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ACQUISTTIONT

PREFACE

Throughout the late 1960s and early 1970s, Federal agencies
dealing with the problem of drug abuse focused their attention
almost exclusively on urban areas. However, there was increas-
ing concern expressed that drug abuse in rural settings was a
different phenomena from that encountered in the cities.

A study was initiated by the National Institute on Drug Abuse
(NIDA) to provide a description of the structure and function-
ing of a sample of rural or nonurban programs and, in addition,
to describe some of the innovations developed within these
programs to deal with the umiquely rural aspects of the drug
problem they confronted. This report, based on that study, is
intended to share the concerns and the initiatives of rural
program planners, administrators, and staff with their colleagues.

Special thanks are due to the Directors and staffs of the non-
urban drug programs visited for their cooperation in making
this study possible.

Rebecca Sager Ashery, D.S.W.

Services Research Branch
Division of Resource Development
National Institute on Drug Abuse
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NONURBAN DRUG ABUSE PROGRAMS:
A DESCRIPTIVE STUDY

INTRODUCTION

In 1974, the Directors of several Single
State Agencies expressed their concern that,
while data was being amassed concerning urban
drug abuse programs, there was little infor-
mation concerning rural programming (Hesse
1974). It was their feeling that the rural
drug abuse problem was different than the
urban one and deserved separate attention.

This view was elaborated in a 1975 survey of
eight selected rural drug abuse programs
conducted by the Perth Amboy General Hospital
(New Jersey Division of Narcotic and Drug
Abuse Control). The survey explored several
important areas of difference between rural
and urban drug programs, and suggested that
aspects of the drug problem and the responses
to that problem varied between rural and
urban settings. Although this preliminary
study revealed relevant data on rural problems
and the characteristics of rural drug abuse
programs, its findings and implications were
limited by the time and sampling constraints
under which it was conducted.

As a followup to the New Jersey study of
eight programs, the Services Research Branch
of the Division of Resource Development,
National Institute on Drug Abuse (NIDA),
decided to initiate an enlarged study. Since
the Bureau of Census definition of "'rural"
was not used in the selection of programs

for the study, the alternative term "nonurban"
has been used in this report.. The study was
designed to collect data on the structure and
functioning of a large sample of nonurban
programs and to collect descriptive informa-
tion with regard to creative initiatives in
nonurban programming.

It is important that the descriptive nature
of the study be emphasized. The study did
not contrast urban and nonurban programs,
nor did it formulate or test hypotheses.
Nor do the programs selected constitute a
representative sample of nonurban programs.
As will be described, the site selection
procedures favored programs that were be-
lieved to be the more successful ones in
nonurban areas.

The specific objectives of the investigation
were:

1. To study current systems for
implementing prevention programs
and delivering drug abuse treat-
ment services to nonurban areas.

2. To identify those elements within
existing delivery systems which
impede and which facilitate the
delivery of effective prevention
and care to the nonurban drug
abusers.

3. To describe inmnovative elements,
ideas, or practices discovered in
nonurban programs.

Structure of the Report

This report will begin with a description
of the METHODOLOGY used in conducting the
study, followed by a selection on FINDINGS.
The last section of the report, PROGRAM
CAPSULES, contains brief sketches of ini-
tiatives designed to extend or enhance -
services.




METHODOLOGY
Definitions

As the study was being initiated, it became
clear to both NIDA staff and the research
team that the definition of rural used by
the Bureau of Census--towns with populations
of 2,000 or less--would severely restrict
the scope of the study and exclude most of
the programs of interest. Therefore, it was
decided that programs would be eligible for
study if they served clients residing in
towns of 25,000 or less, regardless of where
the programs were headquartered. To avoid
confusion with the census definition, it
was decided that the broader term of '"non-
urban'' would replace the word '"rural'' for
purposes of this study.

Design Overview

The study employed a two-wave survey of non-
urban drug abuse programs. In Wave I, 59
programs from all parts of the U. S. were
visited to obtain basic descriptive data

on the program and the coommity. In Wave
II, 20 of the original 59 programs were
visited again to gather additional data and
to examine those program elements which
might prove useful to other nonurban drug
abuse service units.

Program Selection Procedures

In the sampling approach used, an effort
was made to identify the umiverse of non-
urban drug abuse programs. Next, that
wnliverse was narrowed to a candidate list
of 200 programs. Finally, 59 program sites
were selected. The following paragraphs
summarize this selection process.

To compile a master list of existing non-
urban drug abuse programs, all Single State
Agency Directors and State Education Direc~
tors were contacted by letter and asked to
identify and recommend possible study sites.
In addition, all HEW Regional Drug Abuse

Program Coordinators and Office of Education

Training Center Directors were contacted for
suggestions. Other sources used to compile
the master list were NIDA nonurban grants
and contracts, nonfederally funded nonurban
drug abuse treatment programs, and programs
known to the Office of Education.

Once this master list of programs was com-
piled, a candidate list of 200 programs was
developed. This list reflected two major
sampling concerns which carried through to
final site selection: namely, to strike a
balance between treatment and prevention
programs, and to have geographical repre-

sentation, In addition, each program on the
candidate list was recommended by more than
one source as appearing to be successful.

The majority of the programs available for
study w-re outpatient drug free, although

a special effort was made to seek out and
include =ethadone maintenance and therapeutic
communi.,” programs. While such programs are
prevalent in urban areas, they appear infre-
quently in nonurban settings.

Based on these various criteria, 59 programs
were finally identified for site-visits and
for inclusion in this study. These programs
were visited at two different times during
the contract study, as described below.

Both treatment and prevention programs
selected for study were drawn from all
regions of the country (table 1), The
Midwest supplied the largest number of pro-
grams (19), followed by the Southeast (12)
and the Southwest (10). The large majority
of programs visited were classified as treat-
ment only (26) or treatment/prevention com-
binations (26). Only seven programs were
classified as solely prevention.

Commumity Size and Population

The populations served by the program were
spread across a median catchment area of
5,000 square miles, often described as having
poor roads and adverse weather conditions.
While a cross-section of ethnic groups were
represented in these commmities, including
Hispanic (9.6 percent), black (5.6 percent),
and Indian (1.4 percent), the vast majority
were white (82.6 percent).

The population density of the areas in which
programs were located was highly variable,
but typically low (table 2). The average
density was 64.6 persons per square mile,
with a range from .67 persons per square
mile to 357.4.

Data Collection Procedures

Wave I site visits were conducted by research
staff from January 1976 to July 1976; Wave
IT site visits from March 1976 to October
1976. During Wave I, programs were visited
for a period of two to four days, depending
upon program size (client volume, number of
satellites, etc.) and complexity, Wave II
visits were made for a period of two to
three days. Data were collected in semi-
structured interviews with the program
director and/or designated staff member.
During Wave II visits, staff also inter-
viewed several key individuals in the commu-
nity to gather additional data and to
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TABLE 1
TYPE OF PROGRAM BY REGION

Region Treatment Prevention Treatment/Prevention Total
Northeast 3 0 4 7
Southeast 7 1 4 12
Midwest 6 1 12 19
Southwest 7 2 1 10
Northwest 1 1 3 5
Far West 2 2 2 6
TOTAL 26 7 26 59
TABLE 2

POPULATION DENSITY OF COMMUNITIES SERVED

Persons Per Square Miles Number of Programs®
0-10 15
11-25 7
26-50 12
51-100 10
101-200 8
201-400 4

*Missing data on three programs.

corroborate information collected in the ming as quality of records, staff develop-
program. ment, quality of service components, manage-
ment procedures, linkages with other commu-
The Wave I report form included the following nity agencies, etc. These ratings were used
information: primarily to select Wave II sites.

@ General program information and history

e Demographic information from client
records

e Service components

¢ Staff activities and development

@ Program organization

o Transportation

# Finances.

The Wave II form was designed to 1) provide
documentation on potentially promising pro-
gram capsules; 2) provide additional details
on community-program relationships and link-
ages; and 3) fill in gaps in the Wave I data.

Implications of the Methodology

By design, the sampling strategy used was
oriented toward a purposive selection of
programs, based on program type, location,

The site-visit teams used a five-point scale
to rate programs on such aspects of program-




and reputed effectiveness; it did not employ
a random selection of programs or clients
within carefully defined strata. Therefore,
there is no effort made to describe programs
sampled as representative of a nonurban pop-
ulation. The study was descriptive, not
evaluative. It camnot provide conclusive
evidence that any particular approach was
more effective than any other.

