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Center for Substance Abuse Treatment National Advisory Council

March 19, 2009
Rockville, Maryland

The Substance Abuse and Mental Health Services Administration (SAMHSA) Center
for Substance Abuse Treatment (CSAT) National Advisory Council met in open session
on March 19, 2009, at the SAMHSA Building in Rockville, Maryland. CSAT Director H.
Westley Clark, M.D., J.D., M.P.H., and George R. Gilbert, J.D., Director, Office of
Program Analysis and Coordination, co-chaired the meeting. Members present
included Abdelwahhab Alawneh, Ph.D.; Anita B. Bertrand, M.S.W.; Rev. John D.
Castellani; Bettye Ward Fletcher, D.S.W.; Carrick Anne Forbes; Peter C. Formaz,
NCAC-II, LAC; Elizabeth Howell, M.D.; Francis A. McCorry, Ph.D.; and Gilbert
Sudbeck, M.A. Also present was CSAT Deputy Director Richard Kopanda, M.A.

Call to Order

Cynthia A. Graham, M.S., Designated Federal Official, CSAT National Advisory
Council, called the Council meeting to order at 8:45 a.m.

Welcome and Opening Remarks

Dr. Clark acknowledged Council members’ contributions and welcomed participants to
the Council’s 58th meeting. He reported that Gov. Kathleen Sebelius had been
nominated as Secretary of Health and Human Services (HHS). Dr. Clark welcomed
new Council members Carrick Forbes and Peter Formaz. In abstenia new members,
Arthur C. Evans, Jr., Ph.D. and ex officio member John Allen, Ph.D were also
acknowledged. Dr. Clark also informed the council that due to increased personal and
professional responsibilities, Dr. Juana Mora had to tender her resignation.

Consideration of Minutes, December 11, 2008

Council members voted unanimously to adopt the minutes of the December 11, 2008,
CSAT National Advisory Council meeting. The minutes were certified in accordance
with the Federal Advisory Committee Act regulations, and members were given an
opportunity to review and comment on the draft minutes.

Introduction of Members

Council members introduced themselves and described their activities and areas of
interest.

Dr. Bettye Ward Fletcher, who continues her evaluation work in substance abuse and
other areas, recently joined the Jackson (Mississippi) Harbor House Recovery Center
Board of Trustees. Mr. Peter Formaz, a nationally certified, state-licensed addiction



counselor, serves as Northwest Regional Vice President of NADAC. He supervises an
outpatient substance abuse treatment program in Helena, Montana, and has a special
interest in the needs of returning veterans. Dr. Abdelwahhab Alawneh directs the
Dearborn, Michigan—area of the Arab American and Chaldean Council’s clubhouse
program to support members’ integration into society. He also engages in initiatives to
bridge cultures. Dr. Elizabeth Howell, a psychiatrist and addiction specialist at the
University of Utah, is past president of the American Society of Addiction Medicine
(ASAM) and a member of the new American Board of Addiction Medicine’s Board of
Directors.

Dr. Frank McCorry, Director, Commissioner’s Office in New York City for the New York
State Office of Alcoholism and Substance Abuse Services, reported that New York
State has initiated a public recovery movement by inviting individuals to share their
stories about recovery on the agency’s Web site. New York State aims to integrate
evidence-based practices, including medication-assisted treatment, ambulatory detox,
and psychosocial counseling in a patient-centered, comprehensive approach. New
York’s governor has embarked on a sentencing reform initiative to separate addiction
from criminality in order to help first- and second-time felony offenders whose drug
addiction was a major factor in the crimes they committed gain access to treatment
early in their addiction trajectory. Working with local counties and providers and using
local data, New York State is working to identify the most pressing needs and to
reallocate resources to address them. In addition, New York is experimenting with
Medicaid reimbursement to mental health and addiction services providers for more
than one service in a single day.

Mr. Gilbert Sudbeck, Director, Division of Alcohol and Drug Abuse of South Dakota,
reported that, in a difficult economy, South Dakota has maintained health services for
the people who need them. Recent State legislation now allows the Division of Alcohol
and Drug Abuse to deem status those Tribal Alcohol and Drug programs that are
reviewed by Indian Health Services. This change will allow Tribal programs to become
State accredited without needing to undergo another accreditation review by the State.
A private nonprofit has begun to integrate recovery-support services with treatment
services in South Dakota. Mr. Sudbeck expressed concern about the sustainability of
federally funded, evidence-based programs in the future. He also noted that South
Dakota continues to make progress on the State’s co-occurring initiative and is taking
administrative steps to allow more integration of its mental health and drug and alcohol
treatment services at the provider level.

