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In March 2004, Michigan was awarded a three-year Methamphetamine (“Meth”) Prevention Grant from the U.S. Center for Substance Abuse Prevention (CSAP). At the state level, the primary goals of the Meth Prevention Project (guided by the MI Methamphetamine Task Force) are: 1) to enhance and strengthen the capacity of four targeted, high-risk regions to employ a multi-agency infrastructure development and planning model for the purpose of implementing strategies effective at preventing, reducing or delaying the use or spread of methamphetamine; and 2) to use that process as a template for methamphetamine prevention planning statewide. Through the grant, the state was able to contract with four regional substance abuse coordinating agencies (CAs) to provide leadership for infrastructure development in their regions and fund prevention initiatives. The funded CAs are Community Mental Health and Substance Abuse Services of Western Michigan (CMHSA – West MI), Kalamazoo Community Mental Health, Lakeshore Coordinating Council, and MidSouth Substance Abuse Commission. Together, these regional entities serve 21 of Michigan’s 83 counties and cover a good deal of the lower half of the state’s lower peninsula, excluding the Metro Detroit and “thumb” regions.

The MI Department of Community Health (MDCH), Office of Drug Control Policy, administers the Meth Prevention Project, and facilitates a Statewide Meth Task Force comprised of relevant stakeholders (e.g., State Police, Environmental Agencies, Public Health, Social Services, etc.). The mission of the Meth Task Force is to implement recommendations that were outlined in the Michigan Methamphetamine Control Strategy, published in July 2002. That strategy called on the State to employ a multidisciplinary approach to fight the spread of methamphetamine production and use. In October 2002, the State hosted the first official meeting of the statewide Meth Task Force, and its expanding membership has been engaged ever since in establishing a set of coordinated, proactive strategies to address the myriad legal, environmental and social issues related to methamphetamine.
To guide the Meth Task Force’s efforts, MDCH commissioned a surveillance report of Methamphetamine production and use in the state. The report was issued in June 2003 (Calkins, 2003), and focused on four areas of important data. First, the report included data regarding the seizure of illegal methamphetamine production labs by county. Second, the report included detailed information regarding meth-involved treatment admissions. Third, the report included emergency room medical treatment incidence data from the national DAWN system, and stimulant-related mortality data from state death records. Fourth, the report included statewide prevalence (i.e. extent of use) data as reported in several statewide adult and adolescent  household and school surveys. Together, these data highlighted the emerging meth problem in Michigan. Most importantly, the report allowed administrators and policy-makers to prioritize action on the basis of geographic trends. It was this ability to isolate methamphetamine “hot spots,” that strengthened Michigan’s case for federal meth prevention funding. However, with the new federal funding came a renewed need to continue to assess the impact of meth on the targeted, pilot regions to inform ongoing capacity expansion and strategic planning within these regions and across the state. 

The Pacific Institute for Research and Evaluation (PIRE) has provided evaluation services for this project since its inception. PIRE is implementing a process and outcome evaluation that focuses on both state-level systems changes and community-level prevention planning and programming. The primary aim of the evaluation is to document the activities, accomplishments, and outcomes associated with the Meth Prevention Project so that State and local initiative staff can maximize the effective use of resources both during the initiative and after CSAP funding has ceased.  

One method for assessing progress toward state-level and community meth prevention goals is to monitor trends in law enforcement and treatment data. Although there is good reason to be cautious in interpreting social indicator data, it is worthwhile to monitor these data for at least two reasons. First, there are existing data for both these major focus areas going back to 2000, and this continuity of reporting over a significant period of time increases our confidence in the information. Second, both data sets are relatively easy and inexpensive to gather, update and break down to the county level, which is the level of planning and activity in the four targeted regions funded through the grant. 

To draw on knowledge and insights gained in developing the 2003 report, PIRE contracted with Richard Calkins to assist with developing the current report. This document includes updates of selected information from the 2003 report, particularly law enforcement and treatment admission data from 2000 to 2004 by county for the four targeted regions and, where applicable, statewide figures for comparison.
 