Despite these limitations, the programs
selected for study do depict some of the
dynamics and problems of the nonurban setting

and offer suggestions for program initiatives.

FINDINGS
PROGRAM TYPE

As stated previously, the majority (52) of
programs were either treatment (26) or treat-
ment/prevention conbinations (26). Seven
programs provided prevention services only.

Of these program types, 33 delivered services
to alcohol and drug clients; while 26 pro-
grams delivered services exclusively to drug
abusers (table 3).

TABLE 3

Methadone maintenance, detoxification, and
residential care services were rare in non-
urban areas, as compared to urban areas.
(The two methadone maintenance programs
studied were the only two such programs
identified as serving nonurban commumities.)
This finding is difficult to interpret.
Either there is a relatively low volume of
nonurban clients in need of these approaches
to treatment, or those in need have migrated
to urban areas where the services they seek
are available.

Staff Size and Caseload

Most of the programs were small. The major-
ity had fewer than 10 paid staff members
(median staff size is seven), and only six
program staffs exceeded 20 members.

The mean client load for treatment programs
was 89; residential and inpatient programs’
averaged 20.7 and 20.6, respectively.

Program Funding

Tho average amount of funds received by the
programs for fiscal year 1976 was $128,803,

PROGRAM TYPE BY PROBLEMS ADDRESSED

Crim. Justice &

Problems Addressed Treatment Treatment/Prevention Prevention Total

Drugs Only 11 14 1 26

Primarily drugs,

include some

alcohol clients 11 6 4 21

Alcohol and Drugs

Separate Components 1 2 2 5

Primarily alcohol, but

accept drug clients or

have a drug service

component 3 4 0 7
TOTAL 26 26 7 59

Program Settings

The most prevalent treatment setting was out-
patient drug-free (N=45), a finding which

parallels that found in the New Jersey survey.

There were three programs classified as
residential treatment; two programs classi-
fied as inpatient (detoxification); and two
programs classified as outpatient methadone
(table 4).

although a majority received under $75,000.
Funding for individual programs ranged from
$13,000 to over $1 million, with the Federal
and State Governments the major funding
sources (mean = $107,109). Only one program

in the study sample of 59 received no Federal
or State money.

Funds from client fees, Title XX, and other
third-party reimbursements comprised the

next largest source of support (mean = $39,937).



TABLE 4

PROGRAM SETTING

Outpatient Drug-free
Residential

Inpatient Detoxification
Outpatient Methadone
Prevention

TOTAL

45

59

Only 16 programs received money from one or
more of these third-party sources, Virtu-
ally all fee schedules were based on a
sliding scale adjusted to the clients' in-
comes; however, since most clients were able
to pay only minimal amounts, little revenue
was generated from such fees.

Local funds were received by 38 programs,
but in dollar amounts this yielded the
smallest amount of funds (mean = $17,973).
It is often difficult for programs to ob-
tain local contributions from the commmity
and the local government because of the
small local tax base in nonurban areas which
are typically economically poor, This prob-
lem also inhibits obtaining funds from State
and other local sources, which usually re-
quire matching funds from the commmity.

CLIENT CHARACTERISTICS

Thirty-nine programs classified their clients
as primarily nonopiate multiple drug users.
Six programs reported that a majority of
their clients were primarily heroin users,
while the remaining seven programs treated
alcohol abusers. (The seven programs re-
maining out of the total of 59 were preven-
tion programs.) This supports an earlier
study (Services Research Report: ''An
Investigation of Rural Drug Abuse Programs,"
NIDA 1976), which found that 8.1 percent

of the clients seen in rural programs re-
ported heroin as their primary drug of
abuse, as compared to 65.7 percent of urban
clients.

Primary Drugs of Abuse

The primary drugs of abuse among outpatient
drug-free clients are shown in table S.

The most comaon primary drug category is
marihuana, followed by amphetamines, alcohol,
and barbiturates/sedatives/tranquilizers.

If one disregards the client with a primary
problem of marihuana abuse, the most preva-
lent primary drug problem among nonurban
treatment clients in this sample is ampheta-
mine abuse. The Ns in the results presented
below varied as a function of the availability
of the data. Moreover, because the vast
majority of the treatment programs in the
sample were outpatient drug-free programs,
the detailed presentation of client data is
confined to the available data from the out-
patient programs.

Data usually were derived from treatment
caseloads current at the time of the site
visits. In instances where current data
were not available, data derived from pre-
vious monthly or yearly (1974-1976) averages
were used. All data analysis was based on
raw data and total client Ns were derived
by summing across all programs for which
data were available.

Client data from alcohol programs with very
few drug clients were omitted from all anal-
yses., Also, caseloads in alcohol service
components were not included. When inter-
preting these data, one must be mindful that
the drug use category is based on the drug
used most frequently. This schema was the
only way in which most programs maintained
data. However, the reader is reminded that
programs reported the vast majority of their
clients were multiple drug users, rarely
confining their use to a single substance.

Age by Primary Drug of Abuse

Table 6 displays the current age of clients
by primary drug of abuse for the eight pro-
grams from which these data were available.
Most programs maintained data on primary
drug of sbuse and age separately; only eight
programs had combined this data. Based on
this sample, an analysis of the age data



TABLE 5

PRIMARY DRUGS OF ABUSE IN OUTPATIENT
DRUG-FREE TREATMENT POPULATIONS

Primary Drug % of Clients N

Marihuana 33 514
Amphetamines . 20 315
Alcohol 13 203
Barbiturates/Sedatives/Tranquilizers 12 191
Heroin/Other Opiates 10 153
Hallucinogens 7 117
Inhalants 2 26
None 4 67

Note: Total Client N=1586 (based on data from 16 programs).

alone (raw totals) reveals that the nonurban
clients are quite youthful--62 percent are
under 21 years of age, while only 4 percent
are over 35 years of age. The age trends
detected in this sample parallel those found
in the earlier NIDA study.

This table indicates differences in drug
abuse patterns among age groups. Most clients
under 14, and 30 percent of the 14 and 15
year old clients, are not using drugs; they
are referred primarily by the criminal justice
system for truancy, petty theft, etc. This
finding suggests that, in this age growp,

the selected nonurban programs are treating
behavior disorders rather than substance

abuse alone.

Clients from 14 through 19 use marihuana and
amphetamines for the most part, with some
barbiturate and heroin use apparent in the
19-20 group.

For clients in the 19-35 year old range, the
pattern is distinctly different. . Among
these clients, heroin is predominant, with
amphetamines a close second.

Clients over 35 tend to abuse alcohol, bar-
biturates, sedatives, and tranquilizers.

Thus, according to the data from these eight
programs, amphetamine and marihuana use
characterize the teenaged clients; barbitur-
ates and heroin use increase in the young
adults$ use of alcohol, barbiturates and

other sedatives characterize middle age.

Summary Client Prof_ile

Additional characteristics of outpatient drug
free clients are displayed in table 7. The
majority of clients are males who are either
employed or in schocl and for whom the treat-
ment experience is their first. Sixty-two
percent of the clients have a history of
arrest and 32 percent are referrals from the
criminal justice system.

In the three residential treatment programs
(total- client N=62), 45 percent of the clients
are primary amphetamine abusers, 18 percent
are primary users of barbiturates and other
sedatives, 16 percent are primary users of
marihuana, and 14 percent are primary opiate
users. The majority (85 percent) of these
residential clients are males; 57 percent

of the clients were referred by the criminal
justice system.

Two of the programs in the sample operated
short-term inpatient facilities within a
commity mental health center. Most clients
in those programs are users of multiple non-
opiate drugs. Sixty-five percent are males;
25 percent are criminal justice referrals.

The two methadone maintenance programs studied
treated mostly Mexican-American heroin abusers,
who tended to be poor and unemployed. The
majority of these clients are male (88 per-
cent) and are voluntary admissions.