Ms. Anita Bertrand, a licensed social worker and licensed, independent, chemical
dependency counselor, manages the tri-county Northern Ohio Recovery Association.
She acknowledged almost 19 years of sustained recovery, crediting the multifaceted
support of her association. A highlight of her work is having added 55 slots at a facility
that had had a 45-person waiting list. She emphasized keeping the recovery community
engaged, organized, and visible, and urged Council members to educate their local
communities about successes in working with people in recovery. Rev. John Castellani,



a state leader of Teen Challenge, noted his involvement in the faith-based aspect of
recovery and urged continuing the Access to Recovery program.

Ms. Carrick Anne Forbes, an advocate who currently is studying for certification and her
B.S.W. degree, works on the adolescent unit at a residential treatment facility and has
been in recovery for 5 years. She expressed interest in reducing punitive elements in
treatment and engaging and educating young people about effective treatment by
sharing stories.

SAMHSA Update: Transition and Health Care Reform Activities

Eric B. Broderick, D.D.S., M.P.H., Acting SAMHSA Administrator, described recent
events in the transition to a new Administration, including impending Senate action on
the confirmation of the Secretary-designate for Health and Human Services (HHS) and
the fact that several key positions at HHS have been filled. The new Health Resources
and Services Administration (HRSA) Administrator has agreed to work with SAMHSA to
expand integration of screening and brief intervention for treatment (SBIRT) into
community health centers. SAMHSA continues its focus on day-to-day business and
preparations for the debate on health care reform.

SAMHSA has hosted a variety of meetings attended by a broad spectrum of
constituents, staff, and opinion leaders from a range of fields to discuss the role of
substance abuse treatment and prevention and mental health in a reformed health
system. Dr. Broderick asked Council members for their input on ensuring cost-
efficiency, effective safety nets, and robust public/private partnerships.

Dr. Broderick explained that although the stimulus bill earmarked no funds specifically
for SAMHSA, HHS has discretion to distribute funds across the Department for
prevention, health information technology (IT), and comparative effectiveness studies.
In line with the President’s focus on prevention, Dr. Broderick anticipated that HHS will
develop a community-centered prevention/health promotion framework to address a
multitude of diseases and conditions with the same set of risk and protective factors.

Council Discussion. Dr. McCorry inquired about input from the recovery community,
and Dr. Broderick stated that SAMHSA has consulted with representatives of Mental
Health America (MHA) and Community Anti-Drug Coalitions of America (CADCA) for
guidance in developing its proposals for health care reform. In response to a question
from Mr. Sudbeck about the thinking behind this strategy, Dr. Broderick stated that
SAMHSA took a community’s perspective in inviting MHA and CADCA to participate in
a forum discussion, rather than a State perspective, and asserted that SAMHSA wiill
elicit input from all constituent groups.

Dr. McCorry questioned the widespread concern of SAMHSA'’s future autonomy. Dr.
Broderick referred to a recent Institute of Medicine finding about the wastefulness of
agency reorganization; he asserted that any reformed health care system must include
access to prevention and treatment services for substance abuse and mental health



disorders. Dr. Clark concurred that the White House has signaled strong interest in both
substance abuse and mental health services, stating SAMHSA'’s role is to contribute its
knowledge to the discussion of substantive issues in health care reform. Dr. Broderick
added that Council members can express their opinions on health care reform to the
Secretary-designate, assuming confirmation; Dr. Clark added that the web site,
http://healthreform.gov is a suitable vehicle. Dr. Broderick stated that an understanding
is emerging in high-level health care reform discussions that, until substance abuse and
mental health are addressed as chronic diseases, the Nation’s overall health will not
improve. The debate on health care reform offers an opportunity to make a data-driven
case.

Mr. Sudbeck inquired about best ways to educate the new Administration about data
that demonstrate good prevention and treatment outcomes. Dr. Broderick replied that
other agencies recognize the value of SAMHSA's unique performance-based
measures, NOMS, and SAMHSA’s commitment to evidence-based programs and real-
time performance evaluation of its grants. Dr. Broderick added that he had no
information on the substance abuse block grant vis-a-vis the health care reform effort.

Dr. Fletcher inquired about implications for SAMHSA regarding funding for comparative
effectiveness studies. Dr. Broderick explained that most of the $2 billion identified for
that purpose is expected to go to the Agency for Healthcare Research and Quality
(AHRQ) and to the National Institutes of Health (NIH). Because SAMHSA’s mission
does not include research, SAMHSA will encourage AHRQ and NIH to focus on
substance abuse and mental health in their comparative effectiveness studies.

