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PROCEEDINGS
Agenda Item:  Welcome
MS. PAMELA S. HYDE:  Okay.  Good morning.  This is Pam Hyde, the Administrator at SAMHSA.
We're going to just you all know that people are coming online.  This is the Joint Meeting of the SAMHSA National Advisory Councils, multiple councils.

We will start in just a few minutes.  We're just going to let people make sure that they understand how to sign on and how to get on and be on in this electronic format.  So just to let you all know that we are here and ready to rock and roll, but we're going to give you all just a few more minutes so -- and the public just a few more minutes.  We'll start in just a couple of minutes.

Thanks.

[Pause.]

MS. PAMELA S. HYDE:  All right.  Good morning, everyone.

This is Pam Hyde.  I'm the Administrator of the Substance Abuse and Mental Health Services Administration, and you are online or viewing our electronic version of our Joint Councils Meeting.
Right now, I'm told that we have 80 viewers via Web and 29 on the phone.  That includes both members and public.  So welcome to all of you.

First of all, to the members, thank you for being here, and thank you for bearing with us in the attempt to do some electronic meeting versions that we're trying today.  That's not something we do all the time.  So it's a little learning curve for all of us.  It's something we're trying in part because this is an electronic world, and we need to learn how to do this and partly because travel budgets have been very tight.  So we are trying to figure out if it is, in fact, doable to have some of these kinds of meetings electronically.

So thank you for experimenting with us a little bit today, and we'd be happy to have your feedback after the day.  I know it's different.  It's not the usual way of doing things.  And because we can't always see you or shake your hand or say hello in person, it's a little bit intimidating sometimes.
So please know that our goal with our advisory councils and especially this Joint Advisory Council is not to talk at you all day, but rather to have discussion.  But we also recognize that that's a little difficult in this format.

So as we go throughout the day, we will keep reminding you about what the best way is to deal with that is, and we just want to remind you that if you're having trouble viewing the videocast, you can go to http://samhsa.blog.gov, and there are instructions on there that you can try again.  If you're still having trouble, email Geretta -- G-e-r-e-t-t-a -- dot.Wood -- W-o-o-d -- @samhsa.hhs.gov.  And she will get someone to help you.

So please do stick with us.  Don't get frustrated by the technology.  Work with us here because we want to learn about what's the best way to do this and about what difficulties people are having in order to do this better.
I want to be clear that we're not going to do these electronically all the time.  We wanted to try this this fall, and then we anticipate our meetings in the spring to be on -- in face-to-face.  Real time, face-to-face.

So, tentatively, those dates are April 10th to 12th, 2013.  Mark those on your calendar.  I'm trying to avoid all the spring holidays that we need to avoid and also make sure that it's just a time that we can do it.  We will get you more formal notice out about that shortly.

Let me also remind you that you can see us, I understand, but we can't see you.  So, again, forgive us if we can't see you waving your hand, saying you want to jump in.  What we're going to do is as we get to points where people can participate in conversation, the members will be provided an open line and be allowed to talk.  The telephone etiquette, if you will, or electronic etiquette is -- several things would be helpful.

One is it would be helpful not to use a speakerphone, but rather -- and I know that's hard to have the thing on your ear all the time.  But it would be better not to have a speakerphone.  It would be better to have a land line if you can at all.  Some of you don't have land lines.  But if you could, a land line is better.

It also is imperative that when you are not talking that you mute your phone so that others won't hear the rustling of papers or other background noise.  So please remember those things, and we'll try to remind you of those as we go through the day.

We may not be able to see you, but we definitely want to hear from you.  So make sure as you work with us today that whatever microphone you're using, whatever phone you're using, make sure you're close to that so that people can hear you.  And please identify yourself every time you're speaking because this -- we can't see you.  So we don't know who's speaking unless you say who you are.
I already asked you not to use speakerphones if you could help that.  And if you want to comment, if the public wants to comment later during the public comment period, you'll need to press *1 to indicate to the operator that you'd like to make a comment, and we'll repeat that later in the day as well.

So during the discussion sessions, the discussants' lines, as I said, will remain open, and you'll be prompted by the moderator of the session for you to make your comments or for people to jump in.
The meeting is being recorded for the record, as we often do.  And again, if you have any technical difficulties, go online, as I indicated to you, and I will repeat that now, at http://samhsa.blog.gov.  Or if you have trouble with it even after you go online, please send an email to Geretta -- G-e-r-e-t-t-a -- dot-wood – W-o-o-d -- @samhsa.hhs.gov.  She'll be monitoring them in her emails and will find someone to help you if you cannot.

So, again, I want to thank you for your flexibility, for being game to try these new things as we test out this new way of doing business.  And we do need your feedback.  So do let Geretta know.
And again, for any of you who've just joined us -- because new people are joining all the time.  We now have 124 people on the Web, with 36 connected by phone.  So people are adding as we go.  So we will repeat some of these instructions a little bit later.

Again, our next face-to-face meeting will be in the spring, tentatively April 10th through 12th.  We will travel people probably to Rockville for that.  That is actually the cheapest way for us to do it, and I know we've had conversations before about whether or not going around the country would be more appropriate or helpful.  And while that might be the case, we are definitely having to deal with budget issues at the moment.

Council members, you will receive a survey by email following the meeting so that you will be able to let us know what you think about how this went.  And as a person who did not grow up using technology, I am learning myself how to do all of this stuff.  So it would be helpful if you said something more than just "I don't like it."  It would be helpful if you could give us specific feedback about what you think would make it easier to use technology because I'm sure we're going to have to do that sometimes.  But certainly, again, not all the time.

All right.  So we are going to move into the discussions, and I want to tell you a little bit about the agenda for the day.  We're going to start with an update on the budget.  Kana Enomoto, our Principal Deputy, is going to do that.

I think she will reserve a couple of minutes if people have questions about the budget.  There is a lot going on about budget, and it's not always pretty.  So we want to make sure you just understand a little bit about what SAMHSA is struggling with, what all of the Federal Government is struggling with.

Secondly, we're going to have a panel discussion -- this actually came out of your conversations with us last time -- about the need to look at how all the Federal health reform and State budgets and Federal budgets, how all of that is impacting States and how it's impacting the field.
So we have Anne Herron, who is in our Office of Policy, Planning, and Innovation, will be facilitating that conversation.  It will be about a half an hour conversation with four individuals and then a period of time for discussion.

Then we're going to break for lunch.  That break for lunch will be about a half an hour.  And obviously, since you're not here, we can't feed you.  But even if you were here, we couldn't feed you because we're not allowed to anymore.  So you'll be allowed half an hour to go get a sandwich or whatever you need.  And if you put your phone on mute, you can even eat while you're talking with us or listening to us.

After lunch, we're going to continue that discussion from the field with some reactions and then some more discussion.  So there will be discussion both of those times.  And remember, your role for us is to give us your perspectives, to advise us, make suggestions, make comments, tell us things that you think we might not be hearing or not aware of, and our goal is to absorb your good brains and thoughts and your experiences so that we can do a better job of running SAMHSA and a better job working on behalf of the field.

After that continued discussion, we will do -- I'll do with Joan Erney's help a little bit of a conversation about health reform and where we are with that, and my guess is there will be some health reform discussion during the 11:00 a.m. and the 12:30 p.m. time as well.
At 2:00 p.m., there's going to be an update on trauma, our trauma initiative.  We wanted to do this because a lot is happening in that initiative.  All of the initiatives, a lot's happening, but especially in that one.  We just wanted you to be aware of some work that's going on that might well pop out in the next little bit.  So that will be a quick update from Larke.

At 2:30 p.m., we have public comment, and I urge all the members to stay on during that time.  Part of your role is with us to hear from the public and see how that might change the work that we do.
The other thing I want to remind you of is the other -- that each of the individual councils are meeting.  A couple of them met yesterday, a couple other of them are meeting formally during August.  And the goal is for each of them to do their own individual work, but also to have each of them do one thing commonly.  And that thing we're asking each of them to do in common this year or this fall is to look at the National Behavioral Health Quality Framework.

That's going to be presented on Friday to the National Advisory Council.  We encourage anyone who wants to listen in to that to do so.  I think it's scheduled for 11:00 a.m. tomorrow, and there are some other updates tomorrow for the National Council.  But that National Behavioral Health Quality Framework has been in process for some time now.  And it is getting a lot of attention from a lot of other places besides just SAMHSA and will really start having an impact, I think, on the field in the way we look at quality and, frankly, the way we measure things.  So I really encourage you to pay attention to that.

All right.  So that's the agenda.  That's what's coming.  We have a full meeting ahead of us today.
We've been very busy here at SAMHSA during our -- since our last meeting, and you're going to hear a lot about that and what we've been doing the last 6 months.  And we're going to talk about, as I said, SAMHSA's budget, and we're going to talk a lot about the Affordable Care Act.  Things continue to heat up, especially since the Supreme Court decision happened, and we all are just moving forward with that law and its implementation.

Before we talk about some of those content issues, I have some staff announcements to make and some new people to introduce to you.  There are some people in the room here.  And technicians, can I know -- can they see just us, or can they see people around the edges as well?  So they can see --
MALE SPEAKER:  They can see you right now.

MS. PAMELA J. HYDE:  They can see me, and they can see other people when they introduce themselves.  All right.  Cool.  Thank you.
So, actually, before I do new staff announcements, why don't we acknowledge who's here in the room?  So let's start over here.  Mike, do you want to say hello.  And folks in the room here will have to use your microphones as well.

MR. MICHAEL E. ETZINGER:  Yes, my name is Mike Etzinger, Deputy for Center for Substance Abuse Prevention, standing in for Fran Harding today.

MS. ANNE HERRON:  Good morning.  I'm Anne Herron.  I'm with the Office of Policy and Program Innovation in SAMHSA.
MS. MIRTHA R. BEADLE:  Good morning.  I'm Mirtha Beadle.  I'm the Deputy Administrator for Operations.

MS. KANA ENOMOTO:  Good morning.  I'm Kana Enomoto.  I'm Principal Deputy Administrator.

MS. GERETTA WOOD:  Good morning.  I'm Geretta Wood, the Committee Management Officer for SAMHSA and the DFO for the ACWS and the NAC.  Hope you enjoy the meeting today.  Please feel free to give us some feedback.

MR. PAOLO DEL VECCHIO:  Good morning.  I'm Paolo del Vecchio, Director of the Center for Mental Health Services.

MR. RICHARD T. KOPANDA:  Good morning.  Rich Kopanda, Deputy Director, Center for Substance Abuse Treatment, on behalf of Pete Delaney.

MS. PAMELA S. HYDE:  Great.  Thank you.

There are a few other staff in the room, and there are lots of great technicians and people helping us.  So thanks to everyone for being here.

I also just want to acknowledge Elizabeth Siegal-McNamee.  She's my special assistant and helps on lots of things.  So a lot of you may interact with her from time to time.

So you may have noticed that Paolo del Vecchio introduced himself as Director, not Acting Director, of the Center for Mental Health Services.  That's because yesterday we announced that he had, in fact, been selected, among a group of very impressive candidates, but Paolo clearly was our choice for that position, and we're really pleased, Paolo, to have you onboard permanently.  And thank you for your work over the last 7 months in the acting role.
So, welcome.

I also want to just acknowledge she was here last time we met but had not yet started, and that is Joan Erney, who will be joining us a little bit later.  She started in May as the new Director of the Office of Policy, Planning, and Innovation.  Many of you -- well, here she is now.  So, Joan, come on, get settled while I continue to introduce you, and you can say hello.

She was the Deputy Secretary for the Office of Mental Health and Substance Abuse Services for Pennsylvania for over 7 years.  And most recently, she came to us from a not-for-profit behavioral health managed care organization in Pittsburgh, where she did truly remarkable work monitoring health care reform and its impact on behavioral health services.

We feel really lucky to have Joan with us, and we have put her to work to the point that she is, I think, completely as overwhelmed as the rest of us now within just a couple of months.
So, Joan, do you want to just say hello?  People can see us, but we can't see them.  And we have at this point over 150, 160 people on the phones.

MS. JOAN L. ERNEY:  It's great to be here.  I actually was able to attend an advisory committee, I think, right before I started.  So it is really an honor to be part of this organization, and I'm really looking forward to all the heavy lift that we have in front of us.
MS. PAMELA S. HYDE:  Great.  Thanks, Joan.  Welcome.

Next, we're really pleased, and I'm actually sorry for the fact that the timing didn't quite work out for her to be here today, but Suzanne Fields starts with us next week in OPPI, in Joan's office, as SAMHSA's senior adviser on health financing.  Suzanne will be the lead on our Health Reform Strategic Initiative, and that includes things like parity as well as health reform implementation, as well as some of the sort of guidance and direction about the primary behavioral health care integration as it sits inside health reform.
She's going to work closely with SAMHSA staff and stakeholders on implementing the health care law.  Suzanne has nearly 20 years of experience in the field.  She's been a State and city commissioner -- administrator and a provider, and she's worked on Medicaid, mental health, and substance use, children's services, child welfare, and managed care.

So we're really looking forward to her coming.  And I can tell you that Joan and I, who've been trying to hold this one together since John O'Brien left in March, are really pleased that Suzanne is coming on next week.

So I think that's the main new people.  We have lots of new people coming and going at SAMHSA all the time, but I wanted to tell you about those individuals for sure.

Other things you might want to know about are that our work on suicide prevention, as part of our Prevention Initiative, has been going great guns for a couple of years now.  Our National Action Alliance has been working with the Surgeon General on updating the National Strategy for Suicide Prevention.  It's going to be released in the fall, in September, around World Suicide Prevention Day.  More details to come, but we're very close on that, and we're very excited about it.
I also want to remind you that SAMHSA is celebrating its birthday or its anniversary, its 20th anniversary this year.  We are 20 years strong is the way we like to think of it.  We have an event coming in October, on October 4th, for both staff and some stakeholders, and we have been doing work all year long in celebrating SAMHSA, but also using that as an opportunity to talk about the advances in behavioral health throughout the country.
I also want to tell you, if I didn't have a chance to last time, that I had an extremely honorable pleasure of representing SAMHSA and behavioral health at the World Health Assembly in May as one of the Secretary's delegation.  This was in Geneva.  I got to do two or three things that were pretty historic.  I got to sit with the Secretary and some other countries and talk for the first time about LGBT individuals' rights to health care.

It was an amazing event because of the U.S.'s role in that when previously the U.S. had been fairly quiet, if not negative, about that issue.  That followed last week, or a week or two ago, with an international HIV/AIDS convention or conference here in D.C.  So there was a lot of good work about that.

I also had the opportunity of participating in presenting the resolution about mental health disorders or mental disorders.  And that was also a great experience.  The World Health Assembly adopted it.  It had been worked on for quite some time.  And now the WHO is in the process of developing an action plan about that for the country, for all the countries that are members of the WHO.

I also participated on first-ever conversation about -- about opioid overdose mortality prevention, and that was a topic that had not had a lot of conversation internationally.  So it was a great opportunity to look at issues like both illicit drugs as well as pain medication and overdoses and how the world might be addressing those issues.