-
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TABLE 6

CURRE.([ AGE OF CLIENTS BY FRIMARY DRUG OF ABUSE
FOR OUTPATIENT, DRUG FREE TREATMENT POPULATIONS

PRIMAYY DRUG OF ABUSE

= o) o ] o Q , o] 4
5§ gE 5 E g § 0§ gf B
g 5 S S BE g B Lb = B
E E g ) SR o 3 R a B Total
& 5.9 = § B¢ B ¢ EE 5
Client o »:-: B 8 oy E B S 7 No. of
Age ® G ot a B 2 é Clients
e @ 3
@
Under 14 73%(16) 0O 0 0 0 0 4% 0 14%(3) 4% 45(1) 22(100%)
14-15 30%21) 3%(2) 1%(1) 3%(2) 7%(%) 0 18%(13) 0 16%(11) 11%(8) 11%(8) 71(100%)
16-18 7%(17) 2%(5)  2%(5) 2%(4) 10%(24) 5%(13) 22%(56) 1%(4)  28%(67) 13%(35) 5%(13) 243(100%)
19-20 2%(2) 12%(11) 1%(1) 4%(4) 14%(13) 3%(2) 34%(31) 4%(4) 13%(12) 12%(11) O 92(100%)
21-25 4%(6) 23%(34) 6%(9) 4%(0) 12%(18) 3%(4) 20%(30) 1%(2) 11%(16) 14%(21) 2%(3) 149 (100%)
26-35 3% 30%(26) 7%(6) 1%(1) 14%(12) 5%(7) 23%(20) 2%(2) 7%(6) 3%(3) 1%5(1) 87(100%)
36-45 12%(2) 6%(1) 6%(1) 44%(7) 12%(2) 19%(3) O 0 0 0 0 16 (100%)
Over 45 0 0 8%(1) 38%(5) 8%{1) 46%(6) O 0 0 0 0 13(100%)

*Total Client N = 693 (based on data from 8 programs),




TABLE 7

ADDITIONAL CHARACTERISTICS OF
OUTPATIENT, DRUG-FREE CLIENTS

% of Clients

Unempioyed (not in school)

Employed or in school, G.E.D. or
vocational training program

First treatment experience
History of arrest
Male

Nonvoluntary CJS referral

41

59
66
62
68
32

It should be noted that residential and meth-
adone maintenance programs appear to be rare
in nonurban America; they were included in the
sample only because a concerted effort was
made to find examples of these treatment
approaches,

Program Services

Table 8 displays the types of services found
among the 59 programs visited. As is appavent
from the table most programs offered more

than one service.

Virtvally all of the types of drug abuse
treatment and prevention services existing
in the urban setting can be found in non-
urban programs. In general, program staff
reported that differences occur in the bal-
ance among types of services provided and
that modifications are sometimes made in the
treatment approaches to reflect specific
neonurban needs.

Prevention

As with the drug abuse treatment services
provided in nonurban areas, community and
school-based prevention activities tended to
mirror those found in urban commmities.
Nonurban program staff reported that gaining
entrance into school systems to provide di-
rect treatment services (e.g., counseling)
to students is difficult. Drug abuse pro-
gram staff characterized school personnel as
more comfortable with drug education curricula
and teacher training components than with
school-sponsored intervernition and treatment
activities.

10

PROGRAM STRUCTURE AND OPERATION

In an attempt to provide a range of services
to either large geographical areas or dis-
persed populations, nonurban programs have
developed a variety of organizational struc-
tures differing from the wnitary program
structures seen in many urban programs. These
alternative structures include the establish-
ment of multiple facilities, affiliation with
commmity mental health centers, and member-
ship in "umbrella' organizations.

Multiple Facilities

A number of programs operate secondary and
ancillary facilities which are staffed on a
full or part time basis, Twenty-six of the
59 programs have multiple facilities to serve
substance abusers. Table 9 presents the num-
ber of programs having secondary and ancillary
facilitles. Secondary-service facilities are
program~operated facilities providing one or
more services on a full-time basis. The
secondary-service facilities are located away
from the main or primary-service facility and
may not offer the range of services provided
in the primary-service facility. Ancillary
facilities provide services on an ongoing
part-time basis. An ancillary facility may
offer the same or fewer services than a
secondary facility. Both secondary and ancil-
lary facilities are often referred to as
satellites and are usually located throughout
the target area. Twenty-six (46 percent) of
the 57 programs for which data are available
operated more than one facility.




TABLE 8

PROGRAM SERVICES

Service Program N
Individual, Outpatient Counseling 45
Family Counseling 26
Offender Counseling 6
Criminal Justice Diversion 27
Crisis Intervention/Referral 13
Residential Care 3
Inpatient Detoxification 2
Qutpatient Methadone Maintenance 2
Conmunity Presentaticns/Workshop 30
Alternatives to Drug Abuse 21
In-Service Teacher Training 17
Law Enforcement Personnel Training 7
School-Based Drug Education Rap Sessions 10
School~Based Problem Solving Groups 5
Parent Education Courses 9

TABLE 9

NUMBER OF PROGRAMS HAVING SECONDARY AND ANCILLARY SERVICE FACILITIES

Secondary Service Facilities

Ancillary Service Facilities

No. Programs No. Facilities No. Programs No. Facilities .-

40 0 33 0
4 ‘ 1 8 1
7 2 2 2
2 3 4 3
1 4 3 4
1 5 2 5
1 8 1 7
1 14 1 11

1 16

1 21

1 25

*based on data from 57 programs,

11




The typical service model consists of rotating
drug counselors who provide service at the
satellite clinics on a regular basis (e.g.,
one afternoon at each clinic). Larger drug
programs sometimes have designated staff
whose primary function is to travel regularly
among the satellite clinics. Another plan
in use by several of the programs visited is
to hire part-time drug abuse staff who are
residents of the communities in which the
satellite mental health clinics are based.
According to those program directors favoring
this approach, it eliminates the time and
expense of staff travel between service sites
and increases commmity involvement in the
program's services. However, if a counselor
is from the immediate commumity, anonymity
and objectivety can cometimes be lost if
client and counselor have known each other
previously and the potential client may be
hesitant to come to the agency for help or
may be less than candid in his/her commmi-
cations.

The purpose of the satellite clinic delivery
system is to extend services to clients with-
in the catchment area who might otherwise be
unable to undergo counseling on a regular
basis because they lived far from the pro-
gram's primary site.

Although the concept has gained wide accept-
ance, there are also certain problems exper-
ienced by programs with part-time satellite
operations. A substantial amount of staff
time is tied up in traveling to and from
ancillary sites. This decreases the amount
of time available for working with clients
and, as a direct result, the cost per client
served at ancillary satellite sites is greater.
Also, it is often necessary to tightly sched-
ule counseling sessions to allow for staff
travel time to and from the site. This
"stacking' of clients is a hardship on
counselors and may affect the quality of
service, Another problem that occurs with
satellite operations is that professional
communication among counselors and supervision
suffers because counselors are dispersed and
often work alone. This isolation decreases
the opportunities for case consultation and
other important day-to-day interchange neces-
sary for staff motivation and professional
growth,

Community Mental Health Centers

A second method for reaching a limited number
of drug clients while reducing the cost of
separate facilities is affiliation with an
existing community mental health center (CMHC).
Twenty-five (42 percent) of the 59 programs

12

studied in this project were affiliated with
(MHCs .

CMHC affiliated drug programs vary in the
degree of their integration with the mental
health delivery system as indicated by sever-
al characteristics: (a) whether or not they
are physically located within the mental
health center; (b) whether they have addi-
tional service delivery facilities located
outside the mental health center complex;
and (c) the extent to which drug clients
receive specialized services or receive the
same services as other mental health clients.,

As can be seen in table 10, there are 12
drug programs affiliated with commmity men-
tal health centers which are physically
located within the CMHC facilities and have
nio additional separate facilities. In these
12 programs, all treatment units are self-
contained and staffed by drug specialists.
Drug clients are usually not integrated with
mental health clients for services.

Six programs housed one drug outpatient unit
within the center and located an additional
unit or other program components in a sepa-
rate facility; in five programs, all program
services were housed separately from the
CMHC. Although these programs fimction as
physically independent entities, administra-
tion and oversight reside with the CMHC
itself,

Drug clients were integrated with mental
health clients for service in only two of
the 25 programs.

The following advantages of integration with
the mental health delivery system were re-
ported by the mental health affiliated pro-
grams included in this study:

e Drug programs enjcy a professional
treatment image and enhanced credi-
bility because of their inclusion in
a recognized mental health center.

e The stigma of drug abuse tends to be
reduced through the association of
drug treatment with other "people
helping" services provided by the

e Paraprofessional staff can benefit
from the experience and skills of
CMHC staff through participation in
their training programs and case
conferences.