Retiring Members Recognition Ceremony

Dr. Clark commended Dr. Bettye Ward Fletcher, Dr. Frank McCorry, Judge Eugene
White-Fish, and Ms. Anita Bertrand, for their outstanding service on the CSAT National
Advisory Council, and presented plaques to the members present.

Director’s Report

Dr. Clark highlighted CSAT activities and accomplishments since the previous Council
meeting, referencing the printed version of his report. He noted that the economic
environment has led more than 40 States to project budget deficits for FY 2009.
Stressful times generate potential for substance abuse and mental health issues, but
CSAT maintains its commitment to bring effective alcohol and drug treatment to every
community.

Signed by the President, the FY 2009 budget allocates $2.2 billion to CSAT, including
$414 million for CSAT’s discretionary portfolio and $1.778 billion for the block grant,
representing increases for both aspects of the budget. CSAT recently has focused its
efforts in the areas of health care reform, parity, and health IT in the substance abuse
and mental health arena. On health IT, CSAT has worked with multiple stakeholders,
including States and providers, and mental health, criminal justice, and primary care
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delivery systems, to ensure access, preserve confidentiality, and incorporate a
continuum of services that incorporates early intervention.

CSAT uses survey and performance data dynamically to make course corrections and
to guide programming to the next level. For example, SAMHSA's Services
Accountability Improvement System (SAIS) data on its HIV portfolio reveals that while
injection drug use can be reduced substantially, a need remains to develop strategies
to reduce sexual risk behavior. Dr. Clark reported that CSAT has been invited to
present at a series of multinational meetings to be held by the Organization of
American States on drug-related topics of mutual interest. CSAT has also convened
grantee meetings on SBIRT, Homeless Services and Services in Supportive Housing,
and the Targeted Capacity Expansion (TCE) Program to provide technical assistance
on program sustainability when Federal funding ends.

Dr. Clark reported that CSAT issued Request for Applications (RFAs) to expand and
strengthen treatment and supportive services for persons who are homeless or formerly
homeless and now live in supported housing, and have substance use or mental health
disorders, or co-occurring disorders ($11 million); to expand substance abuse treatment
capacity in targeted areas in need of local recovery-oriented systems of care—which
aligns with a major theme of the current Administration ($5.1 million); for family-
centered substance abuse treatment for adolescents and their families ($3.8 million);
and for adult treatment drug courts ($11.55 million). The latter program will expand
and/or enhance substance abuse treatment services in “problem-solving” courts that
use the drug court model to provide alcohol and drug treatment, recovery-support
services, screening, assessment, case management, and program coordination to adult
defendants/offenders. CSAT plans to announce a joint RFA with the Department of
Justice for juvenile treatment drug courts, demonstrating CSAT’s commitment to work
with other entities on common goals and objectives, avoid service duplication, address
issues in a coherent manner, and reduce confusion in the community.

CSAT also anticipates an RFA to expand treatment and case management services for
reentry of adult and young offenders into the community. In a related activity, SAMHSA
published a Federal Register notice inviting the field to comment on proposed matching
requirements to promote sustainability included in the President’s FY 2009 budget for
three discretionary grant opportunities, including SBIRT. Dr. Clark asserted the need for
a commitment at the local level to adopt practices with demonstrated effectiveness and
cost-effectiveness and to assume the responsibility for continuation funding. SAMHSA
received 200 comments from a variety of stakeholders, most of which opposed the
proposed matching requirements. The FY2009 budget did not include provisions for
matching funds, but sustainability issues remain.

Dr. Clark stressed the importance of fully integrating substance abuse and mental
health in creating a new health care architecture for electronic health records. He
further stated that e-prescribing systems must include the capability to process claims,
reimburse providers, assess parity, and handle the volume and complexity associated
with universal health care. Dr. Clark also stated that the health of the Nation requires



dealing with all issues germane to health and well-being, including both good physical
and mental health.

Medication-Assisted Treatment in the Criminal Court System

Dr. Clark recalled that Dr. Howell had raised the question of medication-assisted
treatment in the drug court system, noting that some judges require patients to
discontinue taking prescribed medications. This panel addressed the relevant issues.