The other thing that's going on that I wanted you to be aware of, also part of our prevention efforts, is our underage drinking work, work to prevent underage drinking.  It's -- we always laugh and call it the worst acronym in the Federal Government.  It's called the ICCPUD, the International Coordinating Committee for the Prevention of Underage Drinking.

It is developing a series of webinars that will be available for the field that will begin in the fall.  And this will be multiple Federal agencies working in concert to do some common messaging out there around underage drinking.  So, within HHS, we have people like SAMHSA.  I actually chair that on behalf of the Secretary.  The National Institute of Drug Abuse and National Institute of Alcohol and Alcoholism is involved, as is CDC and ASPE and some of the other parts of HHS.

And then we also have Federal partners from other places -- Department of Justice, Department of Transportation, and highway safety and other areas.  So watch for that.

May 9, 2012, we also had the Children's Mental Health Awareness Day.  It was a rousing success.  The theme was "Heroes of Hope," which highlighted the stories of youth trauma survivors and the adults in their lives who enabled them to work through that trauma.  There was some amazing performance art done by some young people who had those experiences, and the Secretary gave an award to Cyndi Lauper, who has done a significant amount of work in this area.
And she and her foundation have continued their work since then with HUD around homeless youth and other issues.  So that was a great opportunity as well.

Finally, one other thing I want to let you know about is the block grant application for 2014 and '15, believe it or not, is in process.  It is out for public comment now.  It was published in the Federal Register on July 13th.  A 60-day comment period ends September 11th.

So if you have not seen it, I encourage you to go to the Federal Register, look it up and get it, and take a look.  The States will be reacting to it and responding to that final application later this fall and winter, and the applications or the -- yes, the applications will be due back to us in the spring of 2013 for fiscal years 2014 and '15.

Now, 2014 is an important year.  That's a year when a lot of new things, additional things are going to be coming into play from the Affordable Care Act.  So this block grant application process is particularly meaningful this year.
All right.  So I want to stop and make sure we can get on to budget discussions, but I'm going to take at the moment anybody have -- from the members, any members have questions?

And is this one of the times when they have to do a *1?  Okay.  So the members, we're putting you on open line.  So if any of you have a question, just identify yourself and jump in.

[No response.]

MS. PAMELA S. HYDE:  Okay.  Hearing no one, we will go on.

Again, I want to encourage you not to let the electronic format be an inhibiting or a barrier.  It is, again, as I said at the beginning, it's unique and we're all learning to use it.  So please, members, think about how to jump in.  And if you have a question that you weren't quite ready to jump in on, maybe you can ask it a little bit later when we get to the open lines again.

So, with that, I'm going to turn it over to Principal Deputy Kana Enomoto to talk about the budget.

Agenda Item:  SAMHSA's Budget

MS. KANA ENOMOTO:  Good morning.  It is an exciting time to be here at SAMHSA.  It's also -- people have noticed that it's really chaotic or there's some level of uncertainty in where we're headed.  And yet it seems like we say that every year.
But nonetheless, there is so much opportunity that we're all very excited about the -- about the chances that we have to make a difference in the lives of people with or at risk for mental illnesses and substance abuse problems.

For SAMHSA, in going into where right now we are closing out, executing FY fiscal year 2012.  We're preparing, we're planning for what we're going to do in fiscal year 2013, which brings up some questions about what that will look like, which I'll talk about.  And then, at the same time, we're in the middle of formulating or preparing for the President's budget for fiscal year 2014.

So, as always, we are juggling three fiscal years at once.  And we feel very strongly that it's important to -- in order to promote the behavioral health of the Nation and really the overall health of the Nation, that we must protect as much of SAMHSA's budget as we can in order to prepare our behavioral health providers, consumers, and systems for a new era in health care, to advance promotion of emotional health and the prevention of substance abuse, and to ensure that people with a mental illness or a substance abuse problem or addiction can -- with or without access to insurance will be able to get the care that they need.

So, in order to do all of that, SAMHSA will need every penny that we can get to continue our core work.
There are a number of challenges on our budget landscape, which include State budget shortfalls that we're seeing pretty significantly through our maintenance of effort and our block grant requests.  Actually, I have more detail on that next.  But before then, I think we are looking at 2014 and anticipating the expansion of Medicaid and bringing in about 11 million more people.

So of the 32 million or so people who would get insurance, about 11 million of those we anticipate could have mental illnesses or substance abuse problems that would require treatment.  And so, in order to prepare our field for that, SAMHSA has been in a fairly steady progression, addressing our portfolio.
And we started in '10 and '11.  And now in '12, we've adjusted many of our grant programs and are issuing a number of really exciting contracts to help prepare both stakeholders and providers.  And then, in '13 and '14, we're really gearing our grant programs and our portfolio to adjust to that new reality.

When we look at State budget environments and environmental scan, we have recent data from NASHBID that States collectively dealt with over a $432 billion shortfall in their budgets from State fiscal year 2009 to 2011.  So that's over $400 billion going out of our system on the mental health side.  And 42 States and Washington, D.C., are projecting shortfalls of $103 billion in FY 2012.  I think we're seeing not quite the same numbers, but still significant numbers on the substance abuse side as well.

With our block grants, our substance abuse prevention and treatment and mental health block grants, a condition of receipt of those block grants is the States are supposed to maintain a fiscal commitment to the provision of services known as the maintenance of effort.  But because of these shortfalls, many States have been forced into reducing their spending and resulting in them failing to meet those MOE requirements for both block grants.

So, in fiscal year 2011, 18 States and the District of Columbia had mental health block grant shortfalls, and those totaled $871 million, ranging from a 1.12 percent reduction all the way up to 38, 39 percent reductions.  During that same period, 19 States, 2 territories, and the District of Columbia had substance abuse block grant shortfalls, and those totaled $108 million and ranged from less than 1 percent reductions to a high of 25 percent.

So, as this funding shrinks in the States, access to services and the funding that SAMHSA provides become more and more important, as well as more challenging for communities and providers.

On this slide, you can see that -- I can barely see it.  No, I need a different version.  That's okay.  So there are -- we've used this slide a lot, but there are a couple of new columns on it.  So this slide goes from 2008 up through 2013, and the blue part is our budget authority.  So that is the appropriate amount from appropriated base amount from Congress.  The red portion represents our PHS, our Public Health Service evaluation funds, which are reallocated from a tap across the department.

And the green funds, which I believe begin in 2010, are Affordable Care Act prevention and public health funds.  So the green amount, as you can see, is growing as a proportion of our budget, and the blue amount is going down.  The green and the red have grown significantly.  So that in 2013, they're a much greater proportion of our budget than they had been when you go back to look at 2009.

In 20 -- the last two columns are here for illustrative purposes.  So these are -- the second to last column is the FY 2013 Senate committee mark.  So that is what the Senate has indicated they would support before going into a conference with the House, and that's -- the top line is $3.56 million -- billion dollars, excuse me, with $88 million coming from Prevention Fund, $129 million coming from PHS evaluation, and $3.343 billion coming out of our budget authority.  And if you look, FY 2012 enacted look very similar -- looks very similar to FY 2013.  So the Senate has essentially given a level funding at the top line level from 2012 to 2013.  Whereas, the President's budget was about $140 million less than that.
If we look to the very last column, you would see a fairly draconian, what would represent a fairly draconian cut to SAMHSA, which is the FY 2013 House subcommittee top line number of $3.153 billion for SAMHSA with no money coming from or indicated from the PHS evaluation fund and with the elimination of the Prevention and Public Health Fund of the Affordable Care Act.

So, no, we don't think that any of these numbers are necessarily going to be the real numbers.  They are sort of positions.  They are statements from the Senate and the House on where they stand on the Federal budget.  But still, they are signals to us of what we may have to contend with when we get to an actual 2013 budget.

We were very grateful to see in the Senate committee mark, however, some support for some -- for many of SAMHSA's priority programs as well as some new programs which had been proposed, including our grants to address adult trauma screening and brief intervention, which would be a program to develop and test screening and brief interventions for women in common health care settings on trauma histories, as well as a disaster distress line, which we have been piloting and which is out there and responding to some significant disasters even currently.

But which would maintain a line that would go year round and could be accessed and stood up very quickly in communities that were experiencing significant distress.  So we're excited to see that the Senate has supported us in those two important new efforts.

One of the other -- so those are 2013 possibilities, I guess, on that chart.  But another important -- there are other 2013 scenarios to consider.  So we have the President's budget, the Senate committee mark, the House subcommittee mark.  Then, and actually, this is a little bit of a dated slide.  So we now know we're going to have a continuing resolution, a 6-month continuing resolution that would take us through March at FY 2012 levels or slightly lower than FY 2012 levels.
But what happens at the other side of that could vary greatly, all the way from a full-year CR to sequestration.  So sequestration is not something that anyone had hoped would happen.  It wasn't a plan.  As the administration has said on a number of occasions, a sequester is not good public policy.  It was designed as an action-forcing mechanism to get Congress to take action and pass a balanced, bipartisan approach to deficit reduction.  And so, it was meant to be distasteful enough to get everyone to try to find a compromise rather than have that negative outcome.

So the sequestration would require indiscriminate cuts in both defense and nondefense programs, where you're looking at about $54.7 billion reductions to defense programs and similar cuts to nondefense programs, and that continuing from 2013 through 2021.  So when you add it all up, I think you get to the $2.1 trillion reductions that had been set as the target for deficit reduction.
So if sequestration actually occurred, if Congress doesn't act by January 2, 2013, there would be devastating effects across the Government, and obviously, that would ripple out into the Nation.  And for SAMHSA, what that would mean would be about a 7.8 percent overall reduction to our 2013 -- to 2012 from where we were in I think it's 2013 proposal.  So it would be significant.
And so, while no one expects sequestration to occur, Congress needs to act, and it's not the President's choice.  It's not the President's to solve.  It is going to be whether or not Congress can come to an agreement on a budget.  So we -- and we hope that that will happen, and we expect that that will happen.  However, we also would be remiss if we didn't begin work to understand the parameters of sequestration and the law and what impact it would have on SAMHSA, HHS, and the rest of Government.
We have received recent guidance from OMB that we'll begin consulting with them on key questions that need to be answered in order to prepare for a potential sequestration order, which would occur in January 2013.  There are certain programs which are statutorily exempt from the reductions of sequestration, none of which actually sit in SAMHSA.

So important ones that would be exempt are Medicare Part D.  Medicare itself has a reduced -- would take a reduced cut.  CHIP is exempt, and a number of other programs across HHS, as well as in other parts of Government.  But in fact, I think the entirety of SAMHSA's budget would be subject to the sequestration reductions.
So we think it will be an iterative process, as the nature and magnitude of sequestration is unique and requires careful deliberation and consultation between HHS and OMB.  And it is critical that the intent is not to create an excessive concern among staff or stakeholders, and we're not disrupting our core activities.  We do have a 6-month continuing -- or we do expect a 6-month continuing resolution.  So we will maintain our core activities, and we will not take premature -- any premature actions with the expectation that Congress will find a resolution and we will not have sequestration occur.

So we are -- again, this is just one of several possible scenarios that we are trying to juggle as we go into 2013.

As we're looking at 2014, we had -- we're still in the process of formulating that.  So it's a conversation that SAMHSA has with HHS and OMB and so on.  But in that process, we've articulated several principles that we hope to advance in our budget, which included the first one is maintaining a ratio of substance abuse and mental health funding within our budget.  So it's about 70/30.  It has historically been about 70 percent substance abuse, 30 percent mental health, and we are committed to maintaining that level of balance.

And we would also hope to maintain a ratio of block grant to discretionary dollars as closely as we can.  Our budget currently is about 65 percent block grants, 35 percent discretionary dollars, and we are making some assumptions that with health reform, it's going to impact the need for and access to behavioral health services.  And therefore, our block grant funds will be more important than ever.

As more people come online and are able to access the clinical services that may be covered by insurance, they will need the support of recovery support and other services that our block grants give States the flexibility to provide.
We will, wherever possible, avoid terminations and reductions -- or reductions to existing awards, meaning that rather than if we had to take a cut within a program, we would not make new grants rather than cutting current awards.  We continue a holistic approach through joint funding, meaning where it makes sense, we bring mental health funding and substance abuse funding to the table, and we jointly fund programs so that we are dealing with the person as they come in the door and not trying to impose an artificial bifurcation of substance abuse and mental health.

So, again, we account for our funds separately, and we can track every dollar as it comes in the door and as it goes out the door.  But we try to enable our grantees to treat the whole person.
We are building up innovations from previous funding cycles.  For anyone who has been following what SAMHSA has been doing over the past few years, we have introduced a number of innovative approaches to continuing programs within homelessness, within criminal justice.  We've tried, again, some jointly funded programs where we have both substance abuse and mental health working together, as well as some others where we also have substance abuse treatment and prevention and mental health working together.  And we will continue to build off of those innovations.

As we go into '14, our strategic initiatives and our strategic plan of leading change will continue to drive our priorities and our program.  So that is still our organizing framework within our budget planning.

To finish on a positive note, although we have sort of a bleak budget picture, I do want to provide some updates of some of the exciting accomplishments that we have within our strategic initiatives.  As we have done our 2014 planning, we've also revisited looking at our 2012 accomplishments.  What steps we will be -- what things we need to be working on and investing in in 2013 that will provide the platform for our initiatives in 2014.
So, in 2012, we are really pleased that the National Strategy for Suicide Prevention has been updated and is getting close to launch.  We were excited that our Partnerships for Success II grant award, part of the Strategic Prevention Framework, that that RFA was released, and we have a lot of States who have applied.  And they will be focusing on underage drinking, prescription drug use or another data-driven priority from their States which is supportive of our strategic initiative goals, which have prioritized underage drinking, prescription drug use among the other structural efforts that we need to take to prevent substance abuse and mental illness in the country.
We're adopting HHS's Secretary's core underage drinking prevention messages through the -- as Pam mentioned, the ICCPUD.  I don't even -- I can't say what it stands for, but it's for preventing underage drinking.

And we also recently released towards the end of our grant period, released an RFA for prescription drug abuse monitoring programs to integrate with electronic health records, as well as interoperate across States.  So we'll be supporting eight grant awards in that effort continuing the battle against prescription drug abuse.

In our Trauma and Justice Initiative, Larke Huang will be talking with you later today about some of our great work there in terms of trauma definitions and guiding principles.  We've also had a number of key accomplishments that we set out to do in 2012.  We had a policy academy recently in collaboration with MacArthur and Department of Justice for eight States to focus on the needs of youth with behavioral health problems in the juvenile justice system.
We've engaged our National Child Traumatic Stress Network in improving avenues for the dissemination of important lessons learned about child trauma, and we have had a new round of Child Traumatic Stress Network grants competed this year with an unprecedented number of applications and some innovations added around dissemination and partnership within that network.

We're also working very hard to bring together all of our trauma technical assistance resources to be more aligned in ensuring that they are able to leverage one another's work and communicating together and coming up with some common standards and principles.  And another exciting accomplishment was that trauma prevention, screening, and treatment are addressed in the new combined block grant application, which is out for comment.

