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Bureau 
Overview 

The Bureau of Alcohol and Drug Abuse (BADA) is one of seven bureaus located within 
the Nevada State Health Division, a division of the Human Resources Department. It is the 
designated Single State Agency for the purpose of applying for and expending the federal 
Substance Abuse Prevention and Treatment Block Grant issued through the Substance 
Abuse and Mental Health Services Administration (SAMHSA).  The Bureau has an office 
at 505 East King Street, Room 500 in Carson City and an office located at 1830 East 
Sahara Avenue, Suite 314 in Las Vegas.  The Bureau does not provide direct substance 
abuse prevention or treatment services.  It provides funding via a competitive process to 
non-profit and governmental organizations throughout Nevada. The Bureau plans and 
coordinates statewide substance abuse service delivery and provides technical assistance to 
programs and other state agencies to ensure that resources are used in a manner which best 
serves the citizens of Nevada.  
 
In accordance with NRS 458.025, the functions of BADA include: 
 
 1.  Statewide formulation and implementation of a state plan for prevention, treatment, 

and rehabilitation of substance abuse 
 
 2.  Statewide coordination and implementation of all state and federal funding for 

alcohol and drug abuse programs  
 
 3.  Statewide development and publication of standards for certification and the 

authority to certify facilities and programs  
 
The Bureau provides regulatory oversight and funding for community-based organizations.  
BADA funds prevention programs to reduce and prevent substance abuse statewide.  
Subgrantees are funded to provide one or more of the six prevention strategies that are 
promoted by the Center for Substance Abuse Prevention (CSAP).  The six strategies 
include:  information dissemination, prevention education, alternative activities, problem 
identification and referral, community base processes, and environmental strategies.  
Prevention is a process that prepares and supports individuals and communities in the 
creation and reinforcement of healthy behaviors and lifestyles. 
 
The Bureau currently fund organizations statewide to provide intervention, outpatient, 
intensive outpatient, residential, transitional housing, and detoxification services for 
adolescents and adults, as well as opioid maintenance treatment for adults. 
 
The Bureau works closely with funded providers through the BADA Advisory Committee.  
This Advisory Committee is made up of funded prevention and treatment providers and 
meets bi-monthly.  It serves in an advisory capacity to the State Health Division 
Administrator and the BADA Chief.  In 2000-01, the Bureau worked closely with the  
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Bureau 
Overview 
Continued 

Advisory Committee to develop a comprehensive strategic plan.  This plan actually 
consists of seven strategic plans covering the following topics: 

 
 Substance Abuse Treatment 
 Substance Abuse Prevention 
 Evaluation 
 Special Populations: 

• Adolescents 
• TB and HIV/AIDS Services 
• Injecting Drug Users 
• Pregnant and Parenting Women 

 
In order to best serve the citizens of Nevada, Bureau staff has been organized into five 
teams.  These teams are: 
 

 The Data Planning and Evaluation team, which performs planning and 
evaluation functions and collects and reports data as required by SAMHSA. 

 The Fiscal team which performs all financial functions. 

 The Prevention team which provides oversight and technical assistance to 
Nevada’s prevention program providers 

 The Treatment team which provides oversight and technical assistance to 
Nevada’s treatment providers 

 The Support team which performs functions for the other teams and the Bureau 
in general 
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BADA Revenue Sources 
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SFY 1999 % SFY 2003 % 

State General Funds  $   3,232,446  22.1% State General Funds 
  

$    3,072,480  14.8% 
Maximus     Maximus  $       674,524  3.2% 
State Liquor Tax  $      671,407  4.6% State Liquor Tax  $       720,000  3.5% 
State Tobacco     State Tobacco  $       200,000  1.0% 
Certification Fees  $        68,360  0.5% Certification Fees $         21,500  0.1% 
SAPT '99 Award  $   9,441,768  64.6% SAPT '03 Award  $  13,057,217  62.8% 
SDFS  $      901,495  6.2% SDFS  $       428,857  2.1% 
SIG     SIG  $    2,250,000  10.8% 
Other Federal  $      294,667  2.0% Other Federal  $       382,956  1.8% 

Total:  $  14,610,143  100.0% Total:  $  20,807,534  100.0% 

      
  SFY '99  $              14,610,143   

  SFY '03  $              20,807,534   
      

Increase in Revenue   $                6,197,391 42.4%  
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Treatment 
Overview 

BADA is the designated Single State Agency (SSA) for the purpose of applying for and 
expending the Federal Substance Abuse Prevention and Treatment (SAPT) Block Grant 
issued through the Substance Abuse and Mental Health Services Administration 
(SAMHSA).  However, the Bureau does not provide direct substance abuse prevention or 
treatment services.  The Bureau plans and coordinates statewide substance abuse service 
delivery and provides technical assistance to programs and other state agencies to ensure 
that resources are used in the most effective and efficient manner.   
 
The Bureau ensures service delivery throughout the State via a Performance Grant process.  
Performance grants require providers to meet negotiated scopes of work in order to receive 
reimbursement for expenses authorized under the subgrant. Quality as well as quantity 
criteria must be met. Only providers that are certified by Bureau staff may receive funding.   
 
All Bureau funded providers must be in full compliance with state and federal regulations 
and laws governing substance abuse treatment programs. In addition, the Bureau, working 
with the BADA Advisory Committee has created “Substance Abuse Treatment Program 
Operating and Access Standards”.  The Program Operating and Access Standards are a 
progressive set of standards that will encourage Nevada substance abuse treatment 
providers to fully implement the American Society of Addiction Medicine Patient 
Placement Criteria second revision (ASAM PPC-2R)1, adopt the National Institute of Drug 
Abuse’s (NIDA) 13 Principles of Effective Treatment2, and establish substance abuse 
treatment centers of excellence throughout Nevada.  Although this document requires 
compliance with various standards progressively over time, below are some of the 
standards that must be met by all Bureau funded providers as of November 2002. 
 

 Availability - No one is denied services based on ability to pay.  The organization 
uses ASAM PPC-2R to facilitate an appropriate match between the needs of people 
served and the level of care. Formal efforts are made to provide immediate access 
to treatment or when not available, interim services are provided.  