Mark W. Parrino, M.P.A., President, American Association for the Treatment of
Opioid Dependence (AATOD), set the context for the discussion by stating that many
judges require patients maintained on methadone to withdraw from their treatment as a
condition of remaining before the court and not going to jail. He also stated that many
judges do not refer people coming before their court to medication-assisted programs,
despite the fact that no other medication has been shown to be effective to lack
dependency-producing qualities. Mr. Parrino asserted that stigma surrounding
substance abuse and medication-assisted treatment affects judicial decisions in drug
courts and in family courts, and U.S. jails and prisons as well.

Mr. Parrino pointed out that 1,203 opioid treatment programs (OTP) are active in the
United States and that methadone treatment has been in use for the past 40 years.
Data show that numbers of prescriptions dispensed for methadone outside OTPs have
increased dramatically, from 500,000 to 4.0 million from 1998 through 2006. In recent
years, the media has focused on methadone-associated mortality (due to the
cumulative effects of the medication).

Mr. Parrino stated that since the early 1970s, the hallmark of public policy has been a
reduction in crime when patients enter and remain in methadone treatment. The 1997
NIH consensus panel called attention to the need for opiate-dependent persons under
legal supervision to have access to methadone maintenance treatment. Mr. Parrino
observed that the Justice Department has been reluctant to take this stance, an
indication of the pervasiveness of stigma.

Federal and State correctional systems supervised 7 million people in 2004, with 2.1
million in jails or prisons, a population-wide incarceration rate greater than any other
nation in the world, with 60 percent of inmates either African or Latin American. Of the
U.S. incarcerated population, 44% of men and 52% of women meet criteria for alcohol
or drug dependence; 60—-83% were under the influence during their offense, committed
an offense to support drug addiction, or were charged with a drug or alcohol-related
crime; and 99% will be released back into the community. Data show that in 246 jails,
33 arrestees and inmates continue methadone, while 179 do not; clonadine and
analgesics are routinely used to treat withdrawal; and methadone is used to treat
withdrawal in only 3 jails. States have adopted a range of models of methadone and/or
buprenorphine use for their jails and prisons.



Mr. Parrino asserted that the effectiveness of methadone and buprenorphine warrants
that both should be put into broad use, especially in criminal justice systems. Although
medication-assisted treatment eliminates recidivism and generates considerable
savings to society, States and local jurisdictions resist this strategy. Policies related to
medication-assisted treatment in criminal justice systems vary widely among
jurisdictions. Some judges require patients to detoxify from methadone to enter or
remain in their courts, while others permit use of methadone and buprenorphine.
Policies within some States vary from judge to judge.

Evidence indicates that drug court and family court judges need significant, sustained,
and replicable training. Many ignore clear evidence from the National Institute on Drug
Abuse (NIDA) about the efficacy of methadone treatment, and they adjudicate based
on their own opinions. AATOD enjoys a good relationship with the National Association
of Drug Court Professionals, which endorses the use of medication-assisted treatments
in drug courts. Mr. Parrino called for a sustained public education campaign,
(equivalent to the Surgeon General’s campaign to end cigarette smoking), about the
disease of substance abuse and its treatment.

Douglas B. Marlowe, J.D., Ph.D., Chief of Science, Policy, & Law, National
Association of Drug Court Professionals (NADCP), stated his organization’s
position is that drug courts should adopt evidence-based practices, including
medication-assisted therapies. He noted the pervasiveness of this major problem,
which is not specific to drug courts, criminal justice systems, or medications.
Nevertheless, he advocated for a focus on drug courts as a platform for systemic
change and for proactive efforts that include education as a first step.

As background information, he noted that a 2009 NIDA study shows that methadone is
available in 9% of prisons, 55% of jails, and 2% of probation/parole programs; fewer
than 1% of persons in prisons and under probation and parole supervision, and 2% in
jails, receive methadone treatment. Buprenorphine and other medication-assisted
treatments are available in 12% of prisons, 37% of jails, and 2% of probation and
parole programs. Psychiatric medications are used far more widely in jails and prisons.
A study of other treatment modalities in the criminal justice system describes drug
education, drug-focused group counseling, segregated therapeutic community, relapse
prevention, and case management. Only segregated therapeutic community programs
and relapse prevention programs are evidence based (group counseling and case
management services are described too generically to assess their effectiveness), and
relatively few people receive the interventions. National data on community treatment
show that fewer than 10% of opioid-addicted patients receive methadone or other
pharmacological treatments; more than 80% of people in treatment receive drug-free
outpatient counseling, despite the fact that drug-free outpatient counseling has a
relatively minimal effect on opiate addiction.

