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Montgomery County Alcohol and Drug Abuse Task Force 
 

DETOX SUBCOMMITTEE 
RECOMMENDATIONS REPORT 

 
 
BACKGROUND 
 
Strategic Goal Area:   Realign services to improve Montgomery County’s capacity to provide 
detox services by engaging the public system, hospitals, and the jails in creating a response 
system for providing detox services in the community by realigning current services.   

 
Initial Objectives and Initiatives: Objectives and initiatives were identified at the May 11, 2009 
meeting of the Montgomery County Alcohol and Drug Abuse Task Force (hereafter referred to 
as “AOD Task Force”).  The following objectives and initiatives were meant to guide the 
strategic direction in accomplishing the overall goal of promoting detox services in Montgomery 
County: 

1. Develop a single site for detox services potentially with 24/7 access. 
2. Identify and learn the preferred models and best practices of other existing detox 

centers. 
3. Define targeted population-based services for a detox process in the County. 
4. Realign existing services to support detox services. 
5. Identify a cost structure for a single detox center model. 
6. Conduct focus groups to engage client populations in evaluating a proposed detox 

model. 
 

Co-Chairs:    Dr. Doug Teller, Associate Program Director, Kettering Medical Center 
 Mr. Joe Spitler, Executive Director, Montgomery County Criminal Justice Council   

 
Members:   Judith Barr, Samaritan Homeless Clinic 

Dr. Brien Dyer, Samaritan Behavioral Health, Inc., CrisisCare 
Major Mark Hess, Dayton Police Department 
Carol Hinton, YWCA of Dayton 
D. Timothy Lane, Wright State University, Center for Interventions, Treatment, and 

Addictions Research 
Ric McAllister, Miami Valley Hospital and Good Samaritan Hospital 
Jim Pancoast, Premier Health Partners 
Sheriff Phil Plummer, Montgomery County Sheriff’s Office 
Richard Riddle, Dayton Veterans Administration Medical Center 
Joe Riggins, Project Impact – Dayton 
Leigh Sempeles, St. Vincent de Paul 
Monica Sutter, Good Samaritan Hospital 
Joe Szoke, ADAMHS Board for Montgomery County 
Peggy Thomas, Project C.U.R.E., Inc. 
Dr. Rebekah Wang-Cheng, Kettering Medical Center 
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Rev. Carlton Williams, Mount Olive Baptist Church 
Major Daryl Wilson, Montgomery County Sheriff’s Office 
 

Staff:   Andrea Hoff, Office of Family and Children First 
Tom Kelley, Office of Family and Children First 

 
 

STATEMENT OF NEED 
 

On May 11, 2009, approximately 50 community leaders, government leaders, and service 
providers participated in a SWOT Analysis to determine the Strengths, Weaknesses, 
Opportunities, and Threats of the alcohol and drug abuse/addiction services and systems in 
Montgomery County as a whole.  Analysis of the responses provided during this process was 
used to determine the strategic goals, objectives, and proposed initiatives for the future 
improvement of the alcohol and drug abuse/addiction services and systems in Montgomery 
County.  Multiple responses gathered during this process identified a sheer lack of services for 
individuals in need of detoxification from alcohol or other substances.  This analysis also 
indicated that the county needs a standardized system of care with regard to detox services. 

Previous to the facilitation of the SWOT analysis, the lack of detox services was becoming 
abundantly apparent as a growing burden for both law enforcement and the hospitals.  In fact, a 
letter dated September 26, 2008 was submitted by Common Pleas Court Judges - Barbara 
Gorman, Michael Hall, and Mary Katherine Huffman.  This letter requested that the AOD Task 
Force open a medically supervised detox center (either as a standalone or through a local 
hospital contract) to provide detox services for this population.  It further outlined the misuse of 
beds in the County Jail and the inappropriateness of referring these individuals to the hospital 
emergency rooms. 

Further research into this matter has illuminated the current - and inappropriate - path taken by 
individuals who are seeking detox services within the hospital systems.  Anecdotal information 
provided by hospital staff at Kettering Hospital illustrates the following scenario that happens far 
too often in our community:   

Oftentimes an individual in need of detox services will enter the hospital system 
via the emergency room (ER), either with or without a co-morbid condition.  If 
their withdrawal symptoms are not life-threatening, the emergency room staff 
may attempt to send them home.  In response, the individual claims that they are 
suicidal.  This claim may or may not be true; it may be the patient’s attempt to 
contest the hospital’s refusal to provide them services.  In response, the ER staff 
must send the individual to the Psychiatric Unit.  The Psychiatric Unit recognizes 
that individuals cannot undergo behavioral health treatment while they are under 
the influence of alcohol or other substances; the patient must detox first.  The 
Psychiatric Unit, thus, forwards the patient to the Intensive Care Unit out of the 
utter lack of having any other adequate space for them. 

From the hospital’s perspective, this is a cost-draining mechanism.  In fact, the cost of a patient 
advancing through the above-stated process grows cumulatively as the individual is shuffled 
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from one department to the next.  The following represents the estimated average cost incurred 
by each department based on either per patient or per day costs.1  

 
Emergency Dept. Psychiatric Unit Intensive Care Unit 
$1,686 per patient $340 per day $1,017 per day 

 
While this scenario does not occur for every patient at every hospital, hospital staff agree that 
patients in need of detox services end up consuming extensive lengths of stay even prior to 
being admitted into the hospital.  Additionally, from a public health standpoint, these costs 
escalate even more significantly when people cannot access the services necessary to combat 
their substance abuse/addiction.  These individuals continue to use and, through their continued 
use, the potential increases for the individual to develop (or contract) even more complicated 
health problems such as HIV or Hepatitis C.   

 
For law enforcement staff, substance abuse and addiction is a formidable enemy as police 
officers, probation officers, jail staff, and court judges are bombarded with case after case of 
individuals with alcohol and other substance abuse charges.  By default, jail staff is confronted 
with individuals who are forced to abstain from using alcohol and/or other substances.  This 
“forced detox” incurs exorbitant costs for the medical staff and other certified/licensed specialists 
who work with the jail population.  In fact, it is estimated that an individual who detoxes in the jail 
averages three medications per person. 

 
Further exacerbating the detox issue, a critical juncture took place in Montgomery County in 
2003; the Montgomery County Sheriff’s Office discontinued admitting public inebriates into the 
county jail.  This decision was driven by a lack of jail space and the associated costs to the 
county.  Prior to this taking place, approximately 1,000 – 1,500 individuals were arrested and 
charged with public intoxication per year.2  This number represents the sheer quantity of 
individuals who police officers are now forced to find a safe place for them to go and detox.  
These individuals are now either taken to their home or to a relative’s or friend’s home.  When 
no other alternative presents itself, individuals are taken either to a homeless shelter or a 
hospital emergency room – neither of which are appropriate yet are continually utilized as a last 
resort since no other option exists within the community.  These individuals represent a large 
population who are highly vulnerable and who are desperately in need of services. 

 
Another considerable burden on the criminal justice system occurs at the moment that 
individuals are court mandated into a rehabilitation facility.  These individuals are in need of a 
supervised environment that will allow them to safely detox while removing the burden from the 
criminal justice and hospital systems.  However, current rehabilitation facilities require that 
individuals are detoxed prior to being admitted into their facility.  These individuals are not likely 
to abstain on their own; therefore, they are placed in jail where they are forced to detox.  
However, jail is an inappropriate and non-therapeutic setting for them.   
 

                                                                                                                          
1 Timothy Ko, Kettering Medical Center, 11/18/09 
2 Kimberly Holbrook, Montgomery County Sheriff’s Office, 11/13/09 
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Based on 2008 data, this population constitutes approximately 671 individuals per year – 287 at 
MonDay and 384 at the Secure Transitional Offender Program (STOP).3  The time period 
individuals must wait to get into MonDay is approximately seven to 14 days; STOP is somewhat 
shorter at an average of seven days (sometimes less).4  From a cost comparison standpoint, the 
following averages provide an indication of the amount of annual resources it requires to 
inappropriately jail this population.  These figures utilize the lesser amount of days individuals 
are housed in the jail while waiting to enter into MonDay or STOP; actual figures may be higher: 
 
671 individuals x 7 days/year x $68.63 jail cost per night5 = $322,355.11 estimated annual cost 
 
Aggravating this troubling issue is that there is no evidence in the research that indicates that 
individuals are more likely to be successful if they detox prior to entering a facility.   

 
Homeless shelter providers in Montgomery County are also faced with the challenge of 
individuals detoxing in their facilities.  At St. Vincent de Paul alone, approximately 220-250 
individuals are housed per night, many of whom have behavioral health issues including mental 
illness, substance abuse/addiction, or both.6  Staff place approximately 400 calls per year to 
paramedics due to medical complications exhibited by their clients; it is estimated that 
approximately 30% of these incidences involve alcohol and other substances.7  St. Vincent de 
Paul does not employ any medical staff and none of their staff are trained to assess for 
withdrawal complications in order to know precisely when they need to refer a client to a 
hospital.  In fact, in early 2009, a gentleman overdosed at the shelter; staff had no notion that 
anything was wrong with him. 

 
 

DIFFERENT TYPES OF DETOX SERVICES & TARGET POPULATIONS 
 

Detox is often a misunderstood and misperceived term that is commonly confused with terms 
such as rehabilitation and treatment.  As a point of clarification, detoxification - or detox for short 
- is the removal of alcohol and other drugs from the body as a result of cessation of the behavior 
and the determination of the extent that there is anxiety or physiological withdrawal as a result 
of ceasing that behavior.  This process stipulates a very specific and finite amount of time.  
Rehabilitation and the treatment of addictive behavior occur post-detox and denote the ongoing 
services an individual encounters in their pursuit of sobriety and commitment to their recovery.   

 
With that said, a clear distinction between the different types of detox services had to be 
delineated by the Detox Subcommittee prior to the advancement of their work.  This phase in 
the process allowed the subcommittee to differentiate between the different target populations 
that would potentially be impacted by the implementation of their recommendations.  For the 
purpose of the subcommittee process and of this report, the definitions utilized and endorsed by 
the Detox Subcommittee include the following:  

 

                                                                                                                          
3 James Dare, Montgomery County Court of Common Pleas, 11/19/09 
4 James Dare, Montgomery County Court of Common Pleas, 11/19/09 
5 Joe Spitler, Montgomery County Criminal Justice Council, 11/23/09 
6 Leigh Sempeles, St. Vincent de Paul, 11/5/09 
7 Leigh Sempeles, St. Vincent de Paul, 11/5/09 
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Medically Supervised / Inpatient Detox – Not everyone that is detoxing from a chemical 
substance requires medically supervised, or inpatient detox services.  In fact, a limited 
number of substances create withdrawal symptoms that include detrimental, and 
potentially fatal, physical symptoms such as seizures, cardiac arrhythmias, and delirium 
tremens.  Furthermore, intoxication from drugs such as cocaine, amphetamines, and 
phencyclidine can cause medical problems such as seizures, chest pain, and delirium.  
These individuals may require pharmacotherapeutic interventions to assist with the 
associated medical complications.  Of the eight drugs of abuse, the substances that fall 
in this category include alcohol, benzodiazepines, barbiturates, and opiates.  Individuals 
detoxing from these substances may be appropriate for hospital services due to the 
severity of withdrawal symptoms and potential complications from the detox process.  
Research indicates that this is a relatively small portion of chemical abusers, constituting 
only about 5% of the total population who are in need of detox services.8 
 
Ambulatory / Outpatient Detox – For individuals who are not in need of medical 
supervision during the detox process, ambulatory or outpatient detox services are 
appropriate.  These services represent an organized outpatient service, which may be 
delivered in an office setting, health care or addiction treatment facility, or in a patient’s 
home, by trained clinicians who provide medically supervised evaluation, detoxification 
and referral services according to a predetermined schedule.  Such services are 
provided in regularly scheduled sessions.   
 
Social Detox – Many individuals are not willing to, or capable of, entering into formalized 
detox services, yet are burdensome on county resources due to incidences of public 
intoxication.  Oftentimes, these individuals are sent to their homes to complete the detox 
process, when this is an appropriate option.  However, law enforcement officers are 
continually faced with the determination of where to send this population when jail is not 
an option and the hospitals are an inappropriate option. 
 

A variety of target populations have been identified and taken under consideration during the 
Detox Subcommittee process.  The Subcommittee’s recommendations were designed with 
respect to the varying needs of these different populations.  A variety of entry points exist upon 
which individuals in need of detox services present themselves: 

 Hospitals - Patients enter either with or without a co-morbidity, oftentimes through 
the emergency room 

 Law Enforcement - Individuals get picked up by the police for an alcohol or other 
drug-related and/or non-related charge and officers have to make a determination 
what to do with them 

 Courts – Individuals are mandated to enter into a rehabilitation facility but may need 
to detox prior to entrance 

 Homeless Shelters – Homeless individuals present at the shelter while under the 
influence and may be in need of detoxing 

 Self-Election - Individuals choose to seek assistance with detoxing and related 
services with the goal of obtaining sobriety 
 

                                                                                                                          
8 Doug Teller, M.D., Kettering Medical Center, 8/10/09 
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DETOX SERVICES IN MONTGOMERY COUNTY 
 
Historical Perspective 
In the past, there were a few programs in Montgomery County that either provided or supported 
detox services that no longer exist.  From 2005 to 2006, Good Samaritan Hospital ran a detox 
unit that was staffed by medical addictionologist, Dr. Mark Thomas.  This program had a 12-bed 
capacity and was full the duration of its existence, serving approximately 1752 patients 
annually.9  The program closed its doors on June 30, 2006 – a decision made because the 
program was not financially supported as a result of providing almost strictly indigent care.  
Since its closure, the detox process has become much more cumbersome for patients.  The 
hospitals don’t always admit patients unless they are in active withdrawal, which then makes it a 
medical necessity for them to be admitted.   

 
Another program that supported individuals going through the detox process was the Fast Track 
Program.  This program allowed Project CURE to honor prescriptions written by specifically-
designated medical doctors for methadone administration and it provided approximately 10-15 
individuals per month with immediate access to services.  In 2006, the Fast Track Program was 
eliminated as a reimbursable service by the ADAMHS Board for Montgomery County.  This 
elimination occurred as a quality control measure instituted by the ADAMHS Board in order to 
reduce the amount of “doctor shopping” – patients that go from doctor-to-doctor in order to 
obtain opiate prescription medications.10  These patients now must undergo multiple 
assessments – one at the hospital in which they first presented, and one at CrisisCare - in order 
to access services at Project CURE.  This process also includes a variety of waiting periods… 
one to receive an appointment at CrisisCare and one to receive an appointment at Project 
CURE.  This process increases the potential for an individual to continue using, and increases 
the opportunity for numerous detox episodes to occur while they are awaiting services. 

 
Current Perspective 
Currently, the majority of detox services are provided by either the local area hospitals or at the 
county jail.  This current practice is occurring merely by default; no other services exist in the 
county.  
 
From the hospitals’ perspective, detox services are currently occurring at the Dayton Veterans 
Administration (VA) Medical Center, Good Samaritan Hospital, Miami Valley Hospital, Kettering 
Medical Center, Sycamore Hospital, and Kettering Behavioral Medicine Center.  Other area 
hospitals – particularly Grandview and Southview Hospitals – provide this service by necessity 
within their emergency room departments. 
 
A CrisisCare assessor currently goes to the hospitals primarily to do assessments for the 
Severely and Persistently Mentally Ill (SPMI) population.  He or she will also do alcohol and 
other drug evaluations if time and staffing allows.  This service is limited because CrisisCare 
only employs one full-time staff to conduct assessments at the hospitals which is restricted to 
Monday through Thursday; no assessments occur on the weekends.  In addition, most patients 

                                                                                                                          
9 Monica Sutter, Good Samaritan Hospital, 11/23/09 
10 Joe Szoke, ADAMHS Board for Montgomery County, 10/21/09 
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enter the hospital via the emergency room which bypasses the CrisisCare assessment process.  
Conversely, if the patient presents at CrisisCare, and it has been determined that they need 
detox services, they are triaged for follow-on care.  If they have a life threatening (emergent) 
presentation - meaning that they are judged to meet medical necessity for hospitalization - they 
are referred to community emergency services, including the Dayton Fire Department 
Emergency Medical Services (EMS); this occurs approximately two times per year.11  If the 
patient needs detox services for admission to a residential substance abuse program, they are 
re-triaged by CrisisCare nurses approximately three days before their bed date.  If indicated, it is 
recommended that they go to a community hospital (most typically Good Samaritan Hospital or 
Miami Valley Hospital) to be evaluated for medical necessity/treatment; this scenario occurs 
approximately three times per month.12 The patient would then go directly from the hospital to 
the residential treatment program so that there is no opportunity for them to use substances.   
 
The following is a brief description of services at the individual hospitals: 

 
Dayton VA Medical Center – In an effort to decrease costs, the Dayton VA established 
protocol to provide ambulatory/outpatient detox for select patients.  This occurred as a result 
of a study that was conducted to determine a continuity of care model that developed 
ambulatory detox as a first protocol.  This model acknowledges the fact that not everyone 
requires medically supervised detox, which is a much more costly service.  Ambulatory 
detox has shown to be both efficient and cost effective.   
 
The ambulatory detox program at the Dayton VA currently has two beds that are monitored 
by three staff and average two patients per week.13  The program is seven days in length 
and occurs via scheduled appointments.  Patients must be veterans who have been 
honorably discharged; this requires the patient’s DD214 form for verification.  Trained staff 
screens the patient to determine what type of detox service they require and to discern 
between withdrawal and intoxication.  If the assessment dictates that the patient may 
experience medical complications throughout the detox process, they are admitted to a 
hospital bed.  Otherwise, ambulatory detox services are provided with a focus on an 
ongoing engagement in treatment and continued sobriety. 
 
Staff use the Clinical Institute Withdrawal Assessment for Alcohol (CIWA-A) and Clinical 
Institute Narcotic Assessment (CINA) tools for assessing withdrawal symptoms.  Continuity 
of care is tracked from the moment they enter the program to ensure client engagement.  
They do a follow-up at 30, 60, and 90 days to try and get them engaged in treatment 
services.  By protocol, all outpatient detox services also include an EKG, chest x-ray, and 
lab work using a severity index model – a bio-psycho-social model to engage them in 
continuity of care and not just in an individual episode.  They currently have a 40% rate of 
engagement in treatment.   
 