Overview of Indicator Data

Social indicators are generated from existing information about individuals or their environments (e.g., social, demographic, and economic information) that are usually collected to meet governmental reporting requirements. Social indicators are not direct measures of the extent of substance abuse; they are gathered to serve other purposes, and are only indirect measures of the issue. Thus, they include biases that reflect differences in the quality of reporting systems (e.g., capacity to identify occurrences and categorize correctly) and differences in the emphasis that is placed on these statistics (e.g., heightening or lowering sensitivity to the issue based on the implications for resource allocation). These biases are very difficult to identify and adjust for.

Despite limitations, social indicators have been used for at least a half-century to characterize the social and health attributes of different phenomena. Because they use existing information, they are a way to monitor conditions at a level that is much less expensive to collect than surveys. Thus, they are a valuable form of social thermometer that can provide insight into the particular pattern of issues in a county or region regarding the nature and extent of substance abuse problems and prevention needs.

The indicator data presented in this report includes: 1) Meth Lab seizure rates for 2000-2004 as reported by the Michigan State Police (MSP); and 2) Methamphetamine-involved treatment data as compiled and reported by the regional substance abuse service coordinating agencies (CAs) throughout the state for Fiscal Years 2000-2004, with specific focus upon the four regions funded by the grant.

Methamphetamine Lab Seizures

Methamphetamine can be produced from an array of common household items and, because it is not plant derived, it requires no special growing conditions. As methamphetamine has spread across the United States, less is imported from Mexico and California, and more is produced for local consumption. Therefore, greater law enforcement attention and efforts have been focused upon seizure of clandestine laboratories within their own local areas. The Michigan State Police now estimate that 60-70% of methamphetamine consumed in the state is produced in the state.

The following table details the number of clandestine methamphetamine laboratory seizures made and by or reported to the MSP in the project’s targeted regions and statewide for calendar years 2000 through 2004. The maps that follow provide graphic representations of the seizures for 2003 and 2004. Over the first three years of the reporting period, the number of meth labs seized essentially doubled each year. In 2003 and 2004 meth lab seizure figures leveled out. The majority of labs for the 5-year reporting period were found in the southwest portion of the state, particularly in Allegan, Van Buren, St. Joseph, and Cass counties. However, an increasing number of labs are being found in the central Lower Peninsula. This movement follows the same trend in meth production that has been observed throughout the United States, beginning in the southwest and moving north and east.

	Table 1

	Clandestine Methamphetamine Lab Seizures Conducted by or Reported to 

Michigan State Police 

2000-2004

	Coordinating Agency Region
	County
	2000
	2001
	2002
	2003
	2004

	CMHSA - West MI
	Kent
	1
	0
	5
	6
	3

	Kalamazoo 
	Barry
	0
	4
	13
	12
	9

	
	Branch
	1
	2
	6
	7
	3

	
	Kalamazoo
	1
	3
	17
	12
	40

	
	St. Joseph
	2
	13
	6
	5
	20

	
	Van Buren
	8
	16
	30
	16
	12

	Lakeshore Coordinating Council
	Allegan
	9
	11
	53
	46
	32

	
	Berrien
	1
	3
	7
	2
	0

	
	Cass
	1
	8
	2
	2
	6

	
	Muskegon
	0
	4
	4
	0
	0

	
	Ottawa
	0
	1
	2
	1
	0

	Mid-South Substance Abuse Council
	Calhoun
	1
	0
	1
	2
	9

	
	Clinton
	1
	1
	1
	1
	2

	
	Eaton
	0
	2
	4
	7
	10

	
	Gratiot
	0
	0
	2
	0
	0

	
	Hillsdale
	0
	0
	3
	5
	14

	
	Ingham
	1
	2
	6
	6
	3

	
	Ionia
	0
	3
	4
	0
	1

	
	Jackson
	12
	2
	5
	22
	5

	
	Lenawee
	0
	0
	0
	2
	4

	
	Newaygo
	0
	0
	0
	1
	2

	TOTAL Seizures in Targeted Regions
	39
	75
	171
	155
	175

	Statewide Seizures (83 MI Counties)
	40
	91
	189
	186
	209

	Regional Seizures as % of all MI Seizures
	97.5%
	82.4%
	90.5%
	83.3%
	83.7%
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Methamphetamine-Involved Substance Abuse Treatment Admissions

