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SUMMARY OF RECOMMENDATIONS 
 

LEGISLATIVE COMMITTEE ON HEALTH CARE SUBCOMMITTEE TO STUDY 
SERVICES FOR THE TREATMENT AND PREVENTION OF SUBSTANCE ABUSE 

 
Assembly Bill 2 

(Chapter 1, Statutes of Nevada 2005, 22nd Special Session) 
 

During the Subcommittee's final meeting on April 25, 2006, the members conducted a work 
session and voted to forward eight recommendations to the Legislative Committee on Health 
Care (Nevada Revised Statutes 439B.200) for consideration.  The following recommendations 
were presented to the Committee at its May 9, 2006, meeting, and seven (items 1 through 6, 
and 8) were discussed during the Committee’s August 10, 2006, work session.  More 
information can be found in the meeting minutes of both the Subcommittee and Committee at 
www.leg.state.nv.us.  
 
1. Request the drafting of a bill that creates the Licensed Professional Counselors (LPC) 

credential in Nevada.  It was noted that Nevada is one of only two states that do not 
recognize the LPC credential.  The Subcommittee heard testimony about the prevalence of 
co-occurring disorders and the problem of individuals needing to visit with more than one 
counselor to have all their needs met.  Licensed Professional Counselors are trained and 
licensed to provide a broad range of services including substance abuse and mental health 
counseling, which may help the efficiency and effectiveness of treatment.  Concern was 
raised about the creation of a new licensing board for this group, and the suggestion was 
made to expand the jurisdiction of the licensing boards that currently exist.  The 
Subcommittee did not resolve the licensing board issue, preferring to leave such specific 
decisions for later discussion.  Note:  During the Legislative Committee on Health Care’s 
work session, the Committee approved a bill draft request (BDR) that would consolidate 
three existing licensing boards into a new behavioral health board and create the 
LPC credential.  (BDR 308) 

 
2. Request the drafting of a bill that funds a pilot program that provides a long-term 

residential treatment facility for substance abusers, with an emphasis on providing 
comprehensive prevention and treatment services and programs.  The program would 
provide intensive case management and wrap-around services to be administered by a 
community-based or faith-based organization.  It is the Subcommittee’s expectation that 
such a pilot program will provide outcomes that will help establish “best practices” for 
residential treatment and prevention services in the State.  (Supported by the Legislative 
Committee on Health Care.) 

 
3. Request the drafting of a bill that funds comprehensive post-incarceration treatment 

programs to enable non-violent offenders to successfully transition back into society.  The 
bill would provide the opportunity for more individuals to receive treatment during the 
transition process by providing the opportunity to be paroled sooner and receive treatment 
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while on parole.   Funding mechanisms that can be used in Nevada’s Department of 
Correction’s budget to increase funding for treatment should be explored so that cost 
savings will be maximized.  For example, the bill could require Nevada’s Department of 
Corrections to determine the savings by releasing offenders into treatment, including 
money saved from not housing them in prison and any reduction in recidivism.  The 
savings could be redistributed to pay for post-incarceration treatment for a greater number 
of inmates.  (Supported by the Legislative Committee on Health Care.)  

 
4. Send a letter to the Department of Health and Human Services (DHHS) to encourage the 

funding of Nevada’s two community triage centers in its budget for the Division of Mental 
Health and Developmental Services.  The letter will express the Committee’s support for 
ongoing State funding of community triage centers at least at the current level (adjusted for 
inflation).  If triage centers are not included in the DHHS budget, the Committee should 
request the drafting of a bill that would continue the State’s contribution of matching 
funds using the same formula followed during the 2005-2007 biennium pursuant to 
Assembly Bill 175 (Chapter 446, Statutes of Nevada 2005).  Note:  During the Legislative 
Committee on Health Care’s work session, the recommendation was changed to 
appropriate $1,505,000 in Fiscal Year (FY) 2008, and $1,608,845 in FY 2009 to fund the 
two existing community triage centers.  (Appropriation supported by the Legislative 
Committee on Health Care.) 

 
5. Send a letter to the following medical groups:  The Medical School at the University of 

Nevada, Reno; residency programs in Family Practice, Pediatrics, and 
Obstetrics/Gynecology in Nevada; the Clark County Medical Society, the Washoe County 
Medical Society, the Nevada State Medical Association; entities offering continuing 
education credits; and other relevant groups.  The letter will:  (1) emphasize the 
Committee’s strong support for children to have access to diagnosis and therapy for fetal 
alcohol spectrum disorders (FASD); (2) highlight the need for additional professionals 
qualified to diagnose FASD in Nevada; (3) emphasize the importance of prevention; and 
(4) encourage the groups to educate their members how to diagnose FASD so doctors in 
Nevada will be knowledgeable and comfortable diagnosing the disorder.  (Supported by 
the Legislative Committee on Health Care.)   

 
6. Send a letter to the DHHS recommending that the budget request for Bureau of Alcohol 

and Drug Abuse (BADA) include a formula for case load growth in funding substance 
abuse treatment and prevention programs.  The Subcommittee heard testimony that 
treatment programs are not able to grow with the demand for services because funding for 
substance abuse treatment through BADA has never included a formula for caseload 
growth.  (Supported by the Legislative Committee on Health Care.)   

 
7. Send a letter to the Legislative Commission’s Subcommittee to Study Sentencing and 

Pardons, and Parole and Probation (Assembly Concurrent Resolution No. 17, File No. 98, 
Statutes of Nevada 2005) emphasizing the Committee’s concerns related to substance abuse 
treatment services for incarcerated persons.  The letter will emphasize the Committee’s 
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concern for the health of inmates and acknowledge that related issues fall within the 
jurisdiction of the judiciary committees.  The letter will encourage the A.C.R. 17 
Subcommittee to examine the following concerns:  (1) treatment programs for incarcerated 
persons have lost federal funding; (2) treatment needs to be comprehensive and of adequate 
time to include both in-custody and transitional services; (3) the number of inmates that 
receive treatment should be increased to better serve the growing number in need; (4) the 
system of corrections should make the treatment of substance abuse a priority; and (5) the 
need to expand comprehensive post-incarceration treatment and explore funding options 
that consider cost savings.  (Approved by the Legislative Committee on Health Care at 
the May 9, 2006, meeting.) 