 
 Assessment - Providers are able to assess drug and alcohol history, presence of co-

occurring substance abuse and mental health disorders, psychosocial history, 
cultural and language needs, socioeconomic factors, eligibility for public health 
assistance, economic assistance, employment readiness, education assistance, 
housing and/or living needs, and detoxification status. 

 
 Treatment - Providers recognize client’s treatment needs are shaped by such 

elements as age, race, culture, sexual orientation, gender, pregnancy, housing and 
employment, as well as physical and sexual abuse and directly or indirectly factors 
these needs into the treatment matching activity.  Providers give admission priority  

                                                 
1 American Society of Addiction Medicine, Inc. ASAM Patient Placement Criteria for the Treatment of 
Substance-Related Disorders, Second edition Revised.  2001. 
2 The national Institute on Drug Abuse.  Principles of Drug Addiction Treatment: A research-Based Guide.  
October 1999.   
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Treatment 
Accomp-
lishhments 

 to pregnant women, and provide counseling and education regarding HIV/TB, risks 
of sharing needles, and risks of sexual behavior while under the influence of mood 
altering drugs. 

 
 Clinical Case Management - Clinical and case management services are provided 

to all clients to integrate counseling and other needed social services into the 
client’s treatment plan/service delivery.  The provider offers or makes referrals for 
follow-up services including relapse prevention services, childcare is made 
available for priority populations, prenatal care is made available, and continued 
care incorporates an understanding of self-help groups and attendance is 
encouraged.  

 

• Twenty-four non-profit private or governmental substance abuse treatment programs 
providing services in 51 sites in 30 towns and cities were funded in state fiscal year 
2003.  Programs received approximately $12.2 million for the current state fiscal 
year.  Additionally, BADA certified another 66 treatment programs that were not 
funded. 

• All funded programs must not discriminate based on ability to pay, race/ethnicity, 
gender or disability.  Additionally, programs are required to provide services utilizing 
a sliding fee scale that must meet minimum standards. 

• Providing a continuum of treatment services, BADA continued to support various 
treatment levels of care for adolescents and adults including:  Early Intervention, 
Comprehensive Evaluations (for co-occurring substance abuse and mental health 
disorders), Detoxification (social model and modified medical), Residential, Intensive 
Outpatient, Outpatient (individual and group counseling), and Transitional Housing 
(which requires outpatient services). 

• Admission statistics for 2002 indicate that 10,724 underserved individuals were 
admitted to publicly supported treatment programs throughout Nevada.  Supported 
services and admissions included the following:  2,570 detoxification admissions, 
2,674 residential treatment admissions, and 5,480 outpatient admissions. 

• In accordance with the 2000 Bureau Strategic Plan, BADA and its clinical partners 
developed a standardized “Program Operating and Procedures Standards” that were 
been incorporated into the 2003 – 2006 Request for Application. 

• Further progress in the adoption of evidence/science-based programming included 
participation in the state’s Practice Improvement Collaborative and training provided 
at Nevada’s Annual Summer Institute for Addiction and Prevention Studies. In 
addition, approximately 90 other courses and 50 hours of statewide training including 
the application of the American Society of Addiction Medicine (ASAM) placement 
criteria were held.  The next major initiative is to train on the NIDA’s 13 Principles. 
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Need for 
Treatment 
 
 
 
 
 
 
 
 
 
 
 
 
 

• BADA continues to promote performance-based treatment and measurable outcomes 
by defining treatment measurements contained within all its subgrant documents. 

• In 2002, 97.7 percent of clients admitted to treatment that completed their programs 
reported great, good, or fair improvement. 

 
BADA implemented statewide standards regarding access to TB and HIV testing and 
counseling for clients in treatment working through the Clark County Health District, the 
Health Division’s Bureau of Community Health, and the Washoe County District Health 
Department. 

• All funded programs were monitored by assigned program analysts to ensure 
program and fiscal accountability at least once during the past year.  This is in 
addition to program certification, which can be for up to two years.  BADA offered 
training to its providers to ensure compliance with Health Insurance Portability and 
Accountability Act (HIPAA) standards concerning privacy and security. 

• BADA continues to encourage the development of a continuum of services across the 
state.  Additionally, treatment services for priority populations, including adolescents, 
remain a priority, as are services for pregnant and parenting women and care 
coordination activities.  The number of adolescent treatment admissions during the 
past four years increased by 46 percent over those for 1999. 

 
Treatment Needs 
The Bureau of Drug and Alcohol Abuse has a number of resources available to determine 
unmet treatment needs in Nevada.  Data from these sources is presented below. 
 
The SAMHSA  National Household Survey on Drug Abuse 
 
The Substance Abuse and Mental Health Administration (SAMHSA) conducts a yearly 
National Household Survey on Drug Abuse (NHSDA).  SAMHSA administers 
questionnaires to a representative sample of the population through face-to-face interviews 
at their place of residence.  The survey covers residents of households, noninstitutional 
group quarters (e.g., shelters, rooming houses, dormitories), and civilians living on military 
bases.  Persons excluded from the survey include homeless people who do not use shelters, 
active military personnel, and residents of institutional group quarters, such as jails and 
hospitals.  Over 800 surveys were conducted of residents 12 years of age or older in 
Nevada.  
 
Pooled data from the 1999 and 2000 surveys in estimate (all ages 12 and greater) the past 
month use of alcohol, tobacco, and marijuana is 52.62 %, 33.78% and 5.31%.  The 
corresponding national figures for the past month use of these substances are 46.25%, 
25.32%, and 4.8% respectively.  The past year cocaine use for Nevada residents 12 years  
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Clients in 
Treatment 
 
 
 
 
 
 
 
 
 
 
 

old or older is estimated at 2.14% (the national average is 1.64%).  Additional survey 
results are bulleted below. 
 

• 7.5% of Nevada residents were estimated to have used illicit drugs in the past 
30days.  This translates to about 114,000 individuals. 

• 3.2% of Nevada residents were estimated to have used some illicit drug other than 
marijuana in the past 30 days.  This translates to about 49,000 individuals. 

• It is estimated that 9.11% of Nevada’s youth from 12 to 17 years of age have an 
alcohol or drug substance dependence or abuse problem.  This translates to 17,199 
individuals. 

• It is estimated that 6.84% of Nevada’s total population have an alcohol or drug 
substance dependence or abuse problem.  This translates to 156,838 individuals. 