The following section includes data on the number of methamphetamine admissions to MDCH-supported substance abuse treatment programs in Michigan. (See the Appendix for background information on the typical methamphetamine user admitted for treatment.) Data presented are based on records submitted by regional Substance Abuse Coordinating Agencies (CAs), per data reporting requirements contained in the funding agreements between MDCH and each of the CAs. Cases included are those for which some portion of funding for services provided was billed to the CA by local substance abuse treatment programs. Cases that involve services provided and paid for by self-pay, third-party health insurance, or other forms of payment that are not MDCH funds contracted to the CAs are not reported by the CAs, and are not included in this report. 

In the 2003 state methamphetamine surveillance report, data were included for treatment admissions related to all forms of stimulants. There are several valid reasons for presenting methamphetamine treatment data within the broader context of treatment for stimulant abuse. Most notably, both treatment clients and program staff are known to lump this class of drugs together because the effects are very similar and treatment protocols do not differ significantly. However, this report contains only data that was coded and reported as deriving from methamphetamine-involved treatment admissions. The continuing emergence and focus upon methamphetamine as a concern in Michigan suggests that treatment clients and staff may likely become more accurate in their reporting of the drug as separate or distinct from other stimulant drugs of abuse than they had been in previous years. Moreover, the Methamphetamine Prevention Project, for which this report provides baseline data, is intended to promote infrastructure development and capacity expansion in the state to address methamphetamine specifically.

It should be noted that there were revisions to MDCH reporting requirements in both FY2000 and FY2001, which presented challenges to maintaining data continuity. Overall, the growth in the number of admissions reported has been slowed over the past several years. It is not clear whether this trend is due to reporting practices or actual declines in treatment admission rates, or other factors affecting access to treatment such as eligibility requirements.

To provide a focused look at methamphetamine users admitted for substance abuse treatment, all cases where meth was coded as the primary, secondary or tertiary drug of abuse were included in this report. Table 2 presents treatment admissions by county of client residence for each of the counties in the funded regions, and includes coordinating agency designations. Together, the residents of the 21 counties that comprise the funded regions accounted for about 70% of the meth-involved treatment admissions over the five year reporting period. This is notable in that Michigan is made up of nearly four times as many counties, and none of the counties in the funded target regions are part of the populous metropolitan Detroit region.  

	Table 2

	Methamphetamine as Primary, Secondary or Tertiary Drug of Abuse Among MI Treatment Admissions FY 2000-2004 

(Number of Cases)

	Coordinating Agency
	County of Residence
	FY2000
	FY2001
	FY2002
	FY2003
	FY2004

	CMHSA-West MI
	Kent
	20
	17
	22
	28
	31

	Kalamazoo
	Barry
	11
	11
	16
	28
	49

	
	Branch
	2
	14
	12
	46
	29

	
	Kalamazoo
	29
	40
	86
	118
	162

	
	St. Joseph
	21
	42
	59
	109
	65

	
	Van Buren
	4
	50
	95
	156
	222

	Lakeshore
	Allegan
	24
	24
	54
	104
	115

	
	Berrien
	14
	11
	21
	16
	22

	
	Cass
	2
	9
	36
	51
	49

	
	Muskegon
	15
	12
	10
	14
	15

	
	Ottawa
	6
	8
	9
	6
	19

	MidSouth
	Calhoun
	0
	7
	14
	11
	15

	
	Clinton
	0
	3
	3
	6
	8

	
	Eaton
	1
	7
	19
	28
	47

	
	Gratiot
	1
	4
	0
	1
	10

	
	Hillsdale
	3
	3
	7
	16
	26

	
	Ingham
	9
	9
	19
	28
	41

	
	Ionia
	4
	0
	4
	0
	5

	
	Jackson
	15
	8
	7
	22
	37

	
	Lenawee
	2
	2
	2
	8
	17

	
	Newaygo
	5
	9
	3
	6
	11

	Total Regional Admissions
	188
	290
	498
	802
	995

	Statewide total
	314
	435
	660
	1024
	1341

	Targeted Regions as % of MI Admissions
	59.9%
	66.7%
	75.5%
	78.3%
	74.2%


Table 3 presents per capita meth-involved admissions for each of the counties in the targeted regions, combined over the 5-year reporting period. These data show that the rate of admissions per 100,000 people varied widely over that time. Some counties fell below the statewide average, while others far exceeded it. 
	Table 3