Premier Health Partners:  Miami Valley Hospital and Good Samaritan Hospital – Miami 
Valley Hospital has an assessment team, a detox nurse, and utilize a connection of 
internists.  Good Samaritan Hospital has a chemical dependency nurse who is responsible 

                                                                                                                          
11 Brien Dyer, M.D., Samaritan Behavioral Health, Inc., CrisisCare, 12/3/09 
12 Brien Dyer, M.D., Samaritan Behavioral Health, Inc., CrisisCare, 12/3/09 
13 Richard Riddle, Dayton Veterans Administration Medical Center, 11/12/09 
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for case management of patients who are admitted with a substance abuse/dependence 
criterion.  Assessments include both mental health and substance abuse/addiction.  These 
two hospitals conduct approximately 5,000 assessments per year.14    
 
Dr. Al Samkari is the doctor who conducts the assessments and detox services at Miami 
Valley Hospital.  At Good Samaritan Hospital, it is the physician on call who fills this role.  In 
this scenario, the detox nurse is a vital component of the detox services.  The hospitals do 
not get reimbursed for the assessment services.  They seek insurance on these cases when 
appropriate; however, it is estimated that less than 10% of these individuals have 
insurance.15  Furthermore, Good Samaritan Hospital is currently seeking Medicaid 
reimbursement for screening, brief intervention, and referral to treatment (SBIRT) services 
for chemical dependency consultants with a projection of January 2010 for those 
reimbursements to begin.  These dollars are available to all area hospitals willing to provide 
SBIRT services. 
 
The ultimate goal is to facilitate a bed-to-bed transfer from detox to a treatment provider.  
However, of those who are assessed, only about 13% – 15% get a bed-to-bed referral due 
to a lack of bed availability and patient acceptance and willingness.16  Hospital staff have 
indicated that bed availability is particularly limited for those in need of dual diagnosis 
treatment and those in need of services at Project CURE for opiate dependence. 
 
Miami Valley Hospital is one of the busiest hospitals in the state of Ohio.  This decreases 
their capacity for accepting a number of detox patients.  By the time a detox patient is 
admitted, they are typically very sick and the cost for treating them has intensified.   
 
Kettering Health Network:  Kettering Hospital, Sycamore Hospital, and Kettering Behavioral 
Medicine Center – Detoxification services are offered at all three sites along with Addiction 
Medicine consultation via Addiction Medicine practitioner, Doug Teller, M.D.  Screening, 
Brief Intervention, and Referral to Treatment (SBIRT) assessment via SAMHSA Resident 
Training grant services are also available.  The above providers do not offer rehabilitation 
services.  Limited outpatient consultations are now possible with the expectation of growing 
this service at Sycamore Primary Care Center.  Dr. Teller sees 300-400 inpatient 
consultations per year at these three sites combined.17  The total number of patients 
admitted with chemical dependency needs has not been clearly established.  As noted 
previously, Grandview and Southview Hospitals provide detox services on an emergency 
basis as a consequence of medical necessity but do not have a formalized process for 
providing any services that link and engage patients to treatment services.  
 
Montgomery County Jail – From the jail’s perspective, approximately 39,000 people were 
booked last year for 800 days in the Montgomery County jail.18  Of these individuals, they 
provide drug detox services to approximately 80-100 individuals per month.19   

                                                                                                                          
14 Ric McAllister, Miami Valley and Good Samaritan Hospitals, 7/20/09 
15 Ric McAllister, Miami Valley and Good Samaritan Hospitals, 7/20/09  
16 Ric McAllister, Miami Valley and Good Samaritan Hospitals, 7/20/09 
17 Doug Teller, M.D., Kettering Medical Center, 7/20/09 
18 Sheriff Phil Plummer, Montgomery County Sheriff’s Office, 7/20/09 
19 Sheriff Phil Plummer, Montgomery County Sheriff’s Office, 7/20/09 
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Every individual receives a medical assessment to determine who has the potential to 
experience complications as they go through the withdrawal symptoms.  They currently staff 
EMTs, LPNs, RNs, Nurse Practitioners, and physicians.  A physician and Nurse Practitioner 
are on call 24 hours per day but are not on-site; the EMTs and LPNs are on-site 24 hours 
per day.  Individuals in need of medically supervised detox are transferred to a medical 
facility.  Approximately one percent of this population has to be referred out to a hospital for 
medical care.20  Furthermore, female prisoners are provided a list of resources from the 
Secure Transition and Reentry Tactic (START) program with contact information for both 
alcohol and substance abuse services as well as wrap-around/support services. 
 
CrisisCare has a contract with the probation department to do assessments at the jail, and 
an assessor housed at CrisisCare is sent to the jail at their request to do mental health and 
substance abuse assessments.  These patients, if indicated, are transferred to residential 
treatment programs if the referral comes from probation.  However, this contract does not 
extend beyond the probation population.  Many inmates in the jail do not meet this criterion 
and receive only mental health and dual diagnosis assessments, not substance abuse 
assessments as a stand-alone.  The jail, thus, releases the inmates regardless of where 
they are in the detox process and refers them to CrisisCare, however, there is no further 
follow-up or attempt to engage the individual in treatment services.   

 
 
BEST PRACTICES RESEARCH 
 
Evidence-Based Models  
Best practices have been established and endorsed by the Substance Abuse and Mental Health 
Services Administration (SAMHSA), Center for Substance Abuse Treatment (CSAT).  The 
document “Detoxification and Substance Abuse Treatment:  A Treatment Improvement Protocol 
(TIP 45)” was developed in 2006 and very thoroughly outlines these practices.  Best practice 
protocol is described in-depth for detox service standards in the following areas:  

 Setting, levels of care, and patient placement 
 Psychosocial and biomedical issues during detoxification 
 Physical detoxification services for withdrawal from specific substances 
 Co-occurring medical and psychiatric conditions 
 

The Detox Subcommittee members have reviewed these practices and fully endorse the 
standards set forth in this document as best practices that should be followed by all detox 
service providers in Montgomery County. 

 
 
 
 
 
 

                                                                                                                          
20 Sheriff Phil Plummer, Montgomery County Sheriff’s Office, 7/20/09 
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EXAMPLES OF DETOX SERVICES IN OTHER GEOGRAPHIC AREAS 
 
Centralized detox facilities - both in Ohio and in other states and countries - were studied by the 
Detox Subcommittee.  Through this review, the Subcommittee discussed the potential for 
replication in Montgomery County.  Two detox facilities in Ohio were examined:   

 The Center for Chemical Addictions Treatment (CCAT) is a non-profit drug and alcohol 
treatment center located in Cincinnati, Ohio.  Along with other treatment services, CCAT 
is the only community-based residential detox program in the Greater Cincinnati area.  
Services are medically monitored by detox teams consisting of nurses and physicians.  
Treatment services include both intensive outpatient and residential so that individuals 
may go directly from detox to becoming engaged in treatment services.  In 2008, over 
half of CCAT’s funding came from the Hamilton County Alcohol and Drug Addiction 
Services Board.21   

 Maryhaven is a nonprofit organization located in Columbus, Ohio that serves all of 
central Ohio.  Maryhaven offers a full range of services for people with addictive and 
mental illnesses, including both residential and outpatient detoxification.  The Residential 
Detoxification Program is a subacute inpatient program for adult men and women.  
Registered nurses staff this program and the facility 24 hours-a-day.  A physician is on-
site two, half days per week.  The Outpatient Detoxification Program provides daytime 
services seven days per week, allowing patients to reside in their homes.  Counselors 
provide referral to the next level of care.  In 2008, Maryhaven received over 40% of their 
funding from the Franklin County Alcohol, Drug Addiction and Mental Health Board 
(ADAMH) with another 20% coming from Medicaid reimbursements.22 

 
Examples of centralized detox facilities from other geographic areas were also reviewed:  

 Denver CARES (Comprehensive Addictions Rehabilitation and Evaluation Services) is a 
100-bed, nonmedical, clinically managed treatment facility managed through Denver 
Health, a private healthcare facility.  Services operate 24 hours per day, seven days per 
week.  Their mission is to provide a safe detoxification setting for public inebriates with 
engagement in residential treatment services.  Similar to Montgomery County, this 
service became particularly important when Colorado decriminalized public intoxication.  
This program now sees approximately 500 clients per week for public intoxication only.

23
 

 Southwest Florida Addiction Services (SWFAS) opened a new 25-bed detox facility in 
February 2009.  Detox services include medically supervised withdrawal and 
motivational counseling for adults.  This facility is mostly state-funded and, when 
contacted in September 2009, was only operating at half-capacity due to lack of 
funding.

24
 

 The Queen Street Detox Center in Toronto, Canada has a 30-bed detox program that is 
open 24 hours per day, seven days per week.  The staff is trained in screening for detox 
complications and the patient is moved to an emergency room if necessary.  This facility 
runs at a fairly low cost, is publicly funded, and is just one of several outpatient detox 
residences affiliated with Toronto area hospitals.25 

                                                                                                                          
21 http://www.ccatsober.org 
22 http://www.maryhaven.com 
23 http://www.denverhealth.org/portal/Services/BehavioralHealthServices/DenverCARES.aspx 
24 http://swfas.org/main 
25 Doug Teller, M.D., Kettering Medical Center, 9/2/09 
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RELEVANCE OF THESE MODELS TO MONTGOMERY COUNTY 
 
The above-mentioned models were reviewed with regard to feasibility of implementing such 
models here in Montgomery County.  The financial resources used to support the different 
facilities were taken into consideration as a potential, and significant, barrier to replication here 
in Montgomery County.  Through this research, it was identified that the large majority of these 
facilities were funded mostly through public dollars – either through local alcohol and drug 
services boards, or through state-level alcohol and drug services departments.  In Montgomery 
County in 2010, the ADAMHS Board for Montgomery County is receiving almost a half million 
dollar cut from the state for alcohol and drug addiction services as a result of the state (the Ohio 
Department of Alcohol and Drug Addiction Services - ODADAS) taking a 30% cut from their 
total budget.26  This demonstrates that our current economic climate does not support a request 
from these funding sources to absorb the exorbitant costs that would be required to develop and 
staff a centralized detox facility in Montgomery County.   
 
Of the models that were reviewed, the only one that appeared to run at a reasonable cost was 
the Queen Street Detox Center in Toronto, Canada.  This program provides a valuable service 
that would meet our primary objectives of reducing the burden to both the hospitals and to the 
criminal justice system.  However, it must be noted that the United States has a much different 
healthcare system than does Canada, particularly as it relates to the issues of malpractice 
liability.  The Subcommittee did not feel that such a model, which did not utilize medical staff 
(physicians and/or nurse practitioners), would be successful in the U.S. due to liability concerns. 
 
It was for these reasons that the Subcommittee began to consider options and alternatives that 
took a “de-centralized” approach to promoting detox services in Montgomery County.  The 
Detox Subcommittee acknowledges that this path veered away from the primary objectives that 
were established during the SWOT process of the AOD Task Force.  However, the 
Subcommittee felt strongly that continuing to pursue the centralized approach would lead to the 
establishment of both unrealistic and impractical recommendations. 
 
 
FINDINGS AND RECOMMENDATIONS 
 
The following findings and related recommendations are the result of the work of the Detox 
Subcommittee through a series of meetings that were conducted between July 2009 and 
November 2009.   
  

1. Finding:  The majority of detox services are currently being provided at the hospitals, in 
the jails, and – to a lesser extent - in the homeless shelters.  Therefore, county-wide 
efforts to support detox services require systems change within these particular systems.  
The Subcommittee recommends that a consistent protocol is standardized and adopted 
across the systems so that when an individual presents as needing detox, they are 
appropriately assessed for withdrawal symptoms and engaged in the most appropriate 

                                                                                                                          
26 Jayne Jones-Smith, ADAMHS Board for Montgomery County, 11/10/09 
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service that meets that particular individual’s needs.  This protocol has been established 
and endorsed by the Detox Subcommittee and is attached to this report as Appendix A.   

 
2. Finding:  Best practices have been established and endorsed by the Substance Abuse 

and Mental Health Services Administration (SAMHSA), Center for Substance Abuse 
Treatment (CSAT).  The document “Detoxification and Substance Abuse Treatment:  A 
Treatment Improvement Protocol (TIP 45)” clearly defines these practices.  The 
Subcommittee recommends that all entities conducting detox services follow best 
practices set forth within this document. 

 
3. Finding:  Non-medical staff that are placed in positions to work with individuals 

undergoing the detox process often have very little or no training in understanding the 
appropriate measures to take during these situations.  As a part of the above-mentioned 
detox protocol, the Subcommittee recommends that all non-medical staff be trained in 
utilizing the Clinical Institute Withdrawal Assessment for Alcohol Scale (CIWA-A) and the 
Clinical Institute Narcotic Assessment (CINA) in order to recognize danger signs that 
may require medical supervision.  This includes police officers and other appropriate law 
enforcement, court staff, and staff at homeless shelters. 
 

4. Finding:  The Dayton VA Medical Center has extensive detox and treatment services for 
Montgomery County veterans.  In order to capitalize on these services, the 
Subcommittee recommends that all eligible persons are transferred from the area 
hospitals to the Dayton VA for these services.  This requires verification of the 
individual’s status as an honorably discharged veteran.  Hospital staff should call the 
Dayton VA to determine eligibility.  Staffing should be assigned at the Dayton VA to 
determine eligibility in real-time and to accept immediate transfers.  A community 
agreement should be established in order to document this partnership and to maintain 
HIPAA compliance. 

 
5. Finding:  The Dayton VA Medical Center has established protocol for ambulatory detox 

services that includes a 30, 60, and 90-day follow-up and has been shown to be both 
cost effective and improve success rates.  Therefore, the Subcommittee recommends 
that all Montgomery County hospitals consider the utility and feasibility of guidelines 
established by the Dayton VA Medical Center for ambulatory detox.  (Note:  An initial 
meeting of hospital administrators was conducted on September 2, 2009.  In attendance 
was Jim Pancoast representing Premier Health Partners and Roy Chew of Kettering 
Health Network.  Outcomes were favorable on behalf of both organizations to further 
explore this as a future option).   

 
6. Finding:  The hospitals are inundated with patients who continue to inappropriately use 

the emergency rooms.  This is counterproductive with the efficiency required of the 
emergency rooms (ERs) to respond to those truly in need of emergency medical 
attention.  Individuals in need of detox services are one example of a population who 
often misuses the ERs.  Other communities across the country have conducted 
media/marketing campaigns to engage and educate the community on the proper use of 
ERs.  The Subcommittee recommends that a media and community marketing 
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campaign be launched to educate the Montgomery County citizens on the proper use of 
the communities’ ERs. 

 
7. Finding:  While a centralized detox facility may be an ideal approach to providing detox 

services, it is both unrealistic and impractical given the costs associated with it and the 
current economic climate.  A de-centralized approach would be much more cost 
effective and could incorporate a realignment of current services and resources to 
address and enhance detox services in Montgomery County.  Therefore, the 
Subcommittee recommends the implementation of the following “de-centralized” 
approaches: 
 

a. The Subcommittee recommends that each of the hospitals in Montgomery 
County have a Medical Detox Team to work collectively on the detox issue.  
These Teams will be responsible for providing the necessary resources and 
education to each point of entry (CrisisCare, law enforcement, emergency rooms, 
and homeless shelters).  The team should include: 

• A physician, physician’s assistant, or nurse practitioner 
• A Screening, Brief Intervention, and Referral to Treatment (SBIRT) 

assessor (SBIRT is a best practice model developed by SAMHSA that 
targets those with nondependent substance use and provides effective 
strategies for intervention prior to the need for more extensive or 
specialized treatment.)27 

• A discharge planner  
• A homecare monitor or case manager who works specifically with 

recidivists  
 

b. In order to facilitate the process to engage these individuals into treatment, the 
Subcommittee further recommends that the ADAMHS Board allow patients who 
are assessed by a Medical Detox Team to access treatment services without 
having to go through CrisisCare for a second assessment.  

 
c. The Subcommittee recommends that a Sobering Center is developed for 

individuals who need a safe place to detox from alcohol intoxication.  These 
services should consist of temporary beds for individuals in need of sobering up, 
yet who are not appropriate to go to jail or to a hospital and do not have any 
other alternative.  County data indicates that we need approximately 15 beds to 
serve this population.28  Beds at pre-existing facilities that are open 24/7 should 
be explored for feasibility of becoming Sobering Center beds, including Dayton 
VA Medical Center, St. Vincent de Paul, Gettysburg Gateway for Men, 
CrisisCare, Nova House, CADAS, Project CURE, and RCI/Women’s Recovery.  
The staff at these facilities should be trained by the Medical Detox Teams.  

 
8. Finding:  Preliminary determination of what detox services are appropriate can happen 

over the phone.  This “triage” system would ensure that that only those needing 

                                                                                                                          
27 http://sbirt.samhsa.gov/about.htm 
28 Joe Spitler, Montgomery County Criminal Justice Council, 11/23/09 
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medically supervised detox go to the ERs, those needing social detox are provided the 
appropriate guidance, and those needing detox from intoxication are instructed to go to 
one of the Sobering Center facilities (when no other location is available to them).  
Therefore, the Subcommittee recommends that a Detox Triaging Hotline be 
implemented in Montgomery County.  CrisisCare currently facilitates a 24-hour phone 
line for mental health crises; this phone line should be expanded upon to include detox 
triaging.  CrisisCare staff should receive the appropriate training by the Medical Detox 
Teams to prepare them for this role. 

 
9. Finding:  Current rehabilitation facilities require that individuals are detoxed prior to 

being admitted into their facility.  This practice does not support individuals who are less 
likely to abstain when they’re on their own.  This is also particularly troubling for 
individuals who are court-mandated to one of these facilities; these individuals are forced 
to detox in jail prior to entering the rehabilitation facility even though jail is an 
inappropriate and non-therapeutic setting for them.  Furthermore, there is no evidence in 
the research that suggests that individuals are more likely to be successful if they detox 
prior to entering a facility.  Therefore, the Subcommittee recommends that rehabilitation 
facilities – including all residential treatment facilities, MonDay, and STOP – allow 
individuals to be admitted into their facility even if they have not yet detoxed.  Exception 
shall be made for individuals in need of medically supervised detox.  In that instance, the 
individual should be admitted to a medical facility and then transferred to the appropriate 
treatment facility once the detox process has safely concluded.  Court staff and staff at 
the rehabilitation facilities should be trained by the Medical Detox Teams to prepare 
them for this transition. 