Dr. Marlowe stated that the solution should begin in drug courts because judges may
be more amenable to behavioral change than probation, parole, or correctional officers,
or treatment providers. Judges’ statements and practices are a matter of public record;



their behavior is subject to appellate review; under the law, judges must consider
evidence in rendering a decision, and to do otherwise is a due process violation; and
judges are bound by precedent and standards, as well as the obligation to provide due
process and equal protection. Dr. Marlowe explained that because judges dislike being
overturned on appeal, a challenge to arbitrary policies and behaviors regarding
methadone maintenance or other medications may generate change. Moreover, the
authority and prestige of the robe can influence change in the community regarding
treatment.

Dr. Marlowe recommended a series of actions, including identifying true barriers and
undertaking educational efforts. He urged development of practice standards that would
guide judges’ behavior regarding medication assisted treatment, and encouraged
organizations such as AATOD or NADCP to file amicus briefs in relevant cases to
educate courts about evidence-based practices. Dr. Marlowe also recommended both
performance contracting, in order to hold drug court programs accountable for
treatment outcomes, and credentialing of drug court programs that use evidence-based
practices, including assessment and treatment with methadone, buprenorphine and
other appropriately prescribed medications.

Kenneth W. Robertson, Team Leader, Criminal Justice Programs, Targeted
Populations Branch, CSAT, explained that criminal justice and juvenile justice
systems are priority program areas, and stated that CSAT’s discretionary grant
programs focus on all impact points along the criminal justice continuum. Current
efforts aim to fill gaps in the treatment continuum and to espouse the use of evidence-
based practices, including medication-assisted treatment. CSAT staff have collaborated
on issues related to criminal justice and pharmacological therapies; they have shared
information across divisions and with grantees in the criminal justice area, and
presented on medication-assisted treatment at large judicial and corrections
conferences.

Regarding grant solicitations and publications, the FY 2009 RFA for adult treatment
drug courts specifically permits grantees to pay for medication-assisted treatment for
alcohol and opioids. CSAT has worked with NIDA to disseminate NIDA'’s “Principles of
Drug Abuse Treatment for Criminal Justice Populations.” He stated that he is compiling
an inventory of U.S. criminal justice programs known to use medication-assisted
treatment. Opportunities for action include continuing to seek research on the efficacy
of medication-assisted treatment and the attitudes behind resistance to it, and
continuing a dialogue with the Justice Department on medication-assisted treatment. In
addition, NIDA will begin a study on implementing naltrexone treatment in correctional
and community transition settings.

Council Discussion. Mr. Formaz stated that Montana’s drug court does not address
treatment. Montana’s Supreme Court has invited his organization to make a
presentation on the issue in May 2011. Mr. Robertson noted that if CSAT funds the
drug court, the Center can weigh in on the situation. Mr. Marlowe volunteered to guide
Council members in educating state judges on medication-assisted treatment. Mr.



Robertson acknowledged Mr. Sudbeck’s observation that cost represents a barrier to
use of medication-assisted treatment by criminal justice systems. Mr. Parrino added
that the cost of staffing OTPs also must be considered, but stressed that those costs
pale in comparison to the societal cost of not using medication-assisted treatment in
terms of incarceration or of residential or outpatient treatment. Nevertheless, he
asserted, and Dr. Howell concurred, that ideology is the primary barrier.

Dr. McCorry stated that New York State will meet with drug court judges about a lack of
referrals to methadone treatment. He suggested that counselors may tacitly avoid
sending persons on methadone before judges who do not want to handle those cases.
Dr. Howell pointed out that some judges prescribe specific treatments, including
residential treatment, which represents an inappropriate practice of medicine. Mr.
Marlowe stated that drug courts must be made accountable and acknowledged the
additional need to address with State substance abuse agencies the issue of semi-
incarceration in residential treatment facilities.

Public Comment
Time was set aside for public comment, but no one stepped up to speak.
Public Education Efforts on Prescription Drug Misuse

Ivette Torres, M.Ed., M.S., Associate Director for Consumer Affairs, Office of the
Director, CSAT. Ms. Torres described CSAT’s public education campaigns on
prescription misuse for teens and parents and for youth influencers. Ms. Torres cited
SAMHSA data that show that more teens abuse prescription drugs than any other illicit
drug except marijuana. Approximately 4.5 million teens have abused a prescription
medication. She stated that drug treatment admissions for prescription painkillers
increased more than 300% from 1995 to 2005; many drugs are obtained easily or for
free from friends and relatives without their knowledge. The goals of the Talking to
Parents and Teens campaign are to educate teens and parents about the dangers of
prescription drug abuse, the prevalence, and actions parents can take to prevent it. In
collaboration with the National Council on Patient Information and Education, CSAT
developed two brochures: “Talking to Your Kids About Prescription Drug Abuse” and
“Prescription Drugs: Not Worth the Risk.” Mr. Ray Bullman, executive vice president of
the National Council on Patient Information and Education, explained that materials for
the multimedia “Not Worth the Risk Even if it's Legal” campaign are available at
talkaboutrx.org. The campaign includes TV public service announcements in English
and Spanish, radio spots, print articles, and campaign brochures.