	Per Capita rate of Methamphetamine-involved Treatment Admissions

FY 2000-04 combined*

	Coordinating Agency
	County of Residence
	Per Capita Admissions

	CMHSA-Western MI
	Kent
	20.5

	Kalamazoo
	Barry
	202.6

	
	Branch
	225

	
	Kalamazoo
	182.3

	
	St. Joseph
	474.2

	
	Van Buren
	701.5

	Lakeshore
	Allegan
	303.8

	
	Berrien
	51.7

	
	Cass
	287.6

	
	Muskegon
	38.8

	
	Ottawa
	20.1

	MidSouth
	Calhoun
	34.1

	
	Clinton
	30.9

	
	Eaton
	98.4

	
	Gratiot
	37.8

	
	Hillsdale
	118.2

	
	Ingham
	37.9

	
	Ionia
	21.1

	
	Jackson
	56.2

	
	Lenawee
	31.3

	
	Newaygo
	71

	Statewide average
	38


*Rate is per 100,000 people, according to 2000 census total for counties
Summary of County-Level Indicator Data

The data contained in the original 2003 Methamphetamine Surveillance Report and the current, updated report suggest that although indicator data such as law enforcement seizures of clandestine labs and selected treatment admission data may not paint a full picture of the phenomenon, they can be very useful. This is particularly true when these two indicators are considered together, and combined with other relevant available data.

An important sign of the reliability of the regional data contained in this report is its consistency across indicators. For instance, Allegan, Van Buren, and Kalamazoo counties had the highest incidence of lab seizures for the reporting period (in that order), and the highest number of treatment admissions. This suggests reliable reporting and instills confidence that the patterns of results are reliable indicators of which counties have the most significant methamphetamine problems. 

The patterns of results for the three regions with multiple counties demonstrate that the methamphetamine problem is not uniform in these regions. In the Kalamazoo region, Kalamazoo, St. Joseph, and Van Buren counties have some of the largest meth issues in the state, and there is clear indication that the problems are growing in the other two counties – Barry and Branch. In the Lakeshore region, Allegan County has a large methamphetamine issue, and there is reason to be concerned about a growing problem in Cass County. Although the indicators of methamphetamine problems do not appear to be as extreme in the counties of the Mid-South region, Eaton, Hillsdale, Ingham, and Jackson counties all display trends that may indicate a growing problem.

Collection and update of the indicators contained in this report will proceed as part of the evaluation led by PIRE. As the project progresses and prevention efforts are increased in targeted areas of the State, data will be analyzed to compare the targeted areas with non-targeted areas. This will involve comparisons between similar Michigan counties, and also possibly between the State of Michigan and other, comparable States that have not received funding through this grant mechanism. The goals for these analyses will be to reveal the overall impact of the grant programming, and to identify where law enforcement actions and prevention programming seem to be most successful. Monitoring these data will help the state identify lessons to be learned from this project, and assist with longer-term resource allocation.

Ultimately, the impact of the CSAP funded Michigan Methamphetamine Prevention Project will rely upon the coordinated efforts of stakeholders at both the state and regional levels. This updated indicator data report should be one of many tools utilized to conduct planning and suggests further steps that can be taken to identify assessment and evaluation methods. The state can provide guidance to the Coordinating Agencies and their assignees, but local and regional needs assessment and determination of priorities will be key to their success. 