On military families, in September, we are really pleased that we'll be having another service member, veteran, and their families policy academy with 9 or 10 States.  That will be September 5th through 7th in Washington, D.C.  And we're gearing up for that.  We'll have representatives from each State, as we generally do with our policy academies.  And this one will include the Governor's office, the mental health directors, substance abuse directors, officials from National Guard, Reserve, and the State VISNs, among others.

On health reform, Pam mentioned that the block grant application, the '14-'15 block grant application is out for comment.  And that is through September 11th.  So that's accessible on our Web site.  In other corners on our health reform, people have -- we will be releasing a new contract or a new technical assistance resource to help our providers work on their plumbing, so to speak, their business plumbing.  It's a business operations contract to help States and providers gear up for more third-party billing and the introduction of Medicaid expansion and health care reform.
On our Recovery Support Strategic Initiative, we recently had a really fantastic homeless grantee meeting, which was shared across the Center for Mental Health Services and the Center for Substance Abuse Treatment, where the Secretary came and the Administrator provided remarks.  And earlier in the spring, we had a revised and a final working version of our recovery definition, our recovery principles, which have been extremely well received, I think, by the field.

On health information technology, we've made good progress on meaningful use, too.  And so, we're very excited to see as that evolves, and our staff are working closely with ONC, provider organizations, vendors, and others to sort out issues of privacy and confidentiality in bringing 42 CFR Part 2 into the electronic era.  So a lot of challenges there, but also really excellent work happening, particularly with we have five States piloting with our Primary and Behavioral Health Care Integration Project, where State-designated entities for health information technology are working -- or for health information exchanges are working with mental health and substance abuse entities to try to get those systems working together.
On data outcomes and quality, you will also hear later today about the National Behavioral Health Quality Framework, which has just -- I guess coming soon I think is the marquee on that one.  And we're moving forward on measures for military families as well as trauma and justice.  And all these things then have rollover implications into our budget planning process, and in 2013, we're looking forward to making an award for our common data platform, which is bringing together all of our data systems, our performance data systems from the three centers and together with the Center for Behavioral Health Statistics and Quality.
In public awareness and support, SAMHSA has made a substantial investment in our Web presence and bringing I think over 90 different Web sites, trying to get them down to a handful of Web sites, as well as improving our search capabilities and -- our search capabilities and our taxonomy within our Web sites so that our information is even more accessible to folks and more user friendly.  So that's been a significant investment on the public awareness and support effort, as well as bringing together our national campaigns into a single-umbrella home.

And we continue to collaborate with the CDC on the National Conference on Health Communication, Marketing, and Media, which is why Nancy Ayers is not here with us today.

So that is both a look back at where we have been and some of our great accomplishments as well as a look forward to some of the challenges we have coming in 2013.

That's it.  With that, I'm happy to open it, I think, to questions.

MS. PAMELA S. HYDE:  Great.  Thanks, Kana.

So while you're all getting ready for questions, we have one person who's already identified they want to ask a question or comment.  I want to let you know that we have over 200 people now on the Web and phone.
We have two people who are supposed to help us with the next panel, Michael Langer and Lorrie Rickman Jones, who have not yet logged in.  If you are out there and listening, would you please make sure you log in or let us know you're having trouble so we can get you ready for the next panel discussion.

I do want to open it up for a couple of questions.  Just to reiterate what Kana said, I think the take-home message about all the budget -- because we like to try to overwhelm you when we tell you about all that stuff -- is that we're always dealing with three budget years at the same time.  So right now, we're finishing '12, worrying about what's going to happen in '13, and planning for '14 all at the same time.  And there's a lot of uncertainty in our budget.

So I think those are the take-home big messages, and no matter what happens, we are going to see less money rather than more.  So that's what we're contending with.

Okay.  Abe, you've indicated you want to make a comment.  If you're online, can you go ahead?  Abe, are you there?

[No response.]

MS. PAMELA S. HYDE:  Okay.  We're going to come back.  We'll work on that technology there.  Abe, if you have your phone muted, you need to unmute it so you can comment.

[No response.]

MS. PAMELA S. HYDE:  Your line is open.  We may have lost him.  He'll come back.

All right.  Is there any other of our members on the phone or on the Web who want to make a comment or ask a question?

Again, I really encourage you not -- the members in particular because, for the moment, that's who we're interacting with, don't be put off by the technology.  Okay.  I hear some scratching.  Maybe that means someone is there.

Abe, are you there?

MR. PATRICK RISSER:  Hello?  Hello?

MS. PAMELA S. HYDE:  Hello, Abe?

MR. PATRICK RISSER:  No, this is Pat Risser.

MS. PAMELA S. HYDE:  Oh, hi, Pat.  Go ahead.  Do you have a comment?

MR. PATRICK RISSER:  Hi.  Yes, it seems like it's always this way with the budget, that it's always kind of guesswork.  And I wondered if you could make -- if you would be willing to make a best guess based on theory.  I mean, surely you're not completely in the dark.  You have -- if you would be willing to publicly take a best guess where they might end up.
MS. PAMELA S. HYDE:  Pat, if I heard you correctly -- because we're getting a little static so we're working on the technology here.  But if I heard you correctly, you're asking for a best guess on what will happen?  It's a little bit like asking us to predict what the Supreme Court will do.
We hope that Congress will, in fact, act and that it will act in a way that is bipartisan and will get us to a budget that is more consistent with the reduction amounts that were agreed upon last year rather than at the more draconian amounts that are being pushed out now or that sequester would result in.

So I don't know that I could guess an amount.  I can pretty much assure you that no matter what happens, we're going to see less money.  So part of our challenge here is to deal with what we anticipate to be, as Kana said, a 6-month pretty flat budget -- maybe slightly less, but pretty flat -- without knowing what the second 6 months is going to be other than it's likely to be lower.
So we're hoping, if you think of it this way, that the sequester would be the worst-case scenario, hopefully.  So that's at a 7.8 percent, give or take.  Nobody can really anticipate that amount yet either because there are some things, as Kana said, that are off the table.

So, you know, it should be under 7 or 8 percent would be the worst-case scenario.  Best-case scenario would be less than that.  I mean less than that in terms of a reduction.  So I know that's not very helpful, Pat.  But we really don't know, and that's part of the issue is trying to manage and trying to get grants out the door and trying to get a block grant out the door and other things out the door when we really don't have a good answer about what the budgets are going to be.

MR. PATRICK RISSER:  If I'm still connected, could I ask a follow-up to that?

MS. PAMELA S. HYDE:  Yes.  Yes, go ahead, Pat.

MR. PATRICK RISSER:  If you are anticipating less, then I would guess you're probably considering where you might make the cuts.  Is there some way that we, as advisory folks, can help you make those decisions, considering priorities and things?
MS. PAMELA S. HYDE:  Yes.  The question is how can the advisory committees help us make the tough decisions about reductions?  And you are more than welcome as you meet in your advisory groups to have that kind of conversation.  Where would it be better to preserve dollars and better not to?
The thing that gets tricky here, Pat, is that there are certain congresspeople who have very strong opinions about certain of our line items, and there are, obviously, also White House priorities that we adhere to.  And so, when you put both put of those together, we have less and less flexibility about where we can take reductions.

And frankly, the sequester, if it happens, we may or may not have any option about it.  It may be an across-the-board.  That is yet to be determined.  If that is the case, then one of the principles that Kana mentioned, which is an attempt to try to not reduce current grants, we may not be able to hold to that principle if sequester gives us an across the board.
So, unfortunately, when we try to maintain that principle, what it basically means, we are at the vagaries of when money recycles.  So those are the line items that get hit worse.  So that's a lot to say only to say, sure, jump in, tell us where you think we should cut.  People are almost never willing to tell us that.

They're often willing to say, okay, we know you've got to cut, but don't cut X.  And there's always somebody who doesn't want to cut X, and all the X's that we have.

So, Paolo, I'll let you take that up further with Pat and your CMHS Advisory Council.
Are there other comments?  Yes, is somebody else trying to jump in?
[No response.]

MS. PAMELA S. HYDE:  Did I hear someone else?  Abe, did you get back?

[No response.]

MS. PAMELA S. HYDE:  Okay.  Well, we know at least a few people can jump on.  I would appreciate it if one or two other people would jump in, just so we know that you're out there.  We have our electronics is telling us that over 200 people are there, and 40 or 50 of our members are there.
So, the members, any of you out there, could you jump in?

MS. STEPHANIE LEMELLE:  Sure.  I don't know if you can hear me?

MS. PAMELA S. HYDE:  I can.  Great.

MS. STEPHANIE LEMELLE:  It's Stephanie LeMelle from New York.

MS. PAMELA S. HYDE:  Hey, Stephanie.

MS. STEPHANIE LEMELLE:  Just wanted to say hi.  It is a gloomy, you know, prediction in terms of the finances, but I guess, like all agencies right now, we're going to have to struggle through this and make the best decisions that we can.

MS. PAMELA S. HYDE:  You're right.

MS. STEPHANIE LEMELLE:  I wish I had some insightful thing to say other than that.

MS. PAMELA S. HYDE:  Well, I appreciate you saying something.

MS. STEPHANIE LEMELLE:  Okay.

MS. PAMELA S. HYDE:  Just so we know that people are able to hear us and --

MS. STEPHANIE LEMELLE:  I'm here.
MS. PAMELA S. HYDE:  Great.

DR. ARTURO GONZALES:  Hi.  Pam, can you hear me?  This is Arturo Gonzales.

MS. PAMELA S. HYDE:  Hey, Arturo.

MR. LARRY LEHMAN:  And this is Larry.  Can you hear me?

MS. PAMELA S. HYDE:  Ah, good.  People are weighing in.  That's terrific.  Good.  We're glad to know you're able to hear us and speak.  Does anybody have a comment or a question?

DR. ARTURO GONZALES:  Well, I guess the only question I have or comment is -- is, you know, considering the gloomy times at the Federal level and the tightness of the budget, does that then perhaps give an impetus for States to look at Medicaid expansion and the Affordable Care Act in order to make up for some of those losses?

MS. PAMELA S. HYDE:  That's a great question, Arturo, and I think we may talk about that a little bit more later.  But I'll just comment now.
And that is that the carrot -- if we can use it that way, as opposed to the stick.  The carrot of Medicaid expansion is definitely something that is on, I think, all States' minds at the moment.  And HHS is doing a significant amount of work, and CMS, in trying to answer States' questions as they make those decisions.
Many of the States won't make those decisions until they go through their own budget process in the -- mostly in January through July.  So there's a lot of questions being asked, and CMS is trying to answer those questions as best they know them at this point.  And to be honest with you, we also think the landscape may change a little bit after the election, depending on what the results of the elections are at the State level, at the State legislative level, at the congressional level, and even at the presidential level.

So we're all just trying to understand what's going on and answer questions at the moment until we get through that.

Okay.  Any other comments?  Abe, did you get back on?

[No response.]

MS. PAMELA S. HYDE:  All right.  We're going to move on to the panel discussion and let the technology again try to keep up with us or catch up with us.

So, Anne, as of a few minutes ago, Michael and Lorrie had not signed in.  But Michael has now signed in.  So I'll let you take it away, Anne.  If you'll just remind people what the topic is and what we're doing.
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MS. ANNE HERRON:  Terrific.  Thank you very much.

I've been really excited about this opportunity for discussion and really to hear from council members about what you're experiencing and seeing in terms of the impacts on the State systems and the provider systems and our individuals who are receiving care, both changes, improvements, challenges, and any other impacts that you would like to talk with us about.

We thought, for purposes of organizing this conversation, we'd really talk about the impacts from two perspectives.  One perspective is really from the organization, the administration and management and financing perspective usually managed by the States, counties, and cities.  And that makes up really our first panel of discussants talking about the impacts from that perspective.

The second perspective is from the family, individual, and community perspective and how that impacts the ability of individuals to reach out, access, and receive care.  And so, that will be the panel this afternoon that will talk about.

We have asked some great panelists to give their perspective and their assessment and really to kick-start our discussion.  So I'm going to go through and introduce the individuals on the first panel.  We'll give them a few minutes each to tell us their perspectives and their thoughts, and then we'll open it up to everybody to please give us your perspective and your thoughts on these topics.

So our first panel is made up of a representative from the State of North Carolina, Ms. Flo Stein; from the State of Washington, Mr. Michael Langer.  I hope that Dr. Lorrie Rickman Jones will be able to join us from the State of Illinois.  And of course, from the City of Philadelphia, Dr. Arthur Evans.
So, panelists, if you are comfortable with this, I think we'll just go through in that order.  And I'll turn it over to you, Flo Stein.

MS. FLO A. STEIN:  Can you hear me?
MS. ANNE HERRON:  Sure can.

MS. FLO A. STEIN:  Oh, good.  I'm so glad.  Well, thanks for the opportunity, and I guess I would start out by saying for the State of North Carolina, everything has changed.
We have been -- the effort to get ready for health reform and the Affordable Care Act and the impact of budget changes have been changing all the ways we do business.  I would say the one thing we haven't changed, and we're trying as hard as we can to keep balance, are our core values and what we believe should be available for the people of North Carolina in services.

And for those of you who don't know, North Carolina is an integrated three disability system.  It's mental health, substance abuse, or substance use disorders, and developmental disabilities.  So we have kind of a varied set of programs and services that we are trying to provide.

But the big changes we have made, and these are not in priority order.  But we have -- are implementing 1915(b)(c) waivers, managed care waivers, all across our entire system.  We have gone from 42 community mental health, substance abuse, IDD centers to 11 MCOs.  We're half way implemented.

Half of them are now online, live MCOs, and the other half are getting ready and will be coming on about every 2 months through this next year.  And they have the authority to manage all Medicaid, State, and community mental health, substance abuse, and IDD resources.  So it's really a big change for us.

And of course, to go along with that, I guess the other thing I'd say before the other people weigh in is that that has required us changing our provider profiles and helping them with readiness.  We've established a new provider type, which we call critical access behavioral health care agencies, which makes them more comprehensive, more clinical, and more medical.
And they have a requirement to be in contact constantly with the medical home of each of their consumers, and that has also necessitated working with consumers to get them ready for a big system change.  These kinds of changes are sometimes -- create a lot of concern among family members and consumers about how they will access care, and I'm really interested to hear more about that this afternoon.

But we have had a lot of new structures developed for more consumer participation, more consumer-directed services, and trying to just make all of this balance out so that we're ready for both what happens in the exchanges, what happens if we do Medicaid expansion, and how we use all of our resources more efficiently and effectively.

So I'll stop right there.

MS. ANNE HERRON:  All right, Flo.  Thank you very much.

Mr. Langer?

MR. MICHAEL LANGER:  Yes, again, thank you for having me on the panel.
And in terms of major changes out here in Washington State, we -- the first thing that happened, as Flo mentioned their integration, we integrated as well behavioral health in terms of mental health and substance abuse.  So that happened about 2 1/2, 3 years ago.  Simultaneous to that, we were placed within the Medicaid authority at that time, which was part of our broader Department of Social and Health Services.