® Programs have accessibility to psy-
chiatric evaluation, therapy services,




TABLE 10

INTEGRATION OF MENTAL HEALTH CENTER APFILIATED PROGRAMS

Type of Program

How Integrated Treatment Treatment/Prevention  Prevention Total No.
Programs

Program housed within

(MHC, Separate drug umit 8 4 0 12

Outpatient umit housed

within CMHC. Additional

facilities separately

located 2 4 0 6

Drug clients integrated

with MH clients--no

special services 2 0 0 2

All drug program

facilities housed

separately from CMHC 1 3 1 5
TOTAL 13 11 1 25

and specialized consultants on an
almost immediate basis.

e Mental Health can provide matching
fimds.

e The drug program located within the
mental health delivery system inherits
an already established client care and
client recordkesping system.

Three disadvantages reported by CMHC affilia-
ted drug staff were:

e While identification with a CMHC may
be positive in terms of commmity
acceptance, it may also represent a
trading of stigma. Potential clients
may not want the association with
"mental disorders" or emotional problems.

e Integration with mental health services
may weaken the specialized treatment
function of drug staff.

@ The recordkeeping system to which the
program falls heir may be unnecessarily
complex and not suited to a drug pro-
gram's needs.

Umbrella Administration and Combined
Service Approach

Two other approaches to multifacility organi-
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zation are the use of an umbrella administra-
tion and the use of a combined service
approach. Only two programs studied used
either one of these approaches.

The umbrella administration that was located
consists of a central office and affiliation
of seven local guidance clinics covering a
five county area. Although each clinic
exists as a separate organization, the cen-
tral board consists of two representatives
from each clinic. The central office offers
a wide range of administrative, technical,
fiscal, and other advisory services to the
menber clinics. Grant management, adminis-~
tration, employee benefits, government
funding solicitation, and information/data
systems are some of the more significant
functions performed by the central office
personnel, which vesults in considerable
economy and time savings for the various
clinics.

In the combined services approach, there is -
a central intake unit which performs the
initial client assessment and programming
and coordinates the various services to
which the client is referred. Whereas the
umbrella organization provides similar ser-
vices to different populations in different
locations, the conbined services agencies
provide different services (e.g., alcohol
treatment, probation counseling, mental
health services, etc.) to one population




and one area. This prevents duplication and
fragmentation of services. In addition, the
one central intake unit and central coordina-
tion of client case-management allows for
integrated services specifically designed
for each client.

While the umbrella and combined services
approaches received favorable reports from
their participating agencies, high costs
($140,000-$200,000 annually) and resistance
to cooperative efforts were cited as substan-
tial obstacles to their establishment and
operation.

MAJOR PROGRAM PROBLEMS

The problems discussed in this section came
both from responses to the direct open-ended
question regarding the major problems the
program had encountered in its history and
from the specific mention of problems as
respondents described particular facets of
program operation. Results from the open-
ended question are displayed in table 11.

The majority of programs reported that lack
of acceptance from the commmity was their
major problem. The number of responses in
this category illustrates both the concern
with community support and the level of re-
sistance encountered.

Obtaining funding was cited as a serious
problem by 20 programs. Although approxi-
mately half of the programs studied charge
client fees, these contribute only a small
amount to the program's fimding base.

Many of the programs cited lack of staff
experience and poor management as significant
problems, Sixteen of the programs visited
reported that poor management was a problem.
Twelve programs reported that there was
little supervision from the director, that
there was little sense of authority regarding
accountability, and that the quality of
counseling suffered from lack of supervision
and case management.

As noted above, most of these programs had
small staffs., Five programs reported that

. they had major problems due to understaffing.
With small full-time staffs, programs in
these areas rely heavily on the use of part-
time staff and volunteers or filled positions
through the Comprehensive Employment and
Training Act, Public Service Employment
Program (CETA/PSE).

Sixteen programs reported difficulty in hiring
experienced staff members. Low salaries,
undesirable locations, and lack of opportuni-
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ties for personal development and career
advancement were suggested as causes.

Another problem reported by the majority of
programs was lack of training funds to pay
for travel and outside consultants. In this
same vein, a number of programs reported that
there were no training resources available
within their areas. '

As noted above, the lack of acceptance from
the general community and/or from community
agencies was the most frequently cited prob-
lem by nonurban drug programs. This lack of
acceptance was often seen as stemming from
denial of a drug problem by the commumity,
by apathy, or by resistance to the establish-
ment of treatment activities. Programs often
began operations with less threatening pre-
vention/education activities combined with
concerted public relations efforts.

Transportation was expected to be a major
problem, yet only eight programs volumteered
that it was. Although in many cases there
were immense distances between satellite
facilities, most programs served the popula-
tion within a ten-mile radius of either the
primary or satellite facility. It should be
noted that many programs had no strategies
or funds to support transportation pools or
outreach efforts to those people living be-
yond the ten-mile radius from the facility.
Outreach was usually confined to the immediate
service area.

The Federal Funding Criteria

As shown in table 12, 36 of the drug programs
stated that they were covered by the Federal
Funding Criteria (FFC); 11 more were covered
by State standards which supersede the FFC.
Eight of the program directors interviewed
openly stated that they were in noncompliance
with the FFC; 22 of the 36 programs covered
by the FFC reported having problems in meeting
the criteria. Some directors are misinformed
and do not realize they can obtain exemptions
to the FFC; others are aware of the process
but consider the paperwork too bothersome.
Many of the programs have aﬁplied for and
received exemptions, and others have requests
pending.

The major problems stem from the Federal
Funding Criteria requirement for physical
examinations, urine screenings, and extensive
laboratory tests, generally viewed by treat-
ment program staff as umnecessary for the
drug abusers who are not addicted and who are
usually in outpatient, drug-free treatment
modalities, There has been a change in these
requirements since the study was conducted.




TABLE 11
MAJOR PROBLEMS REPORTED BY PROGRAMS

Program Type
Major Problems Treatment Treatment/Prevention Prevention Total
N=24 N=25 N=7 N=56
External
Lack of acceptance from
the general commmity 14 14 5 33
Lack of acceptance from
commmity agencies 15 16 3 34
Lack of referrals to
program 6 4 1 11
School system resistance 2 5 2 9
Funding 5 . 11 4 20
Transportation 4 4 0 8
Local political problems 1 4 1 6
Other miscellaneous
external problems 4 4 ~ 4 12
Internal
Understaffing 3 2 0 5
Lack of staff experience 7 7 2 16
Poor management 8 6 1 15
Other miscellaneous
internal problems 7 5 1 13
TABLE 12
PROGRAMS COVERED BY THE FEDERAL FUNDING CRITERTA AND STATE STANDARDS
Treatment Preventioit Treatment/Prevention Total
Programs covered by ‘
the FFC 19 2 15 36
Programs covered by
the FFC and reporting ;
problems with FEC 11 1 10 22
Programs covered by
State Standards ' 17 2 20 39
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Laboratory testing for clients in outpatient
programs who orally use amphetamines, seda-
tive/hypnotics, inhalants, marihuana, cocaine
(nasal), hallucinogens and opiates (excluding
methadone programs) is now to be performed
at the discretion of the program physician.

Other criteria, difficult to meet because of
the small staff size of many nonurban pro-
grams, include the hours of operation and
amount of counseling time per client per
week. Meeting the matrix requirements is
often reported as difficult by nonurban
programs--matrix slots cannot always be
filled and if funds are reduced, outreach
and other services must be curtailed.

SUMMARY OF FINDINGS

The findings from this study confirm the

New Jersey and NIDA studies in suggesting
that the nonurban drug abuse treatment client
is different from his/her urban counterpart.
The clients of nonurban treatment programs
are typically young, with marihuana, amphet-
amine, and alcohol problems predominating.

The types of services delivered by nonurban
programs are generally the same as those in
urban areas, with modifications to meet
particular nonurban needs.

The majority of the programs in nonurban areas
are outpatient drug-free. Residential and
methadone maintenance programs are rare.

Twenty-six of the programs visited have
sateliite facilities in order to deliver
services to clients geographically dispersed
within their catchment area.

Although 25 of the 59 programs studied were
affiliated with (MHCs, the majority of them
function as separate units either housed
within or located outside the mental health
facilities.

Major problems reported as adversely affect-
ing service delivery were lack of commmity
acceptance, difficulties in obtaining funding,
and internal problems involving staffing

and poor management.