 
8. Send a letter to members of the 2007 Legislature in both houses to encourage their support 

of and participation in substance abuse prevention coalitions in their communities.  The 
Subcommittee heard extensive testimony about the dedicated community coalitions that are 
fighting methamphetamine and substance abuse throughout the State and believes the 
coalitions’ efforts should be supported.  (Supported by the Legislative Committee on 
Health Care.) 
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REPORT BY THE LEGISLATIVE COMMITTEE ON HEALTH CARE 

SUBCOMMITTEE TO STUDY SERVICES FOR THE TREATMENT AND 
PREVENTION OF SUBSTANCE ABUSE 

 
 

I. INTRODUCTION 
 
During the 22nd Special Session, the Nevada State Legislature passed Assembly Bill 2 
(Chapter 1, Statutes of Nevada 2005), which in section 211.5, directed the Legislative 
Committee on Health Care (Nevada Revised Statutes 439B.200) to conduct an interim study of 
the organizational and delivery structure of services for the treatment and prevention of 
substance abuse in Nevada (see Appendix A).  In response, the Chairman of the Legislative 
Committee on Health Care, Senator Maurice E. Washington, appointed a four-member 
Subcommittee, chaired by Assemblywoman Sheila Leslie, to conduct the study. 
 
 
Members 
 
Assemblywoman Sheila Leslie, Chair 
Senator Joe Heck 
Senator Steven A. Horsford 
Assemblyman Joe Hardy 
 
 
Staff 
 
The following Legislative Counsel Bureau staff members provided support for the 
Subcommittee: 
 
Amber J. Joiner, Senior Research Analyst, Research Division 
Leslie K. Hamner, Principal Deputy Legislative Counsel, Legal Division 
Andrew K. Min, Deputy Legislative Counsel, Legal Division 
Ricka Benum, Senior Research Secretary, Research Division 
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II.  REVIEW OF ASSEMBLY BILL 2  
 

Section 211.5 of Assembly Bill 2 of the 22nd Special Session requires the Legislative 
Committee on Health Care to conduct an interim study of the organizational and delivery 
structure of services for the treatment and prevention of substance abuse in Nevada.  
 
Assembly Bill 2 requires that the study include, without limitation: 
 
(a) An evaluation of the manner in which the organizational and delivery structure of 

services for the treatment and prevention of substance abuse in this State may be 
improved so that the services are provided in the most effective manner for the residents 
of this State; 

 
(b) An analysis of the services for the treatment and prevention of substance abuse that are 

currently funded or provided by public agencies in this State to determine whether any of 
these services are overlapping or duplicative, and whether any of these services could 
successfully be integrated; and 

 
(c) An analysis of the utilization of services for the treatment and prevention of substance 

abuse in this State and of projections for the future needs for such services in this State, 
including, without limitation: 

 
(1) An examination of the barriers that persons diagnosed with both a mental illness and a 

substance abuse problem encounter in attempting to receive appropriate services for 
the treatment of substance abuse in this State; 

 
(2) An examination of the barriers that pregnant women encounter in attempting to 

receive appropriate services for the treatment of substance abuse in this State; 
 

(3) An examination of the collaboration of the different divisions of the Department of 
Health and Human Services in the provision of services to persons with substance 
abuse problems in this State, and an examination of whether that collaboration is 
focused on the best interests of the persons receiving the services; and 

 
(4) An examination of the provision of services for the prevention of substance abuse in 

this State, and an examination of whether these services are effective at preventing or 
reducing the incidence of substance abuse problems in this State. 

 
Additionally, the Legislative Committee on Health Care must ensure that the persons and 
entities that provide services for the treatment or prevention of mental illness or substance 
abuse in the State are involved in the study.  Finally, the Legislative Committee on Health 
Care is required to submit a report of the results of the study and any recommendations for 
legislation to the 74th Session of the Nevada State Legislature. 
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III.  BACKGROUND 

 
The legislative study required by A.B. 2 was proposed during the regular Legislative Session 
in 2005 in conjunction with the proposed transfer of the Bureau of Alcohol and Drug Abuse 
(BADA) from the Health Division in the Department of Health and Human Services (DHHS) 
to the Division of Mental Health and Developmental Services in DHHS.  The transfer of 
services and interim study were proposed as amendments to Senate Bill 462; however, 
S.B. 462 failed to pass both houses of the Legislature.   
 
Assembly Bill 2 from the 22nd Special Session includes many provisions from S.B. 462 of the 
regular 2005 Legislative Session.  In addition to the study, A.B. 2 provides that on 
July 1, 2007, BADA will be transferred to the DHHS.  The Department is required to develop 
a plan for the transfer of services and submit the plan to the Governor and the 
Legislative Committee on Health Care on or before March 31, 2006, for review and approval.  
This marks BADA’s second move; the Bureau was previously located in the Department of 
Employment, Training and Rehabilitation, and was transferred to the Department of 
Human Resources (now DHHS) in 1999. 

 
 

IV.  SUBCOMMITTEE ACTIVITIES 
 
In order to meet the requirements of Assembly Bill 2, the Subcommittee met three times.  The 
first meeting was held in Las Vegas, Nevada, on February 2, 2006; the second in Carson City, 
Nevada, on March 14, 2006; and the third in Las Vegas on April 25, 2006.  All three meetings 
were broadcast live on the Internet and videoconferenced between the Grant Sawyer State 
Office Building in Las Vegas and the Legislative Building in Carson City, which allowed 
testimony from both locations. 
 
During the course of the study, testimony from federal, State, and local agencies; businesses; 
community groups; medical experts; nonprofit organizations; and the public was provided on a 
wide range of topics related to substance abuse.  The following are brief summaries of the 
Subcommittee’s activities at each of the three meetings.  For more complete summaries of 
testimony and exhibits, please refer to the Summary Minutes and Action Report of the 
meetings, available at http://www.leg.state.nv.us/73rd/Interim/StatCom/HealthCareTreat/.   
 
