are .88% 
and both alcohol and illicit are 233% of the total of 12.71%. 
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Appendix D: Table X11. Drug Dependence Estimates in Nebraska* (2003)** 
(Stimulant-Related [SAMHSA Admissions = 66.6%] Illicit Drug in Past Year) 

Population (12+) Stimulant-Related StatelRegions 
(Total Persons) [2.44% x ,6661 

Nebraska 
Male. 
Female 

Regibn 1 
Male 
Female 

Region 2 
Male 
Female 

Region 3 
Male 
Female 

Region 4 
Male 
Female 

Region 5 
Male 
Female 

Region 6 
.Male 
Female 

'Estimates based on total populations 12 years of age and older according to 2000 U.S. Census 

** Estimates are based on results of 2M)2 and 2003 National Surveys on Drug Use and Health 
(NSDUHs) as reported by SAMHSA in "State Estimates of Substance Use" (2003) The percentages 
shown are the upper range of the .95 confidence level, results of which were more consistent with 
SAMSHA admissions data for 2003. 

# Respondents to the survey questions may have indicated that they were bofh 
alcohol and illicit drug dependentlabusers, but such respondents were only counted once as alcohol 
OR illicit drug dependentlabusen. Alcohol only dependentlabusers are 9.47%. illicit drug only are .88% 
and both alcohol and illicit are 2.36% of the total of 12.71%. 
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Appendix D: Table XIII. Drug Dependence Estimates in Nebraska* (2003)- 
(MethlAmphetamine-Related [SAMHSA Admissions = 45.6%] Illicit Drug in Past Year) 

Nebraska 
Male 
Female 

Region 1 
Male 
Female 

Region 2 
Male 
Female 

Region 3 
Male 
Female 

Region 4 
Male 
Female 

Region 5 
Male 
Female 

Region 6 
Male 
Female 

Population (12+) MethlAmphetamine-Related 
(Total Persons) [2.44% x ,4561 

*Estimates based on total populations 12 years of age and older according to 2000 US. Census 

" Estimates are based on results of 2002 and 2003 National Surveys on Drug Use and Health 
(NSDUHs) as reported by SAMHSA in "State Estimates of Substance Use" (2003). The percentage 
shown are the upper range of the .95 confidence level, results of which were more consistent with 
SAMSHA admissions data for 2003. 

# Respondents to the survey questions may have indicated that they were both 
alcohol and illicit drug dependenuabusers, but such respondents were only counted once as alcohol 
OR illcit drug dependenuabusers Alcohol only dependentlabusers are 9.47%, illcit drug only are .8: 
and both alcohol and illicit are 2.36% of the total of 12.71%. 
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Appendix D: Table XIV. Drug Use Treatment Need Estimates in Nebraska & Regions* (2003)*' 
(Needing But Not Receiving Treatment for Any Illicit Drug Use in Past Year) 

Nebraska 
Male. 
Female 

Region 1 
Male 
Female 

Region 2 
Male 
Female 

Region 3 
Male 
Female 

Region 4 
Male 
Female 

Region 5 
Male 
Female 

Region 6 
Male 
Female 

Population (l2+) Any Illicit Drug 
(Total Persons) (3.24% SAMSHA] 

'Estimates based on total populations 12 years of age and older according to 2000 US. Census 

*' Estimates are based on results of 2002 and 2003 National Sutveys on Drug Use and Health 
(NSDUHs) as reported by SAMHSA in "State Estimates of Substance Use" (2003). The percentages 
shown are the upper range of the .95 confdence level, results of which were more consistent with 
SAMSHA admissions data for 2003. 