Study Implications

The study suggests that the types of nonurban
drug abuse problems which most frequently
require attention are different from the
urban ones and do require flexible responses
from the Federal Government. The exemption
process of the Federal Funding Criteria allows
for such flexibility and nonurban programs
should be encouraged to use the system.
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The study indicates that the responses to
the nonurban problems have varied from the
efforts that have been developed to deal
with the abuse problems in the urban areas.
What follows in the next section are some
exanples of creative ways in which some non-
urban administrators and staffs have dealt
with the complexities of their local drug
abuse problems and limited resources.

PROGRAM CAPSULES

The rural study revealed that programs use
a mumber of solutions to problems in an
effort to maximize paid staff time, respond
to hard-to-reach clients, and generally con-
front the obstacles. involved in nonurban
programming. The program capsules which
follow are not intended as nonurban models
or guidelines. They do constitute brief
descriptions of existing program practices
which other nonurban program staff might
find helpful.

TRANSPORTATION

In many nonurban areas, particularly those
served by satellite facilities, public trans-
portation may be inadequate or umavailable,
This means that many clients are unable to
receive treatment with the frequency dictated
by their problem or, in some cases (e.g.,

the adolescent too young to drive), may not
be able to participate in prevention, treat-
ment, or rehabilitation services at all.

Program Capsule: Volunteer Transportation
Pool

To reduce this problem, one program visited
during the study established a volumnteer
transportation pool. The pool consisted of
a large group of commmity volunteers who
used their own cars to drive neighbors to
and from the program.

The program administrator recruited the
drivers through personal requests made to
local civic organizations and to the PTA,

By creating a large pool, each volunteer
carried a reasonable driving load, a factor
which assured a firm commitment to this
voluntary effort. Moreover, the program
reimbursed each volunteer for mileage incurred
while driving clients, a feature which makes
this service attractive and feasible for its
participants.

When the pool started, the program adminis-
trator took responsibility for organizing
drivers and riders. As the program matured,
a volunteer assumed the role of transporta-
tion coordinator. Now the pool operates




independently, providing a needed service
cost-effectively and without draining valu-
able staff time for administrative duties
and supervision.

PUBLIC INFORMATION

Many nonurban programs consist of a one to
two person staff whose time must be care-
fully allocated to meet client needs. Yet,
there is a need within their commmities to
provide consistent drug abuse information
on a regular basis to a dispersed population
with whom staff contact is necessarily mini-
mal. In addition, staff in such circumstances
need to learn more about the concerns of the
community in order to guage more accurately
the nature and extent of the local drug
abuse problem.

Program Capsule: Drug Colum

To resolve this problem, two nonurban pro-
grams each initiated a question and answer
colum in their local high school newspapers
to disseminate accurate drug information
and to answer questions about drugs and
behavior. The keys to the column's effect-
iveness seems to lie in its integrity and
format. Prior to beginning the colum,
approval was obtained from the school prin-
cipals involved, At that time, the authors
explained that some of the issues raised
would be controversial but, to respond to
students’® needs, it was essential to answer
these difficult questions fully, although
not sensationally, With the principals’
endorsements, the colums discuss those
sensitive subjects (drug effects, sex, etc.)
which concern the student population.

Anonymous questions are accepted, so that
strict confidentiality is preserved. The
question and answer format enables the authors
to respond to problems directly and pro-
fessionally. The emphasis is on straight-
forward discussion in which the facts speak
for themselves.

While no solid measures of colum effective-
ness exist in either of the two programs
using this approach, interest in the columm,
as evidenced by the number of questions
received, remains high. Once reader response
is stimulated, their questions provide the
framework for each article, and often one
question will require the entire colum to
answer.

This approach is viewed so positively in the
two commmities visited that the concept has
been expanded to a drug/alcohol abuse and
parenting colum for the local newspaper.
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INFORMAL INTERVENTION

Since there is a shortage of formal social
service agencies in many nonurban areas,
opportunities for intervention may be lost,
especially for that segment of the population
which is not involved in school or the tra-
ditional civic or social organizations,

Program Capsule: People Helpers Workshop

To expand the number of informal interven-
tion and referral points in a small commmity,
the drug prevention component of a commmity
mental health center developed a People
Helpers Workshop to educate barbers, hair-
dressers, bartenders, waitresses, and others
who may work in a situation where they are

in contact with people with substance abuse
problems,

Working with the local Jaycees, the drug
component organized potential 'people
helpers' into a volumteer planning committee
to devise an informal intervention plan to
reach people in need. Based on the kinds

of problems raised by the committee, the
drug component designed a five-session work-
shop for people helpers to improve skills
in:

e Understanding the effects of drug and
alcohol

e Basic counseling/empathetic listening

e Identifying appropriate local resources
for help with specific problems

e Understanding the legal questions in-
volved in intervention

e Recognhizing when a patron's problem is
so severe that immediate assistance is
required.

Each workshop lasts for two hours and is
offered one evening a week for five weeks.
The workshop is free of charge and since it
uses a commmity building (charges are paid
by the Jaycees) and recruits volunteer
specialists to supplement the drug staffs'
resources, the cost to the drug component
is minimal. While no formal evaluations
have been conducted, the response from the
participants has been enthusiastic.

INSUFFICIENT STAFF

Many drug abuse programs suffer from limited
funding and staff availability. For drug
programs in small towns and rural areas,
locating specialized staff or supporting




the additional clerical positions necessary

to meet requirements for new sources of
revenue can be especially acute.

Program Capsule: Program Staffing Through
CETA Funds

A valuable source of staff for nonurban drug
abuse programs are Public Service Employee
monies (Title VI of the Comprehensive Employ-
ment and Training Act: CETA).

The Public Service Fmployment program is
designed to provide public service jobs to
the wemployed. Funds are awarded to State
and local governments--to the CETA Prime
Sponsor--who, in turn, can supply them to
virtually any public service agency to hire
staff for one year. Although funds are
limited, several drug abuse programs across
the Nation have used these fimds to support
staff at medium and lower level positions,
particularly in the clerical area. While
funds are awarded only to governments serving
populations in excess of 100,000 people,
several counties may foim a consortium to
become eligible for the funds. Programs
interested in pursuing this source of support
should contact the chief elected official

in the area--the governor, mayor, chairman
of the Cownty Board of Supervisors--or the
CETA Prime Sponsor directly.

Program Capsule: Retired Senior Citizens

An especially interesting aspect of one pro-
gram was a State-supported component called
Seniors-at-Work. These older citizens work
20 hours per week and are paid $200 per
month, In order to be eligible for this
program, an individual must be 55 years of
age or older and retired. Programs visited
used seniors to provide services useful in
the rehabilitative aspect of the treatment
regimen and in the daily operation of the
program. = Seniors served as bookkeepers,
accountants, and fundraisers, and trained
clients in auto and machine repair, account-
ing, typing, and other skills useful in
obtaining employment.

Program Capsule: Use of VISTA Volunteers

Vista volunteers were recruited by an out-
patient counseling program to provide tutor-
ing services to clients interested in obtain-
ing a high school graduate equivalency
diploma (GED)}. The program could not afford
to hire additional staff to provide ancillary
educational services; therefore, it turned
to Vista, The volunteers selected offered
help to learning-disabled clients, as well

as more traditional; remedial tutoring in

math.

Program Capsule: Volunteers in Corrections

Volunteers in Corrections (VIC) is a non-
profit organization dedicated to the rehabil-
itation of substance abuse offenders. The
primary goal of VIC is the prevention of
crime through the reduction of the pressures
which may lead parolees and those on proba-
tion into criminal activities. The program
is staffed by trained volunteers who estab-
lish a support-friendship relationship with
an assigned client for the term of his/her
probation or parole and provide services
such as employment placement and assistance
in finding recreation-social alternatives.
The clients served by VIC have all had drug
or alcohol charges or convictions.

This local Volunteers In Corrections program
exists within a coordinating agency for sub-
stance abuse service agencies.

The core staff of volunteers is managed by
a coordinator who, under the direction of
the State Department of Probation and Parole,
screens, trains, and assigns citizens from
the commmity to supervise and coumsel on a
one-to-one basis those adults placed on pro-
bation or parole by the courts. There are
currently 154 volunteers involved in VIC,
some of whom are professionals who are able
to provide counseling services to clients.
The services the volunteers are equipped to
perform include:

o Counseling

e Assistance in obtaining employment,
housing, legal aid, recreational and
social alternatives

e Help with personal financial management.