  

The Bureau’s Client Data System collects extensive information on clients admitted for 
treatment.  Demographics, referral sources, utilization of treatment programs, reporting of 
capacity at or over 90%, waiting lists, discharge information, and the number of 
individuals waiting for treatment is also collected.  The Bureau also collects information 
from funded providers on utilization, capacity, and the number of clients waiting for 
treatment admission.  Treatment admission data for CY 2002 is as follows1: 
 
• There were 10,724 admissions to BADA funded treatment programs in 2002 
• 2,570 of the 10,724 admissions were for detox services 
• 1,456 adolescents were admitted for treatment in 2002 
• Adolescent admissions have increased 46% in the last four years 
• Adult admissions by primary substance abuse were: 43% for alcohol abuse, 27% for 

methamphetamine abuse, 8% for marijuana/hashish, 8% crack abuse, and others 14% 
• Adolescent admissions by primary substance abuse were: 20% for alcohol abuse, 18% 

for methamphetamine abuse, 55% for marijuana/hashish, 1% crack abuse, and others 
6% 

• 48% of the adult population served was in outpatient care, 14% in short-term 
residential treatment, 11% in long-term residential treatment, and <1% in day treatment  

• 61% of the adolescent population served was in outpatient care, 1% in short-term 
residential treatment, 20% in long-term residential treatment, and 10% in day treatment  

• 65% served were male and 35% females, 6% were pregnant at admission 
• Most frequent referrals were from the criminal justice system 43%, and by self, family 

or friends 33%, the balance was from health or community services 
•  

                                                 
1 Bureau of Alcohol and Drug Abuse, Nevada Department of Human Services.  Client Data System Reports 
(through November 2002), 
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• 1,350 clients were placed on waiting lists in calendar year 2002.  Of these, 216 were 
either pregnant injection drug users (IDU), pregnant women, or IDU men and women 
(as priority populations these clients receive support services in the interim) 

 

 In 2001, 8,561 people were arrested for drug related crimes and 15,554 were arrested 
for alcohol related crimes in Nevada. 

 The YRBS reports that 54% of high school students in Nevada used Marijuana one or 
more times in their lives, 27% used marijuana one or more times during the past 30 
days.  The national average for these values are 42% and 24% respectively.1 

 For two consecutive years, (2000 to 2001) the United Health Foundation has ranked 
Nevada 49th in the nation for prevalence of smoking (adult and youth), only to be 
surpassed by Kentucky. 

 In 2000 there were 162 fatal crashes involving alcohol or drugs and 480 drug or 
alcohol related deaths in Nevada. 

 
Co-Occurring Disorders 
  
The past two decades have witnessed the emergence of an increasing number of 
individuals with co-occurring mental health and addictive disorders.  These individuals 
typically do not fare well in traditional service settings, and their course of illness is often 
associated with poor outcomes across multiple service systems at higher cost and higher 
levels of service utilization.  National epidemiological data demonstrate clearly that the 
prevalence of these individuals is sufficiently high and that co-morbidity must be 
considered an expectation, not an exception.  The U.S. Surgeon General reports "Forty-one 
to sixty-five percent of individuals with a lifetime substance abuse disorder also have a 
lifetime history of at least one mental disorder, and about fifty-one percent of those with 
one or more lifetime mental disorders also have a lifetime history of at least one substance 
abuse disorder."  These individuals appear not only in mental health and substance abuse 
treatment settings, but also in primary health care, correctional, homeless, protective 
service, and other social service settings. 
 
The stigma that still is associated with substance abuse disorders and mental disorders 
stands between many people with co-occurring disorders and successful treatment and 
recovery.  Individuals with co-occurring disorders present a challenge to both clinicians 
and the treatment delivery system by the existence of two separate service systems, one for 
mental health services and another for substance abuse treatment.   Effectively blended 
community models for dual treatment of substance abuse and mental disorders often utilize 
a four-quadrant model of service delivery:   
                                                 
1Office of School Health, Safety and Nutrition, Nevada Department of Education.  Youth Risk Behavior 
Surveillance Survey. December 2001. 
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• Quadrant I: Less severe mental health disorder/less severe substance abuse disorder 
• Quadrant II: More severe mental health disorder/less severe substance abuse disorder 
• Quadrant III: Less severe mental health disorder/more severe substance abuse disorder 
• Quadrant IV:  More severe mental health disorder/more severe substance abuse 

disorder 
 

Quadrant IV is identified as the highest costing co-occurring treatment population in most 
communities due to:  client chronicity in both substance abuse and mental health issues, 
recurrent crisis involving dual service deliveries for multiple non-completed episodes of 
care, and unstable housing leading to a precarious relationship with any system of care. 
 
In the State of Nevada there are twenty-three funded substance abuse treatment providers 
being encouraged by BADA to develop a predominantly dual diagnosed capable service 
capacity (DDC-CD) and address the more persistent mentally ill and substance abuse 
dependent population represented in Quadrant IV, or rather, a dual-diagnosed enhanced 
setting (DDE-CD).  It is important to note that Quadrant IV care delivery can be divided 
into two populations of clients to be served:  individuals already identified as seriously and 
persistently mentally ill with active substance abuse or dependence and a history of 
unstable engagement in services or individuals not identified as seriously and persistently 
mentally ill but whose substance dependence and psychiatric symptomatology are severe 
and persistent and their engagement in services is unstable.  The concept of no wrong 
door treatment strategy allows those suffering from persistent mental illness and chronic 
substance abuse disorders to engage in seamless treatment for co-occurring issues.  At the 
center of care delivery for the dual diagnosed are the processes of continuous case 
management, care coordination of invested agencies, and stable housing. 
 
National trends regarding the dual diagnosed population clearly reflect a need for improved 
service delivery.  Key points continue to center around stigmatization in a continuum of 
care that can be easily and readily accessed multiple times. It is the driving principle of 
current Nevada providers that any person entering mental health care, substance abuse 
treatment, or primary care should be screened for mental disorders and substance abuse 
and then provided appropriate treatment.  The following providers are integrating service 
delivery systems to achieve these goals. 
 