 
10. Finding:  Detoxification is only a starting point to getting services to people in need of 

assistance.  It is a moment of opportunity where people can be influenced to get 
engaged in the treatment process.  Montgomery County needs an improved plan for 
providing treatment services that will immediately accept referrals post-detox.  
Therefore, the Subcommittee recommends that detox protocol in ALL settings (hospitals, 
jails, homeless shelters, etc.) capitalize on this moment as an opportunity to get the 
individual engaged in treatment.  The following recommendations will allow that to 
happen: 
 

a. The jail system has cost-effective detox services available for individuals who 
must detox while they are detained.  However, these individuals are discharged 
with no follow-up or engagement in treatment services thereby perpetuating 
recidivism.  Therefore, the Subcommittee recommends that a CrisisCare 
assessor be assigned to the jail system to assess inmates prior to their release to 
provide them with quicker access to treatment services.  While this assessment 
service currently exists for mental health, it does not include alcohol and 
substance abuse/dependency assessments for inmates who are not referred 
from the probation department. 

 
b. The Subcommittee recommends that a data sharing system be developed and 

implemented to provide the hospitals with real-time information on treatment bed 
availability so that patients leaving the hospital post-detox could have an 
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immediate bed-to-bed transfer.  The Surge Net structure through GDAHA should 
be assessed for feasibility of this system.  The ADAMHS Board should consider 
allowing these individuals to bypass the CrisisCare “front door” process as 
indicated in recommendation (7)(b).  In its place, the Medical Detox Team’s 
assessment of this individual will be honored by the treatment facility.   

 
c. To improve success for opiate addiction and to prevent detox episodes for this 

population, individuals need immediate access to methadone administration at 
Project CURE.  Therefore, the Subcommittee recommends that the ADAMHS 
Board re-institute the Fast Track program so that Project CURE can honor 
prescriptions written by the Medical Detox Teams’ physicians, giving the patient 
immediate access to services.   

 
d. In addition, Project CURE struggles with obtaining enough qualified/licensed staff 

(i.e., physicians, clinicians, and certified/licensed technicians) to meet the 
increasing demand for methadone administration and residential treatment.  The 
Subcommittee recommends a community campaign to healthcare providers be 
conducted to attract and secure an adequate number of highly qualified staff to 
allow Project CURE to serve more people. 

 
In addition to the above-stated recommendations, the Detox Subcommittee would like to ensure 
that the final recommendations of the AOD Task Force are implemented in Montgomery County.  
Therefore, the Subcommittee has established three “process recommendations” that are not 
specific to detox, yet are pertinent to the advancement of the work of the AOD Task Force and 
the various subcommittees working to benefit this community’s most vulnerable populations.  
These process recommendations also address the objective given to the subcommittees to 
define how current resources can be realigned in order for them to be implemented.   

 
1. The Detox Subcommittee recommends that an Implementation Team be developed to 

provide continued oversight and leadership to advance the recommendations of the 
Montgomery County Alcohol and Drug Abuse Task Force.  This Team should also 
provide coordinated efforts to identify state and federal funding sources, determine the 
most appropriate agency or organization for funding applications, and assist with grant 
preparation by capitalizing on the strength of the Task Force to leverage non-local 
dollars. 

 
The Detox Subcommittee recognizes that the ADAMHS Board is established by the Ohio 
Revised Code to set priorities and oversee selected local, state, and federal resources which 
support much of the public system for AOD services throughout Montgomery County.  The 
Detox Subcommittee acknowledges that in executing this authority, the ADAMHS Board 
contracts with direct AOD service providers, monitors their progress, and evaluates their 
performance.  However, there is Subcommittee consensus that we must find ways to both 
increase our effectiveness and review our outcomes for these limited public resources.   
 

2. The Detox Subcommittee recommends that the ADAMHS Board review their current 
funding priorities and consider potential re-prioritizations based on the recommendations 
of the Montgomery County Alcohol and Drug Abuse Task Force.   If funding is made 
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available, these dollars should be reallocated to support the implementation of the 
Montgomery County Alcohol and Drug Abuse Task Force recommendations.  

 
3.  The Detox Subcommittee recommends that the ADAMHS Board conduct a thorough 

review of their currently-funded providers based on the AOD Task Force Report with the 
intent of making needed changes to ensure the public funds it oversees are consistent 
with the community priorities and strategies supported through the implementation of the 
Montgomery County Alcohol and Drug Abuse Task Force recommendations.  

 
 
CONCLUSION 
 
In the life of an individual struggling with alcohol and other substance abuse and addiction, 
detoxification denotes a succinct episode in which we as professionals, and as a community, 
should acknowledge as a valuable opportunity… and one that should not be missed.  Although 
brief, it is a vital moment in time along the continuum of prevention, assessment, and treatment 
services that should be utilized to assist individuals in their pursuit of life-long sobriety.  The 
Detox Subcommittee strongly believes that detoxification services should be coordinated and 
implemented as a community-wide effort in order to “meet people where they are,” regardless of 
where that may be… at a hospital, at a homeless shelter, in the county jail, or simply out in the 
community.  Through our collective efforts, this moment in time can be seized as an opportunity 
to provide a valuable service to improve the quality of life for many Montgomery County citizens.   
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Montgomery County Alcohol and Drug Abuse Task Force 
 

PREVENTION AND EDUCATION SUBCOMMITTEE 
RECOMMENDATIONS REPORT 

 
 
BACKGROUND 
 
Strategic goal area:  Develop a comprehensive, coordinated, county-wide prevention and 
community education system, based on evidence-based practices (some from other 
communities) and promote the prevention of alcohol and other drug (AOD) abuse and addiction 
by enhancing partnerships to educate, advocate and support locally-based, community 
mobilization with shared efforts on state and federal funding, advocacy, training, and stigma 
reduction. 
 
Initial objectives and initiatives were established during the Alcohol and Drug Abuse Task 
Force meeting when subcommittee assignments were made.  The intention was that the 
following objectives be treated as suggestions.  Rather than make changes, Prevention and 
Education Subcommittee members affirmed these objectives during their first meeting. 

• Inventory efforts of other communities with coordinated prevention and education 
processes. 

• Inventory prevention and education resources within Montgomery County to identify 
gaps in service. 

• Identify evidence-based best practices, especially those targeting specific high-risk 
populations. 

• Develop a communications plan to increase awareness about the value of prevention. 
• Advocate for increased funding for prevention. 
• Coordinate local prevention efforts. 

 
 
Co-Chairs: Russel Falck, Associate Director, Center for Intervention, Treatment, and 

Addictions Research (CITAR) at Wright State University 
Charlotte McGuire, Project Manager of Reclaiming Futures, Montgomery County 
Juvenile Court  

 
 
Members: Alison Bahns, Unified Health Solutions 

Sgt. Andy Booher, Dayton Police Department 
Deron Emmons, Interpreters of the Deaf 
Sister Fran Flynn, South Suburban Coalition 
Rev. William Harris, Believer's Christian Fellowship 
Saundra Jenkins, Nova House 
Cindy Minton, Daybreak 
Brenda Moore, Miami Valley Hospital EmployeeCare 
Dr. Andre' Roldan, Dayton Public Schools 
Margy Stevens, Montgomery Co. Educational Service Ctr. 
Andrea White, South Suburban Coalition (Kettering Clerk of Courts) 
Judson Workman, Substance Abuse Resources and Disability Issues (SARDI) at 
Wright State University  
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Staff:  Catherine Rauch, Montgomery Co. Office of Family and Children First 

William Roberts, Public Health – Dayton & Montgomery Co. 
 
 
Statement of Need 
 
It is virtually impossible to describe completely the human costs wrought by alcohol and other 
drug (AOD) abuse and addiction to the user, their friends and family, and the community at 
large.  The financial cost of treating drug addictions in Montgomery County varies by the type of 
treatment provided.  More than $3 million in local funds are allocated to AOD treatment for 
Montgomery County citizens in fiscal year 2010.  Costs range from $125 (for an assessment) to 
$3,700 (for non-medical residential treatment services) per person. Slightly more than 5,000 
people received drug abuse assessment and treatment services in fiscal year 2008.1   
 
Research has shown that preventing substance abuse and addiction can have a net financial 
benefit after accounting for the cost of providing prevention services.  Estimated cost savings to 
communities range from $6-$20 for every dollar spent on AOD prevention services.  Research 
by Richard Spoth and Max Guyll suggests preventive interventions can yield a $10:$1 return for 
society.2  While their longitudinal research considered only costs avoided by preventing one 
type of negative outcome (alcohol disorder or past year meth use, respectively), multiple cost-
savings outcomes were actually produced.  They note that prevention with general populations 
could save billions of dollars; benefits include: 

 Increased productivity and tax revenues 
 Lower health care costs 
 Reduced justice system costs 
 Decreased welfare, victim, fire costs 

 
It behooves any community spending scarce fiscal resources on the effects of abuse and 
addiction to reduce the number of individuals needing those services by investing in prevention.  
Various forms of prevention are critical to save public funds and to prevent the vast array of 
problems experienced by citizens due to AOD abuse and addiction. 
 
Local Services 
 
The Ohio Department of Alcohol and Drug Addiction Services (ODADAS) defines AOD 
prevention in the following way: 

“Alcohol and other drug (AOD) prevention focuses on preventing the onset of AOD use, 
abuse and addiction.  AOD prevention includes addressing problems associated with 
AOD use and abuse up to, but not including assessment and treatment for substance 
abuse and dependence.”   

Prevention services are most often classified into three categories:  

• Universal – Services target everyone regardless of level of risk before there is an 
indication of an AOD problem. 

• Selected – Services target persons or groups that can be identified as "at risk" for 
developing an AOD problem. 

                                                
1 Montgomery County ADAMHS Board, 11/17/09 
2 www.ppsi.iastate.edu/press/vienna.htm and www.ppsi.iastate.edu 
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• Indicated – Services target individuals identified as experiencing problem behavior 
related to alcohol and other drug use to prevent the progression of the problem.  These 
services do not include clinical assessment and/or treatment for substance abuse and 
dependence.  

 
All three categories are represented on the continuum of prevention services delivered to 
Montgomery County residents.  Some of these prevention services are funded by the ADAMHS 
Board and others are funded by ODADAS with ADAMHS as the contract monitor (pass 
through).   
 
ADAMHS receives approximately $215,000 from the Montgomery County Human Services Levy 
to fund prevention services.  Funding from ODADAS for fiscal year 2010 is being reduced 10% 
to 25% to an estimated $682,324.  The total amount of local funding-allocated through 
ADAMHS for prevention services is almost $900,000.  In addition, approximately $462,000 of 
ODADAS pass-through funds are designated for AOD prevention.  While ADAMHS is given the 
responsibility of monitoring these pass-through contracts, it has no control over the allocation or 
use of this funding.   
 
The following table identifies the category of prevention services, target populations, contracting 
agencies, and the funding sources for services monitored by ADAMHS. 
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 Funding Source   

Category 
of Service ADAMHS ODADAS Target Population(s) Organization – Program 

Universal  X 
School age youth residing in Kettering. City of Kettering – Parks and 

Recreation  

Universal  X 

- Elderly residing in the Biltmore Tower;  
- African-American families within 

Montgomery County 

Urban Minority Alcoholism & Drug 
Addiction Outreach Program 
(UMADAOP) 

Universal X  

Cultural competency training for ADAMHS 
Board Contract Agencies and other 
community gate keepers UMADAOP 

Selected X  

- Head Start and preschool age (3-5 years) 
children, their caregivers and teachers;  

- Young adults (ages 18-24) on probation 
and their school-age children. 

Public Health–Dayton & 
Montgomery County – Center for 
Alcoholism & Drug Addiction 
Services (CADAS) 

Selected X  

Pregnant and parenting adolescents and 
young adults between the ages of 16 and 
22 and the parents of the adolescents. 

Unified Health Solutions – Project 
Empower 

Selected X  
Homeless women, domestic violence 
victims and their children 

Wright State University – 
Consumer Advocacy Model (CAM) 

Selected X  

Violence prevention training, collaboration 
with Anti-Gun Task force, Dayton Urban 
League, Wesley Center and Dakota Center UMADAOP 

Selected X X 
Truant elementary age children  
(K-6th grade) and their caregivers Project Impact 

Selected  X 
Homeless youth in emergency shelter 
and/or transitional housing Daybreak  

Selected  X Deaf community members 
Family Service Association – 
Community Services for the Deaf  

Selected  X Students at Dayton's Longfellow School 
Training on Prevention Services 
(TOPS)  

Selected  X 
Head Start students, their caregivers and 
their teachers 

Wright State University – School of 
Professional Psychology 

Selected  X 
Middle School / Jr. and Sr. High School 
Students UMADAOP 

Indicated  X 
Men released from prison on parole or 
referred from probation  UMADAOP  

 

The evidence-based programs3 currently funded by the Montgomery County ADAMHS Board 
are: 

• Strengthening Families is a program designed to increase resilience and reduce risk 
factors for behavioral, emotional, academic, and social problems in children while 
helping parents increase the desired behavior in children.  Strengthening Families is 
listed as a proven/promising program by the developers.4  Local programs currently 
using the Strengthening Families curriculum are Project Impact and CADAS.  Reported 

                                                
3 These programs were previously identified as “evidence-based” by the Substance Abuse & Mental 

Health Services Administration (SAMHSA) of the U.S. Department of Health and Human Services. 
Evidence-based programs are those that have been judged to be effective with specified populations 
when delivered in accordance with the guidelines of the programs’ developers. 

4 http://www.strengtheningfamiliesprogram.org 
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outcomes are healthy and safe children, youths not using alcohol, tobacco, or illegal 
drugs, children and youth not engaging in violent behavior or displaying serious conduct 
problems, and children not experiencing anxiety or mood disorders, such as 
depression.   

• Life Skills Training (LST) program is a school-based substance abuse prevention 
curriculum for middle and junior high school students.  The LST program was 
developed in the late 1970s and aims to modify drug-related knowledge, attitudes, and 
norms; teach skills for resisting social influences that encourage drug use; and foster 
the development of general personal and social skills.  It is listed as a proven program 
by the Promising Practices Network.5 UMADAOP is the local provider of LST.  Reported 
outcomes are healthy and safe children and youths not using alcohol, tobacco, or illegal 
drugs. 

• Creating Lasting Family Connections is a family-based program developed by the 
Council on Prevention and Education: Substances, Inc. (COPES) that attempts to 
reduce alcohol and other drug use among teenagers by increasing family resiliency and 
community connections.  It is listed as a promising program by the Promising Practices 
Network.6  Local providers utilizing Creating Lasting Family Connections are Project 
Impact and Unified Health Solutions.  Reported outcomes are healthy and safe children, 
and youths not using alcohol, tobacco, or illegal drugs. 

 
Schools are another source of prevention services.  In August 2008, all 16 public school 
districts, the regional career technology center, and 24 charter schools in Montgomery County 
were surveyed about the AOD prevention and education they provided.  Responses were 
received from 14 (82.4%) school districts and two (8.3%) charter schools.  The results indicate:   

• All (100%) respondents incorporate a “no use” message into student policies and 
procedures, such as the student handbook. 

• School districts are much more likely to receive Safe and Drug Free Schools funding 
than charter schools. 

• DARE is offered in more than half (57%) the school districts in Montgomery County.  
• Three-quarters (75%) of the responding school districts participate in AOD awareness 

programs other than DARE. 
• Just over half (56%) of the respondents reported using an evidence-based AOD 

prevention curriculum. 
• Less than half (43%) of local school districts employ a Safe and Drug Free Schools 

Coordinator. 

The school personnel surveyed were usually unaware of how much money their school or 
district received for these purposes thereby making the amount of total funding to schools in 
Montgomery County unavailable for this report. 
 
AOD abuse prevention among student populations is not limited to the K-12 educational system.  
Sinclair Community College, Wright State University, and the University of Dayton deliver 16 
prevention programs to their students.  A 2008 survey conducted on behalf of the Montgomery 
County Alcohol and Drug Abuse Task Force found that most (88%) of these prevention services 
involve education and nearly half (44%) include problem identification and referral. 
 
There are other efforts being made to decrease AOD use and abuse in the County--along with 
other risk-taking behaviors--among youth.  One effort of AOD prevention among children and 
youth is Asset Development, a “universal” prevention strategy.  Asset Development refers to the 

                                                
5 http://www.promisingpractices.net/program.asp?programid=48#overview 
6 http://www.promisingpractices.net/program.asp?programid=59 
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development of protective factors and minimization of risk factors.  The framework of 
developmental assets is grounded in extensive research on child and adolescent development, 
resiliency, health promotion, prevention, and public health.  Much research indicates that 
positive resources provide key sources of strength for children and youth.  Asset Development 
can be stimulated by individual youth, their peers, family, school, place of worship, and other 
sectors of any community.   
 

EXAMPLES OF RISK AND PROTECTIVE FACTORS 

Risk Factors Domain Protective Factors 

Early Aggressive 
Behavior Individual Self-Control 

Poor Social Skills Individual Positive Relationships 

Lack of Parental 
Supervision Family Parental Monitoring and 

Support 

Substance Abuse Peer Academic Competence 

Drug Availability School or 
work place Anti-Drug Use Policies 

Poverty Community Strong Neighborhood 
Attachment 

Source: NIDA, Drugs Brain and Behavior – The Science of Addiction 
(http://www.nida.nih.gov/scienceofaddiction/addiction.html) 

 
One local example is the integration of Asset Development by the City of Kettering into their 
youth programming as well as some school and community initiatives.  Other communities, 
schools, and organizations are part of a collective effort in Montgomery County – Project 40 7– to 
build youth assets as a means of improving academic success and diminishing problem 
behaviors.  While the emphasis of Asset Development is typically on youth, adults may benefit 
as well.   
 
 
BEST PRACTICES RESEARCH  
 
Programs labeled evidence-based have demonstrated their effectiveness by scientifically 
rigorous evaluations.  Evidence-based best practice programs are not only effective in the 
services they provide, but also represent a very good investment which they can demonstrate 
through outcomes.8  These programs should not be confused with programs that simply purport 
to represent best practice though lack the independent evaluations to validate their 
effectiveness.  The majority of prevention, intervention and treatment programs related to drug 
abuse, juvenile delinquency, and adult crime have not been rigorously evaluated.  This is true 
for many programs regarded as “best practices.” 
 