Ms. Torres explained that the youth influencer campaign has produced two brochures,
“Talking to Your Patients About Prescription Drug Abuse” for pharmacists and health
care professionals, and “An Important Lesson: Helping Students Avoid Prescription
Drug Abuse” for coaches and other youth influencers. The campaign will present
outreach workshops to organizations during 2009, a slide presentation for talks to



groups, a presenter’s guide, a how-to plan for action, and materials that people can
adapt to reach their own target audiences.

Ms. Torres described the Methadone Treatment for Opioid Addiction and Pain
Management Public Education Campaign, developed in partnership with the Food and
Drug Administration and mounted in response to an increase in deaths due to
methadone misuse. Campaign goals are outreach to methadone-assisted therapy and
pain management patients, clinic staff, medical staff, and pharmacists to reiterate the
fact that methadone is an effective treatment when used properly. English and Spanish
brochures, fact sheets, and posters have been developed. The Web site is
www.dpt.samhsa.gov/methadonesafety.

Parity Meeting with States: Highlights

Anne Herron, M.S., CRC, CASAC, NCACII, Director, Division of State and Community
Assistance, CSAT, presented highlights of a meeting of States and advocacy
organizations held to discuss health care reform, to glean lessons learned by States
and providers in implementing parity, and to identify knowledge to inform other States.
From an organizational perspective, the one significant difference in States’
interpretation of parity: mandated offer versus mandated benefit. Some States permit
insurance subscribers to choose coverage for substance abuse services at low cost; in
most cases individuals opt out because they do not anticipate the need for services or
do not want employers to know they anticipate a need. A mandated benefit specifies
how many visits a subscriber could expect to be covered by insurance. Additionally,
States have inconsistent definitions of continuum of care, with some elements not
reimbursable by insurance. States differ in terms of funding practices, the role of the
block grant, and approaches to making a determination of medical necessity. Because
a legal mandate does not equate to medical necessity, services rendered under order
of a criminal justice entity may not be reimbursable under a health insurance construct.

In terms of impact on access and utilization of care, stigma still represents a major
reason why a mandated offer did not yield positive results in some States and why
covered individuals might not use services. States with parity provisions use employee
assistance programs to inform and educate employers about the importance to include
substance abuse and mental health services in their benefits. Another issue raised was
provider readiness: most public providers are out of the network and lack the
wherewithal to become eligible to join. In addition, States found that when insurance
companies used delaying tactics for payment, many providers experienced a learned
helplessness and stopped billing.

Under health care reform and parity, Single State Authorities (SSA) can serve as
educators to ensure that providers and consumers understand their rights, laws, what is
or is not allowable, and when to fight. They can train providers to participate in health
care plans and develop billing, IT, and advocacy skills. Billing constructs varied widely
among States. SSAs also can serve as broker/liaisons between providers and insurers,
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and as enforcers of laws. Although 43 States have mandated minimum substance
abuse benefits, few enforce those provisions.

Opportunities presented by parity reforms include CSAT taking on a convening role;
obtaining consensus on a definition of continuum of care, leaving States to determine
which services would be reimbursable by which funding streams; obtain nationwide
consensus that addictions professionals provide addiction services and rationalize the
136 different acronyms for service providers certified by multiple bodies; and convening
SSAs and advocates to develop a common message. Next steps include developing
consistent and common information on educational strategies, cost impact,
effectiveness of treatment, client and provider rights, and better business practices in
billing and documentation, and employers working with local business organizations.
States’ overarching questions relate to whether parity will apply to Medicaid, whether
benefits for chronic health conditions would be reduced, and what chronic condition will
substance abuse and mental health be compared to? How do the UPPL laws fit into the
discussion? When someone comes into an emergency room and they are under the
influence of alcohol or substances, some insurance companies will not pay for those
services because the individual was under the influence at the time.

Council Discussion. Ms. Herron stated that States are working on the details of their
individual parity implementation.