In more recent months and through this last legislative process, the Medicaid authority was actually taken away from the Department of Social and Health Services and made its own department, and they moved our behavioral health services -- or they kept us with the Department of Social and Health Services as part of Aging and Disability Services Administration.

So, in short, we have, again, behavioral health, putting together substance abuse and mental health, and we were part of Medicaid and now we're not part of Medicaid.  But we've certainly continued to coordinate with them, and there is still some plans on the table yet to be determined whether we will end up there eventually.
One of the things that we did out of the gate when health care reform was brought about was we began a health homes learning collaborative, which was really meant to get our line staff and actually our entire staff familiar with even the process and the programs around Medicaid.  We brought together the Medicaid authority, the Department of Health, our health care authority, and our own staff over a period of months to understand more what was meant by the ACA as well as the Parity Act and other things.  So those are ongoing meetings happening a couple of times a month.
Currently, we're working with our partners to ensure that SUD and mental health services are in the planning dialogues.  Although we're not driving it, we're certainly there to give input related to health homes, our dual pilot, or Medicaid/Medicare health benefits exchanges, including with outpatient residential services and, of course, Medicaid expansion.

Specifically, some of the things that are going on here in Washington State, one is through the support of SAMHSA and the SBIRT grants, we're moving from not only emergency rooms dealing with brief intervention and screening, but now also into local health clinics.  We also have community health plans on our advisory committee for SBIRT.

I believe one of the reasons I was asked to be on today was to talk about prevention a little bit, and we certainly have been trying to learn how prevention fits within health care reform, particularly substance abuse prevention and mental health promotion.  We've used our SPE grant this past year from SAMHSA to invite the Medicaid authority to sit on our statewide prevention policy consortium.

That consortium I co-chair with a representative from the Department of Health, who leads the community transformation grants through CDC.  So we're making that connection between the community transformation grants and our work here with substance abuse prevention.

We also did a capacity-building project with Primary Health Care and Substance Abuse Prevention Integration Project, where we had eight community coalitions invite primary health care to be part of their coalitions and to actually speak on their behalf in the community in terms of the work the coalitions were doing.  Eight of the coalitions were successful in getting that to happen.

We also had four major projects that we felt, major demonstration projects related to this integration and prevention in health care.  One of the sites was able to work with some "Triple P" parenting strategies to get, I think, all of their health care entities, including the tribal, in a rural community together and get their staff trained on Triple P.
We also had one of the sites who worked a lot on adverse childhood experiences and screening tools for ACEs within primary health care setting.  A third looked at a very frontier, one-doctor town, and they opened up a free school-based clinic once a week.  And actually, I think it's going to go to twice a week, continue.  The doctor also developed a mobile app for youth where the doctor can answer teen health questions confidentially in the community in that small town.

And then a fourth one looked a lot at prescription take-back programs and things along those lines and tried to get them placed in health care clinics.  Although they were told that they could not do that in the end, and so they placed them at a place within the community.

Wrapping up, in terms of changes, we've also had the Triple P project that we're looking at, try to get some Medicaid code approved so that we can support some of the Triple P pilot projects that are happening.

And then we also have a residential pilot project.  So the legislature was interested in seeing whether or not our residential programs could get down to 16 beds or less and make a go of it.  And so, we have a project that's supposed to start this October.  When we put out our request for proposals, we had one that came in within a dollar amount that we felt we could support.  So we'll be learning about how that works as well.
Now I'll turn it over at this point for any questions.
MS. ANNE HERRON:  Thank you very much.

Let's move -- Dr. Evans?

DR. ARTHUR C. EVANS JR.:  Hello?  Hi.

MS. ANNE HERRON:  Good morning.

DR. ARTHUR C. EVANS JR.:  Good morning.  Okay.  In Philadelphia -- Pennsylvania has a county-run system.  Philadelphia is both a county and a city, and we run the behavioral health system here.
In Philadelphia, we have essentially a single-payer behavioral health care system as we manage all of the behavioral health care funding streams -- Medicaid, including Medicaid, the block grant, State and Federal dollars, children, adults, substance use, and mental health.  The environment here I think is much like many places around the country.  We had a change in administration a couple of years ago, and since then we've seen some really significant cuts to our budgets, the latest being an $18 million cut primarily to services for people who are uninsured.
And so, I think that in our environment, we're trying to manage that.  And I think just historically, having been in government for a number of years, governments always go through these periods of economic downturns.  And so, I think during the previous few years, we have sort have been anticipating this, and so we've tried to make investments in our system and be clear about what our goals are for our system and to not simply react in a purely fiscal way to the budget cuts.
And the way we've done that is to really continue to promote the idea of recovery, resilience, using that as a framework for thinking about our system, trying to figure out, continue to transform our system around those principles.  And so, we've tried to both anticipate the cuts, but also look at the trends that are starting to manifest themselves and health care reform.  So a few of the things that we've done to try to respond to and manage are to move the system increasingly to empirically support it in evidence-based practices.  We've worked with a number of originators of EBPs as a way of creating -- increasing efficiency and effectiveness of treatment services.

But we have about four or five EBPs that we are implementing throughout the system as well as now creating an evidence-based practice center to try to drive innovation within our service system.  That's starting to pay off in some ways in that we're able to document our reductions and our recidivism in some parts of the system, which it results in cost savings.

The other area that we've put an emphasis on is moving our system to a more of an outcome-driven system.  And so, in the last few years, we've introduced a pay-for-performance system.  We've moved away from giving cost-of-living allowances.  In the last year, for example, we only did maybe 10 percent of our system did cost-of-living allowances.  Most of the system got rate increases, if anything, through an outcomes-driven process, which I think helps our providers to be better prepared for the health care environment that is evolving and it's emerging, which is going to place much more emphasis on outcomes.
We've also tried to work with our providers around areas where we think health care reform is going to have an impact, for example, in integrated care.  And I heard a number of people talk about integration.  One of the things we did as health care reform was emerging was to look at what were some of the major themes in health care reform and then sort of looked at our system to see what areas we needed to really beef up.
And what was really clear is that we really needed to spend more time thinking about and emphasizing integrated care, and we've, over the last couple of years, done that in a number of ways from embedding primary care settings in community mental health centers to vice versa, embedding community mental health in other kinds of services within primary care settings and everything in between.
And part of that is in anticipation of health care reform.  Part of it is also our concern that as health care reform moves forward that there is a conflation of how we finance services and how services are delivered, such that we are concerned that there will be attempt to integrate financing of behavioral health and physical health care services, meaning that State authorities and county authorities like ours would be sort of cut out of the financing of the services.
And so, we really want to demonstrate that you can have a carve-out environment where you have behavioral health professionals managing the behavioral health benefits, but also get integrated care at the level of service delivery.  And I think we've demonstrated that fairly successfully.
One other thing that I would mention is that we, in anticipation of health care reform, have encouraged all of our providers to create or identify someone in their department or someone in their agency that would be the point person on health care reform.  We've established an office within our department of health care reform, and looking at the issue of health equity.
And so, we have dedicated staff that are really looking at the changes that are happening in health care reform and then communicating and getting information out to our field -- to the field so that our providers are making the kinds of changes that they need to make around IT, around service delivery models, and so forth.
So, with that, I will stop and I guess we can have questions a little later.

MS. ANNE HERRON:  All right.  Thank you very much.

Dr. Rickman Jones, I believe, has joined us.  But perhaps it would be helpful if I gave kind of a brief summary of some of the themes that have come up so far?

DR. LORRIE RICKMAN JONES:  Yes, and can you tell me what our objective is here today?  I'm sorry.  This meeting was not on my calendar.  So I apologize for that.

MS. ANNE HERRON:  Not a problem.  Our apologies as well.

The purpose of this really is to talk about some of the impacts that you're seeing from the State perspective as a result of Federal health reform and State budget activities and really how the system and how you're having to change the system or modify the system in response to some of those impacts.

So far, from the State of North Carolina, the State of Washington, and the City of Philadelphia, we've talked about kind of some common themes around exploring new financing strategies, both from a pilot project perspective as well as working with Medicaid.  Some work and increasing partnerships with other entities within the State, counties, or cities, just to partner on improving access and preparing both providers and consumers for the changes coming through health reform projects, again to improve access to care and increasing the use of and the effectiveness of outcomes, use of evidence-based practices, increasing efficiencies, and really all of the activities that can fall from that impacting the staff of both the States, the cities, and the counties in terms of really having to identify champions.
I'm using my words, not yours, Dr. Evans.  But using kind of a champion to lead some of the change around health reform and some of the other impacts.  I hope I captured that acceptably.

DR. ARTHUR C. EVANS JR.:  You did.

MS. ANNE HERRON:  Okay.  But those are some of the themes that have come so far, Dr. Rickman Jones.

DR. LORRIE RICKMAN JONES:  Mm-hmm.  I feel like I'm talking to people who are in a lot better shape than Illinois, and I can tell you that most of the work that we have done, and I don't know if this is the case with some of the other States that are represented, has to do with managing budget cuts and trying to preserve as much of the system as possible in anticipation of the assistance that we'll get with the Medicaid expansion in particular anticipated in 2014 for Illinois.  And we have had major, major budget challenges in Illinois.

And this year, in fact, about $2.7 billion had to be cut from our Medicaid budget.  And so, there are lots of changes in the Medicaid system in order to reach that $2.7 billion target for reduction, and a lot of pressure on the State mental health authority also to reduce services in anticipation of health care reform kicking in.  What do I mean by that is that many States, as you know, have had to close State hospitals.  Illinois is one of those that has also been at the forefront of doing that.

This past year, for the FY '13 budget, we are closing two hospitals.  One is closed already, and another one is closing in the fall of this year.  And so, we are actually eliminating civil beds from the system, publicly funded civil beds, just civil beds that were funded by CRF.

Most locations that are served in these civil beds are unfunded, and so we've designed temporary services that are funded by CRF in the community for these.  But by developing relationships with private hospitals as we treat these patients, States will fund for their care, anticipating that a good percentage of them will have access to Medicaid in 2014, and that will become the payer at that time.

So a lot of, again, what we're doing is trying to look forward to the Medicaid expansion that we're anticipating to help us, you know, in bridging the gap between the service reductions that are necessary as of now, making sure that people can continue to be served, meeting our budget requirements by reducing services and finding ways to address these reductions, anticipating, as I said before, that expansion in 2014 for Medicaid will assist our access picture significantly.

One of the things that had to be done in order to address $2.7 billion reduction in the Medicaid was looking at eligibility.  So around the issue of access we're expecting or anticipated about $120 million of a savings by doing redetermination around checking income verification and so forth for people who are currently on Medicaid.  We expect that some -- several thousand people will lose access to care.
We're thinking that that will happen either because they will not meet the income requirement for Medicaid or that they will fail to respond to this.  And so, we're thinking that some people who would be covered by -- the ABD population in Medicaid, many of these people will have a serious and persistent mental illness, may fail to respond.  We're concerned about that population because we know that they should be on Medicaid.  There may be temporary losses of that benefit when they don't respond, and they will temporarily lose access to services until we get them back on the rolls.

So we're trying to anticipate that happening, and again, I'm figuring out how to make sure that they are immediately -- first of all, that they respond when they have these questions about eligibility.  And if they don't, how to minimize any time that they're off the Medicaid entitlement to get them back and to minimize any disruption in services.  It's not a pretty picture here in Illinois with the cuts.
The kind of things that we're trying to have done actually before and, I guess, concomitantly were around -- on the more positive side was around integration.  So that's something that we could actually have done before we were forced to make these draconian cuts.  So we've done a lot with preparing the system for primary care and behavioral health integration, have fostered -- helped facilitate relationships and had conferences and technical assistance to providers across the State, both in the primary care world and the behavioral health world.
So to form these health -- and to form these marriages that are now I think paying off, that work is paying off, and we're seeing a number of entities form relationships, and where we're actually seeing the bidirectional primary care and behavioral care integration taking shape.  The Medicaid authority in Illinois has put out an RFP where they're looking for these -- it's called an innovation project -- care coordination entities to come together, and integration is central to that, to the expectation of that funding mechanism.
We're also -- of course, many other States have moved to managed care a lot faster than Illinois.  But we now have a mandate legislatively to put more people into managed care.  We want to do that, the State is moving to do that before Medicaid expansion hits in 2014.  One of the concerns that we have, both in terms of these integrated models and managed care companies, is that where we are certain or fairly confident that the models have demonstrated an ability to handle people with mental illness, have less products for certain illnesses.  We're not as certain about traditional managed care companies actually taking the leap and morphing their traditional practices to handle a population with more serious and persistent mental illnesses.
So we're putting in performance measurement standards and criteria and carefully monitoring managed care companies as they take on responsibility for these more serious and persistent -- I'm sorry, patients with more serious and persistent illnesses to make sure that they are serving them adequately and appropriately.
So, again, a different picture in Illinois, I think largely shaped by drastic cuts to our system.  You know, I think a lot of places have been facing a number of budget challenges, and our system has been challenged, as other States have been.  But in addition, Illinois has had a major deficit in funding their pension.  So I think that that has made in the past year or two our cuts much more serious and draconian.

And until we actually tackle pension reform as one of many of the significant legislative issues, we're going to continue to have these reductions and have to try to figure out ways to maintain access and provide care, given constant pressure to continue to reduce our budget.

MS. ANNE HERRON:  Thank you very much.
You've added a couple of more themes, I think, to what have been discussed by the panel as well.  You talked about in terms of your partnerships and some of the changes in the roles and the responsibilities that you've identified with some partners.  And the other thing that came up and that you reinforced also is that as you're facing these challenges, trying to maintain the core values and principles that you've been operating under.  And I think that came through also with the other members of the panel.

So I would ask any of the other council members who would like to provide comment and weigh in on this, please do so.

DR. VICTOR A CAPOCCIA:  Anne, this is Victor.  I don't know if I'm coming through?
MS. ANNE HERRON:  You are.

DR. VICTOR A CAPOCCIA:  Oh, great.  I think that the last comments were particularly relevant, and I'd just like to underscore two different dimensions based on the experience we've had in Massachusetts with coverage that has extended to 97 percent of the population.  So, in effect, we've had the coverage.  We have the benefit.

Relative to Medicaid expansion and the point that was just discussed in Illinois, even with the severe cuts, one of the observations here is that the coverage alone doesn't, in effect, make or change the penetration, the ability to reach more of the untreated.  That in order to access people who have expanded coverage, we have to do some things differently in terms of the organization and delivery.

And part of it is outreach, but part of it is really what are we delivering in terms of product?  How does that relate to the different levels of need of those who we have not yet reached?  And that's particularly true on the substance use disorder side.  And paying attention to those kinds of changes.

And I know that the business infrastructure part that SAMHSA has invested significantly in is an important element of that.  In addition to the business infrastructure, though, there is clinical delivery system design that is really relevant to these different level needs and the venues, the things that we've talked about and you've talked about in terms of integration and linkage.