The VIC program had a $28,000 budget for
1976, which includes approximately $9,000
donated in-kind in the form of ACTION and
CETA workers. 'The primary funding comes
from a State LEAA grant. Office space and
telephone service is provided to VIC by the
coordinating agency of which it is a part.
Volunteers In Correction has been in exist-
ence for over four years and is accepted and
approved by adult and juvenile courts and
probation and parole officials.

COORDINATING LOCAL RESQURCES

In rural as in urban commmities, there are
a number of substance abuse clients who need
and/or are served by the variety of social
service and criminal justice agencies.




Often, these clients must visit several loca-

tions to receive services and, more critically,

the agencies providing help may be unaware
of the clients' multiple-program involvement
or, if aware, may be unable to coordinate
these services into one meaningful rehabili-
tation plan because of logistical problems

or differences in approach. Focusing
treatment under these conditions is difficult
and valuable resources are wasted in duplica-
ted intake and counseling hours.

Program Capsule: One-Door Combined Services

One nonurban substance abuse program decided
to capitalize on the ''limitations' of its
location to institute one-door, combined
services for its clients. Since the total
number of clients was low and there were
only a small muber of public and private
social service and criminal justice agencies,
the substance abuse program promoted the
concept of pooled rather than separate
services.

Briefly, the objectives of the combined
service were to:

e Coordinate all services needed by
the substance abuser

e Cooperatively develop one comprehen-
sive treatment plan

o Designate one primary staff person to
oversee total case coordination and
followup.

Since each service available (alcohol, men-
tal health, probation, etc.) was established
in its own facility, the one-door program
opted for a central intake location where
representatives of each contributing agency
could participate in screening, diagnosing,
and formulating an individual treatment plan
for each client. Because numbers of clients
are relatively small (an average of 250 per
month), joint intake not only improved the
initial client evaluation and determination
of the primary problem area, but it meant
that representatives from several agencies
could staff a case if the client required it.
Thus, a client's trestment team could con-
sist of a substance abuse counselor, a
psychologist from a private mental health
agency and a probation office, if appropriate.

The one-door combined services project is
both independent of any one agency and embed-
ded in all of them. It operates under the
auspices of an advisory board comprised of

a representative from each participating
agency. A percentage of each agency's
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budget is allocated to the service and the
board pools these funds and then redistri-
butes them to support the one-door project.

By staffing a central intake unit with staff
from each agency, the agencies avoid indivi-
dual hiring of costly specialists., For
example, since the mental health service
contributes a psychologist, the substance
abuse program does not have to hire one.
Also, because the psychologist is involved
in screening, evaluation, and treatment plan
development, cross-agency coordination is
built in at the very begimning, so the treat-
ment plan is comprehensive and focused on
providing the client with the maximum concen-
tration of interest.

In addition to meeting the clients' direct
needs for assistance, the one-door project
compiles a single intake form and maintains
central case files which contain complete
program and client activity records. Not
only does this fimction reduce and remove a
significant portion of the recordkeeping
burden from each agency, but it enables the
advisory board to examine centralized case
records and hold agencies accountable for
client progress.

The combined services probject has been eval-
uvated by its State Law Enforcement Planning
Commission. The Commission concluded that
the project had met its objectives for com-
prehensive client treatment plans and central
case files. Morever, it noted that the de-
mand for services was increasing and that
"the multiagency approach properly coordina-
ted does foster new and immovative methods
of dealing with the problems at hand."
Finally, the evaluation concluded that the
one-door combined services project was
"client-oriented, not agency-oriented."
Providing the client with the best possible
services to assist in overcoming his/her
substance abuse problem has been the prime
objective, overriding the "turf protection"

tendencies usually so prevalent in bureau-

cratic organizations.

SCHOOL~BASED PREVENTION

In a aumber of nonurban areas, young people
live several miles from one another or from
traditional sources of supervised recreational
activity and concomitant opportunities for
role modeling, decisionmaking and developing
sound judgment in a peer group situation
(e.g., Scouts, church followship, etc.)
Prevention efforts, other than the public
information variety, are difficult to mount
because they cannot reach sufficient numbers
of youth to justify their cost. Despite




“this, hcwever, nonurban areas believe there

is a need to provide prevention-related pro-
grams aimed at these youth, whose use of
alcohol and drugs appears to be increasing.

Program Capsule: Teacher Workshops

Ir a small town in the Southeast, a preven-
tion program is addressing the problems
underlying drug abuse through a series of
innovative workshops for teachers, with

the idea that the consolidated school system
offers the one common contact point for the
area's widely dispersed youth population
and teacher-training is the most cost-effec-
tive vehicle for assuring that tools helpful
in working through problems will be commumi-
cated to students on a regular basis.,

The primary goal of the teacher workshops is
to prevent drug abuse by helping young people
achieve a more positive self-concept. Tea-
chers are trained through 20 or 30-hour
workshops, in the subject areas of self-
esteem, communication skills, coping skills,
values clarification, and decisionmaking,

to increase their personal self-esteem and
to learn to use techniques useful in helping
students raise their self-esteem. The
teachers, who range from elementary to high
school teachers, are taught to integrate
these techniques in the normal curriculum
and to understand how their intelligent use
can increase teacher effectiveness. The
workshep sessions are described as "inten-
sive participation sessions' and use
specially designed materials for the commu-
nity‘s population, which is largely working
class.

Following attendance at the workshops,
teachers participate in a one-year project
designed to assist them in implementing
newly learned skills in their classrooms.
The teachers receive technical assistance
from the drug program staff throughout the
year, including followup training, class-
room observation, and identification of
problems.

An inducement for teachers to encourage
their participation has been built into the
program, By successfully completing the
workshop series, teachers receive renewal
credit toward their certification require-
ments from the local community college.

Conducting the workshop program requires
about 26 hours of staff time on a weekly
basis: eight hours for actual workshop
participation, eight hours of workshop
planning and organization, and two hours
for teacher/principal consultation. The
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amual cost of the teacher workshops is
approximately §$23,500, which includes staff
salaries, overhead, and supplies. This work-
shop program is funded primarily by the
State, with a substantial contribution from
the United Fund. In addition, the program
has a contract with the commmity college

and receives funds for offering the workshops.

The program staff has found that the most

effective way to sell the program is to work
directly with the principals and superinten-
dents, rather than the school district staff.

The program staff uses two primary strategies
to gain cooperation of the schools. The first
is to use personal one-to-one contact on the
school principal level and the second is to
call on the program's advisory board. Both
appear to be effective in this commmity, as
indicated by the program's three-year history
of operation and support.

In terms of impact, program evaluation re-
sults show an increase in both the teachers'
and students' self-esteem as a result of the
workshops, but no measure of increase or
decrease in drug abuse among the students

is available.

Program Capsule: Commmity School

Disturbed by a survey depicting high rates
of drug and alcohol use among its elementary
and secondary school students and reports
that truancy and vandalism were on the rise,
a rural commmity decided to operate an
alternatives program for all members of the
commmity using the facilities and resources
of the local school system.

The objectives of the Commumity School Pro-
gram are:

o To provide youth with recreational
and learning experiences outside the
school-day activities

e To stimulate and promote commmity
interest in its youth through involve-
ment in program planning, implemen-
tation and participation

@ By offering youth alternative acti-
vities, ultimately to reduce drug
abuse in youth,

The Commmity School serves as an alternatives
program to compensate for the lack of recre-
ational and learning experiences outside of
the schoolday activities for youth in the
commmity, The alternative activities are
held at one of the local schools, which is




open specifically for the Community School
Program on weekday evenings, weekends, and
summers. The School Board has also provided
buses to transport students to the alterna-
tive activities.

The activities of the Community School have
included intramural sports, welding, fly-
tying, sewing, crocheting, movies, swimming,
skating, a metric class, ing, bowling,

a Mexican-American dance, fishing trips,
liquid embroidery, and exercise classes.

The Director of the program will try to find
an instructor for any activity requested by
the students or commmity; if the activity
attracts enough response, it is continued.

A full monthly schedule 1s made up by match-
ing what {oung people want to learn with what
is available in the community. Classes are
offered from 7 p.m. to 9 p.m. week-nights;
sports and outings are offered on the week-
ends.

The activities are conducted by instructors
who may be teachers, commmity members, or
work-students from a local college who have
skills which they are willing to teach in
return for a small payment. The project is
supervised and coordinated by two half-time
staff with masters' level degrees in educa-
tion and guidance and counseling. Other
assistance is provided by commmity school
teachers and administrators on a volunteer
basis.