 
FEBRUARY 2, 2006, MEETING 
 
The first meeting of the Legislative Committee on Health Care Subcommittee to Study Services 
for the Treatment and Prevention of Substance Abuse began with an overview of the 
Subcommittee’s activities, responsibilities, and work plan.  The Subcommittee also heard the 
following testimony:   
 

http://www.leg.state.nv.us/73rd/Interim/StatCom/HealthCareTreat


 

• Presentations from divisions within the DHHS that examined:  (1) the transfer plan for the 
BADA from the Health Division to the Division of Mental Health and Developmental 
Services; (2) the organizational and delivery structure of the services the divisions provide 
for the prevention and treatment of substance abuse; and (3) the collaboration among the 
different divisions to provide substance abuse services; 

 
• Presentations that examined the provision of services for the prevention of substance abuse 

by:  The Juvenile Justice Programs Office, Division of Child and Family Services, DHHS; 
the Safe and Drug-Free Schools and Communities Program, Nevada Department of 
Education; the Office of Criminal Justice Assistance, Nevada’s Department of Public 
Safety; the Statewide Coalition Partnership, Dayton, Nevada; and the Nevada Substance 
Abuse Prevention Council, Las Vegas, Nevada; 

 
• Presentations that examined the provision of services for the treatment of substance abuse 

by:  The Juvenile Justice Programs Office, Division of Child and Family Services, DHHS; 
Nevada’s Department of Corrections; the Office of Criminal Justice Assistance, Nevada’s 
Department of Public Safety; the Nevada Alliance for Addictive Disorders, Advocacy, 
Prevention and Treatment Services (Nevada AADAPTS); and the Center for the 
Application of Substance Abuse Technologies, University of Nevada, Reno; and 

 
• Presentations that examined the barriers that people who are diagnosed with both a mental 

illness and a substance abuse problem face in receiving appropriate services by:  the 
Carson City Justice and Municipal Court; the Eighth Judicial District Mental Health Court, 
Clark County, Nevada; the Second Judicial District Mental Health Court, Washoe County, 
Nevada; the Division of Mental Health and Developmental Services, DHHS; NAMI (the 
National Alliance on Mental Illness) of Southern Nevada; and Nevada AADAPTS. 

 
 
MARCH 14, 2006, MEETING   
 
The second meeting of the Legislative Committee on Health Care Subcommittee to Study 
Services for the Treatment and Prevention of Substance Abuse included a presentation by 
Carol L. Chervenak, M.D., Medical Director of the ABC House for the Linn and Benton 
Counties Child Victim Assessment Center in Albany, Oregon.  Dr. Chervenak provided an 
extensive discussion of the devastating effects of methamphetamine use on individuals and 
families.  The Subcommittee also heard the following testimony:   
 
• Presentations that examined the issues surrounding methamphetamine abuse in Nevada by:  

Join Together Northern Nevada; the Carson City Drug Abuse Coalition; Partnership of 
Community Resources; Douglas County’s Substance Abuse Prevention Coalition; 
Goshen Community Development Coalition; and the Investigation Division of 
Nevada’s Department of Public Safety; 
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• Presentations that examined the adequacy of services available in Nevada for incarcerated 
persons with substance abuse problems by:  the Eighth Judicial District Drug Court, 
Clark County, Nevada; the Second Judicial District Drug Court, Washoe County, Nevada; 
the Las Vegas Metropolitan Police Department; the Washoe County Sheriff’s Office; 
Nevada’s Department of Corrections; and Vitality Unlimited, Elko, Nevada; and 
 

• Presentations that examined the issues concerning children receiving county and family 
services because their parents or guardians have substance abuse problems by:  the Washoe 
County Department of Social Services; the Clark County Department of Family Services; 
and the Division of Child and Family Services, DHHS.  

 
 
APRIL 25, 2006, MEETING 
   
The third meeting of the Legislative Committee on Health Care Subcommittee to Study 
Services for the Treatment and Prevention of Substance Abuse included a work session and the 
following testimony: 
 
• Presentations that examined the barriers pregnant women encounter in attempting to receive 

appropriate services for the treatment of substance abuse by:  STEP 2, Inc.; the Washoe 
County Public Defender’s Office; CASA of Carson City; and the Perinatal Substance 
Abuse Prevention Subcommittee (PSAP); 

 
• A presentation that examined the connection between methamphetamine use and 

technological crimes by the Advisory Board for the Nevada Task Force for Technological 
Crime; and 

 
• Presentations that examined the role of faith-based organizations in the treatment and 

prevention of substance abuse by:  the Salvation Army Adult Rehabilitation Programs in 
Las Vegas and Reno, Nevada; The Ridge House; and LDS Family Services. 

 
 



 

V.  DISCUSSION OF RECOMMENDATIONS 
 

During the Subcommittee's final meeting on April 25, 2006, the members conducted a work 
session and voted to forward eight recommendations to the Legislative Committee on Health 
Care for consideration.  The following recommendations were presented to the Committee at 
its May 9, 2006, meeting, and seven (items 1 through 6, and 8) were discussed during the 
Committee’s August 10, 2006, work session.  More information can be found in the meeting 
minutes of both the Subcommittee and Committee at www.leg.state.nv.us. 
 
 
A.  SUBSTANCE ABUSE TREATMENT AND PREVENTION 
 
Funding 
 
At the February 2, 2006, meeting, the Subcommittee heard testimony from Frank Parenti, 
Executive Director of Nevada AADAPTS, that the need for adequate funding of treatment 
programs in Nevada is considerable.  Citing BADA reports, Mr. Parenti testified that in 2004, 
1,767 clients were placed on waiting lists for an average of 27 days before accessing treatment.  
Additionally, Mr. Parenti stated that according to BADA in 2005 there was an unmet need for 
treatment of 13,720 adolescents and 117,476 adults (see Appendix B).  One reason for the long 
waiting lists and unmet need is that treatment programs are not able to grow with the demand 
for services because funding for substance abuse treatment through BADA has never included 
a formula for caseload growth.   
 
During the February 2, 2006, meeting, Alexander Haartz, Administrator, Health Division, 
DHHS, explained that national estimates, percentages, and population modifiers are often used 
to develop funding formulas for other social programs, such as those for children with 
developmental delays or HIV-AIDS (human immunodeficiency virus or acquired 
immunodeficiency syndrome) patients.  He said that another often-used formula is the basic 
calculation comparison between the number of persons who visit or call a provider and the 
number of persons turned away and placed on waiting lists.  Mr. Haartz testified that although 
BADA has never developed a caseload methodology for substance abuse funding in the past, 
the plan for the future is to include specific caseload budgeting strategies in the Division’s 
budget requests to the Governor.   
 
Recognizing the need for caseload growth considerations in budgeting, the Subcommittee made 
the following Recommendation: 
 

Send a letter to the DHHS recommending that the budget request for BADA 
include a formula for case load growth in funding substance abuse treatment and 
prevention programs.  (Recommendation No. 6, supported by the Legislative 
Committee on Health Care.)   
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Methamphetamine 
 
The Subcommittee heard extensive testimony about the problem of drug abuse, and especially 
methamphetamine use, in Nevada.  According to the Bureau of Alcohol and Drug Abuse 2004 
Annual Report, presented at the February 2, 2006, meeting, over 29 percent of admissions to 
BADA funded treatment facilities were for methamphetamine in 2004, second only to alcohol 
as the drug of choice.  Additionally, the report indicated that in the last five years, the 
percentage of methamphetamine admissions has increased by 28.6 percent (see Appendix C).  
Several experts provided testimony about the devastating affects and prevalence of 
methamphetamine use in Nevada.  
 