Guidance on Strategic Planning for Regional Methamphetamine Prevention

It is important to think carefully about the aims of policies and practices, and their relationships to meth production and use. Methamphetamine control has been dominated by law enforcement efforts in the years since its emergence as a statewide concern. Prevention funding agencies and providers have been less active, and there continues to be confusion about what constitutes effective meth prevention practices and programs. More and more information has been made available about the ingredients, production techniques and locations. Similarly, there is growing recognition of the highly addictive nature of the drug, and its mental and physical affects upon users. But, there has been very little traditional prevention activity aimed at stemming the tide of meth’s spread. Indeed, national entities such as the Center for Substance Abuse Prevention, the Centers for the Application of Prevention Technologies (CAPTs), and the National Institute on Drug Abuse (NIDA) have been slow to provide guidance to states and communities on proven, research-based practices and programs to prevent meth. In the absence of such guidance, prevention practitioners have sought to educate themselves about the drug and combine this knowledge with what they know more generally about substance abuse prevention. 

In response to the far-reaching effects of meth on communities, many prevention providers have also quickly identified community mobilization and environmental change strategies as appropriate and cost-effective models for implementation. Because meth production, distribution and use within a community have social, medical, legal, economic and environmental consequences it is reasonable to frame prevention as a multi-faceted, multi-agency enterprise. Having joined efforts in some communities relatively late, compared with law enforcement and judicial entities, prevention providers continue to struggle to define their niche in a broader web of activity. They also will be challenged to maintain their own focus on equipping individuals and communities with the information and resources necessary to resist the drug’s strong influence to begin with. 

Figure 3 below is a logic model adopted to guide the state and targeted regions for the Michigan Meth Prevention Project. The logic model highlights the sometimes challenging nature of meth prevention planning, and suggests a basic planning model that regions can revise and augment as appropriate. Based on local needs and resources, regions might be expected to focus on stemming the methamphetamine supply through increasing community surveillance of possible production and/or sales locations, and regions might also focus on stemming the demand through ensuring there is an appropriate mix of general ATOD prevention programming and/or increasing public knowledge about the adverse effects of this drug.

Figure 3



Guidance on the Collection of Local Data for Needs Assessment and Evaluation

The indicator data contained in this report can be a good foundation for initiating and furthering the processes of needs assessment, infrastructure development and capacity expansion, program planning and implementation, and evaluation – all components of strategic, long-term planning for methamphetamine prevention. There is a circular nature to these strategic planning processes that must be acknowledged and capitalized upon in order to be maximally effective.  

Many of the obvious stakeholders in establishing such a coordinated strategy are also potentially rich sources of local and regional data that could highlight local consistency with or departure from statewide trends. Likewise, they may have information useful for evaluating the progress and impact of local and regional planning efforts, and programming that is implemented as a result. Regional planning bodies can consider the entities discussed below as would-be partners throughout the planning process, and particularly good sources of information for needs assessment and evaluation, two parts of the planning model that are intrinsically connected. This list should not be considered exhaustive, but provides a variety of options for jump-starting assessment and planning in communities.

Substance abuse treatment providers are in a unique position to assist in meth prevention planning in that they have front-line access to meth abusers. Both in gathering intake information and providing ongoing service, particularly in residential and intensive outpatient settings, treatment providers may be able to identify patterns of drug-use initiation, including characteristics that make substance abusers vulnerable to meth. Providers may also be in a position to describe the prevention needs of non-using friends and family members. 

Methamphetamine abusers themselves, whether in treatment or correctional facilities may be a difficult population to access, but they clearly have first hand knowledge of how the drug has affected their lives, how they have secured the drug, modes of use, and how it is being produced and distributed in the region.

Health care providers including those in community-based medical practices, hospital emergency rooms, public health clinics, and private or public dental practices certainly encounter methamphetamine abusers who are suffering the myriad short and long-term health problems associated with the drug’s use. While it can be difficult to institute standardized data collection processes in these settings, especially in emergency rooms, local providers may be willing to provide limited data about treatment for suspected or confirmed meth abuse if they believe the information will be helpful in preventing ongoing increases in the number of cases they will encounter over time.