Researcher Barry Duncan9 defines evidence-based practice as an approach that has 
established itself better than placebo or treatment as usual in two clinical trials.  He cautions to 
investigate the “allegiance effect,” or the researcher’s bias of a particular model, especially if the 

                                                
7 A list of participating organizations can be found at http://www.daytonyouthconference.org/project40.cfm 
8 Community Capacity Development Office, U.S. Department of Justice 
(http://www.ojp.usdoj.gov/ccdo/ws/app7.pdf) 
9 http://124.254.10.21/scott/uploadedFiles/EBP%20talkingpoints.pdf 
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evaluations that confirm the effectiveness of programs were conducted by the researchers 
themselves.   
 
Prevention researchers Dennis M. Gorman and J. Charles Huber, Jr. argue that the standards 
as to what constitutes an evidence-based program are so low that almost any program can 
meet the threshold for an, “evidence-based” label.  Ultimately, the question becomes what 
studies count in a systematic review and how many studies are needed to claim an intervention 

works.  As more and more studies emerge, researchers report that many evidence-based 
practices are not as effective as they claim to be.  This is a critical issue which the 
Subcommittee took into consideration when making its recommendations. 
 
Notably, SAMHSA has very recently ended their practice of designating programs as effective 
because they have concluded such labels can be misleading.  Many communities have 
mistakenly limited service providers to specific programs believing those alone were effective.  
SAMHSA discourages use of their registry for this purpose and cautions visitors to its website 
that the registry does not provide an exhaustive list of interventions.  SAMHSA’s National 
Registry of Evidence-Based Programs and Practices (NREPP) currently: 

• provides summaries to help practitioners begin to determine whether a particular 
intervention may be useful;  

• recommends direct conversations with intervention developers and others listed as 
contacts before making any decisions regarding selection or implementation of an 
intervention; and 

• provides a list of potential questions to ask developers to facilitate these conversations. 
 
 
FINDINGS AND RECOMMENDATIONS 
 
In the next sections the Subcommittee explains its recommendations.  A summary outline of the 
recommendations alone can be found at the end of this report. 
 
The Prevention and Education Subcommittee used the ODADAS definition of prevention 
throughout its work because it helped members focus on the nature, extent, and scope of 
activities that fall under the prevention umbrella: 

“Alcohol and other drug (AOD) prevention focuses on preventing the onset of AOD use, 
abuse and addiction.  AOD prevention includes addressing problems associated with AOD 
use and abuse up to, but not including assessment and treatment for substance abuse 
and dependence.”   

The Subcommittee recommends the Montgomery County Alcohol and Drug Abuse Task Force 
adopt the ODADAS definition of prevention for future work.   
The Prevention and Education Subcommittee also believes it is critical to include tobacco in the 
prevention of alcohol and other drugs.  Research has demonstrated that tobacco, along with 
alcohol, is a “gateway drug,” that is a drug whose use very often predicts the use of other drugs, 
especially among youth.  According to the National Institute on Drug Abuse, once use of 
tobacco or alcohol begins, there is greater likelihood of marijuana use, and once marijuana use 
begins, there is greater likelihood of other illegal drug use.10  Therefore, the Subcommittee 
recommends expanding the purview of prevention efforts in Montgomery County to alcohol, 
tobacco and other drugs (ATOD). 
 

                                                
10 http://www.drugabuse.gov/NIDA_notes/NNVol17N5/Youths.html 
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According to the Community Anti-Drug Coalitions of America (CADCA), effective substance 
(ATOD) abuse prevention involves11: 

♦ Reducing the availability of alcohol, tobacco and other drugs; 
♦ Reducing access to alcohol, tobacco and other drugs; 
♦ Enforcing consequences for alcohol and drug related offenses; 
♦ Changing attitudes and perspectives about the dangers and acceptability of alcohol, 

tobacco and other drugs; 
♦ Changing social norms about alcohol, tobacco and other drugs; 
♦ Raising awareness about the costs and consequences of alcohol, tobacco and other 

drugs; and 
♦ Building skills in youth, parents and communities to deal with these issues effectively. 

 
The accomplishment of these objectives cannot occur without a coordinated effort of community 
stakeholders.  Therefore, the Subcommittee recommends the creation of a central 
collaborative council or coalition (e.g., Prevention and Education Council) with staff (existing or 
new) responsible for coordinating the implementation and long-term support of the following 
prevention and community education recommendations: 

A. Develop appropriate process and outcome measures for: 
1. prevention using community level data as well as program data; and  
2. community education. 

B. Advocate for: 
1. policies (such as point-of-sale policies) that will lead to reduced availability of and 

access to alcohol, tobacco and other drugs as well as enforced consequences for 
alcohol and drug related offenses; and 

2. systems change and tools for data-driven local and state decisions about funding 
prevention services. 

C. Increase total funding available for prevention services in Montgomery County through 
the evaluation of local funding and research and pursuit of other opportunities in 
collaboration with community partners. 

 
Unquestionably, prevention is an ongoing effort that should involve the entire community.  
Consequently, the Prevention and Education Council should include representation from the 
following sectors of the community: 

•  Law enforcement agencies •  Youth-serving organizations •  Youth 
•  Schools and Universities •  Business community •  Parents 
•  Civic groups •  Religious organizations •  Media  
•  Healthcare professionals •  Local government    
•  Others involved in reducing substance abuse 

 

A prevention strategy already utilized in parts of Montgomery County, which could be expanded, 
is community coalitions.  The Subcommittee recommends that community and neighborhood 
coalitions (similar to the South Suburban Coalition and the Dayton Weed and Seed projects) be 
encouraged as well as assisted in their development throughout Montgomery County.  Linking 
the Prevention and Education Council with these coalitions and connecting them to each other 
increases the potential to position Montgomery County to receive new dollars for prevention 
services.    For example, prospective new funding sources for AOD prevention coalitions 
include: 

                                                
11 http://www.cadca.org/files/Making_the_Case_for_the_Drug_Free_Communities_Program.ppt 
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- Federal Drug Free Communities grants which currently support over 700 community 
coalitions by providing the funding necessary for communities to identify and respond 
to local substance use problems. 

- Community coalitions are eligible to obtain ODADAS funding for the "Parents Who 
Host, Lose The Most: Don't be a party to teenage drinking" public awareness 
campaign administered by Drug-Free Action Alliance.  Campaign goals are to 
educate parents about the health and safety risks of serving alcohol at teen parties 
and to increase awareness of and compliance with the Ohio Underage Drinking Laws. 

 
According to the National Institute on Drug Abuse (NIDA), addiction is a developmental disease 
that starts in childhood and adolescence [see chart below]12.  Therefore, it is essential that 
considerable primary AOD prevention resources are concentrated on those stages of human 
development.  Prevention efforts with youth should involve their families rather than serving 
young people as isolated individuals.  
 

 
 
Asset Development focuses on decreasing risk factors of all kinds and increasing protective 
factors that will lead youth away from unhealthy behaviors, such as substance abuse, and 
toward positive healthy behaviors, such as academic competence or meaningful community 
involvement.  The Subcommittee recommends embracing and utilizing the concept of youth 
Asset Development as the foundation of Montgomery County’s universal prevention efforts.  
Other practices would be directed toward the selected and indicated prevention needs within the 
county. 
 

                                                
12 www.drugabuse.gov/pubs/teaching/downloads/Teach6.ppt 
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As noted previously, the Subcommittee found that not all practices claiming to be based on 
evidence actually are.  Therefore, the Subcommittee recommends the utilization of programs 
backed by data and evidence of their effectiveness and, as much as possible, supporting 
prevention service providers in making a case for evolving or promising practices with specific 
target populations.  The outcome data of prevention programs and practices being considered 
for adoption in Montgomery County should be carefully reviewed to determine if there is 
adequate evidence to warrant their implementation.   
 
As another means of promoting effective prevention the Subcommittee recommends the 
proposed Prevention and Education Council provide educational opportunities and encourage 
organizations delivering AOD services to pursue ODADAS certification and certification of 
prevention specialists by the Ohio Chemical Dependency Professionals Board.  The former has 
the potential to attract additional funding for AOD services to Montgomery County. 
 
The Prevention and Education Council should also include grassroots and faith-based 
prevention service providers in community-wide planning and assist them in building their 
capacity.  This recommendation is made to assure the inclusion of non-traditional providers in 
all efforts to impact the AOD problem in our communities. 
 
Lastly, it is essential the citizens in our community learn that their personal choices about ATOD 
use can lead to addiction or prevent it.  Therefore, the Subcommittee recommends ongoing 
public education to: educate the community about the disease model of ATOD addiction, the 
importance of prevention and behavior changes individuals can make; and reduce the stigma 
about seeking AOD treatment.  The Subcommittee believes the following activities should be a 
key part of such ongoing public education: 

1. Engage local media in designing and implementing a communication plan with culturally 
appropriate messages for various minority groups. 

2. Develop and use a unified consistent message communicated throughout the County by 
multiple stakeholders, i.e., faith organizations, medical and mental health personnel, 
families (parents and youth), employers, educational institutions, etc. 

3. Create a “rapid response communication mechanism” to notify the public of changes in 
drug-related public health problems. 

 
 
CONCLUSION 
 
Given the personal and public health devastation caused by alcohol and other drug abuse and 
addiction, communities often give too little attention to prevention.  It is critical during these 
tough economic times that Montgomery County reduce the number of individuals needing AOD 
treatment services by investing in prevention.  To achieve this goal, prevention must be a 
priority in the final recommendations adopted and implemented by the Montgomery County 
Alcohol and Drug Abuse Task Force.   
 
In their 1999 review of the health and economic burdens attributable to addictive substances, J. 
Michael McGinnis and William Foege, two internationally known public health experts, argued 
that combined, the effects of tobacco, alcohol, and other drugs inflict a greater toll on the health 
and well-being of Americans than any other single preventable factor.13  This argument alone is 
the impetus for our community's comprehensive approach including prevention to address the 
myriad problems that result from substance abuse. 
                                                
13 J.M. MCGinnis, W.H. Foege (1999).  Mortality and morbidity attributable to the use of addictive 
substances in the United States.  Proceedings of the Association of American Physicians.  Vol 111, No.2. 
109-118. 
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Montgomery County Alcohol and Drug Abuse Task Force 
Prevention and Education Subcommittee 

Recommendations 
 
 

I. The Montgomery County Alcohol and Drug Abuse Task Force should adopt the 
ODADAS definition of prevention for future work.   

“Alcohol and other drug (AOD) prevention focuses on preventing the onset of 
AOD use, abuse and addiction.  AOD prevention includes addressing problems 
associated with AOD use and abuse up to, but not including assessment and 
treatment for substance abuse and dependence.”   

 
II. Montgomery County should expand the scope of prevention efforts to include tobacco, 

which is a proven “gateway” to alcohol and other drugs (i.e., ATOD instead of AOD). 
 
III. Montgomery County should create a central collaborative council or coalition (e.g., 

Prevention and Education Council) with staff (existing or new) responsible for 
coordinating the implementation and long-term support of the following prevention and 
community education recommendations:   

A. Develop appropriate process and outcome measures for: 
1. prevention using community level data as well as program data and  
2. community education. 

B. Advocate for: 
1. policies (such as point-of-sale policies) that will lead to reduced availability of 

and access to alcohol, tobacco and other drugs as well as enforced 
consequences for alcohol and drug related offenses; and 

2. systems change and tools for data-driven local and state decisions about 
funding prevention services. 

C. Increase total funding available for prevention services in Montgomery County 
through the evaluation of local funding and research and pursuit of other 
opportunities in collaboration with community partners. 

D. Encourage and assist with the creation and continuation of community and 
neighborhood coalitions (similar to the South Suburban Coalition and the Dayton 
Weed and Seed projects) throughout Montgomery County.  The Prevention and 
Education Council should link to and connect these coalitions with each other. 

E. Create a comprehensive system of youth Asset Development as the foundation of 
the county’s universal prevention efforts to decrease risk factors of all kinds and 
increase protective factors that will lead youth away from unhealthy behaviors such 
as substance abuse. 

F. Promote the implementation of evidence-based practices (EBP) as much as 
possible allowing providers the opportunity to make a case for evolving or promising 
practices with specific target populations. 

G. Promote effective prevention by providing educational opportunities and 
encouraging certification of organizations providing AOD services by ODADAS and 
of prevention specialists by Ohio Chemical Dependency Professionals Board, which 
could bring additional funding to Montgomery County. 

H. Include grassroots and faith-based prevention providers in community-wide 
planning and assist them in building their capacity.   
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I. Conduct ongoing public education to: mobilize the community about the disease 
model of ATOD addiction and the importance of prevention; and reduce the stigma 
about seeking AOD treatment. 
1. Engage local media in designing and implementing a communication plan with 

culturally appropriate messages for various minority groups. 
2. Develop and use a unified consistent message communicated throughout the 

County by multiple stakeholders, i.e., faith organizations, medical and mental 
health personnel, families (parents and youth), employers, educational 
institutions, etc. 

3. Create a “rapid response communication mechanism” to notify the public of 
changes in drug-related public health problems. 
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Montgomery County Alcohol and Drug Abuse Task Force 
 

STRENGTHEN INTERVENTION AND RESOURCES 
FOR REPEAT OFFENDERS 

RECOMMENDATIONS REPORT 
 
 
BACKGROUND 
 
Strategic Goal Area: This area was addressed with the idea of engaging the courts and the 
criminal justice system in strengthening intervention and resources for repeat offenders. 

 
Initial Objectives and Initiatives: 

1) Identify target population for repeat offender intervention 
2) Engage families and consumers to be part of the process 
3) Identify resources that are presently in place in the community for repeat offenders, 

strengthen linkages, and identify how we can be more effective 
4) Look at what the Juvenile Court is doing and the services that are effective that can be 

transferred to adult system 
5) Identify ways to intervene earlier in the process 
6) Identify primary reasons for repeat offenders 
7) Identify gaps in resources in the community (i.e.; halfway houses, employment) 
8) Explore developing specialty programs for special populations among repeat offenders 

(i.e., prostitutes) 
9) Develop more effective linkages to available and new resources for repeat offenders 

 
 

Co-Chairs: Judge Anthony Capizzi, Montgomery County Juvenile Court 
Judge Kate Huffman, Montgomery County Court of Common Pleas 
 

Members: Ruth Addison, CrisisCare 
Sarah Boettner, Southern Ohio Rehabilitation Treatment Services, Inc.   
Vanessa Carter, Montgomery County Pre-Trial Services                 
Jim Dare, Montgomery Count Adult Probation 
Tim DePew, MonDay Community Correctional Facility 
Mike Flannery, MonDay Community Correctional Facility 
Brenda Haney, Daymont Behavioral Health Care, Inc. 
Vic Hodge, Public Defender 
Carole Huddleston, Center for Alcohol and Drug Addiction Services 
Shannon Jones, Montgomery County Juvenile Drug Court 
Connie Lucas-Melson, Family Representative 
Andrea McGriff, Miami Valley Housing Opportunities 
Tina Mitchell, CrisisCare 
Mary Montgomery, Montgomery County Prosecutor’s Office 
Paul Ringer, Montgomery County Adult Probation 
Marletae Sampson, Juvenile Probation 
Patti Schwarztrauber, Artemis House 
Eric Shafer, Montgomery County Juvenile Court 
Deborah Styles, UMADAOP of Dayton 
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Staff: Joyce Probst MacAlpine, Office of Family and Children First  
Jayne Jones-Smith, ADAMHS Board for Montgomery County 
 
 

STATEMENT OF NEED 
 
The term Repeat Offender refers to a person who has been convicted of a crime more than 
once1.   Repeat offenders are most likely to be young males, primarily members of cultural and 
ethnic minority groups and to have low educational attainment2.  In addition, it is estimated that 
25% or more of addicted offenders have a co-existing mental disorder.  Research shows that 
treatment is most effective when the individual’s AoD issues and mental health issues are 
addressed at the same time. 

 
Much has been written about the relationship between alcohol and other drug (AoD) abuse and 
crime in the last two decades.  There are several studies that have linked increased substance 
use with a greater likelihood of committing an offense both by adults and juveniles3.  Research 
shows that alcohol and drug abuse treatment improves outcomes for alcohol and drug abusing 
offenders and has beneficial effects for public health and safety.  Effective treatment and 
intervention can decrease future drug use and drug related criminal behavior, can improve the 
individual’s relationship with his or her family, and may improve prospects for employment4.   

 
 

DIFFERENT TYPES OF SERVICES 
 

Various services exist to treat both Juvenile and Adult AoD repeat offenders: 
Both the adult and juvenile criminal justice system utilize Drug Courts.  Drug Courts are special 
dockets dedicated to providing substance abuse treatment to individuals under the close 
supervision of a judge.  Proponents of these programs regard drug use, possession, and sale 
not only as a law enforcement problem, but also as a public health problem that has deep roots 
in society.  Proponents of the model argue that solutions to the drug crisis are more likely to lie 
in using AoD treatment to effect a long term amelioration of the problem than in using strictly 
punitive approaches.  In drug court programs the court plays a role that goes well beyond the 
traditional one; as much emphasis is placed on effective AoD treatment as on adjudication of 
cases.  The success of Drug Court model is predicated on immediate sanctions or 
consequences for infractions. The key incentive of Drug Courts for first time offenders is the 
Treatment in Lieu of Conviction statute which allows for the dismissal of the case if the offender 
completes the Drug Court program.  
 
Community Based Correctional Facilities offer an alternative for services for adult offenders.  
They provide comprehensive program that addresses such areas as chemical dependency, 
employment, education, and family relationships. 

 
Intensive supervision can be provided for juvenile repeat offenders, as well as for adult repeat 
offenders.  Intensive supervision involves close monitoring of the repeat offender and can 
involve treatment, and education. 
                                                                                                                          
1 Black’s Law Dictionary, eighth edition, page 1110 
2 Tip 17, Chapter 3, SAMHSA.CSAT Treatment Improvement Protocol 
3 Baliet al., 1987,Nurco et al., 1985; Shaffer et al., 1987. 
4 NIDA FAQ Sheet. 
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TARGET POPULATIONS IMPACTED 
 
Many different areas and individuals are impacted as a result of AoD use by offenders, repeat 
offenders, and those at risk of becoming repeat offenders.   The impact of AoD use by repeat 
offenders effects, the legal system, Prosecutors’ Office, Public Defender’s Office, families, 
children and victims of offenders’ crimes.  In addition, employers are impacted by repeat 
offenders AoD use as a result of loss days of employment due to repeat offenders AoD use.  
The health care system is also impacted as there are major health problems for repeat 
offenders such as the consequences of injecting drugs and HIV/AIDS, Tuberculosis and other 
infectious diseases.   