The Community School is attended by students
of all ages in the school district. BEvery
Wednesday night, Community Night, school
drop-outs and other commumity members are
welcome to participate in the activities,

It is estimated that the program is reaching
and involving 10-20 percent of the out-of-
school community members. Other youth groups
are also involved in the program. These
include the Student Council, Brownies, and
Girl Scout groups, who often act as leaders
for outside trips, camp retreats, etc.

The Commumity School staff also operate a
National Youth Sports Program during the
summer, which is funded by a grant from HEW
Commmity Services through a local college
in the town. The grant was awarded because
of the success of the Commmity School pro-
gram and has adopted the project objectives.
The purpose of the sports program is instruc-
tive rather than competitive, and is directed
at youth between the ages of 10 and 18 from
low-income families. The sessions last six
weeks and involve 100 young people, who
receive professional instruction in athletic
skills, half an hour of counseling each day,
two free meals per day, and free health
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care.

While no formal evaluation has been conducted

%et, police, faculty, and school board mem-
ers attribute a reduction in vandalism,

drug abuse and other self-destructive be-

havior in the commmity to the schools’
leisure time activities.

Program Capsule; Jobline

Jobline is a free employment placement and
referral service for adolescents (13-17

years of age) which views useful work as an
activity that raises self-esteem and pro-
vides the jobholder with a sense of achieve-
ment. Jobs provided are part-time and include
such activities as library aides, store
clerks, landscape assistants, mothers' helpers,
handymen, etc.

Jobline is headed by a CETA-funded vocational
counselor who coordinates a staff of 11
commmity volunteers who, in turn, operate
the placement service and solicit jobs from
employers. Each volunteer works one three-
hour shift and attends a two-hour training
session each week for three months. They
are trained in commmication, interviewing,
and counseling skills. Problem areas in
working with volunteers--such as shift-to-
shift transfer of information and placement
follow-through--and possible program changes
are openly discussed in weekly meetings.

The Jobline Coordinator oversees placement
performance and maintains program continuity.
In addition to placement, the program offers
job readiness counseling as well as periodic
classes on long-term vocational goals.

A3 jobs become available, an applicant will
be called and referred to the potential
employer. Applicants are encouraged to come
by the office or phone regularly and are
placed in an inactive file if no contact has
been made for 30 days. Each youth referral
is followed up by a staff phone call to see
how the youth performed on the job. If any
problems have arisen, the youth is recalled
for additional counseling and/or training
until the situation improves.

Jobline does not set rates for jobs beyond
requiring the minimum wage: salaries are
negotiated between the employer and employee.
Jobline does not charge a fee to either
applicants or employers. After each job is
completed by a Jobline client, an evaluation
form is filled out by the employer and signed
by the employer and employee. The worker is
rated in areas such as quality of work, atti-
tude, punctuality, and dependability. In
addition, a thorough followup is performed




for each position filled. The Jobline staff
call the employer after each job is completed
and this subjective report becomes part of
the clients' record and is reviewed each

time the client is referred for another job.

The annual cost for the Jobline service
includes the coordinator's salary ($8,400),
which is paid by CETA fimds, and a few hun-
dred dollars for advertising and incidental
expenses. This low cost is possible because
the Jobline office is housed within a drug
prevention program facility. Currently,
Jobline has an active applicant 1list of 300
and interviews approximately 180 new people
each month. To date, jobs generated through
the program have brought about $1,500 per
month to the commumity's youth.

Program Capsule: Youth Placement Services

In one midwestern commmity, prevention and
intervention services are offered in the
form of a youth work program which is
accepted by parents and youth, provides a
needed service to the commumity, and enables
troubled youth to be identified for help by
experienced counselors in a nonthreatening
environment.

The youth work program operates on two
levels. First, in response to the lack of
enployment opportimities for majority youth,
it offers young people modest salaries to
do odd jobs and necessary chores for local
elderly and handicapped persons., Second,
work services incorporate vocational train-
ing and personal counseling sessions to
identify youth with prolilems and work toward
concrete behavioral goals within the employ-
ment framework.

The goals of the youth employment program
are:

® Provide teenagers with paid, temporary
employment, making available to them
skills which they can carry into the
work world

e Provide those working youth with non-
threatening personal counseling, as
needed

e Give elderly and handicapped persons
the help they need to maintain their
self-sufficiency and allow them to
stay in their own homes.

The aim of the program is to provide junior
and senior high school students and some
court-referred youth with paid tenporary
work, In this sense, the program parallels
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the Jobline service described above. The
work involves either doing odd jobs for

the elderly or handicapped in the community
or working for city departments in commumnity
improvement activities. The youth are paid
the minimum wage by the program.

Unlike Jobline, though, the program is inter-
ested in identifying youth with problems that
can be addressed and resolved through short-
term individual and family counseling. For
this reason, the work program is budgeted to
employ 56 young people a year, with 12 par-
ticipants at a time working for a five-week
period. Should a youth be particularly
enthusiastic about the work, the program will
put him/her in touch with an elderly or han-
dicapped person who can individually and
privately pay for the work. Youth involved
in the program come from every economic strata
except low-income (low-income youth are
covered through an area-wide Manpower Program).
The staff aims to provide work for a cross-
section of youth--from honor roll students

to court-referred drug users. They attempt
to have an equal distribution of males and
females and an equal number from each of the
community's four schools,

During the five-week period, each participant
is given an exposure to the working world
and is involved in a weekly work group meet-
ing and a twice-weekly individual counseling
session. In addition, depending on issues
which might surface during the work experience,
the counselor will casually meet with the
youth at the jobsite and explore concrete
steps for tackling the problem at hand.

Since the quality of relationship that exists
between youth and parents is often identified
as a major causal factor in the problems
expressed on the job, the program counselor
will attempt to involve parents in the coun-
seling effort. Because the counselor is
identified with the work program and not the
substance abuse or mental health center, the
approach to parents is easier. Discussion
can be initiated within the context of the
work situation and problems described con-
cretely in terms with which the parent is
familiar. The program reports that parents
seem less intimldated and hostile when
broached in this way and are more amendable
to working out family conflict situations.

In some cases, five weeks of combined work
and counseling are insufficient to address
the youth's problems. Then, the work/
comseling period is used to encourage child
and parents to seek indepth help via the
substance abuse program or mental health
center. Again, the referral seems more
acceptable if received from the work coumselor
and youth are identified prior to serious




school or legal problems (e.g., expulsion,
arrest),

The services of the youth work program have
been advertised to the elderly and handi-
capped in the community through their churches,
radio advertising, local newspapers, and by
word-of-mouth., The elderly need only to

call the program to arrange to receive a

young person's help.

The work program is funded by a HUD commu-
nity Development grant. The program's

anmual budget is $15,200, which pays for the
Work Counselor's salary and the participant's
wages. The program is housed within the
community library building, which supplies
its space rent-free.

When the program started, some citizens were
suspicious of it, fearing they would be
assigned hardcore drug users from the drug
program. To alleviate these fears, the work
counselor contacted prospective employers =
personally to explain the program. In addi-
tion, to avoid future problems of this kind,
the work program was given its own telephone
number to disassociate it from the drug
program. Another minor problem concerned
employer's unrealistic expectations regarding
job performance. This issue was and continues
to be resolved through the cowmselor's inter-
vention in an employer/employee session where
expectations are keyed to skill and experience.

While no formal evaluation of the youth
employment service has been conducted, sub-
jective reports from the participants,
employers, parents, and commumity members
indicate that the program is useful and
beneficial to both employers and employees.
Employers are asked to fill out reports two
or three times during the five-week work
period, citing the progress they have ob-
served in the youth. At the end of the
enployment period, they complete an evalua-
tion form describing their satisfaction with
the work performed and the program itself.
The majority of these evaluations have been

positive. =

Parents and youth are also asked it complete
evaluation forms regarding their experiences
with the work program and the youth are
given a foilowup survey a few weeks after
their participation. Results indicate that
Loth groups believe the experience to be
useful in terms of skills acquired and im-
proved attitudes and understanding between
parents and children.
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Jif required; and retain a cadre of committed
* volunteers over a relatively long period of

mxmxzms HOTLINE OPERATIONS

Hotlire operations were encountered frequently
during the rural study. Many had experienced
the high staff turnover and eventual decline
in use and effectiveness common to 24-hour
telephone services. Yet, in the nonurban
setting, the hotline may be the singular
contact point for emelgency services.  In
addition, a hotline can be used for expand-
ing an innovative service delivery system.
Therefore, they take on an importance which
they might not have in urban areas where
there are a variety of crisis intervention
options. For this reason, a nonurban hot-
line ideally should function consistently
and responsibly; cover a large territory;
handle a wide variety of calls; be able to
provide a link to onsite emergency service,

time.