Social Service and children’s service providers are also in a unique position to provide profiles of families at risk for or affected by meth, and to identify members of the community who may benefit from preventive intervention. Families affected by poverty, low educational status, unemployment and underemployment, and living in high-risk communities are commonly understood to be at higher risk for substance abuse. These same families may benefit from prevention services specifically aimed at informing them of the health and safety hazards associated with meth production and use, the legal penalties associated, and the consequences for families in which children are determined to be in danger because of meth.

Local public health officials responsible for safeguarding the general well being of residents can speak to an increased need for low-cost and free health services that may result from increased meth use in the community. The data in this report documents the inordinately high unemployment rate among meth users, and many unemployed and underemployed persons are also without health insurance. In addition to hospital emergency rooms, they often rely upon public health clinics for routine medical care, as well as testing and treatment for sexually transmitted and other communicable diseases. 

In rural communities, farmers and agricultural suppliers have two resources of potential value to meth producers. First, they sometimes possess anhydrous ammonia, a necessary component in one of the most common techniques for producing methamphetamine. Second, farmers have land that can provide cover for makeshift labs and serve as impromptu dumpsites for the by-products of manufacture. Thus, they can be educated and encouraged to keep tight controls on anhydrous ammonia, and to monitor and patrol their land frequently for signs of production or dumping of ingredients and lab supplies.

Teachers and school administrators have long been collaborators with community prevention providers. They control access to students who are an extremely valuable source of information about drug use in their communities. While meth users are not generally school-aged, children are certainly affected by its use. School administrators can do a great deal to promote awareness campaigns among students and their families, allowing access for education in their classes and sending materials home with students. 

The types of data that can be collected from the sources listed above, and the ways they might be put to use for needs assessment and evaluation are varied. Much of the data that might realistically be gathered from these sources is process-oriented or documentary in nature. Increased awareness, community concern, and stakeholder collaboration are reasonable goals that can be documented through careful record-keeping of processes, focus groups, interviews, and other relatively simple means. 

Surveys of community members or targeted subsets of the community are more ambitious, but can be effective data gathering tools if executed properly. For instance, farmers could be surveyed about their knowledge regarding methamphetamine, personal experiences with supply theft or dumping, awareness of suggested ways of preventing theft and dumping, and their level of compliance with those suggestions. Increases in awareness and compliance could be seen as signs of success with such a targeted subgroup within a community. 

Report Summary

Using indicator data available at the state level, this report has provided a look at current conditions and trends related to methamphetamine in four regions targeted for capacity and infrastructure development through the Michigan Methamphetamine Prevention Project. To sharpen their focus, it is incumbent upon the regional planning entities to augment these data with local information about the nature and extent of the meth problem in their areas, as well as resources available to address them. By focusing efforts on collecting unique and localized data the regional planning bodies will be able to develop policies and strategies that are responsive to their communities’ needs. PIRE will work with the State to update the indicator data contained in this report. Likewise, monitoring regional data will allow grantees to assess their progress and plan beyond the life of the project for successful methamphetamine prevention well into the future.
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Appendix: Profile of Methamphetamine Users Admitted for Treatment

The basic demographic profile of the “typical” meth user in Michigan (based on the treatment admission data available) is similar to that of users across the United States (SAMHSA, 2004)
. The following three tables illustrate that meth users entering treatment are generally between 30 and 40 years old, slightly more likely to be male than female, and predominantly white. Table 4 shows that the average age of meth-involved treatment admissions statewide remained relatively stable over the reporting period, hovering right around 29-30 years old. Among the counties included in the grant’s targeted regions, there is some variation in the most common age range for admissions, but most are consistent with the 30-40 year age range for the state. Table 5 indicates that statewide, clients admitted for meth use were slightly more likely to be male than female, although the ratio declined steadily over the reporting period. Table 6 illustrates that meth treatment admissions in Michigan were most likely to be white, to a degree that is higher than in the state’s population. This was the case even in counties with higher populations of non-whites, such as Berrien, Muskegon, Ingham, Kalamazoo and Kent.