Program Service Area 
Adelson Clinic Las Vegas 
Bridge Counseling Las Vegas 
Center for Independent Living Las Vegas 
Community Counseling Center Las Vegas 
Clark County Department of Family Services Clark County 
Economic Opportunity Board Clark County 
Nevada Treatment Center Las Vegas 
Salvation Army Las Vegas 
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WestCare, Nevada, Inc. Clark County 
American Therapeutic Association Reno 
Bristlecone Family Resources Washoe County 
China Springs Douglas County 
Community Counseling Center Carson City 
Family Counseling Service Reno 
Lyon Council on Alcohol & Other Drugs Lyon/Storey County 
Mental Health & Developmental Services, 
Rural Clinics 

Statewide 

New Frontier Fallon/Lovelock 
Reno Spark Health & Human Services Washoe County 
Ridge House Reno 
Sierra Recovery South Lake Tahoe 
Step 2 Washoe County 
Vitality Center, Inc. Elko/Eureka/Humboldt/Lander Counties 

 

In September and October 2003, BADA conducted a survey of funded providers to collect 
information on how the programs provide services to clients with co-occurring disorders.  
Sixteen providers responded to the survey.1  Summary results from the survey are 
presented below: 

• 88% reported providing services for clients with co-occurring disorders, 87% 
provided services to adults and 47% to adolescents. 

• 73% provided a significant percent of their services to clients with the following 
diagnostic categories:  delirium, dementia and other cognitive disorders; 
schizophrenia and other psychotic disorders; mood disorders; anxiety disorders; 
adjustment disorders including bipolar disorders; paranoid personality disorders, 
antisocial personality disorders; borderline personality disorder; and obsessive-
compulsive personality disorder. 

• Of these, 25% provided the mental health services in house, 37.5% provided 
services both in house and by referral and 37.5% only by referral. 

• In house staffing consistent of the following types of professionals: 

 Medical Doctors (non-psychiatrist) – 31% for adults clients and 19% for 
adolescent clients 

 Psychiatrists – 37% for adult clients and 19% for adolescent clients  
 Clinical Psychologists – 19% for adult clients and 25% for adolescent clients 
 Clinical Social Workers – 37% for both adult and adolescent clients 
 Marriage and Family Therapists – 44% for adult clients and 37% for adolescent 

clients 
 Masters of Divinity – 25% for adult and adolescent clients 

 
                                                 
1 The survey was not send to Mental Health and Developmental Services, Rural Clinics. 
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• Forty-four percent of the respondents indicated that they provide medications for 
clients with co-occurring disorders. 

• Respondents were asked to characterize their linkages with the publicly supported 
mental health system on a scale of 1 to 5; 1 being “None or Very Poor”, and 5  

 

being “Excellent”.  Fifty percent of the respondents rated their linkage with a 
publicly supported mental health system as “4” or “5”; 19% responded neutrally 
with a “3”; and 31% responded with a “1” or ‘2”. 

 
• The top three challenges for providing care of these clients were: 

 One:  Lack of access or availability 
 Two:  Cost 
 Three:  Stigma and issues about providing services for clients on Opioid 

Maintenance Therapy (Methadone) 

Adult Admission Trends Analysis 
 
There is a decrease in the number of adult admissions across the state in BADA funded 
substance abuse treatment programs, as indicated in the Bureau’s performance indicators.  
Although initially it may appear that this is a serious problem, it is partially reflective of 
the successful implementation of a number of treatment improvement initiatives started by 
the Bureau over the past three years.  It also reflects the philosophical change to the public 
health model begun in 1999 when the Bureau was transferred into the State Health 
Division.  The biggest change has been the recognition that substance abuse addiction is a 
chronic relapsing health condition requiring a more expansive strategy than traditionally 
supported.  Additionally, it reflects the increasing number of adolescent treatment 
admissions. 
 
The Bureau’s major treatment improvement initiatives include the following:   
 
• Adoption of many recommendations contained in the national treatment plan, 

“Changing the Conversation,” created by the Substance Abuse and Mental Health 
Services Administration (SAMHSA) and BADA’s Treatment Strategic Plans 

• Utilization of science/evidenced-based substance abuse treatment practices and models 
• Improved implementation of the American Society of Addiction Medicine Patient 

Placement Criteria, second revision (ASAM PPC-2R) 
• Funding of new levels of service and new programs not necessarily reflected in the 

Bureau’s Client Data System 
 
A brief explanation of each item is presented below. 
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Successful application of the national treatment plan and BADA’s Treatment 
Strategic Plan:  The Bureau has been working for several years to improve the quality of 
substance abuse treatment services supported with public funds.  In 2001, BADA created a 
series of strategic plans including several that address substance abuse treatment.  BADA’s 
plans are consistent with the national treatment plan developed by SAMHSA.  All of these 
documents have formed the foundation for the changes that the Bureau has implemented in 
the past few years and will continue to promote for the next two to three years, until the  
 

plans are updated.  Central themes in these documents include the need to establish a 
seamless service system offering effective treatment based on individual needs, rather than 
a prescriptive treatment model applied equally to everyone.  Also assumed is that in all 
systems of care, individuals enter and become engaged in the most appropriate type and 
level of substance abuse treatment and that they receive continuous services at the level(s) 
needed to enter into recovery.  This moves beyond what has traditionally been thought of 
as “graduation” and aftercare. 
 
Utilization of science/evidenced-based substance abuse treatment practices and 
models:  There is a somewhat inverse relationship between successful treatment 
completion and admission rates, in part, because successful treatment completion often 
means longer lengths of treatment engagement and there are several studies indicating the 
minimum effective length of treatment engagement is 90 days.  Additionally, as programs 
develop service systems that better engage clients there is a decrease in the number of 
admissions.  An example of this is the Bureau’s concern over the high percentage of clients 
who enter and exit the system having only received detoxification services.  Many of these 
clients have several repeat admissions, never really engaging in the treatment process.  
Such services delivery ultimately does nothing to improve the quality of the client’s life 
and progress toward achieving recovery.  Because the state has limited treatment capacity, 
if a program is successful at engaging the client in a longer treatment stay, the number of 
beds available statewide decline proportionately. 
 
Successful Implementation of ASAM PPC-2R:  ASAM is used to guide initial patient 
placement decisions and to help clients move through the treatment system.  This results in 
better client engagement and retention as consumers move between levels of service, 
stepping down in treatment intensity as progress is made.   
 