 
           
CURRENT SERVICE SYSTEM IN MONTGOMERY COUNTY 
 

AGENCIES/PROGRAM UTILIZED BY ADULT CRIMINAL JUSTICE SYSTEM 
 

TREATMENT AGENCY 
PROGRAM NAME 

DESCRIPTION OF AGENCY OR 
PROGRAM  

ATS Behavioral Health 
(Dayton) 

Provides Standard Outpatient and Intensive 
Outpatient treatment  

Alvis House/Cope House 
(Dayton) 

Halfway House for females and males 

Booth House –Salvation Army 
(Dayton) 

Halfway house for males 

Center or Alcohol and Drug Addiction Services 
(CADAS) 
(Dayton) 

Provides Non-Intensive Outpatient, Intensive 
Outpatient and Non-Medical Residential Treatment 
and Prevention Services 

Consumer Advocacy Model  (CAM) 
(Dayton) 

Provides Standard Outpatient treatment and treatment 
for individuals with a co-occurring disorder of AoD and 
mental health 

Chaney Allen 
(Cincinnati) 

Outpatient, Residential, Mental Health and AoD, 
Female with children 

Chemical Dependency Education Program 
(Common Pleas Court, Criminal Justice Services) 

Offender with positive urine who may need education 
and awareness to avoid becoming chemically 
dependent 

Chemical Offender Program 
(Common Pleas Court, Criminal Justice Services) 

All offenders in need of intensive outpatient 
intervention. 

Crisis Care 
(Dayton) 

Provides assessments and referrals to treatment 
agencies 

Daymont Behavioral Health Care Inc. 
(Dayton) 

Provides Standard Outpatient and treatment and 
treatment for individuals with a co-occurring disorder 
of AoD and mental health 

Drug Court 
(Common Pleas Court, Criminal Justice Services) 

Participants are first time, non-violent, felony 4 or 5 
offenders who have been granted Intervention in Lieu 
of Conviction 

Eastway Corporation 
(Dayton) 

Provides Standard Outpatient treatment  and 
treatment for individuals with a co-occurring disorder 
of AoD and mental health 
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Evergreen Counseling Center 
(Dayton) 

Provides AoD Outpatient treatment 

Family Services Association 
(Dayton) 

Anger Management 

Artemis House(Dayton) Domestic Violence Counseling for females 
Mercy Manor 
(Dayton) 

Transitional housing for women seeking support after 
incarceration 

MonDay Community Based Correctional Facility 
(Dayton) 

Provides Residential Substance Abuse Treatment 
utilizing a Therapeutic Community Model 

Nova House Association 
(Dayton) 

Provides Standard Outpatient,  and Residential 
Treatment 

Project Cure, Inc 
(Dayton) 

Provides Standard Outpatient, Intensive Outpatient, 
Upload Agonist Treatment, and Residential Treatment 

Salvation Army 
(Dayton) 

Provides housing 

Secure Transitional Offender Program (S.T.O.P) 
(Criminal Justice Services) 
(Dayton) 

Participants are typically first time, non-violent, felony 
4 or 5 offenders 

Sojourner Program (Daymont Behavioral Health, 
Inc.) 

Provides Standard Outpatient Treatment 

South Community, Inc. 
(Dayton) 

Provide Outpatient Treatment for individuals with a co-
occurring disorder of AoD and Mental Health 

Turning Point 
(Dayton) 

Provides Standard Outpatient Treatment 
 

Unified Health Solutions 
(Dayton) 

Provides Prevention Services 

Urban Minority Alcohol & Drug Addiction Outreach 
Program (UMADAOP) 
(Dayton) 

Provides Prevention Services 

Veterans Administration Medical Center 
(Dayton) 

Provides Outpatient and Residential Treatment 

Southern Ohio Rehabilitation Treatment Services, 
Inc. (Formerly known as Volunteers of America) 
(Dayton) 

Male halfway house and AoD Outpatient Treatment 

Women’s Recovery Center 
(Xenia, Ohio) 

Provides Intensive Outpatient Treatment and 
Residential Treatment for females. 

St. Vincent 
(Dayton) 

Homeless Shelter and Counseling 

SOS Hall  
(Hamilton) 

Halfway House, Mental Health and AoD 

YMCA (Young Women Christian Association) 
(Dayton) 

Counseling for females , Housing and work Assistance 

Talbert House 
(Cincinnati) 

Halfway House for Males and Females, Mental Health 
and AoD 

Women line Counseling Center 
(Dayton) 

Mental Health and AoD counseling 
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AGENCIES/PROGRAMS UTILIZED BY JUVENILE JUSTICE SYSTEM 
TREATMENT AGENCY 

PROGRAM NAME 
DESCRIPTION OF AGENCY OR 

PROGRAM  
ARCH (Adolescent Recovery Center) 
(Dayton) 

Outpatient, Residential Treatment 

ATS Behavioral Health 
(Dayton) 

Outpatient treatment 

Crisis Care 
(Dayton) 

Assessment and referral to agencies 

Daymont Behavioral Health Care Inc. 
(Dayton) 

Outpatient treatment 

Drug Court 
(Juvenile Court) 

Judicially monitored substance abuse 
treatment 

Eastway Corporation 
(Dayton) 

Outpatient treatment 

South Community 
(Dayton) 

Outpatient treatment 

New Futures Community Collaborative with emphasis on 
mentoring g  juveniles 

 
 
EVIDENCE BASED PRACTICES AND MODELS 
 
Several states have developed community-based treatment programs that refer AoD involved 
offenders to treatment in lieu of prosecution.  Offenders who are on probation and who face 
revocation of probation can also be referred to treatment.   
 
In the juvenile system researchers have developed a variety of treatment approaches for 
juvenile offenders with AoD issues.    Behavioral therapy attempts to identify the behaviors and 
situations in which AoD use occurs and then to disrupt those behaviors by equipping juvenile 
with skills to resist AoD use.  It emphasizes stress management, assertiveness training, and 
self-control.   
Cognitive-Behavioral Therapy (CBT) is built on basic behavioral therapy.  CBT includes 
strategies to help the juvenile better understand the factors and situations that precede AoD use 
as well as the consequences of that use. 
 
Family-Based Interventions and Functional Family Therapy (FFT) uses family therapy principles 
to improve juvenile health risk behaviors.   
 
Motivational Enhancement Therapy, also known as motivational interviewing is designed to 
enhance a person’s motivation to make changes regarding AoD use and to recognize and cope 
with those life situations that may trigger or sustain AoD use.  Motivational interviewing is 
particularly appealing for treating AoD-abusing juveniles, who often do not seek treatment on 
their own and need to be motivated to do so and to change their behaviors. MST provides 
intensive, home-based treatment addressing the juvenile’s environment, including his or her 
family, peer groups, school, and community.   
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Juvenile Drug Courts focus is to correct and rehabilitate juvenile who have violated the law, to 
protect the community from their delinquent behavior and to strengthen the family5. 
 
One community based effort to reduce adult drug use and crime is intensive supervised 
probation or parole for adult offenders, known as “ISP”ISP programs have features that might 
be expected to reduce drug use and recidivism; for example, probation or parole officers in ISP 
programs generally have low caseloads, allowing for close supervision of offenders; random 
drug testing is required. 
 
Drug Courts are special court dockets dedicated to providing substance abuse treatment to 
individuals under close supervision of a judge.  Proponents of these programs regard drug use, 
possession, and sale not only as a law enforcement problem, but also as a public health 
problem that has deep roots in society.  Proponents of the model argue that solutions to the 
drug crisis are more likely to lie in using AoD treatment and behavior modification to effect a 
long term amelioration of the problem than in using strictly punitive approaches.  In drug court 
programs the court plays a role that goes well beyond the traditional one; as much emphasis is 
placed on effective AoD treatment as on adjudication of cases.  The conviction that treatment 
works, not in every case, but often enough to make this a better approach for some type of 
cases, is a key premise of the programs. 
 
Other evidenced based practices for adult offenders, also include Cognitive Behavior therapy, 
Trauma Focused Behavior Therapy and Motivational Enhancement Therapy. 
 
 
MODELS FROM OTHER GEOGRAPHIC AREAS 
 
The National Drug Court Institute provided the following adult drug courts as Best Practices. 
 
In Charlotte, North Carolina, not many first time offenders are referred to this court.  This is a 
pre-indictment Drug Court.  An attorney makes the referral and the defendant is pre-screened, 
including a background check and social history.  The defendant appears before a judge and 
must also sign a contract.  The courts and the attorney must sign the contract.  The program is 
for 12-24 months.  The retention rate is 60-85% for one year.  After program completion, the 
judge has the discretion to dismiss the case, continue the case or to refer to probation. 
 
In Anchorage, Alaska, both first time and repeat offenders are accepted into drug court.  The 
offender’s attorney makes the referral and the Prosecutor’s Office completes the initial 
screening.  It is required that the defendant observe drug court.  If the defendant proceeds 
through the program, an agreement is signed and an assessment is completed.  The program is 
for 18 months and has a success rate of 75-80 %.  The program has been expanded to include 
those with a mental health diagnosis, DWI, and Felony DWI. 
 
In Austin, Texas, the court pays for an offender’s treatment and all cases are pre-trial and felony 
cases. No violent cases are accepted.  Offenders may be repeat offenders or first time 
offenders.  Pre-Screening Services make the referral and the Prosecutor’s Office does the initial 
screening.  If appropriate for the program, a one (1) year contract is signed.  The success rate is 
60-70 %. 
                                                                                                                          
5 L. Edwards, 1992, “The Juvenile Court and the Role of the Juvenile Court Judge”, Juvenile and Family 
court Journal 43(2). 
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DRUG COURT IMPACT  
 
The main goals of drug courts are to reduce recidivism and substance use, drug courts achieve 
this by requiring offenders to engage in judicially monitored substance abuse treatment.  A 2005 
Government Accountability Office review of 27 evaluations of adult drug court programs found 
that drug courts reduce recidivism both during the time the offender is in the program and up to 
1 year after the end of the program6.  The review found that only 8 of the drug court evaluation 
studies looked at substance use by participants and that the findings were mixed.  While 
participants were in a drug court program drug test results showed significant reductions in 
substance use but the participants themselves did not report significant reduction in substance 
use. 
 
More recent meta-analyses of drug court evaluations have found that drug courts “significantly 
reduce crime rates an average of approximately 7 to 14 percentage points”7.  These findings 
have also been replicated in California, Oregon and Massachusetts with drug court graduates 
less likely to be rearrested, reconvicted and incarcerated than offenders who were not in a drug 
court program. In the Oregon study there was a 30% reduction in crime over 5 years and 14 
years from the time of arrest effects on crime were still detectable8. 

 
Cost savings from drug courts have been estimated by several studies9 including in Washington 
State which found a net-cost benefit of $4,767 per client and in California which found a net-cost 
benefit of approximately $8,000.  The Oregon study also evaluated treatment costs for 
probationers as part of their cost-benefit analysis.  Because probationers have so many failed 
courses of substance abuse treatment drug court costs are actually lower than probation costs. 
The overall net-cost benefit in Oregon was $6,744 per participant and if victimization was also 
accounted for the net-cost savings was $12,21810 
In Ohio, the Ohio Office of Criminal Justice Services assessed Ohio’s drug courts through three 
studies11 that evaluated the overall effectiveness of drug court processes, the impact of drug 
court on recidivism and other outcomes, and the impact on court operations and systems. The 
main findings of the three studies were: 

 Drug courts lower recidivism rates – depending on the type of court, the rate of 
recidivism (defined as re-arrest within two years of being terminated – successfully or 
unsuccessfully – from drug court) was lowered by 9-19% because of participation in drug 

                                                                                                                          
6 U.S. Government Accountability Office. (2005). Adult drug courts: Evidence indicates recidivism 
reductions and mixed results for other outcomes [No. GAO-05-219]. Washington, DC: Author. 
7 Research Findings, National Drug Court Institute website (www.ncdi.org/research). Accessed November 
24, 2009. 
8 Finnegan, M., Carey, S.M., & Cox, A. The impact of a mature drug court over 10 years of operation: 
Recidivism and costs. Portland, OR: NPC Research, Inc. April 2007. 
9 Research Findings, National Drug Court Institute website (www.ncdi.org/research). Accessed November 
24, 2009. 
10 Finigan, M., Carey, S.M., & Cox, A. The impact of a mature drug court over 10 years of operation: 
Recidivism and costs. Portland, OR: NPC Research, Inc. April 2007. 
11 Ohio Drug Court Evaluation. State of Ohio Office of Criminal Justice Services Policy and Research 
Resources and Reports (www.ocjs.gov/Research/resources.htm). Accessed on November 24, 2009. 
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court12. Reduction in re-arrest rates were considerably lower for those who had 
successfully completed the drug court program than for those who did not.  

 Drug courts are cost-effective – the increased cost per case in drug court was justified 
by the reductions in recidivism due to drug court for offenders whose re-arrest led to 
placement into a residential facility such as prison, half-way house or community based 
corrections facility13. 
The study found that the marginal cost of drug court is $5,777 while the disposition and 
victimization cost of a new crime is $27,371.  This gives a potential costs savings from 
victimization and disposition of $4.73 for each dollar invested in drug court that reduces 
crime.  Costs through of disposition, victimization and sanctions for new crimes vary by 
the type of sanction but can range from $27,745 for probation to $96,418 for a half-way 
house including the cost of prison and parole.  

 Drug courts are not soft on crime – “Accountability and responsibility are the primary 
themes of drug court interventions, with offenders being held accountable through drug, 
testing, intensive supervision, treatment and graduated sanctions. These necessary 
program standards are reflected in the success drug court participants experience 
through reduced recidivism rates post-graduation14.” 

 Drug courts enhance treatment and system collaboration – the engagement of 
judges in the treatment process increases treatment effectiveness.  Drug courts facilitate 
collaboration between treatment providers, law enforcement, courts and other social 
services offenders need to successfully complete the drug court program and avoid 
recidivism. Drug courts that take a comprehensive approach to the family, employment 
and education needs of the offender may be more effective. 

 
 
FINDINGS AND RECOMMENDATIONS 
 

JUVENILE OFFENDER SYSTEM 
 

The current Montgomery County Juvenile Drug Court program works – for youth who complete 
the program, re-offense rates before their 18th birthday are 31-36% lower than for youth in the 
juvenile probation program.  Reducing recidivism rates this significantly reduces future criminal 
justice, substance abuse treatment and victimization costs by as much as $8,142 per additional 
offense. The following recommendations for the Juvenile Drug Court program are based on the 
principle that effective interventions with juveniles with substance abuse issues will prevent 
substance abuse related issues as adults.  

 
FINDING: Eighty-six percent of the youth who successfully complete the Drug Court program 
are not picked up for another offense before their 18th birthday. In contrast only 50-55% of the 
youth in the non-Drug Court caseload are not picked up for another offense before their 18th 
birthday.  There are hundreds of youth in the Montgomery County juvenile justice system that 
could benefit from the Drug Court program.  The current program has 100 slots while there are 
about 1,000 youth in the juvenile justice system with AOD issues.   

                                                                                                                          
12 Bechtel, Kristin & Edward J. Latessa. Evaluation of Ohio’s Drug Courts: A Cost Benefit Analysis. Center 
for Criminal Justice Research, Division of Criminal Justice, University of Cincinnati. December 2005. 
13 Bechtel, Kristin & Edward J. Latessa. Evaluation of Ohio’s Drug Courts: A Cost Benefit Analysis. Center 
for Criminal Justice Research, Division of Criminal Justice, University of Cincinnati. December 2005. 
14 Ohio Drug Court Evaluation. State of Ohio Office of Criminal Justice Services Policy and Research 
Resources and Reports (www.ocjs.gov/Research/resources.htm). Accessed on November 24, 2009. 
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The Subcommittee recommends that the capacity of Juvenile Drug Court be expanded by 
increasing the number of case managers who oversee Drug Court participants. Each case 
manager costs approximately $50,000 per year and can oversee a caseload of 25 Drug Court 
participants.  

 
FINDING: Research has found that if youth attend their first three treatment appointments they 
are 87% more likely to finish treatment.  A liaison employed by the treatment provider can 
resolve logistical and scheduling issues for juvenile participants and provide more effective 
communication between Drug Court and the treatment provider.  In the past the Juvenile Drug 
Court program had funding for a liaison, once funding was eliminated attendance at drug 
treatment dropped from about 62% (above the national average) to 30%.  
Improving treatment outcomes for the initial treatment referral can prevent additional costs 
including in-patient treatment at a cost of $300 per day which is often the next step if out-patient 
treatment is not successful and the cost of subsequent assessments if the initial assessment 
expires. 
The Subcommittee recommends that a liaison position at the treatment provider be created to 
link Drug Court and the treatment provider.  The liaison would cost $50,000 per year; these 
services are considered case management and are not an eligible Medicaid cost. 
 
FINDING: Timely and sufficient funding for substance abuse treatment can be a challenge. For 
Drug Court youth whose families have private health insurance coverage accessing treatment is 
difficult because most insurance plans offer minimal coverage and require unaffordable co-pays.  
Treatment authorization for juveniles who need residential treatment does not always take into 
account the needs of the juvenile – some are not in a healthy home situation that will support 
outpatient treatment programs.  
The Subcommittee recommends that financial issues in accessing substance abuse treatment 
be addressed by:  

 Developing alternative approaches for juveniles in families that have health care 
insurance including:  

o exploring changes to treatment provider fee structure to make treatment more 
affordable,  

o negotiating with insurance companies,  
o exploring the creation of a program through CareSource. 
o using public funding to serve underinsured families 

 Creating the liaison position between treatment providers and Drug Court as described 
above, the liaison can help parents negotiate the private insurance system 

 Streamlining the process to move youth from outpatient to residential treatment: 
o develop a process to identify vulnerable youth who need to access residential 

treatment earlier (ex. youth in a family with other users) 
o develop an appeals process for treatment denial 

 
FINDING: Support from family members is essential to success in the Drug Court program for 
both juveniles and adults.  But a substantial number of families have members engaged in both 
the adult and juvenile court systems because of AOD offenses. In the fall of 2009, 20 of the 86 
families with youth in Juvenile Drug Court had adult members involved in Adult Drug Court.   
The Subcommittee recommends the development of programs or coordination of services to 
focus intervention on families with members in both Juvenile and Adult Drug Courts. 