# Respondents to the survey questions may have indicated that they were both 
alcohol and illicit drug dependenffabusers, but such respondents were only counted once as alcohol 
OR illicit drug dependenffabusers. Alcohol only dependentlabusen are 9.47%. illicit drug only are .88% 
and both alcohol and illicit are 2.36% of the total of 12.71%. 
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Appendix D: Table XV. Drug Use Treatment Need Estimates in Nebraska & Regions* (2003)** 
(Needing But Not Receiving Treatment for Stimulant-Related Illicit Drug Use in Past Year) 

Population (12+) Stimulant-Related 
StatelRegions (Total Persons) (3.24% x ,666) 

Nebraska 
Male 
Female 

Region 1 
Male 
Female 

Region 2 
Male 
Female 

Region 3 
Male 
Female 

Region 4 
Male 
Female 

Region 5 
Male 
Female 

Region 6 
Male 
Female 

'Estimates based on total populations 12 years of age and older according to 2000 U.S. Census 

" Estimates are based on results of 2002 and 2003 National Suweys on Drug Use and Health 
(NSDUHs) as reported by SAMHSA in "State Estimates of Substance Use" (2003). The percentages 
shown are the upper range of the .95 confidence level, results of which were more consistent with 
SAMSHA admissions data for 2003. 

# Respondents to the survey questions may have indicated that they were both 
alcohol and illicit drug dependenvabusers, but such respondents were only counted once as alcohol 
OR illicit drug dependentlabusers Alcohol only dependenvabusers are 9.47%, illic~t drug only are 38% 
and both alcohol and illicit are 2.36% of the total of 12 71%. 
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Appendix D: Table XVI. Drug Use Treatment Need Estimates in Nebraska & Regions* (2003)** 
(Needing But Not Receiving Treatment for MethlAmphetamine-Related Illicit Drug Use in Past Year) 

r) 

Population (12+) MethlAmphetamine-Related 
StatelRegions (Total Persons) [3.24% x ,4561 

Nebraska 
Male, 
Female 

Region I 
Male 
Female 

Region 2 
Male 
Female 

Region 3 
Male 
Female 

Region 4 
Male 
Female 

Region 5 
Male 
Female 

Region 6 
Male 
Female 

'Estimates based on total populations 12 years of age and older according to 2000 U.S. Census 

" Estimates are based on results of 2002 and 2003 National Surveys on Drug Use and Health 
(NSDUHs) as reported by SAMHSA in "State Estimates of Substance Use" (2003). The percentages 
shown are the upper range of the .95 confidence level, results of which were more consistent with 
SAMSHA admissions data for 2003. 

# Respondents to the survey questions may have indicated that they were both 
alcohol and illicit drug dependentlabusen, but such respondents were only counted once as alcohol 
OR illicit drug dependentlabusen. Alcohol only dependenffabusers are 9.47%, illicit drug only are .88' 
and both alcohol and illicit are 2.36OA of the total of 12.71%. 
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Appendix D: Table XVII. Drug DependenceIAbuse Estimates in Nebraska by Age Cohorts* (2003)** 
(Illicit Drugs in Past Year) 

Population 
(1 2+) Age 12-1 7 Age 18-25 26 or older 

(Total (Total (Total 
(Total Persons) Persons) Persons) Persons) 

NEBRASKA 

Male 

Female 

DEPENDENTIABUSERS 

Any Illicit Drug 
[Oh Total Population] 

*Estimates based on population by age group and the proportions of male and female persons in 
each 
according to 2000 U.S. Census. Columns may not add due to rounding. 

**Estimates of drug dependentlabusers are based on results of 2002 and 2003 National Surveys on 
Drug Use and Health (NSDUHs) as reported by SAMHSA in "State Estimates of Substance Use" 
(2003) using Alternative Estimate 6. (see Tables 11-1 3), a mid-point (not exact due to rounding) 
between Base Estimate A. and Alternative Estimate C. 

***Based on 2003 SAMHSA data 66.6% of non-alcohol only admissions were stimulant-related and 
45.6% were MethamphetamineIAmphetamine-related. 
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Appendix E: Explanation of the TEDS and NSSA TS 

THE TREATMENT EPISODE DATA SET 

The Treatment Episode Data Set (TEDS) is maintained by the Office of Applied Studies, 
Substance Abuse and Mental Health Services Administration (SAMHSA). The TEDS 
system includes records for some 1.5 million substance abuse treatment admissions annually. 
While TEDS does not represent the total national demand for substance abuse treatment, it does 
comprise a significant proportion of all admissions to substance abuse treatment, and includes 
those admissions that constitute a burden on public funds. 