Funding of new levels of service and new programs not necessarily reflected in the 
Bureau’s Client Data System:  In order to foster the improved use of resources, a number 
of systems changes have been required in addition to those cited above.  Included here are 
such things as support for care coordination and comprehensive evaluation services.  Care 
coordination, in addition to supporting staff to help with case management, may include 
childcare, transportation, and translation services.  Comprehensive evaluation was added as 
a funded level of service in order to help improve providers’ ability to provide services to  
 

12 



Bureau of Alcohol and Drug Abuse 
Presented to the Mental Health Plan Implementation Commission 
SB 301 
November 4, 2003 

 
 

Trends 
Continued 
 
 
 
 
 
 
 
 
 
 
Health 
Insurance 
Coverage 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

the sector of the population in need of substance abuse treatment services that also have a 
diagnosable mental illness. 
 
Neither of these services are reflected in the Bureau’s existing Client Data System, 
consequently, they are not reflected in the number of admissions causing incomplete data 
reporting.  This is one of several reasons why the Bureau is replacing the existing data 
system. Additional services not reflected in the system include early intervention services 
and civil protective custody services.  Furthermore, services provided by Sierra Recovery 
Center in South Lake Tahoe are not recorded into Nevada’s data system because the 
program is located a few miles across the state line.  SAMHSA requires that programs 
enter data into the state system where the program’s headquarters are located. 
 
Health Insurance Coverage 
 
The majority of clients seen in BADA funded substance abuse treatment programs have no 
private or public health insurance coverage.  Over the past five years, this rate has varied 
little, 80% in 1997 to a high of 85% in 1999 to 82% in 2002.  The chart on the following 
page contains the distribution of health insurance coverage in 2002. 
 

Health Insurance Coverage 2002

9% 5%
4%

82%

Private Insurance Medicaid Other/Unknkown None
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Bureau of Alcohol and Drug Abuse Admissions 
1997 to 2003
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Summary of Number of Admissions for Treatment, 1999 - 2003 

 
Calendar 

Year 
Adolescent 
Admissions 

Adult 
Admissions 

Total 
Admissions 

1997 658 8,462 9,120 
1998 705 8,282 8,987 
1999 995 9,703 10,698 
2000 1,128 9,732 10,860 
2001 1,231 9,871 11,102 
2002 1,456 9,268 10,724 

 
2003 Projected 
Total 

1,658 9,342 11,000 
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Total Client Admissions for Treatment, 1999 - 2002
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Admissions to Treatment by Race, 1999 - 2002 
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Admission toTreatment by Source of Referral, 2001 - 02
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Admission to Treatment by County of Residence, 1999 - 2002
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Admissions to Treatment by Drug of Choice, 2001 - 02
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Pregnant Women and IDU Admissions for Treatment, 2001 - 02
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Admissions to Treatment by Level of Care, 2001 - 02
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Certified Treatment Providers Not Generally Accessible To Public

Monday, November 03, 2003

Nevada State Health Division
Bureau of Alcohol and Drug Abuse

Program Name Address Phone  Fax   Funded  Youth  Adult

Caliente Youth 
Center

P O Box 788 

Caliente NV 89008

775-726-3181 775-726-3299 Juvenile 
Justice

China Spring Youth 
Camp

P O Box 218

Minden NV 89423

775-265-5350 775-265-7159 Yes Juvenile 
Justice

CiviGenics, Inc. 
(DUI) Ind.Sprgs 
Prison

P O Box 208

Indian Springs NV 89070

702-486-3561 702-879-3292 Adult 
Corrections

DCFS/Family 
Preservation Services

3075 E. Flamingo Suite 110 

Las Vegas NV 89119

702-486-7500 702-486-7522 Yes DCFS 
Referral

DCFS 
Referral

Nevada Youth 
Training Center

P O Box 459 

Elko NV 89803

775-738-7182 775-753-7514 Yes Juvenile 
Justice

Vitality Center - 
Warm Springs

P O Box 7007 

Carson City NV 89702

775-684-3070 775-684-3052 Adult 
Corrections

Washoe County 
Sheriff's Office

911 Parr Blvd 

Reno NV 89512

775-328-2963 775-328-6305 Yes Adult  
Corrections

Western NV 
Regional Youth 
Center

P O Box 330 

Silver Springs NV 89429

775-577-4200 775-577-3338 Juvenile 
Justice

Women's 
Development Center

953 E. Sahara Ave. Ste 201

Las Vegas NV 89104

702-796-7770 702-796-3007 Adult 
Corrections

34



Other Important Contact Information

Nevada State Health Division
Bureau Of Alcohol and Drug Abuse

Monday, November 03, 2003

Agency 800 Number   Northern Nevada Southern Nevada

INFORMATION ONLY
National Clearinghouse for Alcohol and Drug Info. 1-800-729-6686 N/A N/A

Nevada Substance Abuse Resource Center N/A 775-784-6336 702-385-0684

Poison Information N/A 775-982-4129 702-732-4989

REFERRAL  and INFORMATION
AIDS (CDC National AIDS/HIV Hotline) 1-800-342-2437 N/A N/A

AIDS-Teen Line 1-800-234-8336 N/A N/A

Bureau of Alcohol and Drug Abuse N/A 775-684-4190 702-486-8250

Crisis Mental Health Unit N/A 775-877-4673 702-486-8020

Juvenile Court Services (Abuse and Neglect) N/A 775-328-2777 702-399-0081

National Council on Compulsive Gambling 1-800-522-4700 N/A N/A

National Domestic Violence Hotline 1-800-799-7233 N/A N/A

National Mental Health Association 1-800-969-6642 N/A N/A

National Youth Crisis Hotline 1-800-448-4663 N/A N/A

Rape Crisis Center 1-800-752-4528 N/A N/A

Substance Abuse Help Line (Crisis Call Center) 1-800-450-9530 N/A N/A

Suicide Prevention Center 1-800-992-5757 N/A N/A

Youth Runaway Emergency Shelter 1-800-448-4663 N/A N/A

SELF HELP
Alanon and Alateen Groups N/A 775-348-7103 702-615-9494

Alcoholics Anonymous N/A 775-355-1151 702-598-1888

Gamblers Anonymous N/A 775-356-8070 702-364-2625

Narcotics Anonymous N/A 775-322-4811 702-369-3362
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Prevention 
Overview 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Prevention 
Accomp-
lishments 

Prevention is defined as “a proactive process of helping individuals, families, and 
communities to develop the resources needed to develop and maintain healthy lifestyles” 1. 
Prevention is broad based in the sense that it is intended to alleviate a wide range of at-risk 
behaviors including, but not limited to, alcohol, tobacco, and other drug abuse, crime and 
delinquency, violence, vandalism, mental health problems, family conflict, parenting 
problems, stress and burnout, child abuse, learning programs, school failure, school drop 
outs, teenage pregnancy, depression and suicide. 