At the March 14, 2006, meeting, Carol L. Chervenak, M.D., Medical Director, ABC House, 
Linn and Benton Counties Child Victim Assessment Center, Albany, Oregon, provided an 
extensive presentation describing the effects of methamphetamine use on the abuser’s body, the 
impacts on children and families, and the importance of treatment and prevention.  At the same 
meeting, Belinda Thompson, Executive Director of the Goshen Community Development 
Coalition and Chair of the Nevada Substance Abuse Prevention Council, presented a report 
called Nevada and the State of Methamphetamine, which provided many statistics revealing the 
prevalence and impact of methamphetamine use in the State (See Appendix D).  
 
The Subcommittee also heard testimony from the dedicated community coalitions that are 
fighting methamphetamine and substance abuse throughout the State.  Christie McGill, Chair 
of the Statewide Coalition Partnership, Dayton, Nevada, informed the Subcommittee of 
success stories associated with Nevada’s community coalitions. The State’s coalitions are 
comprised, in part, of county social services personnel, law enforcement representatives, 
school districts, parents, prevention agencies, and faith-based organizations. A total of 
1,833 agencies, citizens, and local leaders have worked together to plan multiple prevention 
strategies utilizing various sectors with common goals (see list of prevention coalitions in 
Appendix B and Appendix E).   
 
Acknowledging the community coalitions’ efforts to fight methamphetamine and drug abuse in 
Nevada, the Subcommittee made the following Recommendation: 
 

Send a letter to members of the 2007 Legislature in both houses to encourage their 
support of and participation in substance abuse prevention coalitions in their 
communities.  (Recommendation No. 8, supported by the Legislative Committee on 
Health Care.) 

 
Residential Treatment Facilities 
 
Diaz Dixon, Chief Executive Officer of STEP2, Inc., Reno, testified at the April 25, 2006, 
meeting about his substance abuse rehabilitation program for chemically dependent women. 
The non profit organization provides rehabilitation services for clients as a referral program 
offered by Nevada drug courts. Often, the clients are pregnant and services must include 
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consideration for the needs of additional children and family members.  Mr. Dixon identified 
some barriers pregnant women encounter during substance abuse treatment, including safe and 
structured childcare environments, housing, and limited job opportunities for gainful and 
suitable employment during and after treatment.  Subcommittee members commended the 
Light House facility in Reno for its work to keep children with their mothers and its reputation 
for being known as a successful long-term transition program.   
 
Recognizing the need to identify “best practice” programs, such as Light House, that can be 
evaluated, replicated, and established statewide, the Subcommittee made the following 
recommendation: 
 

Request the drafting of a bill that funds a pilot program that provides a long-term 
residential treatment facility for substance abusers, with an emphasis on providing 
comprehensive prevention and treatment services and programs.  
(Recommendation No. 2, supported by the Legislative Committee on Health Care.)  

 
The program will provide intensive case management and wrap-around services to be 
administered by a community-based or faith-based organization.  It is the Subcommittee’s 
expectation that such a pilot program will provide outcomes that will help establish “best 
practices” for residential treatment and prevention services in the State.   
 
 
B.  CO-OCCURRING DISORDERS  
 
The Subcommittee heard testimony about the prevalence of co-occurring disorders and the 
problem of individuals needing to visit with more than one counselor to have all their mental 
health and substance abuse treatment needs met.  Workforce shortages, including an 
insufficient number of dually licensed counselors, contribute to the lack of ample treatment for 
those with co-occurring disorders.  Frank Parenti testified that, according to BADA, 
approximately 10 percent of people seeking substance abuse treatment in Nevada also have 
mental health issues (see Appendix B).  Vic Davis, President of the National Alliance on 
Mental Illness of Southern Nevada, presented testimony that an even larger number of people 
are affected:  37 percent of alcohol abusers and 53 percent of drug abusers have at least one 
serious mental illness (see Appendix F). 
 
In response to concerns related to mental health and co-occurring disorders, the Subcommittee 
made the following recommendations: 
 

Request the drafting of a bill that creates the Licensed Professional Counselors 
(LPC) credential in Nevada.  (Recommendation No. 1)  (BDR 308) 

 
It was noted that Nevada is one of only two states that do not recognize the LPC credential.  
Licensed Professional Counselors are trained and licensed to provide a broad range of services, 
including substance abuse and mental health counseling, which may help the efficiency and 
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effectiveness of treatment.  Concern was raised about the creation of a new licensing board for 
this group, and the suggestion was made to expand the jurisdiction of the licensing boards that 
currently exist.  The Subcommittee did not resolve the licensing board issue, preferring to 
leave such specific decisions for later discussion.  During the Legislative Committee on Health 
Care’s work session, the Committee approved a BDR that would consolidate three existing 
licensing boards into a new behavioral health board and create the LPC credential.   
 

Send a letter to the DHHS to encourage the funding of Nevada’s two community 
triage centers in its budget for the Division of Mental Health and Developmental 
Services.  (Recommendation No. 4, appropriation supported by the Legislative 
Committee on Health Care.) 

 
Section 449.0031 of the Nevada Revised Statutes defines a triage center as “a facility that 
provides on a 24-hour basis medical assessments of and short-term monitoring services for 
mentally ill persons and abusers of alcohol or drugs in a manner which does not require that 
the assessments and services be provided in a licensed hospital.”  The letter in 
Recommendation No. 4 will express the Committee’s support for ongoing State funding of 
community triage centers at least at the current level (adjusted for inflation).  If triage centers 
are not included in the DHHS budget, the Subcommittee recommends that the Committee 
request the drafting of a bill that would continue the State’s contribution of matching 
funds using the same formula followed during the 2005-2007 biennium pursuant to 
Assembly Bill 175 (Chapter 446, Statutes of Nevada 2005).  Note:  During the Legislative 
Committee on Health Care’s work session, the recommendation was changed to appropriate 
$1,505,000 in Fiscal Year (FY) 2008, and $1,608,845 in FY 2009 to fund the two existing 
community triage centers.   
 
 
C.  INCARCERATED PERSONS 
 
The Subcommittee heard testimony from several entities about substance abuse treatment 
services provided to incarcerated persons in Nevada.  Jay Terrell, Substance Abuse Program 
Director in Nevada’s Department of Corrections, testified at the February 2, 2006, meeting 
that 70 to 85 percent of the offenders in the criminal justice system in Nevada have committed 
substance abuse-related crimes or have addictions.  At the March 14, 2006, meeting, 
Judge Jack Lehman, Senior Judge, Drug Court, Eighth Judicial District, Clark County, 
Nevada, recommended the expansion of correctional programs like the Offenders Acting in 
Solidarity to Insure Sobriety (OASIS), and other closely supervised re-entry programs for 
inmates with drug problems.  
 