 
FINDING: Juveniles offenders in Drug Court sometimes have barriers to accessing treatment 
because of financial and logistical problems in their families.  
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The Subcommittee recommends that Juvenile Drug Court and treatment providers work 
together to address the barriers juveniles and their families face in accessing treatment 
including providing funding for RTA bus tokens and exploring bringing treatment and probation 
services to the juveniles in their home or at school. 
 
 

ADULT CRIMINAL JUSTICE SYSTEM 
 
FINDING: Through the work of the Adult Repeat Offenders Subcommittee it was determined 
that there is a delay in referring drug offenders to treatment programs.  Most felony 4 and 5 
offenders are detective released within hours of their arrest with no treatment intervention.  The 
Subcommittee felt that more resources need to be on the front end.  If resources are not put on 
the front end, the community ultimately pays more on the back end, i.e. jail time, prison, 
recycling within the system and criminal activity.  The Subcommittee recommends that 
offenders, including repeat offenders, be engaged in treatment earlier in the criminal justice 
process. In addition, offenders should be required to be screened by CrisisCare while still in the 
jail following arrest.  Police departments may have to delay releasing defendants for a few hours 
to accommodate scheduling CrisisCare.  A case manager should be provided in the jail to 
coordinate assessment and treatment and to advise defendants of potential eligibility for Drug 
Court to fast-track treatment.  A uniform system of identifying those offenders who would benefit 
from Drug Court should be developed 

 
FINDING: The Adult Drug Court in Montgomery County has been operating since 1996.  Since 
that time the program has assisted 2700 drug dependent individuals in Montgomery County.  
The program has a high success rate, 72 % of the participants successfully complete the 
program and graduate.  As currently structured, the Adult Drug Court is limited because of 
staffing considerations.  The Subcommittee recommends that Adult Drug Court expand the 
scope and breadth of the participants, irrespective of their prior record of convictions.  Additional 
probation officers should be hired to expand the capacity of Adult Drug Court and other 
probation officers should be shifted to the Drug Court Program.  The eligibility requirement of 
Adult Drug Court should be modified to include repeat offenders as well as first offenders 
(current eligibility requirement). 

 
FINDING:  Success after treatment depends on many resources to assist repeat offenders. 
Often offenders reside in housing that does not support their recovery; i.e. other household 
members use substances or housing is in an area where there is heavy substance use or heavy 
sales of substances.  There also appears to be a need for more half-way houses to assist 
offenders in their recovery.  Lack of employment exists due to offender’s lack of education or 
skills. The Subcommittee also felt there was a lack of appropriate after care treatment for 
individuals completing treatment at MonDay Community Based Correctional Facility.  The 
Subcommittee recommends that appropriate resources for success post-treatment be 
provided.  The availability of halfway house programs should be expanded.   In addition, a 
program should be developed to address the aftercare treatment needs of individuals who 
complete treatment at a Community Based Correctional Facility (Therapeutic Community).  
Male-mentoring programs in the community, particularly targeting young, African American 
males should be expanded.  GED services and employment services should be continued.  A 
Drug Impact Panel, similar to the current DUI Victim Impact Panel, should be developed. 

 
FINDING:  Family involvement can be an integral component for successful treatment of 
offenders.  Family members are often tired of the offenders AoD issues and may feel reluctant 
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to participate in treatment due to lack of optimism about the chance of success.  The 
Subcommittee recommends that greater family involvement, including in Adult Drug Court, be 
sought.  Adult Drug Court participants should be required to attend an orientation with at least 
one family member or significant other to assist in supporting the offender through treatment 
and through Adult Drug Court.  An Alanon meeting should be conducted in conjunction with 
Drug Court.  
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MONTGOMERY COUNTY AOD TASK FORCE 
Focus Groups Report 
 
 
About two years ago, Montgomery County established a task force to look at issues surrounding the 
abuse of tobacco, alcohol, and illegal substances.  This task force has looked at the continuum from 
education and prevention through treatment.  It also reviewed ways the various agencies coordinate 
efforts and share data.  At the conclusion of its efforts, the task force presented 32 recommendations. 
While many of the recommendations involve changes within agencies, some would directly influence the 
provision of care and treatment. 
 
Five focus groups were conducted with a total of 41 people who have a history of abusing drugs or 
alcohol.  The groups included clients of Nova House, Project Cure, Samaritan Homeless Clinic, Adult 
Drug Court, and Juvenile Drug Court.  Each group was asked to review some of the task force’s 
recommendations as they apply to the services provided to their particular cohort.   
 
Comments from group participants are presented in italics throughout this report. 
 
 
Introduction: 
 
Few group participants had any illusions about their addictions.  None of the adults held any one else 
responsible for their addiction and agreed that, until someone is ready to embrace sobriety, attempts and 
treatment are going to be ineffective.   
 

My fiancé came to me with my son. I was with her for 12 years.  She said, “Choose me 
and your son over your drugs,” and I told her I couldn’t do it.  She left me that night.  Adult 
Drug Court 

 
I prayed to God that something would happen, that I would get arrested or something to 
stop me from heroine.   Adult Drug Court 
 
I wanted to get clean, but I thought I couldn’t get clean.  I wasn’t going to take the steps 
to do it.   I would use the minute I started to get sick.  I could be walking to a treatment 
center and decided on the way not to go through with it.  I had to be forced into it.   Adult 
Drug Court 
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Education and Prevention 
 
Not surprisingly, many of the people who took part in these groups report generations of substance 
abusers in their families.  As they grew up, they have watched older family members fight addictions and 
now find themselves witnessing their own children and grandchildren abuse drugs and alcohol. 
 

My grandmother was an alcoholic.  I used to walk to the street corner and see her drunk. 
My great grandmother and aunts use to drink Black Label.  I was always around that.  I 
think I took my first drink at the age of 10. Samaritan Homeless Clinic 
 
I started drinking as a child, before the age of 10 or 9.  I thought it was acceptable. I 
started getting little sips of alcohol from my parents. I guess it was always there.  Alcohol 
was acceptable. Samaritan Homeless Clinic 

 
 
Because they accept responsibility for their own addictions, group members believe that there was 
nothing that could have prevented them from starting to misuse alcohol or drugs.  If watching the 
problems their relatives encountered because of their addiction did not stop them, they believe that no 
program would have. 
 
 If you told me to eat that fruit at the top of the tree and it would get me high, I would have 
 tried it.   Adult Drug Court 
 

I have a mental obsession, mental turmoil.  I know when I can’t stand the way I am 
feeling, I don’t have to feel that way.   The consequence of using what takes that feeling 
away is not foremost in my mind. Absolutely, I know that if I use heroin or alcohol my 
chances of dying are way up. But to be stuck in the middle of an emotional wreck, a 
totally devastating  period  that I can’t stand to walk through, or I don’t know how to cope 
with, I realize that I don’t have to go crazy right now. That’s when I use.  Nova House 

 
 
In spite of that, some are frustrated by the fact that their children and grandchildren are not learning from 
their mistakes.  
 

I couldn’t tell my grandson nothing [sic]. I mean I sat there and told him the hell I went 
through with my crack addiction. I said, “Buddy I danced with the devil.”  I did, you know. I 
even got to the point where I told him some low-life triflin’ things that his grandmother did, 
begging and pleading with him [to] put that stick down.  Samaritan Homeless Clinic 
 
You know, it’s like when we were coming up.  My mother used to tell us things not to do, 
but did we listen?  No. Because no one is going to listen until they go through their own 
experience and feel those consequences for themselves. Only then are they are going to 
wake up. Samaritan Homeless Clinic 

 
 
Others say that their children have avoided following in their parents’ footsteps, and think their examples 
are a primary reason for the children’s avoidance. 
. 
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My girls are 17 and 18, and thank God they are not using drugs.  It is the last thing on 
their minds.  They have seen their mom, their aunt, and their uncles suffer from the 
disease of addiction. So I guess they don’t want to be going down that path and go 
through the changes that they saw their relatives go through.  Samaritan Homeless Clinic 

 
 
So, what would prevent young people from the first misuse of drugs or alcohol?  Interestingly enough, in 
spite of their belief that their own children have not learned from their example, the participants in every 
adult group suggested the young people would be influenced by hearing the stories of people who have 
lost everything to drugs or alcohol.  

 
More education, getting some of us ex-addicts into schools with the DARE program and 
actually tell these children our stories.  Project CURE 
 
Start education in school early because kids are starting to use at 10 and 11 years old.  
My son is in the 6th grade now and last year he went through the DARE program.  He 
learned a lot about it.  Now he has already been on the bus and seen kids with marijuana 
at 12 years old.  They had DARE in the 5th grade but they also need it in the 6th grade, 7th 
grade.  Project CURE 

	
  
	
  
Others believe the focus should be on parents. 
 

The intervention has to start with the parent. It has to start with the parent. No other 
person. It has to start at home first.   Samaritan Homeless Clinic 
 
There is a larger movement for parents to talk to their kids. My mom was not big on 
talking.  Nova House 
 
They need to encourage parents to talk to their kids.  Don’t scream at them, don’t yell at 
them, love them. Don’t kick them out.  I can’t stress that enough.  Nova House 
 
 

The idea that there are gateway drugs that start people on the road to addiction was accepted only in that 
most of the group participants started with tobacco and alcohol before progressing to illegal substance.  
The belief is simply that some people are going to use drugs and others are not. 

 
It is either you are going to do drugs or you’re not.  It depends on the person.  If the 
person is going to smoke dope, then he is probably going to smoke cocaine somewhere 
down the line.  But if a person is not going to smoke dope or drink, then he is probably 
not going to do any drugs when he gets older.  It’s the person, not the drugs.   Adult Drug 
Court 
 
I don’t think there is such a thing as a gateway drug.  I just think as you get older, 
different drugs come into your situation, like when you get to be 21 and start getting into 
bars, it seems like cocaine then comes out.  Adult Drug Court 
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The young people from the Juvenile Drug court believe that they would have been less likely to misuse 
drugs or alcohol if there were recreation centers for the county’s young people. 

 
Make places for us to go. Look around the city, look at all the chaos; it is mostly in 
neighborhoods that people are kicking and talking trash with each other.  Westwood, 
Boys and Girls Club-- that’s all they got, and most of those places be charging [sic] me.  
Honestly the reason I did [drugs] is because I was bored.  Juvenile Drug Court 
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CrisisCare 
 
For Montgomery County residents, the gateway to treatment of addiction is an assessment at CrisisCare.  
Consequently, any delay in assessment is a delay in treatment. 
 
Some of the work of the task force focused on the processes involved in routing people through 
CrisisCare for assessments prior to entering treatment.  The importance of those assessments is evident 
to clients. 
 

Those assessments are so important.    When I went there the first time there were some 
things that I just didn’t tell the truth about. Now I see if you are fully honest on your 
assessment, then you will get what you really need for yourself. But I know several times, 
because I didn’t want them to send me to treatment for mental issues, I lied. But you 
have to be honest on those assessments, you really do. I lied until this last time.   I know I 
really had to get honest. You know when you get tired you have to get honest. But on 
those assessments, you know sometimes we lie because we don’t want them to know 
certain things. We don’t want to admit to certain things. But it only hurts us. Its just still a 
part of the denial process.   Samaritan Homeless Clinic 

 
 
Interestingly enough, the wait between assessment and treatment is sometimes thought to be a way of 
weeding out people who are not serious about treatment. 
 

You go for your assessment and then they take you back to talk to the nurse.  She ask 
[sic] all the medical questions.  Then you go see a counselor and you then tell them what 
the nurse said.  By what you tell the counselor, like how often you use and whatever, the 
counselor asks you if you think you need inpatient or outpatient.  Honesty has to come 
from the individual at that point.  Then they give you a piece of paper and they tell you to 
call in 3 days, or on a certain day. I called and it took about 7 days before they told me 
that I had a bed.  So, after that assessment they have you call back to see if you really 
want it.  Will you call back?  If you don’t call back then that means that you really don’t 
want it.  Samaritan Homeless Clinic 

 
 
When participants were asked about their experience with scheduling with CrisisCare, responses varied 
widely.  Some had difficulty scheduling time for an assessment, others did not. 
  

First of all, I called CrisisCare and made an appointment.  The first appointment that they 
had to get my assessment was in like 3 weeks, unless I wanted to do a walk-in.   Hell I 
didn’t have the money to get on the bus and take a chance everybody shows up for their 
appointments and I don’t get seen that day and then have to come back again. I can’t 
come back and forth like that, money wise.   If you are actively addicted, all that money 
adds up to a lot of different highs or a lot of days that you have to get well.   Once you get 
the assessment it is all about the bed date. I just had to call here and ask them when I 
could come for preadmission.  It was the next Tuesday.  Everything happened in about a 
week, once you ever get assessed.   Nova House 
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I have never [had to wait] like that. I just always called and made an appointment and got 
in.    Samaritan Homeless Clinic 

 
 
In some cases, people are referred to CrisisCare by a caseworker.  When a caseworker is involved, the 
process appears to progress more quickly and with fewer problems. 
 

I just went there a couple months ago, and the way they did it this time was different 
because of my case worker. If you don’t have a case worker and trying [sic] to do it 
yourself, it might be a little different. My case worker got me an appointment.  Samaritan 
Homeless Clinic 
 
I didn’t have the waiting period.  I had lost everything.   I was staying at the shelter, St. 
Vincent shelter, before I come in here, and my case manager thought it was best that I 
went into residential treatment.  I got in quicker than I thought. I had to go through 
CrisisCare and that really went a lot quicker, and I got in treatment a lot quicker.  I don’t 
know if that was due to the case manager that I had, but it went pretty fast.  Project 
CURE 
 
I have been inpatient here twice and outpatient about 3 times. When I tried to get in 
before it was a little bit longer. It took a little bit longer at CrisisCare.  It took longer to get 
an appointment to be seen.   But like I said, this time I got in as fast as I did.  I came from 
St. Vincent’s.  I guess being homeless and having a case worker got them on the ball a 
little quicker.  Project CURE 
 
 

Some people offered ideas for ways to increase the efficiency of the assessment process. Not 
surprisingly, most had to do with expanding access. 
 

What they should do is have it the whole day and when it’s your turn do everything right then and 
there instead of coming back and sitting.  Samaritan Homeless Clinic 

 
Why can’t you have an appointment or have a cancellation list? I think that would solve a 
lot of problems if they would just make appointments for everybody, then maybe put 
people on a cancellation list. That way they could call and say hey we had a cancellation.  
Samaritan Homeless Clinic 

 
 
One task force recommendation would be to offer assessments around the clock.  Everyone supports the 
idea of expanding the hours available for assessments. 
 

I would have gone in 4 o’clock in the morning rather than waiting 3 weeks. Project CURE 
 
I know for me being an addict when you get that in your mind that you’re tired and you 
want to get help you have to act on it then.  If you’re told to wait three weeks well, you 
could die in that time.  Project CURE 
 

 Sooner you get into treatment the better, every time.   Adult Drug Court 
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Another Task Force recommendation would be to have everyone who is admitted to the county jail 
receive an assessment before release, a suggestion supported by participants. 
 

If they can get people from CrisisCare into the jail, right then you would have so many 
more people getting clean I think.  Adult Drug Court 

 
 
It is common to require a person to attend Alcoholics Anonymous (AA) or Narcotics Anonymous (NA) 
meetings and to bring a signature from the chairman of those meetings when he or she reports to the 
court.  Group participants see little value in that requirement because it is so easy to find ways around it. 
 

Truthfully, you can have your brother sign it.  Nova House 
 
 

With the ability to perform assessments on everyone taken to the county jail, there may be one option for 
ensuring that those people make the connection with treatment after release.   

 
However, if the required [NA and AA] meetings were held at the jail, attendees would 
have to submit to a urine test and attendance could be verified.  Samaritan Homeless 
Shelter 
 
Why don’t we just have [12-step meetings] at the jail?  They tell you that you have to go 
to the AA meeting.  Make it so you’re going to the jail for the meeting.  Then they will 
know you’re there.   Samaritan Homeless Clinic 
 
If they go to that meeting they going [sic] to drop when they come in. You have to be 
clean when you come to the meetings.  It would make you stay clean. Samaritan 
Homeless Clinic 

 
 
With a CrisisCare worker at the jail, it may be possible for individual attention beyond the assessment 
process. Jail time is one situation where a person is thinking about their addiction and their future.  If the 
interaction with the CrisisCare worker is private, there may be a more helpful exchange. 
 

But I think too, if when you are in jail, I think it might have helped me if you can have a 
one-on-one. You know if you could see a psych. You have to ask for it of course, and 
you’re going to be charged for it.  But I think if a person could just say, ”This is your time 
to have a one-on-one,” without [being on] drugs, everything is going to come out.  
Everything, because those are things you are ashamed of, things you just don’t want to 
talk about.  But that will only happen if it’s private. Samaritan Homeless Clinic 

 
Yeah, in a little quiet area and not out in the open cause some people just ain’t ready to 
air out their dirty laundry.  Samaritan Homeless Clinic 

 
 
Another suggestion of the task force would be to develop pre-treatment services through CrisisCare.  
Unfortunately, few group participants thought it would be useful.   
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[Pre-treatment] programs wouldn’t do nothing [sic] because they would still be using, and 
then they would end up missing group.  They would end up losing their spots, and they 
wouldn’t want to go back and do it all over again.  Adult Drug Court 

 
At that particular time I wanted to get in and get help.  I had to have help before I could 
focus on a group.  Project Cure 
 
‘Cause when you’re on heroine, you can’t just quit it without being deathly ill. Nothing is 
going to help it except being on methadone or suboxone.  Project Cure 
 
 

Note:   
 
While the county’s system is set up to assist residents who do not have the private means to seek treatment, assisting 
residents who do have insurance or are able to pay for the treatment may keep some individuals from becoming the 
responsibility of the county. 
 