 
BADA has established a system whereby the Bureau purchases substance abuse prevention 
services.  With this system, applicants are responsible for compliance with state and 
federal requirements for receipt of funding and are responsible for attaining service-
delivery projections that are established in the subgrant scope of work. 

 
Elements of the Bureau’s strategy are described below:  
 

• Provide Nevadans access to quality substance abuse prevention services. 

• Provide information regarding how many participants are being served as a result 
of bureau funding and the type of services provided.  

• Develop an infrastructure to assist prevention providers in providing effective 
quality and quantity of services. 

• Verify that State and Federal funds are being used to purchase services that achieve 
State and Federal goals and performance indicators. 

• Require the assessment of priority risk and protective factor for individual 
communities. 

• Enhance or expand collaboration with BADA funded substance abuse prevention 
coalitions. 

• Require the assessment of individual communities in identifying target populations.   

• Utilize the Center for Substance Abuse Prevention (CSAP) six strategies of 
substance abuse which include, Information Dissemination, Prevention Education, 
Alternative Activities, Problem Identification, Community Based Process and 
Environmental Programs. 

• Support evidence based programs, best practices, and model programs.  Programs 
must be based on research or prior program findings, which provide evidence that 
the programs will prevent or reduce substance use by youth. 

 
 Forty-three primary substance abuse prevention programs and 11 community 

coalitions were funded in 2002 for a three-year project period.  The programs 

                                                 
1 International Certification and Reciprocity Consortium; IC&RC 
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received approximately $2,000,000 for the current state fiscal year.  For every dollar 
invested in substance abuse prevention seven dollars in savings are realized.1

Prevention 
Accomp-
lishments 
Continued 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Need for 
Prevention 
Programs 

 Funding from the Fund for a Healthy Nevada was obtained to support eight 
rural/frontier coalitions in implementing environmental tobacco reduction strategies 
utilizing youth oriented groups.   

 Approximately 13,000 unduplicated individuals participated in BADA funded 
prevention programs for SFY 2003 and approximately 189,500 pieces of literature 
were distributed by BADA funded Clearinghouses statewide. 

 Work was continued with community-based coalitions to develop local strategies and 
a statewide plan to address substance abuse prevention in a coherent and intelligent 
manner.  BADA’s coalition strategy also includes using the coalitions to increase 
provider capacity through a planning process, which includes grant writing and other 
resource development activities. 

 In accordance with the 2001 Bureau Strategic Plan, BADA and its prevention 
partners developed  standardized Program Operating and Procedures Standards. 

 Further progress in the adoption of evidence/science-based programming assisted by 
a number of trainings including those provided at Nevada’s Annual Summer Institute 
for Addiction and Prevention Studies in addition to 20 others including training in the 
Communities That Care Model.  

 Under contract to BADA, the University of Nevada Research and Educational 
Planning Center Evaluation Team completed the third year of the Nevada Prevention 
Data Management System (PDMS) and implemented a web-based evaluation system 
to measure the effectiveness of BADA funded prevention services statewide. 

 For FFY 2003, the final weighted non-compliance rate presented in the Synar report 
is 11.42% which is less than the target value of 20.00%.  This is a reduction of 37.5% 
from the 2002 noncompliance rate of 18.26%, and a reduction of 46.2% from the 
2001 noncompliance rate of 21.24%. 

 Reported on two of the SAPT Block Grant’s voluntary prevention outcome measures, 
Nevada is one of only seven states to report on the measures nationally in 2002. 

 
Substance abuse among high school students and adults alike present a problem in Nevada.  
Binge drinking has traditionally been higher in Nevada than the national average for both 
youth and adults (Youth Risk Behavior Survey, YRBS2 and Behavioral Risk Factor  
 

                                                 
1 “Principles of Effective Substance Abuse Prevention,” published by the National Institute of Drug 
Addiction (NIDA), 1998. 
2 Centers for Disease Control and Prevention.  Adolescent and School Health, Youth Risk Behavior 
Surveillance System - Youth 2001 Online.  
   <http://www.cdc.gov/nccdphp/dash/yrbs/2001/youth01online.htm> 
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Surveillance Survey, BRFSS1).  In 1999, nearly twice as many Nevada adults (8.7%) 
reported driving at least once in the past 30 days after having too much to drink compared 
to the national average of 4.6%, and 44.8% of all traffic fatalities in Nevada were alcohol 
related compared to the national average of 39.8%.  Nearly 23% of Nevada respondents 
reported consuming alcoholic beverages over 15 days in the past 30 (BRFFS). 

Need for 
Prevention 
Programs 
Continued 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Prevention 
Data 
Mgmt. 
System 
(PDMS) 

While the overall rate of substance abuse is 
declining and the public intolerance of abuse is 
rising, there are some disturbing developments 
on the horizon.  Adolescents are starting to use 
alcohol, tobacco, and illicit drugs at 
increasingly younger ages, and young adults, 
who are just beginning to assume more mature 
responsibilities in society, are more likely than 
other groups to drink heavily, smoke cigarettes, 
and use illicit drugs.  Nevada youth have been 
affected by the availability of tobacco, alcohol, 
and drugs in the community, and in several 
instances, exceed the national averages for 
various behaviors reported in the YRBS.  The 
link between alcohol and illicit drug use with 

crime and aggressive behaviors is clearly visible in society today, therefore two negative 
behaviors are reduced by effective prevention programs.  
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Identifying high risk and substance abusing individuals before they progress to dependence 
is essential to reducing future chronic alcohol and drug abuse cases and can greatly reduce 
the fiscal impact of alcohol and drug abuse treatment.  Many of these individuals could 
benefit from Brief Intervention programs that have the potential to prevent the escalation 
of substance abuse to substance dependence.  Early identification, intervention, and referral 
for substance abuse can reduce tremendous psychological and financial burdens on the 
individual, family, and community.  In addition, the fiscal impact on the criminal justice 
system, health care system, and drug abuse treatment programs will be positively impacted 
by early identification of substance abuse problems. 
 