Rita Vandivort, M.S.W., Public Health Analyst, CSAT’s Division of Services
Improvement, responded to several questions from Council members regarding
persistent rumors that some health plans are moving substance abuse and mental
health benefits to employee assistance plans—which currently tend to be simple
referral services—to avoid meeting parity requirements. She acknowledged the rumors,
but stated currently there is little information beyond anecdotal allegations, as plans are
privately negotiating with their employer purchasers now for next year. Ms. Vandivort
presented an update on the process for developing implementing regulations for the
2008 Wellstone/Domenici Parity Act , drafted jointly by the Departments of Labor,
Treasury, and HHS. She noted a Request for Information about parity will be published
soon in the Federal Register and encouraged Council members to provide comments
on their concerns. She also stated that whether or not regulations are in place, the
Parity Act goes into effect in January 2010.

Mr. John Campbell, Chief, Substance Abuse Prevention and Treatment Block Grant
Program, noted that the 63% of the U.S. employers that have 50 or fewer employees
can opt out of parity. He emphasized the importance of outreach to civic and business
organizations to discuss the cost/benefit of purchasing relatively inexpensive coverage
for services their employees might need. Dr. Howell noted that the problems associated
with such carve-outs as the block grant will persist in the absence of universal
comprehensive coverage. Mr. Gilbert inquired about a difference in impact on access to
treatment by using medical necessity insurance standard rather then by placement
criteria. Mr. Sudbeck noted the long-term effectiveness of South Dakota’s management
of alcohol treatment placement based on ASAM criteria, and the need to communicate
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among systems about how to do effective treatment. Mr. Formaz noted the struggles
Montana experienced to place people appropriately.

Strengthening the Infrastructure for Critical Populations: Outcomes of
SAMHSA'’s National Methamphetamine Summit

Edwin M. Craft, Dr.P.H., M.Ed., LCPC, Lead Project Officer and Activities Coordinator
for Methamphetamine, Health Systems Branch, CSAT, discussed outcomes of
SAMHSA’s November 2008 National Methamphetamine Summit, which focused on
critical populations: people involved in justice systems; lesbian, gay, bisexual, and
transgender (LGBT) individuals; and women. Meeting planners included
representatives of the Departments of Justice and HHS and national organizations, and
experts from the three key populations. The summit aimed to synthesize local
successes, move States to action, promote development of national strategies, identify
culturally and linguistically appropriate, relevant products that reflect promising areas of
research and evidence based practices, forge collaborations with community partners,
and establish a mechanism for collaboration across Federal agencies. Areas of focus
included data collection, research, and evaluation; cultural competence; access to
substance abuse services; and best practices. Discussion domains included criminal
justice issues, HIV/AIDS and other sexually transmitted diseases; mental health
services; prevention and public awareness; rural issues and treatment; and aftercare
and recovery management support services. Summit attendees included action teams
from 20 States and territories; representatives of tribal organizations and national
organizations, critical population experts, and selected CSAT grantees.

Since the summit, CSAT has developed an action plan to help Access to Recovery
grantees develop recruitment, outreach, retention, and follow-up strategies for clients;
TCE-Methamphetamine grantees have developed impact plans to demonstrate the
grants’ effects on clients and communities in order to foster program sustainability; and
collaboration has continued with Federal partners on training and data issues. In
addition, 20 States have held governors’ methamphetamine summits to improve
services for critical populations; Addiction Technology Transfer Centers (ATTCs) are
implementing training recommendations, and several subcommittees have been
established to implement summit outcomes.

Dr. Craft stated that summit outcomes include States’ formulating strategic
methamphetamine action plans, developing strategies and tools to meet the needs of
the targeted critical populations, continuing collaborations, and tailored technical
assistance and training provided to States, communities, and providers. Summit
participants made key national recommendations for each focal issue; for example, to
coordinate data coordination across jurisdictions and steps to support data-driven
substance abuse program and policy decisions; to require government-funded
programs to demonstrate cultural competence, and provide training for policy makers
and professionals; and to address deficiencies in access to substance abuse services
for special populations, and increase integration and coordination of systems and
services. Since best practices have not been well tested among many special
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populations, summit participants recommended efforts to encourage research and
innovation, support programs with promising practices, develop a seamless cycle
between research and practice, and disseminate best practices. The summit also made
specific recommendations unique to women, LGBT, and justice-involved populations,
for example, to create more flexibility and capacity to screen and link family-centered
treatment and family drug courts, address social stigma and homophobia as
contributing factors to substance abuse, and replicate successful treatment models for
incarcerated populations, respectively.