	Table 4

	Most Common Age Groups Among Methamphetamine-involved Treatment Admissions FY 2000-2004

	Coordinating Agency Region
	County of residence
	FY2000
	FY2001
	FY2002
	FY2003
	FY2004

	CMHSA-Western MI
	Kent
	36-44
	30-35
	30-35
	26-29
	30-35

	Kalamazoo
	Barry
	Tieda
	21-25
	26-29
	30-35
	36-44

	
	Branch
	Tiedb
	30-35
	Tiedh
	26-29
	Tiede

	
	Kalamazoo
	26-29
	36-44
	21-25
	26-29
	36-44

	
	St. Joseph
	30-35
	30-35
	21-25
	21-25
	Tiedb

	
	Van Buren
	26-29
	36-44
	36-44
	21-25
	26-29

	Lakeshore
	Allegan
	21-25
	Tiede
	21-25
	21-25
	30-35

	
	Berrien
	36-44
	Tiedf
	36-44
	30-35
	26-29

	
	Cass
	21-25
	Tiede
	Tiedi
	30-35
	30-35

	
	Muskegon
	36-44
	45-54
	30-35
	14-17
	21-25

	
	Ottawa
	36-44
	Tiedb
	21-25
	Tiedi
	21-25

	MidSouth
	Calhoun
	N/A
	30-35
	36-44
	21-25
	Tiedp

	
	Clinton
	N/A
	36-44
	36-44
	Tiede
	Tiedc

	
	Eaton
	18-20
	30-35
	30-35
	21-25
	36-44

	
	Gratiot
	14-17
	30-35
	N/A
	21-25
	36-44

	
	Hillsdale
	Tiedc
	18-20
	26-29
	Tiedn
	36-44

	
	Ingham
	36-44
	Tiedb
	36-44
	30-35
	30-35

	
	Ionia
	30-35
	N/A
	Tiedj
	N/A
	21-25

	
	Jackson
	26-29
	Tiedg
	Tiedd
	26-29
	30-35

	
	Lenawee
	Tiedd
	Tiedb
	Tiedk
	36-44
	36-44

	
	Newaygo
	21-25
	21-25
	Tiedm
	Tiedk
	Tiede

	Most common age group statewide
	36-44
	30-35
	36-44
	21-25
	36-44

	Statewide average age
	30.9 yrs.
	31.3 yrs.
	29.8 yrs.
	28.8 yrs.
	29.8 yrs.


a 21-25, 26-29, 36-44
h 18-20, 30-35
b 21-25, 36-44
i 18-20, 21-25

c 21-25, 30-35, 36-44
j 21-25, 26-29, 30-35, 36-44

d 21-25, 30-35
k 26-29, 30-35

e 21-25, 26-29
m 14-17, 26-29, 36-44

f < 14, 18-20, 36-44, 65+
n 18-20, 21-25, 26-29

g 30-35, 45-54
p 30-35, 36-44

	Table 5

	Percent Male Among Methamphetamine-involved Treatment Admissions 

FY 2000-2004

	Coordinating Agency Region
	County of Residence
	FY2000
	FY2001
	FY2002
	FY2003
	FY2004

	CMHSA-Western MI
	Kent
	60
	76
	68
	61
	61

	Kalamazoo
	Barry
	27
	45
	56
	79
	67

	
	Branch
	50
	21
	58
	41
	59

	
	Kalamazoo
	48
	55
	47
	58
	42

	
	St. Joseph
	71
	48
	63
	57
	57

	
	Van Buren
	33
	52
	56
	59
	52

	Lakeshore
	Allegan
	83
	67
	72
	70
	66

	
	Berrien
	71
	81
	38
	38
	59

	
	Cass
	100
	67
	72
	43
	45

	
	Muskegon
	60
	33
	70
	50
	27

	
	Ottawa
	67
	63
	67
	33
	63

	MidSouth
	Calhoun
	NA
	57
	71
	55
	60

	
	Clinton
	NA
	100
	100
	50
	50

	
	Eaton
	100
	14
	68
	68
	53

	
	Gratiot
	100
	75
	NA
	100
	70

	
	Hillsdale
	67
	100
	71
	75
	65

	
	Ingham
	67
	89
	63
	82
	71

	
	Ionia
	100
	NA
	50
	NA
	60

	
	Jackson
	60
	100
	29
	59
	30

	
	Lenawee
	100
	50
	50
	63
	47

	
	Newaygo
	60
	33
	67
	67
	73

	Statewide average
	63
	61
	61
	60
	57


	Table 6

	Percent White Among Methamphetamine-involved Treatment Admissions

FY 2000-2004 (percentage)