Before losing everything, one participant sought treatment from a private provider.  Although covered by an insurance policy 
that would fund the treatment, no doctor would accept the insurance.  They wanted cash payment for treatment.  Paying 
out-of-pocket became prohibitive.  Admission to Project Cure was possible only when the person had lost everything.   

 
I was on Suboxone before.  That worked really good except every doctor that does it wants like $800 up 
front in cash.  They won’t do it any other way, and then they want another $500 cash the next time.    I 
had insurance.  The doctor wouldn’t take any insurance for it -- had to be in cash. He wouldn’t even 
submit it to insurance. But I mean, $800 is ridiculous.  What person can afford that that’s using drugs?  
And then there’s the prescription cost.  Even with my insurance it was $65.00 a month; without it was like 
$400.  Project CURE 
 
It took me two years to get into [Project Cure] because every time I called they would tell me that because 
I had insurance I had to go through CrisisCare.   I would call CrisisCare; they would tell me they couldn’t 
do nothing [sic], that I had to call my insurance company.  I even offered to pay cash. CrisisCare told me it 
would be $150 to go to them,  but no drug user is going to spend $150 to go there and then wait two 
months to get into treatment. When I lost everything, I got right in. Project CURE 
 
 

If this person had been linked with appropriate programs while insured, it is likely that he could have been routed into private 
care. 
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The Link between Assessment and Treatment 
 
 
CrisisCare points you in the right direction and then tells you that it’s on you to do the 
work.  Adult Drug Court 
 

There is often a period of time between the assessment of an individual’s need and an opening in an 
appropriate treatment program.  Some people need that time to prepare for inpatient treatment, but most 
group participants understandably believe that more people would pursue treatment if it were possible to 
send people directly from CrisisCare to a treatment program.   
 

Right before I got caught, I had gone in and talked to CrisisCare about treatment.   My 
intentions were good, but follow through sucked.  Adult Drug Court 

 
As soon as they send you home and say, “Come back on Tuesday,” you are going to go 
home and get high.  You might even die; or you are going to come back on Tuesday and 
you’re going to be high.  Or you are just not going to come back on Tuesday and you are 
going to lose your spot.  Adult Drug Court 

 
If we had more things like CADAS, where there isn’t such a wait, I think a lot more people 
would get into treatment faster.   Samaritan Homeless Clinic 
 
That is a stumbling block having to wait a week or so you know because I know I did I 
just keep continuing to get high you know. Yeah if they do stuff like that then that would 
help you know have them until their bed is ready this is required that you go to a meeting. 
Now it wouldn’t be so hard if they had set up like that when you have your assessment 
and you still got to wait a week you know so they tell you one of the requirements until 
your bed is ready that you go to 2-3 meetings a week.   Samaritan Homeless Clinic 
 
If they can get people from CrisisCare into a rehabilitation center right then, you would 
have so many more people getting clean, I think.   Adult Drug Court 

 
 
Waiting for an opening in a treatment program can be frustrating, but group participants understand why 
such waits occur.  
 

There are just too many addicts and too little space for help.    Adult Drug Court 
 

Like right now with Project Cure, it holds 275 and there are 800 people over there.   Adult 
Drug Court 

 
 
All participants support any efforts to shorten the wait between assessment and treatment.  

 
You know, unfortunately some people are not strong enough to hang and wait.  They 
can’t be that committed.  Even though they wanted it, they can’t be strong during the 
week-long wait.  Then when it comes to your date, you go and check in, some people just 
don’t want to do that.    Samaritan Homeless Clinic 
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You might lose your spot and somebody else might get in; but you don’t get help by them 
sending you away and saying come back.  If you’re an addict, you are not going to do the 
right thing.  Adult Drug Court 

 
 
The link to treatment is often the criminal justice system.  Occasionally, there is some tension between 
people who are referred to treatment from the criminal justice system and those who self refer.  Clients 
who seek treatment on their own think that people who come to treatment as a way of avoiding jail time 
are not as serious about recovery, but are “taking up space” that could be used by people who have not 
engaged in criminal behavior and want to be in treatment. 
 

I was incarcerated.  My PO told me I could go to a treatment center or I could go to 
Marysville for four years. I chose treatment. And it only took a short time. They came on a 
Monday, and I had a bed by Friday. That is how it works.  Nova House  
 
That’s pretty much worked for me. Went to the court system and my probation officer said 
I could do six months or go to a treatment program. I chose a treatment program.  Nova 
House 
 
 

Because treatment facilities have limitations that create the wait for acceptance, in every adult group 
someone expressed frustration about the people who are in treatment but do not appear to be serious 
about their sobriety.   
 

What would help would be getting people out of here that don’t need to be here. I am all 
for people getting better, I am. I really am.  But I hear excuse after excuse in groups you 
know. You walk outside and you constantly hear somebody say, “Do you got any pills?” 
or “I’ve got pills to sell,” or whatever. They need to weed people out. Project CURE 
 
A lot of them have been here for years.  They have been in and out of treatments for 
years and years and they come here just because it’s free.  Project CURE 
 
 

Sometimes, waiting for a spot in treatment becomes an excuse, a reason not to pursue treatment any 
further.   
 

That’s like Project Cure.  We all knew it was there, but they tell you it takes like a month 
to get in there, so you start thinking, [expletive] man, I don’t want to wait a whole month.  
So instead of signing up, you give up.  Then you turn around a month later and you’re like 
[expletive] man, I could have been in there.   Adult Drug Court 
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Detoxification (Detox) 
 
 
Opiate and alcohol addicts should be under medication supervision during detox.  When treatment is not 
readily available, people are instructed to continue to use the substance until entering treatment. 
 

I spent about two years before I went to CrisisCare.  I had my uncle with me and I told 
them how many beers I had been drinking and the seizures and stuff.  [At CrisisCare] 
They told my uncle, don’t let him quit drinking and smoking cold turkey, keep him doing 
his thing until we can get him in detox. They can take care of it in detox.  Nova House 
 
They told me to do what you have to do until you can get over to Project Cure, so I did 
use for that two weeks until I got in there.  Adult Drug Court 
 
 

Although the need for medical supervision is known, it can be difficult to find hospital treatment. 
 

Miami Valley, I have detoxed a couple of times there.  Through CrisisCare for detox you 
get one doctor.  He just tells you to go to CrisisCare.  He doesn’t try to do anything for 
you. The only two hospitals I know that will do anything for you is [sic] Kettering and 
Good Sam. I tried to go to Grandview and they said they don’t take people for detox. At 
Miami Valley, after they have seen you a couple of times, they just send you right out. 
They give you medicine, and eight hours later you go home. I got to a point that I was so 
bad I couldn’t detox in a day or two.  As I am walking out of there I am having twitches of 
my body, start jerking, tensing up.  Nova House 
 
I have been in Miami Valley and Kettering.  One of them got smart with me and acted like 
they weren’t going to see me. They say I can’t keep coming in for withdrawalt and almost 
having a heart attack from the stuff.  They pretty much are sick of seeing me in there.  
And you know, that is a shame.  They don’t do [that to] anybody with cancer.  They would 
still have the same symptoms every time they come in. But they would get treated 
differently.  Nova House 
 
I went to the hospital one night thinking I could get some help for heroin and I told them I 
wanted to kill myself if I didn’t get some help. This was my last resort. They said they 
couldn’t do anything. They said they didn’t detox here anymore. “We can give you some 
Phenergan and send you home. “ Project CURE 
 
Good Sam at one time had a floor/unit for detox--give you some methadone and they 
would fast track you here. That supposedly stopped. Project CURE 
 
Now when you go to the ER it’s for treatment.  Now they used to have it where you can 
go in to the ER, like at Miami Valley, and you could go for mental health or addiction.  It’s 
not like that now.  The only thing you can do now is go in for inpatient if your mentally 
messed up and saying that you want to hurt yourself or somebody else.  Then they take 
you straight up there, and then they will test your urine and see that its drug related.  
Samaritan Homeless Clinic 
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[Hospital personnel] don’t understand addiction.   I have gotten treated very badly, not 
just at one hospital.  This last time I was in Good Sam.  I got a bad blood staph infection 
in the muscle of my back, I was on my deathbed.  It could have paralyzed me, it could 
have killed me. They took excellent care of me. That was the first time they didn’t treat 
me like a dope fiend, a nobody.    The nurses on the floor would take time to sit there and 
talk to me.  Project CURE 

	
  
 
Training hospital personnel in the unique challenges of detoxification from alcohol or opiates would help.  
With an appreciation of the challenges of addiction, it is believed that a detox team would be less 
judgmental and more willing to offer the assistance needed. 
 

When I went through the emergency room, I got treated like [expletive] because I had an 
addiction, and basically was told there was nothing they could do and sent me on my 
way.  Project CURE 

 
They don’t care, they really don’t.  You get more of an attitude. They think all you got to 
do is say no. All you have to do is look at the chart; my name is not Nancy Reagan. If I 
could just say no I would.  I promise you I am not coming in here because I like you all 
poking and sticking me.   Nova House 
 
They keep psyche doctors at all the hospitals on every shift. Why can’t you keep some on 
that takes care of drunk and detox. Why can’t you have a case worker here to help you 
get out here.  Nova House 
 
They got oncology wards, renal wards, they have different areas of the hospital to deal 
with terminal diseases, I think hospitals could initiate a type of detox treatment plan and 
help people get a move on the next step when you are in coming out of the hospital.    
Nova House 

 
 
Reestablishing the Fast Track program at Project Cure would allow people with opiate addictions to enter 
treatment more quickly. 
	
  

Like for heroine, maybe if you can’t get into Project Cure right now, we can start you on 
your methadone and start getting you on that faster.  Faster is better.  Adult Drug Court 

 
 
Linking people with appropriate detox care is one goal of the task force, a goal that will be facilitated by 
training jail staff about the specific needs of addicted persons.  Having personnel with knowledge of 
addiction at the jail could help solve some problems at that facility. 
 

Also what might help is maybe if they do some educational programs for the workers in 
the jail, the officers that work in the jail. That way they get more awareness, more 
compassion with understanding addictions. And make sure they have to have so many 
classes and be certified and that way they have the proper knowledge.   Samaritan 
Homeless Clinic 
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Out of all the facilities I have been in--jails, hospitals, clinics, places I have been to during 
my years of addiction or getting into trouble-- Montgomery County Jail is the worst place 
for someone.  The fake nurses and paramedics are so heartless. They don’t care. They 
don’t understand withdrawal can be detrimental. It can kill you.  Project CURE 
 

When people with alcohol and opiate addictions enter the jail, there appears to be little or no medical 
oversight of their detoxification. 

 
You know there has [sic] been two people in Montgomery County [Jail] that passed away.  
One was a young girl.  But they didn’t do nothing [sic].  This baby kept crying to them that 
she wasn’t going to make it; this was going on 24 hours. If you try to talk to [jail 
personnel], they said, “Go lay down.” When addicts come in here, you all treat us like 
dogs. We are human beings like you all human beings.  Project CURE 

 
You ain’t getting help for withdrawal.  They just let you lay there on the cot.   Samaritan 
Homeless Clinic 
 
If you are in [Montgomery] County [Jail], you just detox right the on the bunk. If you have 
seizures, it can take 24 hours to see the nurse.  Nova House 
 
 

Some attention to people who are jailed and in the detoxification process is appropriate, but not 
likely to occur. 

 
If you are arresting someone for heroin, you know he is using, you are looking for track 
marks. They can put him in a cell and get him the attention, but they don’t.  They just 
throw them in general population.  Nova House 

 
We had a couple of guys come in on heroin and they let them plop on the floor naked.  
They are either hot or they’re cold, they are taking the trash can throwing up. It’s coming 
out both ends. It’s a disaster. You would think the county would put them in a cell, but 
when you are coming off heroin, they just don’t care.   Samaritan Homeless Clinic 

 
 
Another challenge at the jail is maintaining the medicinal needs of inmates.   

 
I hear about people that have been in Montgomery County Jail that have been on 
medication for years.  They go to jail and they tell them they can’t have [those 
medications] here. I have never heard of anybody being able to go over a doctor’s head. 
When a doctor prescribes you something, they should never be able to take away your 
medication.  Nova House 
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I went to county for unpaid tickets. I get drunk and I don’t know what I am doing half the 
time.  I had to sit down there for 30 days, or actually 19 at Montgomery County. They got 
me my medicine for the first week and a half I was there.  I was taking like 5 or 6 pills at a 
time.  My dumb father … was two cells over from me. He got bailed out. I was getting 
meds and when they called my last name they gave me the wrong pills.    They gave me 
his meds.  They were giving me stuff that I wasn’t on.  They gave me his heart pills, blood 
pressure pills…   I said “Shouldn’t I see a nurse?   I don’t know what all he is taking.” The 
CO came back and said, “That is your fault buddy.”    Nova House 
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Treatment 
 
Just as each person’s addiction is unique, each treatment program has unique strengths and 
weaknesses.   

 
The MonDay program is behavior modification. It’s a lock down facility. I still to this day 
utilize certain things that I learned there about my own behavior. I mean, you need to 
change your way of doing things.  I learned a lot, even though I hated every minute of it.   
Samaritan Homeless Clinic 
 
I hear people say, “Send me to prison rather than to go to the MonDay program”. I don’t 
know what the deal is with that place.  Adult Drug Court 
 
 

The structure of most treatment programs can be a difficult adjustment.   In spite of the challenge, group 
participants appreciate the need for the structure in their lives. 
 

It teaches you structure. You know that you have to be on time, like for a job. You can’t 
be late for work. You give yourself enough time to be at work on time. It’s all included in 
the structure because we need to be taught all over again. I’m 48 years old and I need 
direction.     Samaritan Homeless Clinic 
 
At first I was like the other people, like, “Man this program is some bull.  They just trying 
to make us jump through hoops.” But actually, you have to take responsibility for what 
you did because it’s nobody’s fault here but yours, and this program really helped me 
understand that.  Adult Drug Court 
	
  
When I first started this program I thought there is no way I can do all this [expletive], like 
be down here every Monday. I can’t go to five meetings a week, be in court every 
Thursday and have a job. There ain’t no way I can do that [expletive]. But you know 
what?  It has taught me to be responsible and keep all my appointments.  I can do that. 
When I am not running around looking for drugs and making money, it’s amazing how 
much time I got.  Adult Drug Court 
 
 

Although they appreciate that some structure is necessary, it seems to be too stringent in some cases. 
 
My girlfriend that was my roommate in CADAS was a minute late and they made her stay 
up in jail for 24 hours. That messed her mentally because she had been doing so good.  
You know we already have low self esteem, low self worth; and we’re trying.   Then just 
one little minute, and all the good goes out the window.   She ended up going back using 
and now she is in another program.  Samaritan Homeless Clinic 

 
 
A challenge faced by many people in treatment is trying to stay in the program long enough to feel that 
they will be able to maintain sobriety on their own.  Both inpatient and outpatient treatment needs to be 
delivered at the frequency and intensity needed by each client. 
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At CADAS , I know you can get an extension there. It is not a problem. They have an 
extension for another whole 28 days, and they help you get into a halfway house too.  I 
haven’t had anybody here address where I would be going when I leave here.  Nova 
House 
 
When I came in here I told them I am interested in a long period of treatment.  I have 
been using for 30-something years.  Twenty-eight days is just about enough time for me 
to get good and healthy, but if I get out then, I’ll [do drugs again].  Nova House 
 

 
There are problems with the access to therapists in some programs.  In some cases this is simply the 
result of case load.  In other situations, it is a reflection of the program design. 

 
There are not enough counselors for how many clients there is [sic], so you are not 
getting the type of counseling that you need.  I have been in and out of here. This time for 
me was different.  Being in residential, the counselors didn’t have as many clients.  I got 
more time and I worked on a lot of issues and stuff, where I was never able to get to that 
here in outpatient. The residential counselors don’t have as many [clients] and they can 
focus and deal with the stuff you need to work on.   Project CURE 
 
My husband comes here, and this Monday was the first group that he has come to -- the 
first group that wasn’t cancelled -- for 6 more weeks.  Project CURE 
 
I would try to get another counselor, but they are all over-worked.  There are not enough 
counselors in this place.  It’s just not big enough to handle the clientele that is here.  
Project CURE 
 
When they cancel, it’s a problem.   You cannot do it on your own. Whether you are on 
methadone or not, you need group.  You have to deal with issues that keep you out there 
using because you don’t want to keep feeling the pain, the shame, and the guilt. Project 
CURE 
 
I am sure there are times when you want to go and knock on your counselor’s door and 
talk to them for a few minutes, but they are just bombarded with everyone else feeling the 
same thing. Project CURE 

 
How much time do you spend with your therapist? Has anyone spent any one-on-one 
time?  I have been here 19 days, and I probably spent 45 minutes with the guy.   Nova 
House 
 
My treatment plan states that I am supposed to have [a session] once a week. I have 
been here, this is my second week.  I went to mine and told her I needed to talk to her. 
This is almost a week ago.  Last night I asked her if she remembered.  She said, “I wasn’t 
going to chase you down.”  You didn’t have to; I came and ask [sic] you to talk to me 
when you had time. You didn’t have time right then. So that is not you chasing me down, 
that is you responding to my request.   Nova House 
 
 



402 a p p e n d i x Q

	
  

Personally I think mine would have been better if he came to me once a week and asked, 
“Do you need to talk about anything?  Do you have anything that we need to discuss?” At 
least give me that option. In 30 days, I have actually sat down with him twice.   Nova 
House 

 
 
At least one program appears to be addressing the issue effectively. 
 

I’m in the W.I.L.L. program. You get a lot of attention down there. The counselors, it’s like 
a hen house.  I don’t think I could have really done as well at this point without being in 
that program. I started the end of August and I am already in Phase 3.  If you have a 
problem, you knock on their door. They get you in immediately. If they are with someone 
else they say, sit down and I’ll get right with you. They address everything--everything 
possible--in group, and you are in group three days a week.  Project CURE 
 
 

The way people feel about the involvement of family in the treatment process is unique to each 
individual. 
 

I have family but I don’t have the support. Yes my family loves me, but I have done so 
many things that it’s going to take a long time for [the support] to come back.  They don’t 
understand. They are in denial and don’t understand addiction, so I had to build a support 
system outside my family. Project CURE 
 
I don’t want [my family] here. That’s my personal opinion. It’s none of their business. 
Nova House 
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Leaving Treatment  
 
When completing either inpatient or outpatient treatment, the transition back into the “real world” can be 
difficult.  Prior to treatment, many group participants had been living with other substance abusers, and 
release means returning to that environment.  Others move from the structure and safety of a treatment 
program to life with little structure or support.   
 