Judge Lehman testified that the Clark County Drug Court oversees a successful re-entry 
program associated with Nevada State Prison inmates. The program has a 60 to 70 percent 
graduation rate, and only approximately 10 percent of the inmates have failed and been 
sent back to prison.  At the same meeting, Judge Peter I. Breen, Senior Judge, Drug Court, 
Second Judicial District, Washoe County, Nevada, testified that Washoe County’s 

 9 9



 

success statistics mirror those of Clark County, illustrating that treatment programs within 
the court system are effective.  He said that Washoe County’s Drug Court was recently 
augmented with a six-month aftercare program, following the initial treatment period of 
18 months.  
 
Acknowledging the success of re-entry programs currently in Nevada, and the need for 
additional services, the Subcommittee made the following recommendations: 
 

Request the drafting of a bill that funds comprehensive post-incarceration 
treatment programs to enable non-violent offenders to successfully transition back 
into society.  (Recommendation No. 3, supported by the Legislative Committee on 
Health Care.) 

 
This bill will provide the opportunity for more individuals to receive treatment during the 
transition process by providing the opportunity to be paroled sooner and receive treatment 
while on parole.   The Subcommittee emphasized that funding mechanisms that can be used in 
Nevada’s Department of Corrections’ budget to increase funding for treatment should also be 
explored so that cost savings will be maximized.  For example, the bill could require 
Nevada’s Department of Corrections to determine the savings by releasing offenders into 
treatment, including money saved from not housing them in prison and any reduction in 
recidivism.  The savings could be redistributed to pay for post-incarceration treatment for a 
greater number of inmates.  
 

Send a letter to the Legislative Commission’s Subcommittee to Study Sentencing 
and Pardons, and Parole and Probation (Assembly Concurrent Resolution No. 17, 
File No. 98, Statutes of Nevada 2005) emphasizing the Committee’s concerns 
related to substance abuse treatment services for incarcerated persons.  
(Recommendation No. 7, approved by the Legislative Committee on Health Care at 
the May 9, 2006, meeting.) 

 
The letter will emphasize the Committee’s concern for the health of inmates and acknowledge 
that related issues fall within the jurisdiction of the judiciary committees.  The letter will 
encourage the A.C.R. 17 Subcommittee to examine the following concerns:  (1) treatment 
programs for incarcerated persons have lost federal funding; (2) treatment needs to be 
comprehensive and of adequate time to include both in-custody and transitional services; 
(3) the number of inmates that receive treatment should be increased to better serve the 
growing number in need; (4) the system of corrections should make the treatment of substance 
abuse a priority; and (5) the need to expand comprehensive post-incarceration treatment and 
explore funding options that consider cost savings.   
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D.  FETAL ALCOHOL SPECTRUM DISORDER 
 
Fetal Alcohol Spectrum Disorder (FASD) is an umbrella term used to describe a spectrum 
of diagnosable disorders affecting individuals who were prenatally exposed to alcohol.  Such 
disorders may include behavioral, learning, mental, and physical disabilities.  At the 
April 25, 2006, meeting, Cynthia Huth, the Perinatal and Women’s Health Nurse Consultant 
for Nevada’s Health Division’s Bureau of Family Health Services, testified that FASD is 100 
percent preventable, and that Nevada’s FASD rate has increased to ten times the national 
average in case reports.  Ms. Huth also discussed the dilemma that there is only one geneticist 
in the entire State qualified and trained to diagnose FASD.  She identified Colleen Morris, 
M.D., University of Nevada, Las Vegas (UNLV), Nevada System of Higher Education, and 
emphasized the need for additional and properly trained professionals who can diagnose FASD 
(see Appendix G). 
 
Recognizing the importance of FASD prevention and the lack of professionals able to diagnose 
FASD in Nevada, the Subcommittee made the following recommendation:  
 

Send a letter to the following medical groups:  The Medical School at the 
University of Nevada, Reno; residency programs in Family Practice, Pediatrics, 
and Obstetrics/Gynecology in Nevada; the Clark County Medical Society, the 
Washoe County Medical Society, the Nevada State Medical Association; entities 
offering continuing education credits; and other relevant groups.  
(Recommendation No. 5, supported by the Legislative Committee on Health Care.) 

 
The letter will:  (1) emphasize the Committee’s strong support for children to have access to 
diagnosis and therapy for FASD; (2) highlight the need for additional professionals qualified to 
diagnose FASD in Nevada; (3) emphasize the importance of prevention; and (4) encourage the 
groups to educate their members how to diagnose FASD so doctors in Nevada will be 
knowledgeable and comfortable diagnosing the disorder.   
 
 
 

 11 11



 

VI.  ISSUES OF CONCERN 
 
In addition to the list of recommendations previously discussed, at the final meeting, members 
voiced concern about a number of issues that warrant further discussion and reporting to the 
Legislative Committee on Health Care: 
 
1. The Subcommittee members expressed concern regarding the lack of waiting list data 

and the uncertainty inherent in calculating the unmet need for substance abuse treatment 
in the State.  Currently, publicly supported providers in Nevada are required to report 
waiting list data only for their priority populations (pregnant women and intravenous 
drug users).  Public providers are not required to report on non-priority populations, 
and private providers are not required to report any waiting list information.  The 
Bureau of Alcohol and Drug Abuse is planning to distribute an annual, voluntary 
survey to treatment providers in the State, beginning in July 2006, to gather more 
information about services in Nevada.  The Subcommittee voted to sign a letter, jointly 
with BADA, that will accompany the survey.  The letter will request voluntary 
submission of data related to people seeking substance abuse treatment services in order 
to gain more information about the unmet need in Nevada.  

 
2. The Subcommittee members heard testimony about the need for more professionals 

licensed to practice substance abuse treatment in Nevada and recognize this as an 
important issue.  As in other health fields in the State, reciprocity provisions for 
substance abuse counselors make it difficult for professionals who are licensed in other 
states to become licensed in Nevada.  Members expressed interest in working with the 
other members of the Legislative Committee on Health Care and relevant groups to 
change licensing provisions to make it easier for qualified professionals to be licensed.  
Members also recognize the importance of protecting the health and welfare of citizens 
when changing licensing requirements.  