In reality, no single program accomplished
all of these objectives, but several had
devised new techniques or creatively used
existing resources to enable the hotline to
respond to their scattered commmities’
diverse.needs. . l

Program Capsule: Live-in Worker/Bridge’ ‘
__sttem ) ‘

In one western-commumity, night coverage has
been provided through the hiring of a live-
in worker who resides in the hotline facility
(a house located in a renifziiial neighbor--
hood and equipped with a kitchen, etc.). Ir
this case, the live-in worker is always a
work-study student in the sociology depart-
ment at a nearby university. The live-in
worker must be in the facility from midnight
to 8 a.m., Monday through Friday, to answer
all calls, aid walk-in clients, and determine
the need for and dispatch outreach teams.
He/she -also attends all training sessions
and staff meetings and help maintain the
recordkeeping system. Bach worker is with
the center for one year, working five nights
per week for $200 per month and a room. The
wmiversity funds 80 percent of this salary.
Two couples from the commmity alternate,
covering weekends during the same timeframe
on a voluntary basis. The worker can be a
senior or graduate.student and can receive
up to four credits of college work for this
internship, Since the hotline uses many

of the students from the sociology depart-
ment as volunteers, the staff is continually
screening and looking for a replacement for
the next year from the existing volunteer
staff.




The same hotline operation has add-on tele-
phone capabilities which enable the staff to
relay any call to staff members who are not
there at the time or to professional resource
people in the area. The phone add-on system
is called a "Bridge System.” It allows the
hotline to take any incoming call and trans-
fer it to another phone within the community.
In this way, the hotline can utilize the
expertise of staff and volunteers who are
not on duty.

Program Capsule: Outreach Teams

Outreach teams attached to the hotline in
one community provide emergency assistance,
crisis intervention, referral, and general
information to those who cannot or will not
come to the center. Crisis situations are
handled by special teams who have under-
taken extensive training in a specific
problem area. The outreach teams are cur-
rently trained to handle drug overdoses,
suicide attempts, rape attacks, and serious
smotional trauma, The teams are made up of
volunteers and paid staff members, and
designated people are on call all of the
time. The hotline averages 15 outreach calls
a month.

The outreach teams are activated by a call
to the hotline. The volunteer on duty
first determines the nature and severity of
a situation and then dispatches the appro-
priate team.

The drug outreach team is made up of three
or four people per emergency and responds

to any overdose or drug-related crisis. The
team works closely with the local hospital

to assist with patients with emergency drug
abuse problems.

In the event of a suicide call, the hotline
person on duty determines if it is a hoax
call and, if not, if the caller needs help
to come to him/her. Approximately half of
the callers will indicate a need for a team
for assistance. If guns or other weapons
are mentioned in the call, the police are
contacted to accompany the team. The suicide
outreach team normally consists of two or

three people, with at least one male and
one female on the team.

The rape outreach teams consist of thiee
people, two women and one man, who are
trained to provide medical assistance, legal
advice, counseling, and transportation. The
male is included on the team to guard against
the chance that there might be a set-up for
an attack on a female-only team coming to
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provide assistance. The rape victim is asked
if she would like to talk with the male mem-
ber of the team or not.

The rape outreach teams are trained to deal
with the problem by getting the pertinent
facts about the rape, notifying the victim
of her rights both medically and legally,
and trying to secure all the evidence that
might be necessary if the victim decides to
prosecute. The team will make arrangements
with a doctor or hospital for immediate
medical attention and is trained to deal
with the immediate psychological problems
that may be caused by the rape attack.

The outreach teams are backed up and suppor-
ted by the local drug program staff and three
local doctors. They receive extensive
training in their specialized area, and in
advanced first aid. The training is conduc-
ted at a nearby university and the hotline
facility, using films and video tapes as

the primary training tool.

Program Capsule: Tele-Care

To combat staff boredom during the slow
morning hours and to provide volunteer

staff with a sense of satisfaction and rela-
tionship, one hotline instituted a Tele-Care
program. This service uses one telephone
line to contact elderly and shut-in area
residents to check on their well-being,

offer services and provide friendly conver-
sation to combat lonliness. Approximately
twenty-five people are signed up for this
service and receive daily phone calls at a
specified time during the morning hours. The
elderly and shut-ins enroll volumntarily in
the program, which they learn about primarily
through hospitals, public health agencies,
and physicians.

Through the hotline, several other commmity
agencies have become involved in the Tele-
Care program. Meals-on-Wheels can be acti-
vated by the hotline, transportation or
errands will be provided to Tele-Care enrol-
lees by a local church group, and reduced
taxi rates are available as well.

The application for Tele-Care requests in-
formation regarding the person's nearest
neighbor, a relative or friend's name and
address, church affiliation, and name of
pastor and physician. If no answer is
received on the Tele-Care call, an appropri-
ate person is called to check on the shut-
in or elderly persomn.




Program Capsule:
Local Agencies

Cooperative Services with

To maximize utility and fulfill a need
shared by several nonurban communities, one
hotline coordinates social services for

the area's transient population. The system
works as follows: Any transient (usually

a migrant farm worker) who appears at any
agency for assistance to obtain food, lodging,
or travel expenses is referred to the hot-
line. The person in need them visits the
hotline and the staff or volunteer verifies
the need for services and provides the caller
with a coupon which enables him/her to re-
ceive the required service without any
exchange of money.

The hotline has the flexibility to complete
a coupon for food at a specific store or

gas at a specific station. It has the auth-
ority to provide up to five gallons of gas,
one meal at a cafe, and one night at a hotel.
Migrant farm workers with families can also
receive up to $35.00 in cash, depending on
their situation. If any services beyond
these are necessary, the hotline staff con-
tact the aliﬁropriate agency by phone to
receive authorization for additional expen-
ditures. Some of the participating organi-
zations which provide money, food, or
lodging are the Salvation Army, Commumity
Services, Governor's Manpower Council,
Seventh Day Adventists, and the State Social
and Rehabilitation Services.

Not only is this service useful to the par-
ticipating commmity agencies, since many
requests are made before or after normal
working hours, but it maximizes the use of
hotline staff time, as well.

Program Capsule: WATS Line/Call Diverter
Installation

One midwestern hotline covers a large catch-
ment area with a substantial portion of
prospective callers in the long-distance
rather than local call range. Moreover,
the. coormmities served are on a party line
system, a circumstance which interferes
with caller privacy.

To eliminate these problems, a WATS line
was purchased which enabled all county
residents to call into the hotline center
directly and at no cost to them. To assure
24-hour coverage and confidentiality, two
call diverters were installed which auto-
matically channeled hotline calls from the
center to a volunteer's home. This was
achieved through the addition of two new
telephone lines which gave each volunteer
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a private line. Volunteers were then reim-
bursed the cost differential between a party
line and a private line telephone.

This hotline is budgeted at $7,000. This
includes 36,000 for the WATS 1line installa-
tion and $1,000 for volunteer private tele-
phone line reimbursement and miscellaneous
office supplies.

CONCLUSIONS

Since many nonurban commumities have few of
the traditional ancillary services, circum-
stances have impelled drug programs to
reexamine their use of existing resources.
Schools have extended their hours and scope
to include post-school enrichment activities
for parents and children. Hotlines have
modified their roles and evolved into full
service organizations which supplement
existing resources. Because public trans-
portation is scarce and population pockets
are widely dispersed in many areas, drug
abuse programs have joined efforts with
rescue squads and hospital emergency services
to improve the delivery of crises interven-
tion services.

Certainly, such nonurban realities as the
need for satellite units and multiservice
facilities and the lack of accessible support
and training resources complicate the delivery
of drug abuse services. Nevertheless, as

the program capsules demonstrate, these
problems can be resolved with some imagina-
tion. As a result of these efforts to
capitalize on commmity strengths, a mumber
of nonurban programs have translated the
themes of citizen involvement, voluntary
action, and commumnity alternatives to drug
abuse into significant program elaboration
and development.
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