TEDS comprises data that are routinely collected by States in monitoring their individual 
substance abuse treatment systems. In general, facilities reporting TEDS data are those that 
receive State alcohol andlor drug agency funds (including Federal Block Grant funds) for the 
provision of substance abuse treatment. However, differences in State systems of licensure, 
certification, accreditation, and disbursement of public funds affect the scope of facilities 
included in TEDS. Treatment facilities that are operated by private for-profit agencies, hospitals, 
and the State correctional system, if not licensed through the State substance abuse agency, may 
be excluded from TEDS. TEDS does not include data on facilities operated by Federal agencies 
(the Bureau of Prisons, the Department of Defense, and the Veterans Administration). 

The data reported below represent the latest full calendar year data available for each State from 
the TEDS system. Total numbers and percent distribution are reported by sex, age, and 
racelethicity for each of 15 categories of primary substance of abuse. 

Limitations of TEDS data 

TEDS is an exceptionally large and powerful data set. Like all data sets, however, care must be 
taken that interpretation does not extend beyond the limitations of the data. Limitations fall into 
two broad categories: those related to the scope of the data collection system, and those related to 
the difficulties of aggregating data from the highly diverse State data collection systems. 
Limitations to be kept in mind while analyzing TEDS data include: 

TEDS is an admission-based system, and TEDS admissions do not represent individuals. 
An individual admitted to treatment twice within a calendar year would be counted as 
two admissions. Most States cannot, for reasons of confidentiality, identify clients with a 
unique ID assigned at the State level. Consequently TEDS is unable to follow individual 
clients through a sequence of treatment episodes. 

TEDS attempts to enumerate treatment episodes by distinguishing the initial admission of 
a client from hislher subsequent transfer to a different service type (for example, from 
residential treatment to outpatient) within a single continuous treatment episode. 
However, States differ greatly in their ability to identify-transfers; some can distinguish 
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transfers within providers but not across providers. Some admission records may in fact 
represent transfers, and therefore the number of admissions reported probably 
overestimates the number of treatment episodes. 

The number and client mix of TEDS admissions does not represent the total national 
demand for substance abuse treatment, nor the prevalence of substance abuse in the 
general population. 

The primary, secondary, and tertiary substances of abuse reported to TEDS are those 
substances which led to the treatment episode, and not necessarily a complete 
enumeration of all drugs used at the time of admission. 

In reporting TEDS data, SAMHSA must balance timeliness of reporting with 
completeness of the data set. States rely on individual facilities to report in a timely 
manner. States then bundle the data and report them to SAMHSA at regular intervals. 
Admissions from facilities that report late to the States may appear in a later data 
submission to SAMHSA. However, the additional submissions are unlikely to have a 
significant effect on the percentage distributions that are the basis of these tables. 

States continually review the quality of their data processing. When systematic errors are 
identified, States may revise or replace historical TEDS data files. TEDS continues to 
accept data revisions for admissions occurring in the previous five years. While this 
process represents an improvement in the data, the numbers of admissions reported here 
may differ slightly from those in earlier or subsequent reports and tables. 

Considerations specific to these tables include: 

The tables include admissions records that were received and processed by SAMHSA 
through the date noted at the bottom of each table. 

The tables focus on treatment admissions for substance abusers. Thus admissions for 
treatment as a codependent of a substance abuser are excluded..Records for identifiable 
transfers within a single treatment episode are also excluded. 

Records with partially complete data have been retained. Where records include missing 
or invalid data for a specific variable, that record is. excluded from tabulations of that 
variable. The total number of admissions on which a percentage distribution is based is 
reported in each table. 