The Prevention Data Management System (PDMS) is a web-based evaluation system used 
to collect, analyze and report survey data provided by prevention program participants.  
BADA has contracted with University of Nevada, Reno (UNR) to develop and manage the 
system.  Program findings offer service providers data concerning the effectiveness of their 
programs and statistics suggesting areas of needed improvement.  Additionally, the data is  

 

                                                 
1 Centers for Disease Control and Prevention.  Behavioral Risk Behavior Surveillance System – Prevalence 
Data 1995-2002.  <http://apps.nccd.cdc.gov/brfss/index.asp> 
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 PDMS 
Continued 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Coalition 
Building 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

useful for making better-informed decisions on how money can best be spent so as to 
maximize benefits at current funding allocation levels. 
 
The table below provides unduplicated participants in BADA funded prevention programs 
statewide as collected by the Nevada Prevention Data Management System (PDMS) and 
information on the number of items of literature distributed by the state clearinghouse 
system.  As can be seen in the table, the number of children and families being served is 
increasing 
 

Clients Served and Literature Distributed, 2001 to 20031

 
Deliverable FY 2001 FY 2002*  FY 2003 

 Children Adults Children Adults Children Adults
Individuals Served 8,000 2,884 7,999 2,600 10,276 2,815 
Literature Distributed** 76,000 80,000 189,508 

Notes: 
 * Fiscal year 2002 was an abbreviated grant year covering a 10-month period. 
** Represents north and south centers. 
 

Ten (10) community-based coalitions have been awarded subgrants to develop and 
implement a research-based operating system called Communities That Care (CTC) in 
fourteen (13) counties in Nevada.  CTC guides coalitions through a process of community 
mobilization and data gathering for the purpose of developing community needs 
assessments and comprehensive community substance abuse prevention plans. 
 
Community coalitions strive to include a broad representation of individuals and 
organizations from their communities.  Coalition representatives received six intensive 
days of training on the CTC model and were awarded funds to conduct or participate in the 
following activities in their communities: 
 

o Facilitate regularly scheduled coalition meetings at the community level. 

o Assess the community’s level of readiness to implement a substance abuse 
prevention plan. 

o Collect existing data to compile a community needs assessment. 

o Using their community needs assessment data; prioritize risk factors to be focused 
on within their communities. 

                                                 
1 Tables fiscal years based on BADA prevention fiscal years, September 1, 1999 through August 30, 2000, 
September 1, 2000 through August 30, 2001, September 1, 2001 through June 30, 2002 (abbreviated grant 
cycle to align BADA prevention fiscal year with State fiscal year), and fiscal year, July 1, 2002 through June 
30, 2003. 
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o Conduct a resource assessment to determine gaps in services in the community.  
This assessment will determine where the community should direct their focus of 
programming. 

Coalition 
Building 
Continued 
 
 
 
 
 
Safe and 
Drug Free 
Schools 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

State 
Incentive 
Grant 
(SIG) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

o Use community assessment information and current research to develop a 
comprehensive community substance abuse prevention plan. 

o Participate in the evaluation of coalitions. 
 
As the Single State Agency for substance abuse prevention and treatment activities in 
Nevada, the State Health Division (BADA) has been designated by the Governor to receive 
and administer his portion of the Safe and Drug Free Schools funding.  BADA manages 
these funds in keeping with the substance abuse prevention program principles. 
 
In an effort to provide comprehensive technical assistance to organizations receiving Safe 
and Drug Free School funds, support and technical assistance are provided in the areas of 
fiscal policies, program operating standards, science-based programming, workforce 
development, risk and protective factor analysis, target population and environmental 
issues, community development, evaluation, and other areas as required.  In addition, 
BADA staff, along with the University of Nevada, form the nucleus of the state evaluation 
team, whose purpose is to evaluate the effectiveness and impact of prevention strategies 
and program outcomes of funded prevention programs.  It is also important to note that a 
new requirement resulting from the No Child Left Behind federal legislation has 
introduced the requirement to prepare a joint state application for federal education funds, 
thereby increasing the level of coordination between the Nevada Department of Education 
and BADA to ensure programmatic and fiscal initiatives complement each other. 
 
The State of Nevada has also been awarded a State Incentive Grant (SIG) that is providing 
$3,000,000 per year for three years to facilitate the development of 14 local coalitions in 
11 geographic areas and three special populations (Latino in Northern Nevada, Latino in 
Southern Nevada and Statewide Native American).  This funding supports coalition 
infrastructure development, development of a comprehensive prevention system, and 
funding for primary prevention services statewide. The coalitions funded serve as regional 
prevention centers to develop and implement local comprehensive community prevention 
plans, and to identify and fund evidence-based programs that will fill service gaps without 
duplicating existing services.  

The purpose of Nevada’s SIG is to reduce the use of alcohol, tobacco, and other drugs 
(ATOD) among Nevada’s 12 to 25 year old youth by reinventing the system for delivering 
prevention services through: (1) coordinating prevention services statewide and (2) 
implementing prevention programs based on sound scientific research.  Improving the 
ATOD prevention system has both long-term and short-term objectives.  Statewide  
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SIG 
Continued 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Fund for 
a Healthy 
Nevada 
Tobacco 
Prevention 
Project 
 
 
 
 
 
 
 
 
 
 
 
 
 

measures will indicate reductions in illicit drug use, marijuana use, and binge drinking 
among 12 to 25 year olds plus a delaying of the age of first use of marijuana and alcohol. 
 
The long-term changes (4 to 10 years) will be included in a Comprehensive Prevention 
Plan prepared by the SIG Advisory Committee.  Chances for long-term changes are greatly 
enhanced because Nevada intends to redirect other ATOD prevention funds to support the 
goals of its State Incentive Grant. 
 