	Coordinating Agency Region
	County of Residence
	FY2000
	FY2001
	FY2002
	FY2003
	FY2004

	CMHSA-Western MI
	Kent
	90
	71
	91
	96
	100

	Kalamazoo
	Barry
	91
	100
	100
	96
	96

	
	Branch
	100
	100
	100
	100
	100

	
	Kalamazoo
	100
	98
	93
	90
	93

	
	St. Joseph
	100
	95
	100
	99
	95

	
	Van Buren
	100
	90
	97
	93
	95

	Lakeshore
	Allegan
	92
	100
	100
	96
	96

	
	Berrien
	93
	100
	100
	100
	95

	
	Cass
	100
	100
	100
	88
	86

	
	Muskegon
	60
	100
	80
	93
	93

	
	Ottawa
	67
	75
	100
	83
	95

	MidSouth
	Calhoun
	NA
	100
	100
	100
	93

	
	Clinton
	NA
	100
	67
	83
	100

	
	Eaton
	100
	86
	100
	89
	98

	
	Gratiot
	100
	100
	NA
	100
	100

	
	Hillsdale
	67
	100
	100
	94
	92

	
	Ingham
	100
	78
	100
	93
	90

	
	Ionia
	100
	NA
	100
	NA
	100

	
	Jackson
	80
	100
	100
	95
	92

	
	Lenawee
	50
	100
	100
	100
	100

	
	Newaygo
	100
	100
	100
	83
	91

	Statewide average
	82
	92
	95
	93
	94


Treatment admission records contain information about the source of referral for treatment. In the initial surveillance report, finely distinguished referral source categories were reported. Table 7 below combines that data into fewer source categories and across the reporting period. This data is useful in that it provides clues about opportunities to collaborate effectively with other community entities for prevention planning. The most likely treatment referral sources for meth abusers in the target regions were substance abuse treatment and referral programs, and the legal/civil entities (i.e. courts). Self-referral was also somewhat common accounting for about 15% of statewide referrals (self-referral was by far the most common of the combined category “self/friend/relative” for statewide and regional referrals).

	Table 7

	Referral Source for Methamphetamine-involved Treatment Admissions 

FY 2000-2004 Combined (number of cases)

	Referral Source
	Statewide
	CMHSA - West MI
	Kalamazoo
	Lakeshore
	Mid-South

	Self/friend/relative
	656
	43
	166
	112
	128

	Employer/school
	23
	0
	1
	12
	0

	Substance Abuse Treatment or Referral Program
	1441
	60
	643
	227
	186

	Legal/Civil entity
	1251
	41
	351
	399
	147

	Human Service Program
	312
	9
	153
	68
	26

	Medical
	32
	1
	6
	8
	6


Other information from treatment admissions that may be useful in developing a profile of meth abusers includes marital status, education, and employment status. Most methamphetamine abusers, by far and away are either single/never married, or divorced or separated. In FY1998 through FY2002 fewer than 2 out of every 10 clients admitted for methamphetamine treatment were married and that figure did not change significantly over the reporting period. Approximately 2/3 of meth users treated in FY1998-2002 had 12 or more years of education. A high number of clients admitted in the same timeframe were unemployed. For each year, the unemployment rate for meth treatment admissions approached or exceeded 50%, well above the statewide average for the general population.
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� We would like to thank Detective Lieutenant Anthony Saucedo and Staff Sergeant Devin Hahn of the Michigan State Police for providing updated methamphetamine lab seizure data for this report. 





�Yes, it would be good to have.
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