Dr. Craft described States’ and territories’ post-summit activities. For example, some
jurisdictions have identified data collection gaps and/or the availability of data to mine,
and they have worked to develop tools that elicit culturally relevant questions.
Increased cultural competency efforts have included curriculum development and
exploring means to broaden workforce capacity to serve critical populations. A number
of jurisdictions have made strides in replicating the summit, developing recovery-
oriented systems of care, and widening their partnership circles. States also have
begun to implement population-specific activities.

To address critical populations’ needs, CSAT has made its presentations and other
summit materials available at methpedia.org, and CSAT’s methamphetamine data
subcommittee plans to review data recommendations and propose a coordinated
response involving Federal partners. Monthly conference calls with State team leaders
are anticipated to refine action plans and identify innovative approaches for further
study and replication. CSAT is supporting training of trainers to deliver a curriculum for
providers on services for the LGBT population; a published guide on this subject is
being evaluated for update, and a Spanish translation is under development. The ATTC
Network is developing a training curriculum on minority substance abuse to address
issues of men who have sex with men; a new TIP will focus on women’s substance
abuse issues; and a new family-education video on methamphetamine will be issued.

Council Discussion. Mr. Sudbeck noted that some States have had comprehensive
systems of care and inquired about their effectiveness with criminal justice and LGBT
populations.

Dr. Craft responded that the model has not been tested consistently with LGBT
populations and that, while States have plans and activities in place, they seek
additional tools and resources that would help them develop evidence-based practices.

Council Roundtable

Mr. Sudbeck stated that time has rendered obsolete a letter composed by Council
members to guide FY 2009 budget priorities. Mr. Sudbeck asked the Council Members
whether there should be another letter written to the new head of HHS detailing what
the Council feels are important programs for CSAT to continue to support and fund, and
recommend funding levels to consider in the 2011 budget. The Council agreed that a
letter should be written. Pete, Frank, Carrick, Anita and Gib will make up the committee
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that will draft the letter. Gib will be the lead committee member on the project. Mr.
Gilbert explained that, other than the new Administration’s priority emphasis on drug
courts, SAMHSA has been given no indication to date on other priorities, although a
communication on this issue was expected shortly that would enable planning to
proceed on the FY 2010 budget. Council members expressed their intent to develop a
statement of principles to guide CSAT’s approach in the changing health care
landscape.

The Council formed a health care reform subcommittee to develop the statement of
principles. Mr. Gilbert stated that CSAT will make available a copy of a letter to
President Obama signed by 100 advocacy organizations. Ms. Bertrand encouraged
Council members to communicate with community providers and leaders on health
care and addiction directions for the future.

Mr. Sudbeck requested a Council briefing on SAMHSA'’s review process, and CSAT
staff will arrange a conference call. He also suggested that the Council discuss the role
of data-driven systems of care in methamphetamine treatment, with a focus on
improving the treatment infrastructure. Council members supported Mr. Formaz’s
suggestion to reframe the “War on Drugs” as “Campaign for Recovery” and the
advantages of framing positive messages.

Dr. Fletcher raised the issue of efficiency and effectiveness, noting the need for CSAT
to leverage grantees’ efforts. She highlighted a program involving Historically Black
Colleges and Universities that reaches large numbers of college students at no cost.
Dr. Fletcher, with the concurrence of Drs. Howell and McCorry, asserted the need for
an ongoing tactical Council conversation on positioning SAMHSA'’s focus on substance
abuse and mental health within health care reform activities. Rev. Castellani identified
the need to accommodate individuals’ choices in treatment modalities in the context of
health care reform.

Mr. Alawneh highlighted the power of partnerships between CSAT and its constituent
organizations and grantees in moving the agenda forward, strengthened by
dissemination of CSAT’s data. Dr. Clark echoed the importance of the participation of
local organizations in Campaign for Recovery discussions, and he noted the need to
promote the concept that addiction affects families and others, not just the person with
the problem. Dr. Howell noted the need for increased public awareness of available
addiction services and the need for standards by which to consider providers’ expertise.

Dr. Clark invited Council members to contact him with comments about his Director’s

Report and to indicate their availability on the proposed dates for future Council
meetings.
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Adjournment

The meeting adjourned at 4:35 p.m.
Proposed NAC Meetings

July 23, 2009 (teleconference)

August 20, 2009 (teleconference)
October 15, 2009

| hereby certify that, to the best of my knowledge, the foregoing minutes are accurate
and complete.

June 22, 2009 /sl

Date H. Westley Clark, M.D., J.D., M.P.H., CAS, FASAM
Chair
CSAT National Advisory Council
Director
SAMHSA/Center for Substance Abuse Treatment

15