Primary alcohol admissions are characterized as Alcohol only or Alcohol with secondary 
drug. Alcohol with secondary drug indicates a primary alcohol admission with a specified 
secondary or tertiary drug. All other alcohol admissions are classified as Alcohol only. 

Cocaine admissions are classified according to route of administration as Smoked and 
Other route. Smoked cocaine primarily represents crack or rock cocaine, but can also 
include cocaine hydrochloride (powder cocaine) when it is free-based. Non-smoked 
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cocaine includes cocaine admissions where the route of administration is not reported, 
and thus the TEDS estimate of the proportion of admissions for smoked cocaine is 
conservative. 

Methamphetamine/amphetamine admissions include admissions for both 
methamphetamine and amphetamine, but are primarily for methamphetamine. Four States 
(Arkansas, Connecticut, Oregon, and Texas) do not distinguish between methamphetamine 
and amphetamine admissions. However, for the States that make this distinction, 
methamphetamine constitutes about 95 percent of combined 
methamphetamine/amphetamine admissions. 

Source: http:Nwwwdasis.sarnhsa.gov/webt/information.htm 

THE NATIONAL SURVEY OF SUBSTANCE ABUSE TREATMENT SERVICES 

The National Survey of Substance Abuse Treatment Services (N-SSATS) is maintained by 
the Office of Applied Studies, Substance Abuse and Mental Health Services Administration 
(SAMHSA). The N-SSATS is designed to collect data on the location, characteristics, services 
offered, and number of clients in treatment at alcohol and drug abuse facilities (both public and 
private) throughout the 50 States, the District of Columbia, and other U.S. jurisdictions.1 

N-SSATS is designed to coilect information from all facilities2 in the United States, both public 
and private, that provide substance abuse treatment. N-SSATS includes some 13,000 facilities 
with about 1.1 million clients in treatment on the survey reference date. 

N-SSATS provides the mechanism for quantifying the dynamic character and composition of the 
U.S. substance abuse treatment delivery system. The objectives of N-SSATS are to collect 
multipurpose data that can be used to: 

assist SAMHSA and State and local governments in assessing the nature and extent of 
services provided in State-supported and other treatment facilities and in forecasting 
treatment resource requirements; 
update SAMHSA's Inventory of Substance Abuse Treatment Services (I-SATS), which 
includes all known drug and alcohol abuse treatment facilities; 
analyze general treatment services trends and conduct comparative analyses for the 
nation, regions, and States; generate the National Directory of Drug and Alcohol Abuse 
Treatment Programs, a compendium of facilities approved by State substance abuse 
agencies for the provision of substance abuse treatment; and update the information in 
SAMHSA's Substance Abuse Treatment Facility Locator, a searchable database of 
facilities approved by State substance abuse agencies for the provision of substance abuse 
treatment. The Facility Locator is available on the Internet at: 
http://findtreatment.samhsa.gov 
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Limitations of N-SSATS 

As with any data collection effort, certain procedural considerations and data limitations must be 
taken into account when interpreting N-SSATS data. Some of these are outlined below. 

N-SSATS attempts to obtain responses from all known treatment facilities, but it is a 
voluntary survey. There is no adjustment for the approximately 4 percent facility non- 
response. 
N-SSATS is a point-prevalence survey. It provides information on the substance abuse 
treatment system and its clients on the reference date. Client counts reported here do not 
represent annual totals. Rather, N-SSATS provides a "snapshot" of substance abuse 
treatment facilities and clients on an average day. 
Multiple responses were allowed for certain variables (e.g., services provided and 
specialized programs). Tabulations of these variables include the total number of 
facilities reporting each response. 

1 The jurisdictions include the territories of American Samoa and Guam, the Federated States of 
Micronesia, the Republic of Palau, the Commonwealth of Puerto Rico, and the Virgin Islands of 
the United States. 

2 In this report, entities responding to N-SSATS are referred to as "facilities". A "facility" may 
be a program-level, clinic-level, or multi-site respondent. 

Source: http://wwwdasis.sarnhsa.gov/webt~nssatsinfo. htm 
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