So the first point I want to make is reaching more people with coverage in expanded Medicaid really depends on the changes we make in our system, particularly around clinical system design.  A subset of that, the speaker, just in terms of Illinois, was talking about the stresses related to other budget and the pressures on Medicaid not to expand.  At the same time, we have to take the perspective that says if a person has other chronic illnesses, they don't -- you know, there isn't a hesitation of the provider to say, oh, Medicaid is going to pressure us to provide treatment to that.
So I think we need to be able to reach -- increase that penetration, reach those untreated, whether given the opportunity of expanded Medicaid.  In some respects, without concerns -- well, it's easy to say.  But anyway, the State budget crisis doesn't totally affect unless they absolutely reduce rates or eliminate categories of illness, which Arizona has done, that they cover.
The second overall point, again, speaking from Illinois's address but I really want to underscore because it's critical, and that is the disenrollment issue.  The enrollment to disenrollment.  What we've experienced in Massachusetts is that 30 percent, somewhere between 26 and 30 percent of people who are being seen in mental health, in the community-based mental health system, the community–based addiction system, are at some point during the year unenrolled and most of them not aware of it.

So the key to that is paying attention to the policies and processes that have to do with maintaining enrollment once the opportunity for enrollment happens.  So it's both outreach, but outreach, again, isn't enough because the disenrollment happens very quickly.  And so, it's those policies and practices that direct and govern disenrollment that I think people who are watching this in terms of advocacy need to begin to address and weigh in on.
Anyway, just those two points.  One, coverage.  Two, enrollment/disenrollment.

Thanks.

MS. ANNE HERRON:  Thanks, Victor.

Other comments?

Abe?  We understand you might be on the phone?

[No response.]

MS. ANNE HERRON:  We're going to keep trying.  We are going to give him an opportunity to speak.  Let me open it up to the other council members for comment.

MS. PAMELA S. HYDE:  I have a question, Madam Administrator.  I would like to ask a question of the panelists, actually.

You all were very articulate about the public sector system and the impacts on it and on people who currently get served by it, to the extent that it is a thing.  I didn't hear anybody talk about the expansion into commercial insurance and essential health benefits and what the exchanges are doing.  Do any of you have a role in that or any of you experiencing that in your States?

MS. FLO A. STEIN:  This is Flo, and I'll say that we've had a big role in the benefit design for exchange and working toward it.  But after a year of great work and looking at all the plans in our State and doing the comparisons of the Federal plans, the small plans, the State employee plans, we defaulted, and so we've sent it back to you and the Secretary to give us further guidance.

I think it's because we were at two different places.  Our Governor was working hard on it.  The legislature didn't take it up until it was too late.  But we've gotten a lot of information about what plans are being offered in North Carolina, what the behavioral health benefit looks like.

The question we have and the issue that we'll continue to work on is that they are what we would call basic benefits, and we have in, of course, our system, in our Medicaid system, something we call "enhanced benefits," which are for people with SPMI, children with SUD, people with serious substance use disorders.  And so, none of the plans have the kinds of services that we would offer, like ACT teams or intensive outpatient programs.

So we're looking -- it's made us more articulate about what needs to be continued to be covered with other dollars as a benefit for even people who are eligible for the health plans and the exchange.  But I think just like we said we are changing, everybody is changing.  The health plans are changing.  They're trying to improve their preventive health services.

There is a lot of public-private development going on.  We have one of our big private plans just wanting to participate as a provider in our public mental health system right here in our capital.  So a lot of interesting things happening.

MR. MICHAEL LANGER:  This is Michael in Washington State.  We've also been asked for or been able to give input into the benefit packages, both for the exchange and a lot of dialogue about the expanded Medicaid population and so forth.  We also have sent letters back to -- recently to Secretary Sebelius asking for clarification in terms of what we may be able to offer.  Can we get the same types of coverage for the current Medicaid population versus the expanded population versus what's going to be coming through on the health care exchanges?

So, again, it does change daily.  And some conversations we have an opportunity in behavioral health to weigh in from the division perspective, and in other conversations, we're going up two or three layers to get our input.  But in most cases, we are offered an opportunity to give input.

DR. LORRIE RICKMAN JONES:  Hi.  This is Lorrie Jones in Illinois.  I think one of the questions of the panel tomorrow is going to be what keeps us up at night?  And one of the things that keeps us up at night is that we've got so many hugely complex pieces that represent reform in our system, so many moving parts, both in the Medicaid authority, which in Illinois is separate from the State mental health authority, which is under the umbrella of the human services department, that we're behind in a lot of things, the State is behind.

And so, there has been some limited work on the exchanges and the politics of it is that there are some folks that believe that we need to have legislation, there needs to be a vote in the legislature to approve the exchanges and Medicaid expansion that have not taken place.  So there is some talk as to whether or not the Governor will move forward with doing this with an executive order.

So the conversations are beginning, but not very far along.  And we're still trying to make sure that we have a voice and seat at the table.

DR. ARTHUR C. EVANS JR.:  This is Arthur from Philadelphia.  I'm in a State that actually was a part of the lawsuit, and so not a lot has happened in terms of health reform and defining the essential benefit package, at least not publicly.

I think it's a real critical issue for the field that we define what we think the minimum benefit package should look like from a behavioral health standpoint.  I think we started to think about it in terms of the range of services that we've added to our system that are recovery support services.

One of the things I appreciate that SAMHSA is doing is really rethinking the block grant and encouraging the use of block grant dollars for recovery support services.  I don't know how that then translates for people who receive their services through the private sector and whether those services are going to be available.  So I think that there's some work that we need to do in terms of looking at that and especially looking at it in terms of parity and whether parity gives us an opportunity to include in the essential benefit package some things that may not have historically been a part of the services that private insurers have reimbursed.

MS. ANNE HERRON:  All right.  Very good.  Thank you very much.
I would invite other council members to provide any comment.

MR. LARRY LEHMAN:  This is Larry Lehman.  I want to get back to the issue of the policy academies, which I think provide an opportunity for leadership from the States, from State governments, certainly for VA and Department of Defense, but also a lot of other community providers who get invited to these meetings.  And it's another opportunity to do some joint collaborative planning, for people to get to know each other, and to try to do some things that can help out certainly with regard to eligible veterans.

The Department of Veterans Affairs should pick up some of that load, but we know that the State -- and as community providers, we work with veterans as well.  But it just is another opportunity for people to get together and try to do some collaborative planning and develop some mutual support, which is really essential for these times of budget difficulties.

MS. ANNE HERRON:  Thank you.

Other comments?

DR. ARTHUR C. EVANS JR.:  This is Arthur from Philadelphia.  I kind of want to raise the issue, and I think all of the speakers today talked about it, and it's the tension between driving our systems and driving change based on our set of values, beliefs, philosophy about what it is that we are -- what it is that we believe in in terms of the work and the tension between that and the reality of budget cuts and just having to respond to really large cuts, ourselves included.

So I'm just wondering how people are managing that and what strategies they're using to manage that tension?

MS. ANNE HERRON:  Lorrie, maybe you would like to say something about that?

DR. LORRIE RICKMAN JONES:  This is Lorrie Jones in Illinois.  I think I can share a little bit how my team is -- how we personally approach it is that, no, when we've been having these reductions in our budgets for several years now.  This is not new.  They, unfortunately, have grown each year and have become increasingly more difficult to manage.

Whenever we start a planning process, we always ground ourselves in what our principles and core values are, and that really helps to set the tone.  And then we kind of prioritize the services and what is it that we absolutely must keep in front of us, and then what is it that we might be able to do without.

And then, of course, that forces us to think about new partnerships.  How else can we get these other things done if we feel that they're important to keep in the system?  So it forces us to look at other funders, to partner with -- in Illinois we call them "708 boards," which are actually local funding structures.  We're a State central system, not a county-based system.

So partnering with those local authorities, which do, through independent tax revenue, bring additional money into the system.  But they have discretion over how it's used, you know, philanthropy, so forth.  This could be our other partner in getting this work done, and that has been particularly important.  For example, one of our core values has been prevention, and --

MS. ANNE HERRON:  Lorrie?

DR. LORRIE RICKMAN JONES:  Yes?

MS. ANNE HERRON:  Would you be able to speak just a little bit closer into your phone?  We're missing some of the words.

DR. LORRIE RICKMAN JONES:  Oh.  I'm sorry.
MS. ANNE HERRON:  Thank you.

DR. LORRIE RICKMAN JONES:  One of our core values is around prevention and early intervention, and that's not been something that the State mental health authority has traditionally dedicated a lot of resources to.  We have always had to spend more of our money on taking care of people with more chronic courses of their illnesses.  And so, it's forced us to look at other partnerships.

So since this is a core value of ours and we know it's important to do this, who else can we bring to the table who has a shared value in that area and see how we can, again, pool our resources to get some of these things done?  But I think the basic key response to that question is that we always ground our work before we go through any budget-cutting exercise with what's important and what's key.  And then who else can come to the table to help us get done what needs to -- what we want to maintain.
MR. MICHAEL LANGER:  This is Michael.  And similarly in Washington State, we've gone through the multibillion dollar reductions and you know all the low-hanging fruit, so to speak, has been gone, and it's starting to cut to the core here.  And so, we've had to make some really difficult choices.

I would say sort of fast-forwarding to where we are today and thinking about planning for this upcoming couple of years, it's really sort of twofold.  One, with the resources we have left, we still obviously value treatment.  But how much of treatment is going to either remain in our budget or go over to the health care authority and be under managed care with health care reform?
And so, we've got to plan for whether it's staying with us or whether it's moving over.  If it's moving over, then we really see most of our work being done on the prevention, early prevention side of the house and also in the recovery support services.

I think the FRN that's out now in the block grant for '14 where it talks about the three or four, I think there are four priority areas.  We're right in alignment with that.  The recovery support, the data collection, the prevention work, those things are all what we see our future being.

But again, we still obviously have the core of treatment.  So we've got to keep our eye on that, make sure that's being taken care of.  And then if there's any of those folks that fall through the cracks, so to speak, of health care reform, we're there to take that up.
But one of our biggest challenges is going to come forward to thinking about health care reform prevention is our number-one prevention priority remains reducing underage drinking and the impact of underage drinking.  And we don't see anything in health care reform, aside from the treatment perspective, but on the prevention side, we're not really seeing anything come through to support that.  We've lost the enforcing underage drinking laws dollars.  We've seen the reduction of Safe and -- or the elimination of Safe and Drug-Free Schools.
So we really are counting on the block grant and trying to support that as much as possible to address underage drinking with our partners.
MS. FLO A. STEIN:  Arthur, that question you're asking -- this is Flo Stein from North Carolina -- is the critical question.

One of the things we're trying to do in North Carolina -- it is yet to be determined how if we're going to be able to do this -- is that we thought if we had fewer resources, we needed to manage them more effectively so that we could try to maintain access, but maybe do a better job using evidence-based practices and other things.  But our managed care system has remained in our public system.  So has our community mental health that have transitioned into these managed care organizations.  So they're still very local.  They still have local boards and local consumer family advocacy councils.
So we're trying to balance those two things, the values of being local and being community driven, with more efficiency to managed care waivers.  And it has been a very difficult transition.  The technology in our community mental health centers, who are now managing this very large amount of money and these benefits, is just a huge amount of work on their part with lots of help and lots of people.

DR. VICTOR A CAPOCCIA:  This is Victor again.  Is it okay to ask another question or --

MS. ANNE HERRON:  Go ahead.
DR. VICTOR A CAPOCCIA:  Can I -- I don't know.  Is it okay for time?

MS. ANNE HERRON:  Please, go ahead.

DR. VICTOR A CAPOCCIA:  Okay.  Again, in listening to the discussion, I agree that the basic value question Arthur raised is key, and it's an important guide.  Another dimension that may come out of that is not thinking just about what program areas do I shift because program areas relate to functions that you've been performing.  And I think particularly true of, again, the single State agencies on the addiction side and probably the State mental health agencies on that side.  So the behavioral health authorities in general have supported programs.

What I think we're also facing with that value question is the change of function.  And so, it might not be that we are dealing with the question of change of program emphasis.  But as coverage expands to Medicaid and populations that we serve can be served through that vehicle, the functions that have to do with standard setting, with monitoring, with recording, with some form of internal advocacy, those grow and change and become a different function than the choices between prevention, treatment, recovery, support, and those kinds of programmatic areas.

And I guess the question I would end up with is what kind of thinking has occurred in the States?  What kind of examples do we see of that shift in function as a result of the thinking about values?

DR. ARTHUR C. EVANS JR.:  This is Arthur.  I think for us it's played out a lot of different ways.  I talked a little bit about it.

I think, historically, we have focused on the public sector client and kind of narrowly defined our role as working with people who receive their care in the public sector.  I think one of the things that health care reform and a lot of other changes that are happening in the field are really driving is that we're starting to think much more broadly about what our role and function is.

We spend an enormous amount of time thinking about social determinants, thinking about a public health approach to behavioral health care, thinking about how do we educate the public, implementing things like mental health first aid to try to create a baseline in the community of understanding of mental health and behavioral health care issues.

And sort of think about the pyramid of treatment being at the very top of that, but you have early intervention and you have sort of a broad-based prevention, community education strategy.  And so, we've spent a lot of time sort of changing our functions and moving from just monitoring treatment programs to really thinking about how do we try to think about community health, community behavioral health, and what are the kinds of things that we can do to leverage our resources to try to make some of those things happen?
And whether that's working with cross-systems partners or putting up Web sites or doing online screening for mental illness, you know, all of those things, I think, play into I think what you're getting at, Victor, which is I think our functions and the way we think about the work has to change and evolve with the evolving health care environment.

DR. VICTOR A CAPOCCIA:  Yes.  I think that's great, and that's exactly -- those are exactly the kinds of things that begin to make sense.  That's great.

MS. ANNE HERRON:  All right.  Well, I thank you.

We've got just about 5 more minutes to wrap this particular discussion up.  Any burning need to insert a comment from anybody?

[No response.]

MS. ANNE HERRON:  All right.  Well, thank you very much.

This has been a very interesting start to our discussion.  So we're going to continue this in about a half hour after people have a chance to grab a bite.  But before we stop anything, let me turn this back over to the Administrator.

MS. PAMELA S. HYDE:  Thank you, Anne.

This is a really rich discussion.  Thanks.

I just want to remind people that after lunch, we are going to not only continue this discussion, but we are going to talk about SAMHSA's work in health reform and health reform implementation.  And I am particularly interested in the last few comments that were made about change in function.

I can't underscore that enough, Victor.  I think you hit it on the head.  We no longer have, if it's a luxury, I don't know that that's the right word.

DR. VICTOR A CAPOCCIA:  Yes.

MS. PAMELA S. HYDE:  But we no longer have the luxury of being involved only in the things we fund.  We have to be involved in the things that are emerging as either structures or financing for people with behavioral health needs, regardless of where they are.

And it makes us have to think very hard at the State level, at the county level, city level, and Federal level about how we put together the health benefits that are going to be paid for by Medicaid, the health benefits that are going to be paid for by commercial insurance, the health benefits that are going to be paid for by block grant, the health benefits that are going to be paid for by non-Federal money, and frankly, the health benefits that are going to be paid for by private dollars.