 
3. The Subcommittee members recognize the importance of substance abuse prevention 

strategies in the State and are concerned about the recent and anticipated losses of 
federal funds for prevention programs.  Specifically, in FY 2008-2009, Nevada is 
expected to lose the following federal funding:  $150,445 due to cuts in the 
Substance Abuse Prevention and Treatment Block Grant from the Substance Abuse and 
Mental Health Services Administration (SAMHSA); $3 million due to the expiration 
of the three-year State Incentive Grant from the Center for Substance Abuse 
Prevention, SAMHSA; and $171,818 due to cuts in the Safe and Drug Free Schools 
program from the U.S. Department of Education. 

 
4. The Subcommittee members expressed concern about the need for appropriate State 

funding for long-term programs that provide integrated treatment for persons with 
co-occurring disorders.  Many current programs offer parallel treatment requiring the 
client to visit one counselor for their substance abuse problem and another for mental 
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health services.  The ideal treatment would integrate both mental health and substance 
abuse counseling to treat the whole person at once. 

 
5. The Subcommittee heard testimony about the special cognitive and long-term treatment 

needs that are specific to methamphetamine users and consider it essential that current, 
appropriate practices for methamphetamine treatment be utilized by entities providing 
treatment in Nevada.  Members expressed concern that the most recent research on 
“best practices” for methamphetamine treatment may not be distributed to providers 
and used in practice as effectively as it could be.  Additionally, members believe that 
methamphetamine use is a public health issue and that all entities that provide public 
health education in the State should disseminate information about methamphetamine 
prevention and treatment in the correspondence they already distribute to the 
community.   

 
 

VII.  CONCLUDING REMARKS 
 
The Subcommittee to Study Services for the Treatment and Prevention of Substance Abuse 
fulfilled all of the requirements of Assembly Bill 2 by examining the following:  the 
organizational and delivery structure of services for the treatment and prevention of substance 
abuse; the provision of services for the prevention of substance abuse; the provision of services 
for the treatment of substance abuse; the barriers that persons diagnosed with co-occurring 
disorders encounter in receiving appropriate services; and the barriers that pregnant women 
encounter in attempting to receive appropriate substance abuse services.  In addition to the 
issues specifically outlined in A.B. 2, the Subcommittee also examined other substance abuse 
problems facing Nevada, including:  the adequacy of services available for incarcerated 
persons with substance abuse problems; the issues concerning children receiving county and 
family services because their parents or guardians have substance abuse problems; and the 
issues surrounding methamphetamine abuse in Nevada.   
 
The Subcommittee would like to thank all of the federal, State, and local agencies; elected 
officials; businesses; community groups; national and local experts; nonprofit organizations; 
and the public for their contributions to this study.  The members sincerely appreciate the time, 
expertise, and recommendations these people volunteered to make the study as comprehensive 
and thorough as possible.  This study would not have been possible without their assistance and 
cooperation.  
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Assembly Bill No. 2 
 

(Chapter 1, Statutes of Nevada 2005, 22nd Special Session) 
 

      Sec. 211.5.  1.  The Legislative Committee on Health Care shall conduct an interim study 
of the organizational and delivery structure of services for the treatment and prevention of 
substance abuse in this State. 
      2.  The study must include, without limitation: 
      (a) An evaluation of the manner in which the organizational and delivery structure of 
services for the treatment and prevention of substance abuse in this State may be improved so 
that the services are provided in the most effective manner for the residents of this State; 
      (b) An analysis of the services for the treatment and prevention of substance abuse that are 
currently funded or provided by public agencies in this State to determine whether any of these 
services are overlapping or duplicative, and whether any of these services could successfully 
be integrated; and  
      (c) An analysis of the utilization of services for the treatment and prevention of substance 
abuse in this State and of projections for the future needs for such services in this State, 
including, without limitation: 
             (1) An examination of the barriers that persons diagnosed with both a mental illness 
and a substance abuse problem encounter in attempting to receive appropriate services for the 
treatment of substance abuse in this State; 
             (2) An examination of the barriers that pregnant women encounter in attempting to 
receive appropriate services for the treatment of substance abuse in this State;  
             (3) An examination of the collaboration of the different divisions of the Department 
of Human Resources in the provision of services to persons with substance abuse problems in 
this State, and an examination of whether that collaboration is focused on the best interests of 
the persons receiving the services; and 
             (4) An examination of the provision of services for the prevention of substance abuse 
in this State, and an examination of whether these services are effective at preventing or 
reducing the incidence of substance abuse problems in this State. 
      3.  The Legislative Committee on Health Care shall ensure that the persons and entities 
which provide services for the treatment or prevention of mental illness or substance abuse in 
this State are involved in the study. 
      4.  The Legislative Committee on Health Care shall submit a report of the results of the 
study and any recommendations for legislation to the 74th Session of the Nevada Legislature. 
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February 2, 2006 
Testimony to 

 Legislative Subcommittee to Study Substance Abuse 
By Vic Davis 

President, NAMI of Southern Nevada 
 
 
Madam Chairman and members of the Committee, my name is Vic Davis 
with the National Alliance on Mental Illness of Southern Nevada.  I 
appreciate this opportunity to address the serious subject of co-occurring 
disorders or dual diagnosis treatment of persons suffering from serious 
mental illness in the Nevada.  I have attached a four page fact sheet that 
describes the scope of the problem and what is required to solve it.  I would 
like to address the topic from the point of view of the consumers and family 
members who are trying to live with this two-edged sword. 
 
One of the services that NAMI provides is support groups for both 
consumers and family members.  It seems that about eight out of ten new 
people who attend our sessions describe situations where the consumer in 
crisis has both a mental illness and a substance abuse problem.  The story is 
usually the same; the consumer has been diagnosed with a serious mental 
illness but has gone off their medicine and has resorted to alcohol or drugs 
as a form of self medication.  The results are predictable in that they go into 
crisis causing havoc in the home and may end up homeless or in the judicial 
system.  The next question is usually “Where can we get treatment to solve 
this problem?”  The response is that there is nowhere in Southern Nevada 
where one can go to receive appropriate treatment.  It just isn’t available.  
There is a real need for dual-diagnosis treatment, but it is low on the priority 
list when compared to the lack of other services provided in the state.   
 
We know that when a consumer is on their medication they begin to think 
more clearly.  The question then is “What are they thinking about?”  Many 
times the thoughts are about how bad their situation is and how they have no 
future.  It follows then that they decide to get that drink or smoke that joint 
so they don’t have to live with the reality of their life.  And that begins the 
downward spiral of substance abuse that leads to going off their medicines 
with an eventual psychotic episode requiring hospitalization or worse.   
 