The struggle begins as a person tries to extend inpatient care. 
	
  

I have been walking around in circles.  If I’m not approved [for extended inpatient] 
tomorrow, I am out on the streets. I have been trying all week to get in a halfway house.   
Nova House 
 
I was just now processed to go into the Booth House in case [I don’t get into Nova 
House’s transitional program], but I would rather stay here.  I am more comfortable with 
this facility.  You just can’t get anybody to say what’s going on.  What if they walk up to 
you and say, “Sorry we didn’t get your extension”?  You’re just out; out on the street.   
Nova House 
 

 
For some people in inpatient treatment, as a release date draws near, the worry about where they will go 
after release creates stress.  This is complicated by confusion about aftercare options. 

 
I came here after I lost everything.  I had nowhere to go.  I came here with the intention of 
going into a halfway house.  I had a choice of going into Women’s Recovery, Nova 
House, or CADAS.   I chose Nova House because it had a halfway house.  Then I get 
here to find out that people that get into the halfway house mostly come out of the 
penitentiary and they are not trying to mix us up with them. They should have told me 
that.  Nova House 

 
 
Exacerbating the problem is that there are too few transitional housing options, and trying to find an 
opening is difficult. 

 
Recovery Center has a transitional housing when you leave there. They have their 
houses where you can share a house with other people and get ongoing treatment.  They 
used to have things like that here, but not now. Nova House 

 
 
One way to ease the transition out of inpatient care would be to have people attend NA and AA meetings 
in the community while still in treatment.  
 

If you can go to outside meetings while still here, you can find where you might want your 
home group, so when you don’t show up someone may call you up and say, “What’s 
happening? You didn’t show up.”  Nova House 
 
They want us to have a sponsor, but you can’t find a sponsor if you are not out where 
sobriety is at. They tell you to get numbers from in here, as far as females, because there 
aren’t many females that come to the meetings here.   Nova House 
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Attending outside groups would also help people to learn the culture of the 12-step program before 
release. 
 

I relapsed in September, so this is my second time through treatment.  I went to a lot of 
outside meetings.   When you’re a newcomer and go to outside meetings, they just tell 
you to sit and don’t talk, just listen.  It’s for your benefit, so you can get some time and 
some experiences of strength and hope.  They don’t do that at the groups in here so 
when you go to an outside meeting someone may just tell me to sit down and shut up, till 
you learn something.  I am going to get my feelings hurt.  And that’s going to make me 
never to go back to a meeting.   Nova House 

 
 
Another way to facilitate success after inpatient treatment would be to streamline the way people access 
community resources. 

 
Like we need housing, we need clothes, we need housing things, but there’s not one 
agency.  Everyone wants to refer you to this person and that person.  If we had one 
agency, I think that would help a lot.  When I get out of here I am going to need housing.  
There is no one agency to deal with. [Nova House] wants to send me back to Daymont, 
Daymont says you are with Nova House so let them deal with it.  It is just back and forth.   
The left hand doesn’t know what the right hand is doing. It’s like that with all the agencies.  
Nova House 

	
  
I have to wait until I get an income to get housing.  That’s where I am stuck. They told me 
I had to stay here in order to get housing.  In order to get my housing, I have to have my 
income.  I can’t leave without my medical so I can have my meds out there.  I am going to 
be having problems out there without my meds.  If I don’t have the income, they can’t put 
me back in the lodging.  Even if it is only 2 or 3 dollars a month, they won’t give it to me--
even if I had the money--if I don’t have an income.  Nova House 
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Repeat Offenders 
 
Montgomery County has implemented the Drug Court model in both the adult and juvenile courts.  This 
model was offered as the best practice to address the issue of repeat offenders. 
 
 
Adult Drug Court 
 
Almost everyone who took part in the group of adults in the Drug Court program believes the expansion 
of that program would help to further address recidivism among substance abusers in Montgomery 
County. 
 

I have a six year old son, he just turned six in December, and he looks at me a lot 
differently. I can do more stuff with him now. We go places now. I never smoked around 
him. So when I smoked he never was around, so I wasn’t spending the time that I was 
supposed to.  Now that I quit, I can be around him more. We can do more things. I can 
run around the park with him all, all that stuff.  To me that is a better high than weed, 
cocaine, and alcohol.   I don’t think if it was for this program. I don’t think they would be 
worse but they wouldn’t be going the way they are going now. To me everything is going 
perfect now. I get more time with my son, I’m working, taking care 
of the bills like I’m supposed to.  Adult Drug Court 
 

 
Being arrested was the low point for many of these participants, a point that allowed them to seek 
treatment-- something some wanted but were unable to do on their own. 
 
 It’s not like I didn’t want to quit, I couldn’t quit.   Adult Drug Court 
 

I prayed to God that something would happen, that I would get arrested or something to 
stop me from heroine; and then not only do I get arrested, I get this opportunity to go 
through this program.  And my felony will come off my record, too.       Adult Drug Court 

 
I needed this program. I needed them to put me in the county [jail], someone to look after 
me. I needed 100% of the help.  Adult Drug Court 

     
 
The Drug Court program not only links people to treatment, it helps individuals develop a variety of 
resources within the community.   
 

I would have never gone to an NA or AA meeting, but they made me go in and now I will 
probably never quit going.   Adult Drug Court 
 
I did not even know CADAS existed until I got in this program and got sent there. That 
program has really helped me too.   Adult Drug Court 
 
 

While the people who took part in the program were helped, they are quick to note that not everyone has 
found it so. 
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It’s just like any other program, anything in life.  You are only going to get out what you 
put in. I know there are tons of people in this program that can’t wait ‘til their time is up so 
they can get high again.  As soon as they don’t have to drop, they’re getting high. But 
some people really want to get straight.     Adult Drug Court 
 
This program introduces us to a better life. This is like a gateway to a better life out there. 
You have to decide, do you want to choose this, or not?     Adult Drug Court 
 
My buddy’s got one conviction.  He didn’t have to come to drug court.  He just got a 
regular probation officer.  He’s already off probation and using [drugs] again. The 
probation officer he had [urine] tested him twice, and he was using the whole time.  He 
was like, “Man you got it so much rougher than I did.   I got off easy.”  Nah man, I am the 
one that got off easy cause he is still using and I’m not.  But this wouldn’t have worked for 
him.  No way.  Adult Drug Court 
 
 

Would the adult drug court model work for repeat offenders?  Group participant thought the success rate 
would be similar to what they see among their peers. 

 
Remember, there are a lot of people in the program that don’t feel like us. They feel like 
the program is a bad thing and [drug court staff] are just here to be at your throat just 
because they feel like they got all the authority to tell you what to do. That’s what a lot of 
people feel like.  Adult Drug Court 
 

But for the people who took part in the group, Drug Courts have been successful. 
 

This program made me responsible. I have a job. I got back in school. I just looked at 
what I would have to do in jail time, prison time if I get in trouble. I got 3 years prison time 
over my head. So I do what I have to do. I pay my court costs.  I just stay focused.  I drop 
clean. I don’t use anymore.  Adult Drug Court 
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Note:   One of the very few complaints people had about the Adult Drug Court program has to do with stringent regulations 
around regular urine testing when someone is unable to provide a specimen. 
 

Let’s just say like four months straight and they are dropping clean the whole time and this one particular 
day they can’t drop. They consider that as dirty and you go to jail.   Adult Drug Court 
 
One thing about drug court that I think should be changed is that when you go in there and you can’t pee 
right at first and they give you a dirty urine.  Someone has worked hard and stayed clean, and then they 
can’t pee. That could change your whole outcome.  You could say “(Expletive) now I’m going to jail so I 
might as well go to party.”   Adult Drug Court 
 
For some people, it’s hard for someone to use the restroom with someone standing over them watching 
them.  Then if you don’t use the restroom they give you a dirty and you go to jail.  That just throws a 
person. You could have been on a good track and that just throws you off track because I know I’m clean, 
but I just couldn’t pee right then.   Adult Drug Court 
 
 

What is the remedy?  
 

Just let you go out in the hall, drink some water, and let you come back and try again.  Adult Drug Court 
 
Just give you maybe 15 minutes.  Adult Drug Court 
 
 

The importance of needing to provide clean urine leads many to consume liquids so that they will not have a problem 
providing a specimen.  However, when the individual is made to wait before providing the urine, there can be problems. 
 

There was one time that me and two other girls come in here and [staff person] made us sit for over an 
hour. I have seen people pee themselves in here. I have seen people in tears because they made us wait 
that long.  If we can’t drop we are considered dirty. I’m sorry, regardless of what the  issues are,  we are 
people.     Adult Drug Court 
 
Yeah people drink all this water so they can use the restroom but then you have to hold it. And sometimes 
when they have a speaker we have to hold it even longer. It can be really bad.  Adult Drug Court 
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Juvenile Drug Court 
 
The young people who took part in the Juvenile Drug Court group were less impressed with the program 
than adults were with the Adult Drug Court. 
 
Like adults, these people started abusing substances at an early age. 
	
  

I started when I was 12 or 11.  Juvenile Drug Court 
 
 
These young people believe that the majority of their friends abuse alcohol, marijuana, and/or drugs.  
There is significant pressure to take part, in fact the pressure is so great that participants believe some of 
their peers lie about alcohol and drug use to achieve status.  

 
They think it is cool to just smoke, just because everyone else does. Most people don’t 
know how to smoke. They smoke [just] ‘cause.  Juvenile Drug Court 
 
They drink just to be cool.  Juvenile Drug Court 
 
Most of the time people are saying they are not, and they are doing it.  Juvenile Drug 
Court 
 

 Everybody I know is on drugs, socially.   Juvenile Drug Court 
 

 
A significant difference in the finding of people in the adult drug court and juvenile drug court programs is 
that involvement in the program is not something these young people feel they chose, they felt forced to 
take part.  It was not something many wanted. 
 

I hate coming up here every Monday. They make me mad. I never wanted this.  My mom 
made me.  I never wanted no [sic] part of this.  Juvenile Drug Court 
 
Yeah, if I had a choice, I should be on probation; this program is bull.  Juvenile Drug 
Court 
 
 

In fact, there was some pride in believing they have found ways to circumvent rules of the program and 
finding ways to continue drug and alcohol use without being detected. 
 

I don’t smoke no more. I drink from time to time, I ain’t going to lie. I just know how to 
work my way around it.   Juvenile Drug Court 
 
I smoke because I am a party man, always in the club. I just be partyin’. I pop pills, I take 
shots. Juvenile Drug Court 
 
You have to know when to smoke and what to smoke. If you smoke some dope, you 
might as well give it up. If you drink and then drink some water, you’ll be good.   Juvenile 
Drug Court 
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I have been smokin’ some dope everyday for the past week. I ain’t been caught yet.  
Juvenile Drug Court 
 
 

These young people do not believe the Drug Court program is successful.  In fact, they seem to think that 
few participants actually graduate. 
 

I have been in the Drug Court program for a year. I have seen four people graduate.  But 
I’ve seen one hundred, two hundred go to jail.   Juvenile Drug Court 
 

 
These young people do not seem to believe that their current behavior, the behavior that landed them in 
Drug Court, will affect their adult life.  They believe that the fact that they are still juveniles protects them 
from any repercussions.  There is a typical teenage view of life, that what they do today will have no long-
term negative effects on their lives. 
 
At one point a young man said that he rarely attends high school. 
 

I skip school all the time. I cuss my teacher out all day long because she was bein’ a bitch. 
I’ll probably just flunk out or quit.   Juvenile Drug Court 
 

 
However, when asked about future plans, the same young man said he was planning to go to Ohio State 
University. 
 
Finding a program for young people is a challenge.  In the group held at the Samaritan Homeless Clinic, 
participants expressed the struggle they had trying to find help for their children and grandchildren who 
are involved with drugs.  Sometimes the parent is sober at the time, sometimes not, but there is a desire 
to stop other family members from ending up with an addiction or in jail. 
 

Do you know [what] they told me with my son?  I went to juvenile court; I went 
everywhere.  They looked at me and said, “When he commits his first crime we will help 
you ma’am.”   Why couldn’t you have helped when I asked for it, when he was at the age 
of 14?   Every door was slammed in my face with my son. My son still has 3 more years 
and when he walks out, he has done 18 years of his life over crack cocaine.  But if they 
had reached out to me then, who knows?    Samaritan Homeless Clinic 
 
Even if they could tell parents where to go instead of telling you it’s going to be five 
thousand dollars to put him in [treatment].  Most parents don’t have that kind of money; 
but if you want to stop this crime before it effects other people, you better be getting 
some interventions, because they are younger and younger starting out.  I have seen it 
with my own eyes on East Third Street: 12, 13 and 14 year olds in the alley with a pipe in 
their mouths.  Samaritan Homeless Clinic 

 
Just like the last five times that [my son] got arrested.  They knew it was drug related. 
Nothing was ever said, nothing was ever ordered. This kid goes and gets an assessment 
from CrisisCare and they just kept turning him loose. Samaritan Homeless Clinic 
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Employment 
 
With the national unemployment rate at 10 percent, the challenge of finding a job with anything but a 
spotless record is difficult.  With a felony conviction, the search is nearly impossible.   
 
While the Adult Drug Court program will keep a felony conviction off the record of program graduates, it is 
on the record while the individual moves through the program.  If the participant’s record remained clean 
as long as he or she fulfilled all program requirements, it may be easier to find a job. 
 

The only thing I think needs to be changed is the whole felony thing.  They want you to 
have a job, but on a lot of back ground checks they see your felony.  I think they should 
[show the felony on your record] if you mess up and get kicked out of drug court.  Then 
the felony should be on your record. But if you stay good and are doing what you’re 
supposed to, then never even put the felony on your record to begin with.    Adult Drug 
Court 
 
‘Cause they want you to have a job but it is hard to get a job with that felony on your 
record.  Adult Drug Court  
 
My buddy is a manager at Kroger and he said that all the jobs that they used to give to 
older people or high school kids, like baggers, are people who have college degrees now 
doing that. So me with a felony, I don’t stand a chance.  Adult Drug Court 

	
  
	
  
Young people in the Juvenile Drug Court would like to work, but only if the job pays more than minimum 
wage. 
 
 Yeah, I want a job but not a minimum wage job; a good job.  Juvenile Drug Court  
 
 
 
Transportation 
 
An ongoing challenge for people while in treatment and after release is transportation.    Since many lose 
driving privileges as a result of their addiction, finding ways to sessions required by the court, treatment, 
or aftercare can be problematic. 

 
That is something they could give you when you leave treatment. Give you a 30 day bus 
pass, so you have the opportunity to get around, to get employment and then you can 
buy your own pass.   Nova House 
 
Yeah, and you could go back and forth to meetings with the bus pass.  Nova House 
 
Then you can find people to help you get back and forth to the meetings.  Nova House 
 
You might find work there; somebody might know someone that is looking for work.   
Nova House 
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The biggest problem is transportation.  Many times we get into situations like this where 
people have lost their license. They are not allowed to drive.  But still, they want you to 
make all these meetings.  Nova House 
 
That is a problem.  I don’t have any income.  I am going to be on my feet looking for a 
job. Well it’s my fault, but I assure you all the walking I am going to be doing is looking for 
a job.    Nova House 
 
 

While a bus pass would certainly simplify things, some group participants argued that it is not a necessity 
for sobriety. 

 
Get your ass in the car and get to a meeting. I have no sympathy.   Nova House 
 
I have walked in a pouring rain to get to a drug house.  You can walk to a meeting.   Nova 
House 
 
Alcohol costs a lot more than a [bus] pass.   Nova House 
 
	
  

The Police 
 
Many homeless people struggle not only with the basics of survival, but with the burdens of chemical 
dependency.  With those two factors, they are likely to deal with the local police with some frequency.  
Clients of the Samaritan Homeless Clinic expressed some problems they have felt during those 
encounters. 

 
I have a point I would like to make about the police department.  When they come out, it 
would help if they wouldn’t be so brutal to us.  If you’re saying you need help, it would 
help if they would be more considerate.  Like, I’ve watched them tase my grandson five 
times on a misdemeanor for not appearing.  They are brutal towards you. They have this 
attitude, especially if it’s a girl working the streets.  They act like she’s a piece of crap. 
Like she doesn’t deserve to be living, and that’s not true, you know. We all got our 
demons. We all got our skeletons in the closet.  But when the police department treats 
you like a piece of [expletive] you know, it’s like you know they are against you.   But if 
they would be more compassionate it would help.  I think that would be a big help for our 
society.   Samaritan Homeless Clinic 
 
Your own police department needs intervention and when you go to jail--I know I’ve been 
in jail they still treat you like a dog and dirt.   Samaritan Homeless Clinic 
 
Even if they would say, “I’m taking you to CrisisCare instead of jail.” Officers know that 
we are addicts and alcoholics.   They know us.  Samaritan Homeless Clinic 
 
But we choose to be out there and they chose to be police officers and they have a job to 
do.  But it would help if there could be more education for some other police officers to 
really let them know that we just don’t have a moral deficiency, we suffer from a disease. 
All of us are not bad people.  Samaritan Homeless Clinic 
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However, there are some officers that are compassionate and try to be helpful. 

 
I’ve had bad experiences with police officers, but I’ve had surprisingly some 
compassionate policemen.  Samaritan Homeless Clinic 
 
They treated me with a little compassion.  They tried to get me to safety and whatnot. 
They arrest me too for disorderly conduct but. . .    Samaritan Homeless Clinic 
   

 
Appreciating that the police officer faces challenges as well, some homeless folks appreciate that the 
interaction between police and homeless people is the responsibility of both parties. 
 

Well the only way the law is going to be in your life, if you done did something to have the 
law in your life.   Samaritan Homeless Clinic 
 

 
 
 
Closing 
 
The recommendations offered by the Montgomery County AoD Task Force are generally on target.  To 
pursue those goals will not only result in cost savings to the county, but will provide many residents with 
services that will save their lives.   

 
 

Recovery: it’s like a job. You have to work hard at it.   Samaritan Homeless Clinic 
 

	
  
 
Diane M. Lawrence, President 
Submitted February 24, 2010 
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