So we're going to have to put those all together, which means that we, as behavioral health leaders, are going to have to look at the whole package, not just at the piece that we are responsible for administering.

So I do want to move us to lunch because you only have a half an hour.  We are going to start right at 12:30 p.m. Eastern Time because we have a pretty tight afternoon, and we still want to get you off the line and off the phone during the time that we said we would.

So, with that, we will break.  We will start right again at 12:30 p.m., and let me remind you at the moment there are about 250 people on the line or watching by Web or otherwise.  So we really appreciate that.  We hope more people join us this afternoon as well.

We are going to do a final discussion about this issue from the consumer and family perspective and the people in recovery, and we're also going to talk about health reform, trauma, and other issues coming up through the public comment.

So back in a half an hour, starting at 12:30 p.m.  Thanks.

[Break.]

Agenda Item:  Continued Discussion
MS. PAMELA S. HYDE:  Okay.  I think we've got well over 200 people out there, I am told.  So that means that people are back and ready to rock and roll, as we say.
So I just want to remind you of a couple things.  If you've joined us for the first time, this is new technology for us.  Or we've done a few of these, but not for this particular effort around the Joint Meeting of the NACs.  So we appreciate all of you bearing with us as we learn how to do this, and I think toward the end of the morning, people were getting used to jumping in.

We're keeping the phone lines open for the members so that when we get to the discussion part, you'll be able to jump in more easily.  As you are participating with us, you know that you can see us, but we can't see you.  So we are sort of looking into cameras here, which is kind of weird.  So we may not look as straightforwardly as we should.  So I apologize for that.  Again, we are learning.

So if you will also remember with your phones, it is better if you don't use a speakerphone.  But if you have to, please, as you speak, make sure you're speaking close to the microphone part of your phone.  And it's better if you use a land line if you have a choice.  And it is definitely required that you mute your line unless you are speaking because, otherwise, we can hear every background noise that there is.

So for those of you in the room, remember that you do need to use the microphone, and you need to turn it off when you're not using it.  So, with that, I want to remind you that for the afternoon, we're going to finish the discussion that we started this morning from a slightly different perspective, and I'm going to turn it back to Anne in just a moment for that.

Then we're going to talk a little bit about what SAMHSA is doing on health reform in a very short period of time and then have a little update on trauma issues, and then we will go to public comment.  Our intention is to get to public comment somewhere around 2:30 p.m.  We're going to try our best to stay as close as we can to that timeframe.

All right.  So, with that, Anne Herron, I'm going to turn it back to you for the next part of the conversation.

MS. ANNE HERRON:  All right.  Thank you very much.

Just to bring everybody up to speed for where we are at this moment.  We've had the first half of our discussion on the impact of Federal health reform and State budgets on the field -- changes, issues, concerns, improvements that have been noticed and identified both by State, county, and city officials.
So now we want to move to a different perspective and talk about the impact on the field really from the individual, family, and community perspective.  And we have a panel to start and to tease our conversation for the afternoon.  And the panel is made up from Boston's Children's Hospital, Dr. William Beardslee; from Faces and Voices of Recovery, Ms. Pat Taylor; and from the Passamaquoddy Tribe, Elizabeth Neptune.

So I think, if we may, we're going to start with Dr. Beardslee and invite you to share your experiences and your comments about the impact on the field.

Dr. Beardslee?

DR. WILLIAM BEARDSLEE:  Well, first of all, it's really an honor to be able to be part of this gathering, and I've learned a great deal from the comments and look forward to learning more.  I'm going to make relatively brief remarks, and I wear two hats at this.
One is I'm a physician that practices in Massachusetts and also is on the behavioral health council that advises the Department of Mental Health.  And then I had the opportunity with the Institute of Medicine to work on two volumes that came out in 2009, one on prevention, one on parental depression.  And I want to say a little bit about some recent developments in that work.
But I would, first of all, compliment SAMHSA and the States on the work that's going on under very difficult circumstances, great uncertainty in terms of the budget, the election, and lots of economic uncertainties.  Again, I think holding to the vision in difficult times is really important.

And Claude Holderland says, "Where there is danger, there is also opportunity."  We live in very complicated times with many services being cut, many in question.  But there also are opportunities, and the four things that are on the SAMHSA logo -- behavioral health is essential to health, prevention works, treatment is effective, and people recover -- are true now and will be true both in good times and bad times, and we need to work to make this happen.
I would also say that the core values that we've talked about today -- prevention, recovery, suicide prevention, child traumatic stress -- and the various realizations through specific programs and through block grants are even more important, as several different speakers have emphasized.  But I'd like to cast one hopeful note over all of this, which is to say every State is different.

Like other States, Massachusetts just had some significant fiscal cuts.  Services have been cut.  But speaking not from a political opinion, but as a professional opinion, in balance, the provision of health care for all has been a positive for health care and for the citizens of Massachusetts.

Making coverage a principle that is not questioned has changed the dialogue, changed the way we think about things in fundamental ways, and I was very interested in Victor's comment, who is from Massachusetts, because my next comment was that even though it changes the framework, as Einstein said, God is in the details.  That is, it is this constant, ongoing, reframing, finding opportunities, resolving various kinds of difficulties.

We have both a very large and active public sector insurance system and a large and active private sector insurance system in the area of coverage for prevention and treatment for kids.  We have a long way to go to make those systems equal and for both of them to endorse prevention, but we're certainly doing work on that.
Again, another issue that is beginning to be resolved is the need for adequate numbers of primary care physicians to serve as gatekeepers and to make some progress with that.  And I would say in the behavioral health council, which is comprised of the leadership of the Government agencies, the State agencies that take care of children and then various private sector, private, nonprofit sector players.  I represent the Mass Hospital Association on that board.  And I think there, we've worked very hard to try to explore partnership, to solve problems, and that work began with the recognition that there were a large number of stuck kids in Massachusetts.  That is, kids who were in treatment facilities, the inpatient facilities that were not appropriate for them, and I think a good deal of progress has been made with that.
Since time is short, I'll just say a word about the Institute of Medicine and the prevention report.  The one that came out in 2009 I think has received some attention and has helped move the dialogue on the field forward.

The Institute of Medicine is very much trying to think about science in the public interest.  And the people who wrote that report -- particularly Ricardo Munoz, Carl Bell, Hendricks Brown, myself, Irwin Sandler, and Tony Biglan -- have continued to meet.  We talk once a month.  We make these decisions together, and so the work continues.

Between 2009, when that report appeared, and now, 2012, we have even better trials.  We think that family-centered, strength-based prevention is one of the most effective evidence-based approaches we can use.  And just to highlight the ongoing scientific dialogue, in May, we had three articles in the American Psychologist that focused on bringing forward ideas that have been discussed in the IOM report, and the coauthors of the article were not all members of the committee, but there were members of the committee who coauthored all three articles.

Just the one that Ricardo Munoz and I took the lead on has the title "Major Depression Can Be Prevented," and I think both meta analyses from Kuipers and other Dutch researchers have shown there is a significant opportunity to prevent episodes of major depression.  Mary Sherry and the Cochrane collaboration will have a paper in early September that shows the same thing.

And we take the position that if we were able to fully implement what we know about cognitive behavioral prevention, we might be able to reduce the incidence of a major mental illness, that is an episode of major depression, by more than 20 percent.  So it's lots of work to be done on making this happen, but very encouraging.

Tony Biglan and his colleague have an article really looking at the role of nurturing environment -- schools, health care system, neighborhoods -- and make the point that I think SAMHSA makes repeatedly that we need to pay attention to strengthening the settings in which kids find themselves and in supporting pro-social behavior.
And then the third article by Larry Aber, Hiro Yoshikawa, and myself examines the effects of poverty on children's social and emotional development and also on programs that address economics.  And that it's not surprising poverty takes a heavy toll on -- and unemployment take a heavy toll on children and adolescents as well as on parents.  But there are many things we can do.
One of the things that the 2009 prevention report emphasized that in order to have true mental health prevention, we must address the health disparities and wealth disparities.  We must essentially work much harder on addressing poverty, and that's, I think, even more true now than it was.
So, with that, I'll listen to others and speak when I have something to say.
MS. ANNE HERRON:  All right.  Well, thank you very much.

Let me turn it over to Pat Taylor.

MS. PAT TAYLOR:  Thank you very much for the opportunity to be here.

I'm with Faces and Voices of Recovery.  We're a national organization of people in recovery from addiction to alcohol and other drugs, and we also have a network of about 65 recovery community organizations across the country.  So I'm going to be kind of wearing two hats at different times as I'm speaking.

We're really excited about the opportunities that health reform brings, to bring forward a recovery orientation to help the public, care providers, and others understand what it means for people to get the care and support that they need to recover for the long haul.  And look forward to health reform implementation as an opportunity to really build more recovery and healthy communities and recovery-oriented families as well.

And I think that's a really important perspective for us to bring to this discussion as we talk about what next.  And in order to embrace that recovery orientation, there are kind of two arenas.  One is public attitudes, and another is in terms of public policy.  And the very fact that addiction and mental illness are in the Affordable Care Act is an important statement in terms of how we think about people with these health conditions and the fact that they can and do recover.
So we shouldn't lose sight of that fact, that we're moving from the criminal justice to the public health arena when we talk about recovery from these health conditions.
As we've been thinking at Faces and Voices of Recovery, we've spent a lot of time, and I know many other organizations have as well, about how to integrate that into our programming.  One of our great concerns is that people who have not been part of the health system or the service delivery system historically should feel welcomed, should know that help is available, and if they're not getting the help they want, that they should be able to have something to say about that.

So we've been thinking about how to integrate health reform into our existing efforts.  And we're very much involved in Recovery Month each September.  And for example, for September 2013, we'll be doing enrollment campaigns at Recovery Month events all across the country.

So kind of bringing it forward that, yes, you are part of the health system.  Yes, you do have a right to care.  So that's one kind of an example of how we've been thinking about how we can bring this into our existing work.
We also want to bring forward the fact that regardless of the Affordable Care Act and how it's implemented, that there are still public policy barriers that prevent people from getting on with their lives because of a criminal justice history.  And in an ideal world, that will all go away because everyone will get help in the health system.  That's not going to happen on January 1, 2014.

So we really urge SAMHSA to continue to be involved, working with ONDCP and the interagency council in terms of addressing those barriers.  That if people get help, they take responsibility, and they still can't get jobs and housing, the likelihood that they're going to end up back in an emergency room or in the health system, it will very much be there.

So that whole perspective we cannot lose sight of as we move forward.

Another exciting -- there's so much going on in terms of recovery.  I think it's very exciting, and I want to share that with you all.  One is in the area of new service roles.  So people have mentioned earlier recovery support services.  There's a whole emergence of new and innovative services that people can and do receive.  And so, how that happens is an important consideration as we move forward, and that's within our current system of addiction care.
But also there are new opportunities in terms of primary care.  So at Faces and Voices, we commented, for example, on the National Association of Insurance Commissioners about the peer navigator role.  That's an important role for people in recovery from both mental illness and addiction as we move forward.  So it's an employment opportunity if we can make sure there aren't restrictions because of people's prior criminal history in terms of these positions.  But there are new employment opportunities for people who will then be able to engage people who have not been part of the system not only in getting into the system, but also staying in the system.

Because as Victor mentioned, you know, in Massachusetts, people are leaving the system, and it makes sense why they are.  I mean, they don't have stable housing.  They don't have stable employment.  So how do we have peers be the people who facilitate their ongoing engagement not only with the health system, but also with other services and supports?
And as we think about these new service roles, many of them are new, and we don't have a lot of research about their effectiveness.  And we need to be honest about that in terms of understanding what our priorities should be.  We know from practice-based evidence that these are really effective services, but we don't have the research yet.  These are cost-effective services.  They will be an important part of this new and emerging system, but we need to figure out how to prioritize researching these services so that we can demonstrate their effectiveness when it comes to financing.

We have been involved in advocacy around the essential health benefit as part of the Coalition for Whole Health, and our comments, as part of that broader mental health and addiction coalition, have primarily focused on these new service roles, recovery supports.  But also in enrollment, engagement, and outreach.  I mean, we really missed an opportunity when the Paul Wellstone and Pete Domenici mental health and addiction equity was passed, and we did not launch a national public education awareness campaign.

People need to know about their rights and benefits.  And if we don't do that, we'll be doing a disservice.  People won't be engaging in the health system in the way that they can.

With our State or groups who are part of our statewide network, we have been working with them on advocacy around the essential health benefit at the State level as well.  And one of the things I think is important for us to think about moving forward is that a lot of the services and supports that people need to sustain their recovery are similar across other health conditions.
So one of the things that we have been talking about a lot is, say, a recovery community center.  That's very much like a Gilda's Club or an adult senior center, and this comes back to parity.  So that when we think about the kinds of services and supports that are available for other health conditions, that we call what we do and offer words and describe them in ways that are parallel to services that are reimbursed and financed under other health conditions.

Many of our statewide groups who have been working on the essential health benefit, meeting with Medicaid and insurance commissioners and others, have been doing that in coalition with health care -- broader health care coalitions, not only addiction and mental illness advocates.  So there's a group called Community Catalysts in Boston.  We partnered with them so that, for example, in Missouri, Vermont, and Georgia, our advocates are working as part of that broader health reform implementation coalition.

And I think that's really important for us because what the Affordable Care Act offers us an opportunity to do is to integrate and be part of the health system.  And people may need specialty care, but they also need other kinds of help and support.  So how can we partner and in that partnering say that we are people with health conditions just like any other health condition?
So I think that's really important in terms of public attitude so that people understand that you go to the doctor to get help.  You don't have to go to jail to get help.  That there is that kind of change in public attitude will really engage more people.

We've been developing at Faces and Voices some programs, tools, and materials around health reform implementation, and we're really grateful to all the work that SAMHSA is doing in terms of the learning collaboratives around health reform.  Two of our groups are the coordinators for those learning collaboratives and playing a really important role in terms of developing information and resources.  Also through BRSS TACS, those State-level health implementation awards have been really, really successful.

Our greatest concern -- there was a list of questions I'm answering.  Our greatest concerns really have to do with capacity, in all honesty, in terms of the ability of the recovery community to engage in the kinds of very technical discussions, in terms of prioritizing, as advocates and also as service providers.  So I think that's a huge, huge issue.  Many of these groups are very small.  How do they take part in these high-level kind of discussions and have the capacity at the same time to run their organization?
So thank you very much.

MS. ANNE HERRON:  Thank you very much.

Is Ms. Neptune on the line?

[No response.]

MS. ANNE HERRON:  Not yet.  Okay.  So that's all right.  We're going to move ahead.

And if maybe I could make a comment that struck me from both Dr. Beardslee and Ms. Taylor's comments is earlier this morning when we were talking about State and administrative systems, we were talking about changes in function and role.  And in many ways, you're talking about very similar things, both of you so far, in terms of the role of the individual who is receiving services and their families as advocates and to feel welcome into the public health system and to receive services.  And it was kind of an interesting parallel, to me anyway.
So let me open it up to the Advisory Council members for comment, please.