The short-term changes (1 to 3 years) will be accomplished through three mechanisms on 
the local level: (1) enhancing local substance abuse prevention capacity, (2) leveraging 
existing prevention dollars from various sources, and (3) replacing ineffective ATOD 
prevention programming with science-based prevention programs.  This vision is for local 
ATOD prevention coalitions to make the program decisions and monitor their 
effectiveness.  The SIG allows Nevada to implement this vision in three years by 
supporting crucial capacity building.   
 
A team from BADA, with the assistance of staff from the Pacific Institute for Research and 
Evaluation (PIRE), the project evaluators manage the Nevada SIG.  Governor Kenny 
Guinn appointed the 20 members of the Nevada State SIG Advisory Committee and is 
directly involved in this effort through staff of the Governor’s Office and numerous 
government administrators he appointed.  This committee includes representation from; the 
Governor’s Office, state legislature, the Attorney General’s Office, the State Division of 
Child and Family Safety, the Governor’s Youth Advisory Committee, the State Health 
Division, the State Department of Education, Community Agencies, Tribal Governments, 
Faith organizations, the Nevada Association of Counties, and the State Board of Health.   
 

BADA received funds through The Fund for a Healthy Nevada to implement 
environmental approaches to tobacco prevention that local coalitions can adapt to meet the 
needs of their specific communities.  The goal of this project is to impact policies, 
community norms, and media advertising of tobacco in order to prevent youth access and 
exposure to tobacco.  This program encompasses all northern and rural/frontier Nevada 
communities. The coalitions work with local youth groups to plan, organize, monitor, and 
evaluate prevention approaches implemented in the community.  Through these funds, 
eight rural coalitions collectively received $400,000 of tobacco settlement money (for 
SFY2003 & 2004; $200,000 / year) to develop environmental prevention strategies 
addressing tobacco usage.   Eleven treatment providers were also collectively awarded  

$4,397,486 (directly from the fund) for cessation programs to be expended over a four-year 
period (for SFY 2001 through SFY 2004). 
 
BADA currently subcontracts with the Research and Education Planning Center (REPC) at 
the University of Nevada, Reno to evaluate BADA funded primary substance abuse 
prevention programs and coalitions statewide.  BADA has contracted with the REPC to  
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create a new web-based evaluation system to measure the outcomes from the PEPS both 
quantitatively and qualitatively.  This new evaluation component will be combined with 
the existing Coalition Evaluation Tool and the Prevention Data Management System 
(PDMS). 
 

The Synar amendment was named after Mike Synar, a U.S. Congressman, who represented 
Oklahoma from 1979 to 1994.  This amendment was passed by Congress in 1992, and 
requires each state to enforce an effective law prohibiting the sale of tobacco products to 
minors less than eighteen years of age.  The Synar regulation is administered by the 
Substance Abuse and Mental Health Services Administration (SAMHSA).  States not 
enforcing youth tobacco laws could lose up to 40% of their Substance Abuse Prevention 
and Treatment Block Grant.  The Synar rule entitled Substance Abuse Prevention and 
Treatment Block Grants: Sale and Distribution of Tobacco Products to Individuals Under 
18 Years of Age, was released in 1996 and requires states to: 
 

 Have in effect a law prohibiting any manufacturer, retailer, or distributor of tobacco 
products from selling or distributing such products to any individual under the age 
of 18. 

 Enforce such laws in a manner that can reasonably be expected to reduce the extent 
to which tobacco products are available to individuals under the age of 18. 

 Conduct annual random, unannounced inspections of retail outlets to ensure 
compliance with the law.  These inspections are to be conducted in such a way as to 
provide a valid sample of outlets accessible to youth. 

 Develop a strategy and time frame for achieving an inspection failure rate of less 
than 20% of outlets accessible to youth. 

 Submit an annual report that details: the State’s activities to enforce their laws, the 
overall success achieved by the State during the previous fiscal year in reducing 
tobacco availability to youth, inspection methodology, methods used to identify 
outlets, and plans for enforcing the law in the coming fiscal year. 

 
BADA administers the Synar program, and provides funds to the Attorney General’s 
Office for the Synar enforcement.  The practice of conducting compliance checks, at each 
location accessible to minors, at least twice a year has made this program more visible to 
the public and noncompliance rates for Nevada have been declining.
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CY 2002 Prevention Participants by Race/Ethnicity
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CY 2002 Prevention Participants by Strategy*
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    * Total Participants by strategy may differ from other totals because some participants may enroll in more than one program. 
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CY 2002 Prevention Participants by Grade
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CY 2002 Prevention Participants by Referral Source
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 Prevention Coalitions
BUREAU OF ALCOHOL AND DRUG ABUSE

11/3/03

BEST Coalition Corporation

3075 E. Flamingo Road Ste 100-A
Las Vegas NV 89121 702-385-0684 702-614-0400

Phone Fax
Coalition Activities

Churchill Community Coalition

325 Sheckler Road 
Fallon NV 89406 775-423-7733 775-423-7734

Phone Fax
BADA Coalition Advancement

Community Council on Youth

P O Box 613
Carson City NV 89702-0613 775-841-4730 775-841-4730

Phone Fax
Community Advancement - Coalition

Goshen Community Development Coalition

1117 Tumbleweed Ave. 
Las Vegas NV 89106 702-648-1438 702-647-3447

Phone Fax
Coalition Activities

Healthy Communities Coalition of Lyon & Storey

P O Box 517
Dayton NV 89403 (775) 246-7550 (775) 246-0238

Phone Fax
Coalition Activities

Join Together Northern Nevada

1325 Airmotive Way Ste 205
Reno NV 89502 775-324-7557 775-324-6991

Phone Fax
Washoe County Coalition

Nye Communities Coalition

484 South West Street 
Pahrump NV 89048 775-751-6825 775-751-6827

Phone Fax
Coalition Activities

Partners Allied for Commun Excellence (PACE)

405 Idaho Street, Ste 215
Elko NV 89801 (775) 777-3451 (775) 738-4853

Phone Fax
Coalition
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Partnership of Community Resources

P O Box 651
Minden NV 89423 775-782-8611 775-782-4216

Phone Fax
Coalition

Sixth Judicial District Juvenile Probation

P O Box 1039
Winnemucca NV 89446 (775) 623-6382 (775) 623-6386

Phone Fax
Frontier Community Coalition

Coalitions provide the following strategies:    Community Based Process 
Environmental
Information Dissemination
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