In Nevada as in most other states, co-existing disorder services are separated 
by function and funding sources.  Persons receiving services for substance 
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abuse are treated under a different set of rules that use methods different 
than those who receive mental health services.   For example, a person who 
enters a substance abuse program may not be allowed to take any drugs 
including medicines.  If the person is mentally ill, it is only a matter of time 
before they decompensate and go into crisis and get rejected from the 
program.  The same is true for the mentally ill who try to participate in AA 
programs.  On the other hand, if persons need mental health services and are 
found to be using drugs, they run the risk of being expelled from their 
program.  There needs to be an integrated long-term approach that allows for 
the simultaneous treatment of both mental illness and substance abuse. 
 
Unfortunately these integrated services are limited or not available in 
Nevada as far as I know.  This is the single biggest barrier to receiving dual 
diagnosis services.  The cycle for the mentally ill without these services is 
crisis to hospitalization to release to the community with no drug abuse 
treatment and limited counseling, then back eventually to another round 
starting with a new crisis.  This is your “repeat offender” who is the primary 
consumer of mental health resources and a member of the group with the 
highest probability of incarceration and/or suicide.  Every funeral of that I 
have attended of a person having a serious mental illness in Nevada also had 
a drug abuse problem.  This is a reality that every family member knows 
exists and fears the most.  The use of alcohol or drugs is the biggest issue 
that is raised within our organization and that is because we all know that 
necessary services are not available. 
 
A major barrier to implementing dual-diagnosis treatment is the existence of 
artificial funding silos wherein mental health and substance abuse programs 
are supported with separate funding streams which in turn keeps the services 
separate and disjointed.   The plans to move BADA into the division of 
Mental Health Services is a step in the right direction whereby the 
simultaneous administration of both activities can be focused on addressing 
the mutual problems.    
 
Another barrier is the licensing restrictions that control the educational 
requirements of the providers.   Substance abuse counselors and mental 
health counselors have different requirements, training, techniques and focus 
in their treatment of patients.  There is a need to co-locate counselors as 
members of treatment teams and provide cross training of both professional 
categories with licensing changes to accommodate services. 
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Our current approach for treatment focuses on short term remedies such as 
hospitalization to achieve stabilization of the patient followed by minimal 
follow-up services.  As I have stated earlier, many of those consumers who   
recycle to the hospital suffer from co-occurring disorders and require long 
term care.  After the new hospital is completed, there will be beds available 
in the old building.  It is time that the legislature takes positive action this 
next session and staff clinics with trained dual diagnosis providers to start 
the recovery process reduce the number of consumers who require 
hospitalization.  The sooner that we get involved in the preventative mode, 
the better we will be in reducing the number of persons suffering from 
mental illness who decompensate into crisis and put a strain on the state’s 
mental health resources.  
 
I thank your for allowing me to speak today and would be glad to answer 
any questions that I can. 
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Attachment to February 2, 2006 testimony by Vic Davis  
 
 
Facts About Mental Illness - Dual Diagnosis Services 
Reprinted from National NAMI Website 
 
 
What are dual diagnosis services? 
 
Dual diagnosis services are treatments for people who suffer from co-occurring disorders 
-- mental illness and substance abuse. Research has strongly indicated that to recover 
fully, a consumer with co-occurring disorder needs treatment for both problems -- 
focusing on one does not ensure the other will go away. Dual diagnosis services integrate 
assistance for each condition, helping people recover from both in one setting, at the 
same time. 
 
Dual diagnosis services include different types of assistance that go beyond standard 
therapy or medication: assertive outreach, job and housing assistance, family counseling, 
even money and relationship management. The personalized treatment is viewed as long-
term and can be begun at whatever stage of recovery the consumer is in. Positivity, hope 
and optimism are at the foundation of integrated treatment. 
 
How often do people with severe mental illnesses also experience a co-occurring 
substance abuse problem? 
 
There is a lack of information on the numbers of people with co-occurring disorders, but 
research has shown the disorders are very common. According to reports published in the 
Journal of the American Medical Association (JAMA): 
Roughly 50 percent of individuals with severe mental disorders are affected by substance 
abuse.  Thirty-seven percent of alcohol abusers and 53 percent of drug abusers also have 
at least one serious mental illness.  Of all people diagnosed as mentally ill, 29 percent 
abuse either alcohol or drugs.  

The best data available on the prevalence of co-occurring disorders are derived from two 
major surveys: the Epidemiologic Catchment Area (ECA) Survey (administered 1980-
1984), and the National Comorbidity Survey (NCS), administered between 1990 and 
1992. 
 
Results of the NCS and the ECA Survey indicate high prevalence rates for co-occurring 
substance abuse disorders and mental disorders, as well as the increased risk for people 
with either a substance abuse disorder or mental disorder for developing a co-occurring 
disorder. For example, the NCS found that: 42.7 percent of individuals with a 12-month 
addictive disorder had at least one 12-month mental disorder.  14.7 percent of individuals 
with a 12-month mental disorder had at least one 12-month addictive disorder.  
 
The ECA Survey found that individuals with severe mental disorders were at significant 
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risk for developing a substance use disorder during their lifetime. Specifically: 47 percent 
of individuals with schizophrenia also had a substance abuse disorder (more than four 
times as likely as the general population). 61 percent of individuals with bipolar disorder 
also had a substance abuse disorder (more than five times as likely as the general 
population).  
Continuing studies support these findings, that these disorders do appear to occur much 
more frequently then previously realized, and that appropriate integrated treatments must 
be developed. 
 
What are the consequences of co-occurring severe mental illness and substance 
abuse? 
 
For the consumer, the consequences are numerous and harsh. Persons with a co-occurring 
disorder have a statistically greater propensity for violence, medication noncompliance, 
and failure to respond to treatment than consumers with just substance abuse or a mental 
illness.  These problems also extend out to these consumers’ families, friends and co-
workers.  Purely healthwise, having a simultaneous mental illness and a substance abuse 
disorder frequently leads to overall poorer functioning and a greater chance of relapse. 
These consumers are in and out of hospitals and treatment programs without lasting 
success.   
  
People with dual diagnoses also tend to have tardive dyskinesia (TD) and physical 
illnesses more often than those with a single disorder, and they experience more episodes 
of psychosis. In addition, physicians often don’t recognize the presence of substance 
abuse disorders and mental disorders, especially in older adults. 
 
Socially, people with mental illnesses often are susceptible to co-occurring disorders due 
to "downward drift." In other words, as a consequence of their mental illness they may 
find themselves living in marginal neighborhoods where drug use prevails. Having great 
difficulty developing social relationships, some people find themselves more easily 
accepted by groups whose social activity is based on drug use. Some may believe that an 
identity based on drug addiction is more acceptable than one based on mental illness. 
 