MS. CHRIS WENDEL:  Good morning.  This is Chris Wendel.  May I speak?

MS. ANNE HERRON:  Good morning, Chris.

MS. CHRIS WENDEL:  And I say morning because I'm in the Rocky Mountains.  So good afternoon to those of you on the east coast.

I work -- I work for a council.  I'm the vice chair of a council here that represents families and consumers across the State, and I have a couple things.  One is, as I think everybody is aware, these are very complex issues.  And acronyms are just the least of it.

It is just a very difficult thing to try and understand and grasp and not only at the Federal level, but also some of the things we're doing in New Mexico relative to 1115 waivers and we're about to go out with an RFP for our MCOs.  And I'm doing acronyms like everybody else.
And our consumers and family members want to understand and they want to be involved, and it's very, very difficult to have that happen.  So I have floated an idea a couple of times both in the health care reform learning coalition that Pat Taylor I think just mentioned and a couple other places.  That if we could have, if there's a way to develop very simple scenarios.  "I am a 42-year-old woman, and my 8-year-old son has just been diagnosed with an SUD, and I live in a frontier area of New Mexico.  What do I do?"
If we could develop scenarios like that so that we can start to get those to our consumers and family members across the State to simplify these very difficult issues, both relative to parity and also I think, obviously, relative to the Affordable Care Act.

The other concern, given that I live in a rural and frontier State, obviously, is this is something that's come up a couple of different times this morning.  And that is the workforce.  I'm that same 42-year-old mom, and I've got to drive 100 miles one way to even get to an appointment. 

So those are, I think, the two issues that I wanted to bring forth.  If there was a possibility we could talk more about workforce and some of the options that might be out there and also the idea of simple, simple scenarios, case studies, if you will.

So that's all I got.  I'll mute it and listen.

Thank you.

MS. ANNE HERRON:  Thank you very much.

Other comments?

MS. JOAN L. ERNEY:  This is Joan Erney from SAMHSA, and I apologize.  I came in a bit late, but I got to hear Pat.  I think one of the themes that came up in a couple of this morning, and you mentioned it again, is this notion in Massachusetts that there still are enrollment and eligibility barriers in our current world and then under health reform that may still exist.  And you commented about what it might take for that outreach and enrollment.
Could you and perhaps the other speaker say a little more about what would be -- what are your thoughts about what would work?  How do we keep people engaged, or how do we help folks kind of keep enrolled?  And are there strategies that you think are more successful than not certainly with folks who have substance use and mental health issues?

MS. PAT TAYLOR:  Well, we've been thinking about this a lot, and I think this is where this peer workforce is so important because those are folks with the same lived experience.  And thinking about the places -- we've been thinking about, you know, like where you go to get driver's license now.  You can go anywhere.

Things are just more consumer friendly, as it were, and we aren't really consumer friendly in terms of outreach.  And thinking about places where people are who are in recovery or need recovery and stationing, having little outposts, training people to be there, and having little kiosks.  I mean, there's lots of different things that we could be thinking about.

And so, we have been looking into this.  I'm not sure where, how to make this all happen.  But meeting people where they are, and part of that does involve the peer workforce, and our vision as we build recovery community centers across the country and it's part of everyday America, just like a senior center, then people will know where to go.  I mean, that's kind of our longer-term vision.

But in the shorter term, it's like we have, for example, a huge network of recovery residences across the country.  And one of the things I meant to mention that I see happening is kind of the coming together and organization of recovery institutions in the community in a more formalized manner as a result of health reform.  At Faces and Voices, we're developing a system to accredit recovery community organizations so that they can participate in health reform.
The recovery residences are coming together in the National Association of Recovery Residences.  Every person who lives in a recovery house in America should be part of -- you know, should be enrolled.  And so, we have this developing network of recovery colleges, places where people are who are in recovery, and developing systems to connect and reconnect them with that as part of it.

So these new like community health workers, I mean, that's the parallel position really that I'm talking about in terms of a reimbursable service.  And we should have community health workers who are working to keep people with mental illness and addiction enrolled.

MS. CASSANDRA PRICE:  Hi.  This is Cassandra Price from Georgia.  Can you hear me?
MS. ANNE HERRON:  Hi.  Absolutely.  We hear you.

MS. CASSANDRA PRICE:  Hi.  I just wanted to comment and just give an example of what Georgia is doing.

You know, we have two recovery centers in Georgia that are peer ran that are exactly what Ms. Taylor is talking about.  They're kind of that old-school mentality of a drop-in center, but much more focused about connection to supports to the system as well as the community, much more focused on community connection around job training, employment skills, all kinds of different options to help people, even exercise as a form of engagement and health and wellness.

And so, we have those recovery centers, which we'd love to expand.  But of course, we're limited.  But we see those as a real avenue and a step in the right direction.  And in Georgia, we also have our certified addiction recovery empowerment specialists, which are the same component of peer specialist in mental health that we've also moved to make Medicaid billable and been approved by CMS.
And so, we're just real excited about wrapping our arms around recovery not just at the single State authority and what we manage from the treatment system, but adding to the recovery system and the community and then pulling all that together in kind of a whole system, and it not just being so fractured.  We have a long way to go, but I feel like we've put some infrastructure in place on the recovery end of the spectrum.

So just very excited about that.

MS. PAT TAYLOR:  Well, and two other things we're thinking about is other systems, like the child welfare system, and how do we connect people in the child welfare system with health services related to addiction?  And the other is the faith community, that a lot of people find recovery without going through a formal clinical treatment, and they find it through their faith.  And those people also we want to make sure become part of this health system.

So there is these untapped community institutions that we really need to figure out how to engage on an ongoing basis because those -- that's where the people are, you know?  And so, being more creative about how to reach out.  And these could be reimbursable services, but they also could be other kinds of institutional-based support as well.
MS. JEAN CAMPBELL:  Hello?
MS. ANNE HERRON:  Yes.

MS. JEAN CAMPBELL:  This is Jean Campbell from the --

MS. ANNE HERRON:  Hi.
MS. JEAN CAMPBELL:  Hi.  I'm from Missouri.  And I head up the program in consumer studies and training, and I was particularly interested in our discussion about the potential for changes in functions and roles.  And I'd like people to think out of the box for a moment and ask themselves is recovery enough?

And particularly if it is defined as successful clinical intervention and services.  In other words, I think that our emphasis and now our expansion on treatment and prevention is really exciting, but I still don't see -- in fact, I think it's pretty nascent -- the promotion of well-being and how that is important to recovery.
And when I talk about well-being, I don't just mean physical health.  I mean positive psychological well-being, that through the process of recovery, we've defined those elements like hope, meaning in life, empowerment, and self-efficacy.  But there's been little focus on how these can be active agents that are important for recovery.

In other words, they're not just an outcome of treatment and prevention, but they're actually an active agent in supporting -- supporting our positive psychological well-being.  And I think that that is a real change in function and in roles or retraining.

I think about the health homes, for example, and the efforts of Larry Frick and others to incorporate within training in health homes to focus on things like the promotion of hope and meaning in life and empowerment and self-efficacy.  And a lot of that -- a lot of that is done with our ancillary type or adjunctive type services like peer-run programs and other types of agencies within the community.

MS. ANNE HERRON:  Very good.  Thank you very much.

Other comments?

MS. PAMELA S. HYDE:  Anne, could I just make a comment here?  This is Pam.  Just to let you all know, we're not jumping in a whole lot because we're trying to listen.  We're taking lots of notes about what you all are saying.  So we just want you to be aware it's not that we're just not hearing the comments or not reacting, but we're trying to listen.

So thanks.

MS. JEAN CAMPBELL:  Well, I'd be interested if some of the other Advisory Committee members could respond.  I mean, if we were there in person, we would tap them on the shoulder during a break and discuss, and people would come up.  But this technology limits that, and I didn't get any comments.  I mean, I'm suggesting something that's somewhat out of the box, that we also think about promoting positive psychological well-being as part of our recovery agenda.
MS. ANNE HERRON:  This is my electronic version of a tap on the shoulder.  So please feel free to comment on this.

DR. WILLIAM BEARDSLEE:  Well, this is Bill Beardslee.  I think it's a wonderful suggestion, and like a lot of other things, there's a strong evidence base that supports both a focus on wellness centeredness and on mental health promotion.  So I think it's -- and I think the idea of making things more comprehensive and inclusive is also one that is particularly appealing, given that we have to be as efficient as possible.
MS. ANNE HERRON:  Paolo?

MR. PAOLO DEL VECCHIO:  Sure, and hi, Jean.  This is Paolo.
MS. JEAN CAMPBELL:  Hi, Paolo.  Congratulations.

MR. PAOLO DEL VECCHIO:  Thank you very much.

I think you're absolutely right.  And certainly the work we've been trying to promote wellness and looking at as recovery really is about holistic approaches and ways to address the multiple needs and strengths and abilities of people as well.  And as you know, in September, we sponsor Wellness Week with lots of groups to try to put a focus on a holistic approach to look at recovery being far from just treatment and services, but looking at things like jobs and housing and these other essential community supports.

And one of the real issues that I heard this morning and as well this afternoon is as we look to health care reform, full implementation, is how we can continue to promote those kind of essential community services and supports, as we get into a more integrated care delivery model where we have insurance companies and other things having much more say?  So I'm going to put that question back to the group as well.
DR. ARTURO GONZALES:  Hi.  This is Arturo.

MS. ANNE HERRON:  Hello.

DR. ARTURO GONZALES:  Hi.  You know, I think there may be an evidence-based research on the importance of wellness and social factors that contribute to that.  But I go back to -- I go back to what my friend Chris Wendel in New Mexico, the issues that she raised with respect to a rural and a frontier State.  I think it's important in terms of realizing that a lot of the country, particularly west of the Mississippi, is not like Massachusetts, and it's not like Georgia.
And by very nature of its ruralness and its frontier area, it's very hard to develop and even measure some level of wellness when, number one, you are a poor State that can't afford a lot of socialization in rural areas, that can't bring the jobs that would create self-esteem and wellness, and that doesn't have some of the resources in terms of workforce or agencies to be able to even consider what is wellness.

And I guess the challenge, it seems to me, that we have as a State and with the help of the Federal Government is how do you -- how do you fill in the gaps of those what you call those disparities so that not only those individuals that have access to some of those resources, but individuals, whether they be minority by reason of their birth or whatever, or a minority by reason of their geographic location, can partake in some of these efforts to develop wellness.
MS. ANNE HERRON:  Thank you very much.  Your point was, I think, raised a little earlier as well.  You're reinforcing that interplay between economy and resources and health, and it's a very good point.

Thank you.

Other comments?

MS. CHRIS WENDEL:  This is Chris Wendel.  May I make one more comment?
MS. ANNE HERRON:  Absolutely.

MS. CHRIS WENDEL:  One of the things we're doing here at the Consumer and Family Council is -- and we've been doing it for about 6 months now.  We took -- we took the SAMHSA's eight dimensions of wellness, and we have run with it big time at a very fundamental level.  And once a month at our subcommittee meeting, we get together and we set aside a chunk of time, and we talk about each one of those dimensions separately.

And we get information from our consumers and our family members about what they do personally because I believe strongly that people recover and families recover because of other people and other families in large part.  So our thoughts behind it were that if we could -- if we could demonstrate at a very simple level what individuals do to help themselves and help their families, that would be beneficial.

So what we've done, as I mentioned, we've been doing it about 6 months now.  And what we've done is each month, we've put out a brochure.  It's a very simple brochure, and it talks about -- it lists all the ideas that we get.  And then our hope and what we're working on right now is figure out how do we get that into wellness centers, physically get that into wellness centers, and how do we get it into providers' offices?  And how do we get it into health council offices?  And how do we get it across the State?
And we also early on, because of the demographics of New Mexico, we had a parallel brochure done completely in Spanish.  And so, that's kind of something we're doing here at a very -- it's very simple.  I mean, the cost of it is basically printing.

But that's one of the things we're doing here at a very simple level to help people get ideas, if you will, of what they can do relative to those eight dimensions of wellness.  And I think that -- and we're going to -- we're trying to figure out what we can do for the Wellness Week in September.  But those are the kinds of things I think that can be done for not a lot of cash at a very basic local level, and it's people helping people.
So thank you.

DR. ARTURO GONZALES:  Well, Pam, or if I could just piggyback on that?  I think that, you know, that's -- Chris, I think that's excellent, and it kind of leads to what we're going to talk about tomorrow, I think, to the challenge that when we talk about SAMHSA's National Behavioral Health Quality Framework, you know, how do you quantify or how do you codify, how do you document if those things are proving beneficial and effective for rural consumers?

You know, how do you communicate that they are effective?  How do you quantify that they are effective?  So that either, one, they can be replicated or so that they can be replicated and used by other areas.  I think that's really part of what we'll be talking about tomorrow.

MS. JEAN CAMPBELL:  Well, you know, I think that one of the first steps -- and I've heard this in the comments, and thank you all for commenting on this topic -- is getting wellness on the agenda.  That's the first step is to include it in these Advisory Committee meetings and other conferences of the track.  I mean, there are ways to bring it forward so there can be new ideas that can emerge, that can inform what this new function or change in direction, and the roles that would emanate from that.
MS. PAMELA S. HYDE:  Anne, I don't know -- this is Pam.  I don't know how many of you are watching the Olympics.  I've been staying up way too late watching some of them.  But I was very struck last night, and it actually was a very profound kind of moment for me when they were describing the country of Bhutan, who has sent three people.  They always send one, two, or three people.  They never win, but they come and they participate.

The country does not talk about gross national product.  They talk about gross national happiness.  And the minister of health gives national speeches about happiness, and they really mean it.  And I think happiness here is the same construct or in many ways a similar construct to wellness.

And I was profoundly struck by how a whole country could embrace the concept of their people should be happy and well rather than rich or rather than economically empowered or whatever.  So I think we have a long way to go in this country about that.  Although interestingly enough, there is one small place in the National Institutes of Health where they are actually working on some research about what is happiness, and what does that mean, and well-being comes into that.
So there's lots that we could discuss about that certainly in the future, if people are interested in that.

DR. ARTURO GONZALES:  Well, Pam, what I find interesting, too, is that it seems like the chairman of, I guess, the Federal Reserve or whatever now with regard to unemployment and jobs, et cetera, is talking about using a happiness kind of questionnaire or happiness level on how you rate the economy.  Not just looking at the number of jobs or the level of unemployment, but now he's saying how do consumers feel about their lives?  Or how do they feel in this period of recession?

And that's a different way of looking at the way some of these statistics are being described.  And you may have hit on something that SAMHSA as well as the Federal Reserve should join hands in that.
DR. WILLIAM R. MCFARLANE:  Hi.  Hello?

MS. ANNE HERRON:  You made us smile.  We're willing to partner with the Federal Reserve, that's for sure.
[Laughter.]

MS. ANNE HERRON:  Please, any other comments from the council?

DR. WILLIAM R. MCFARLANE:  Hello?  Hello?

MS. ANNE HERRON:  Yes?

DR. WILLIAM R. MCFARLANE:  This is Bill McFarlane.