Consumers with co-occurring disorders are also much more likely to be homeless or 
jailed. An estimated 50 percent of homeless adults with serious mental illnesses have a 
co-occurring substance abuse disorder. Meanwhile, 16% of jail and prison inmates are 
estimated to have severe mental and substance abuse disorders. Among detainees with 
mental disorders, 72 percent also have a co-occurring substance abuse disorder. 
 
Consequences for society directly stem from the above. Just the back-and-forth treatment 
alone currently given to non-violent persons with dual diagnosis is costly. Moreover, 
violent or criminal consumers, no matter how unfairly afflicted, are dangerous and also 
costly. Those with co-occurring disorders are at high risk to contract AIDS, a disease that 
can affect society at large. Costs rise even higher when these persons, as those with co-
occurring disorders have been shown to do, recycle through healthcare and criminal 
justice systems again and again. Without the establishment of more integrated treatment 
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programs, the cycle will continue. 
 
Why is an integrated approach to treating severe mental illnesses and substance 
abuse problems so important? 
 
Despite much research that supports its success, integrated treatment is still not made 
widely available to consumers. Those who struggle both with serious mental illness and 
substance abuse face problems of enormous proportions. Mental health services tend not 
to be well prepared to deal with patients having both afflictions. Often only one of the 
two problems is identified. If both are recognized, the individual may bounce back and 
forth between services for mental illness and those for substance abuse, or they may be 
refused treatment by each of them. Fragmented and uncoordinated services create a 
service gap for persons with co-occurring disorders. 
 
Providing appropriate, integrated services for these consumers will not only allow for 
their recovery and improved overall health, but can ameliorate the effects their disorders 
have on their family, friends and society at large. By helping these consumers stay in 
treatment, find housing and jobs, and develop better social skills and judgment, we can 
potentially begin to substantially diminish some of the most sinister and costly societal 
problems: crime, HIV/AIDS, domestic violence and more. 
 
There is much evidence that integrated treatment can be effective. For example: 
Individuals with a substance abuse disorder are more likely to receive treatment if they 
have a co-occurring mental disorder.  

Research shows that when consumers with dual diagnosis successfully overcome alcohol 
abuse, their response to treatment improves remarkably. With continued education on co-
occurring disorders, hopefully, more treatments and better understanding are on the way. 

 
What does effective integrated treatment entail? 
 
Effective integrated treatment consists of the same health professionals, working in one 
setting, providing appropriate treatment for both mental health and substance abuse in a 
coordinated fashion. The caregivers see to it that interventions are bundled together; the 
consumers, therefore, receive consistent treatment, with no division between mental 
health or substance abuse assistance. The approach, philosophy and recommendations are 
seamless, and the need to consult with separate teams and programs is eliminated. 
 
Integrated treatment also requires the recognition that substance abuse counseling and 
traditional mental health counseling are different approaches that must be reconciled to 
treat co-occurring disorders. It is not enough merely to teach relationship skills to a 
person with bipolar disorder. They must also learn to explore how to avoid the 
relationships that are intertwined with their substance abuse. 
 
Providers should recognize that denial is an inherent part of the problem. Patients often 
do not have insight as to the seriousness and scope of the problem. Abstinence may be a 
goal of the program but should not be a precondition for entering treatment. If dually 
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diagnosed clients do not fit into local Alcoholics Anonymous (AA) and Narcotics 
Anonymous (NA) groups, special peer groups based on AA principles might be 
developed. Clients with a dual diagnosis have to proceed at their own pace in treatment.  
 
An illness model of the problem should be used rather than a moralistic one. Providers 
need to convey understanding of how hard it is to end an addiction problem and give 
credit for any accomplishments. Attention should be given to social networks that can 
serve as important reinforcers. Clients should be given opportunities to socialize, have 
access to recreational activities, and develop peer relationships. Their families should be 
offered support and education, while learning not to react with guilt or blame but to learn 
to cope with two interacting illnesses. 
 
What are the key factors in effective integrated treatment? 
 
There are a number of key factors in an integrated treatment program. Treatment must be 
approached in stages. First, a trust is established between the consumer and the caregiver. 
This helps motivate the consumer to learn the skills for actively controlling their illnesses 
and focus on goals. This helps keep the consumer on track, preventing relapse. Treatment 
can begin at any one of these stages; the program is tailored to the individual. 
 
Assertive outreach has been shown to engage and retain clients at a high rate, while 
those that fail to include outreach lose clients. Therefore, effective programs, through 
intensive case management, meeting at the consumer’s residence, and other methods of 
developing a dependable relationship with the client, ensure that more consumers are 
consistently monitored and counseled. Effective treatment includes motivational 
interventions, which, through education, support and counseling, help empower deeply 
demoralized clients to recognize the importance of their goals and illness self-
management.  Of course, counseling is a fundamental component of dual diagnosis 
services.  
 
Counseling helps develop positive coping patterns, as well as promotes cognitive and 
behavioral skills. Counseling can be in the form of individual, group, or family therapy or 
a combination of these. A consumer’s social support is critical. Their immediate 
environment has a direct impact on their choices and moods; therefore consumers need 
help strengthening positive relationships and jettisoning those that encourage negative 
behavior.  
  
Effective integrated treatment programs view recovery as a long-term, community-
based process, one that can take months or, more likely, years to undergo. Improvement 
is slow even with a consistent treatment program. However, such an approach prevents 
relapses and enhances a consumer’s gains. 
 
To be effective, a dual diagnosis program must be comprehensive, taking into account a 
number of life’s aspects: stress management, social networks, jobs, housing and 
activities. These programs view substance abuse as intertwined with mental illness, not a 
separate issue, and therefore provide solutions to both illnesses together at the same time. 
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Finally, effective integrated treatment programs must contain elements of cultural 
sensitivity and competence to even lure consumers, much less retain them. Various 
groups such as African-Americans, homeless, women with children, Hispanics and others 
can benefit from services tailored to their particular racial and cultural needs. 
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APPENDIX G 
 

The testimony of Cynthia Huth 
Perinatal and Women’s Health Nurse Consultant 

Nevada’s Health Division 
Bureau of Family Health Services 
Fetal Alcohol Spectrum Disorder 
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APPENDIX H 
 

Suggested Legislation 
 
The following Bill Draft Requests will be available during the 2007 Legislation Session, or 
can be accessed after “Introduction” at the following Web site:   http://www.leg.state. 
nv.us/74th/BDRList/page.cfm?showAll=1. 
 
 
BDR 54-308 Makes Various Changes Concerning Counseling. 
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