MS. ANNE HERRON:  Please go ahead.

DR. WILLIAM R. MCFARLANE:  Are you hearing me?

MS. ANNE HERRON:  Yes, we can.

DR. WILLIAM R. MCFARLANE:  Okay.  Great.  I wanted to try to draw together comments made first by Bill Beardslee and then later by Jean Campbell.  First of all, expanding the range of prevention based on evidence that's accumulating really --
MS. ANNE HERRON:  If I could interrupt you just for a quick moment?  If you could speak just a little closer to your phone, we're losing some of the words.
DR. WILLIAM R. MCFARLANE:  Oh, okay.  I'm about as close as I can get.

MS. ANNE HERRON:  Okay.  That's better.

DR. WILLIAM R. MCFARLANE:  Okay.  So I wanted to, first of all, just add that there's more and more evidence that not only major depression episodes, but its first episodes of psychosis are preventable.  And it really expands the range of activities for SAMHSA, particularly if it's true that some of the more chronic services are going to be covered under the ACA.

And to open that up as another frontier for dramatic improvement for outcomes of people and families, since a lot of our work and others, including a very recent study completed in Germany, does involve family as part of the forces that prevent the onset of schizophrenia and psychotic mania and so on.

And one of the other things that links it to what Jeannie said is that there is more and more evidence -- in fact, one of the clinical trials that focused a lot of attention on this area found that Omega-3 fatty acids turned out to be very effective in preventing onset of psychosis and that the effect was linked to higher or lower levels -- in this case, lower levels -- of the Omega-3 fatty acids in these young people's bloodstreams.

In other words, they weren't very healthy, and that puts them at risk for truly a psychotic disorder.  And getting them healthy, that is replacing some of those things that were missing in probably their diets or perhaps metabolically.  So it's starting to look more and more like, for instance, our paradigm for working with these young people is first start with health, their general physical well-being, to be sure that that isn't the major factor precipitating some of their being at risk for even developing this.
So wellness is increasingly looking like not just a value, but a true therapeutic goal, and I think that links.  The last thing I would say is we've always found in our work with families that while you can't measure hope very well, it's a very powerful antidepressant and perhaps even a powerful antipsychotic.  Because without it, we don't see the kind of progress that we'd like to see, and families don't usually see that either.

So I don't see them being so separate.  Look for more research to support some of these things that are starting to be there.

Thanks.

MS. ANNE HERRON:  Thank you very much.

DR. WILLIAM BEARDSLEE:  This is Bill Beardslee.  If I could just make a comment?  I've long admired Bill McFarlane's work, and we did mention it in the IOM 2009 report.  And as Bill says, much more has appeared since then.  The only reason I mentioned major depression is it's been a particular focus.
But in that report and in anything we say about prevention, we talk about multiple different risk factors and disorders that can be prevented, and that should be the focus.  And I agree that the cost to family of the psychotic adolescent is enormous, and staving off, stopping the first episode is an important goal.

MS. ANNE HERRON:  Okay.  Let me make sure that everybody who has had an opportunity to comment on this discussion has -- can weigh in.  We've just got a few more minutes.  So let me open it up to other council members.

[No response.]

MS. ANNE HERRON:  All right.  I think certainly this has been a very rich conversation.  I want to thank our panelists very much, and all of the council members for joining in the discussion and raising some of the issues for us.

So, again, we're very appreciative, and thank you.

So let me turn this over to the Administrator.

MS. PAMELA S. HYDE:  Thanks, Anne.  This was great.

Every time we do one of these panels -- and thank Pat especially for coming in today.  She's actually here in person, as opposed to electronically.  So thank you very much for coming.

MS. PAT TAYLOR:  My pleasure.

MS. PAMELA S. HYDE:  These comments are very helpful to us.  It's not just a good discussion.  We actually take back and have some debriefings after these meetings and think a lot about what you tell us.  And frankly, each agenda that we produce or put together with and for you the next time has to do with something that you said.
So this conversation we're having today came from the last meeting, and I have a feeling we're going to see wellness on a future meeting.  So we will be talking more about that.

My summary of what I just heard for the last couple of hours, and it's going to move into health reform because that's all what we're talking about was everybody is talking about new partners, new roles, new financing, new structures, new standards and quality guidelines, new practices, same values, same goals.  I think I agree with that, but I think we also need to think about, well, are there any values or goals that ought to be different, given the new practices, new partners, new financing, new everything?

I don't know what that would be.  I'm not suggesting that.  But it just struck me that everything was new, new, new, new, new until we got to that piece.  And I think it means that we need to step back and think are there different goals or are there different -- certainly not different values maybe so much.  But are there different things that we should be thinking about what our goals are?
So let me just put that out there to you and let you all cogitate on that while we talk a little bit about health reform.  We only have about a half an hour for this piece.  So there is a lot that we're going to show you, and can I see the clicker?  Yes.

Agenda Item:  Health Reform

All right.  So we're going to talk very quickly, and I think you'll hear that some of what you all were talking about in the last conversation is -- luckily are things we're trying to work on.  So more and more that you can provide us with input about that, we're trying to do it all without any much money, and we're trying to do it without much staff.  And we're trying to do it, obviously, until a new person gets here that we told you about next week, Suzanne Fields.
So Joan and I are both working on this, as is a team of people here within SAMHSA.  And frankly, it is getting more and more, I think, enmeshed in all the work that the centers are doing and the offices are doing and all of us are doing.
So I'm going to go through some stuff about just a reminder about the health care environment, what it means.  It means the roles of States are increasing.  That's important because I think you're going to see less and less the Federal Government saying here's the list of services or here's what you have to do.

It's more and more, I think, the States are making these decisions, whether it's in Medicaid, in insurance, in exchanges, or in budgets and other places.  So it's going to be really critical that people engage at the State level and that we help providers, people in recovery, consumers, families, others know how to engage at the State level.

A lot more on integration rather than siloed care.  You've heard a lot about that in the last discussions.  A lot more about prevention and wellness.  That's actually embedded in the Affordable Care Act.  Access to coverage and care, rather than significant parts of America being uninsured.  And all of those have implications for parity.

There is a real commitment in the Affordable Care Act to recovery.  Whether it's a physical health condition, a mental health condition, addiction, whatever it is, there's much more of a commitment to recovery and wellness.  So wellness on the front end, recovery on the back end, rather than just chronicity or disability.  Obviously, lots of important stuff about helping people with disability live in community as well.

A lot of attention to quality rather than quantity, and cost controls through better care rather than more care.  And we'll talk more about quality tomorrow at the National Advisory Council.

So SAMHSA's health reform priorities for 2012 and '13, moving toward 2014, as the block grant application has been redone.  Joan and Anne and staff have worked very hard on that.  As you know, it's out for public comment.
We've also been working on enrollment, on exchanges and qualified health plans, on parity issues, and essential health benefits and on provider capacity and workforce, all of which came up.  I'm going to hit highlights of those four areas.

Other things I'm not going to talk about today because we just don't have time is our work with States and Medicaid around health homes, rules and regs, which we review and comment on every day these days.  Service definitions and evidence, screening, prevention issues, dual eligibility, and primary behavioral health care integration, payment issues.  There is a lot of work going on that we're not going to have time to talk about today.  And then, obviously, quality and data issues, including health information technology.

So I'm going to talk about the four things that you should be able to see this on the screen, I hope.  The four things that are in sort of red.  And let's start with enrollment.

So I think Pat mentioned this.  We have done some grants to eight States to help consumer and families, groups get ready for enrollment and learn how to do enrollment assistance.  Those include outreach and public education and enrollment and redetermination assistance, plan comparison.  All the stuff, actually, that Pat talked about are helping those grants.  They're small grants.  But hopefully, what we're doing is trying to help people learn from that and take those learnings to other States as well.

We also have staff who are working a whole lot on enrollment data, on best practices, on technical assistance and toolkits with CMS.  CMS being, for those of you who don't like acronyms, that's the place where Medicaid and Medicare is lodged.  And ASPE, the Assistant Secretary for Planning and Evaluation, those two organizations we work a lot with.  They're our sister agencies within HHS.  They are testing a new common application.

This goes very much to the issue of the ease of enrollment.  And there is two parts of the Affordable Care Act.  One requires CMS or Medicaid to come up with a new common application that a person will be able to use to fill out to access all parts of Medicaid or exchanges or the commercial insurance available through the exchanges.  So anything to which they are eligible under the Affordable Care Act.
That new common application is in process, and we are working with them to identify some groups of consumers, persons in recovery, special provider types like homeless shelters and other things that might touch our populations a lot.  We can actually also think about adding residential providers -- I heard that today as a possibility -- and making sure those individuals help us test that new common application.  So we'll be in touch with some folks about that.

We also have a learning collaborative going on with seven State stakeholder coalitions and helping -- that one is not so much money as it is learning collaborative work.

There is also communication strategies going on, message testing, outreach to stakeholder groups, webinars, and training opportunities, and others.  There is a whole workgroup within HHS that's working on that.  We are a part of that.  We have a seat at that table on behalf of behavioral health.  So that you know we are working in that regard.

We're also trying to incorporate enrollment requirements into our requests for applications.  So we only did a couple of these this year.  But as we go forward in 2013, watch for every RFA that comes out is going to have language in it requiring people to do their best to help people get enrolled and help people know how to get enrolled.

Part of the issue is we're going to need to make sure that people that our grants serve, first and foremost, get services from Medicaid and insurance and other places first before they use our dollars.  So that's one of the reasons.  But in addition, the OPDIVs, we call them, across HHS are all going to be trying to incorporate those requirements in, just to help the issue of getting people enrolled.

We have an organization or a training effort called SOAR that helps to get people who are homeless enrolled in Medicaid right now.  But it's very disability focused because that's the way you have to get on right now, unless you are low income and have children in the household.  So we're trying to think about how to shift that a little bit to address the new environment.  So lots of enrollment work.

Essential health benefits.  I think you all know that mental health and substance use disorder services, including behavioral health treatment, is one of the 10 health benefits.  That is, number one, a mouthful.  And number two, nobody really knows what that means yet.  Everybody has different opinions about what all of that means, and there is work going on around some of that.

It has to do with parity.  It has to do with implementation of essential health benefits.  So, again, we are part of that conversation.  It doesn't mean that we can always get everything in there that we want, but we are trying to do that.

On the other nine benefit categories, almost every one of them -- mental health, substance abuse, behavioral health, whatever words you want to use -- are a part of it.  So prescription drugs, rehab services, lab services, all those things are things that mental health and substance abuse needs to be part of as well.  So we're thinking about those issues as well.

Now the benchmark plan, it's interesting that we all talk about Medicaid expansion a lot and we all talk about the new opportunities for enrollment in Medicaid.  The fact is that States have a much longer period of time to make that set of decisions than they do to make the current decisions that are on their plates about what we call the benchmark plans.  States are allowed to select the sort of reference plan.  It's a typical employer plan that reflects scope and services and limits offered by a typical employer plan, and parity applies here.
They have to make this selection now, or the Federal Government will make it for them.  This is no ifs, ands, or buts.  They can't decide to come in or not decide to come in.  All they can decide is whether they want to select the single benchmark plan at the State level or whether the Federal Government is going to do it for them.

Even if the Federal Government does it for them, the Federal Government will select it State by State because it is based on each State's default plan, and there's lots more behind this.  I won't spend that time today.  But understand that there's a lot of work going on about what that single benchmark plan is.  And frankly, there are implications for how behavioral health is reflected in those benchmark plans.
So essential health benefits in guidance and benchmark plan selection, the timing is critical.  It is now.  In the next couple of months, a lot of these decisions are going to get made.

Flo talked about being involved in some of this discussion in her State.  If you're not involved in it in your State, regardless of what you represent here on our Advisory Committees, I urge you to go find out who's making the decision -- Is it the Governor, the legislature, the insurance commissioner, somebody else? -- and get involved in it.  Because it's going to set the stage for a long time.
If the State doesn't select, as I said, it will default.  The default is what the Federal Government selects.  So it's not like the Secretary has -- can just pick something out of the air.  It defaults.  Let me go backwards, if this will let me.  It won't let me?  Yes, it will.
It will default to the thing that says one of three largest small group market plans.  That is the default that the Federal Government will select for that State.  So it's not like the Fed set something and put that in place in the State.  It's the Federal Government will -- the Secretary, basically, will have to select that default plan for each of the States.

Those default plans or those benchmark plans, whether they're selected by the States or not, must include all 10 essential health benefit categories regardless of what was selected.  So if they select a benchmark plan, it defaults to a plan that doesn't have mental health and substance abuse benefits at parity, then the State or the Federal Government on their behalf can supplement from other plans in that State if the category is not sufficiently covered.

Let me tell you there is almost no clarity about what does that mean.  Supplement from other plans if the category is not sufficiently covered, and there is this concept of substitution within categories, which is particularly interesting in our world since this one says mental health, substance abuse, and behavioral health services.  So if there is a service there and can something else from another plan get substituted in that category even if it doesn't meet all of those three combinations of sort of sub-issues?

So that's a very complex issue.  There is no good answer to that at the moment, but it's something that we're aware of and trying to pay attention to.

And again, parity applies in individual and large group markets now, and the signal has come that it will apply -- the HHS has indicated its intention to assure that it applies in a small group market when all of this takes place, when the expansion into the exchanges happens in 2014.  So there's lots of work going on about parity, including a communications plan, as Pat indicated, is needed.  Unfortunately, nobody gave anybody -- not us, not anybody else -- any money to do this.
So both stakeholders, as well as SAMHSA, is sort of trying our best to figure out the best way to communicate on these issues as best we can.  We have an inventory going on.  That's almost completed, and we'll soon be trying to figure out what's the best way to use our limited dollars with Treasury and the Department of Labor to do more communication around that issue.

Benchmark and essential health benefits review.  This is really important because once this decision is made in the next couple of months, HHS is going to assess the benchmark process again in 2016.  That means that the State choices or the benchmark default will be in place for at least a couple of years from 2014 and '15.  So if the decisions aren't made in a way that we feel good about, "we" meaning our field, feels good about now, our next opportunity to influence the decisions around that will be in 4 years.  And so, we need to pay attention now.

The HHS will periodically review and update those choices and the essential health benefits within each of them based on the categories you see there on the screen.  SAMHSA's good and modern services definition list is, from our point of view, the comprehensive set of services that we're looking at that ought to be available out there.  But who pays for which pieces of that is very much still up in the air.

So we're trying to work with Medicaid about that.  We're also trying to work with those definitions and trying to assess the evidence that goes with each of those services.  We're working with ARC, which is another one of our sister agencies, on that effort.

Qualified health plans, network adequacy.  This gets into workforce and provider capacity.  So qualified health plans are the health plans that will be allowed to offer the benchmark plan through States' affordable health exchanges or marketplaces.  And if a State chooses not to set up an exchange, then the federally facilitated exchange, or FFE, will, in fact, provide these qualified health plans in the States that choose not to.

Now I know a lot of States are blustering about not doing this, and yet the very same States who are saying they don't want to do this don't want the Feds to do it any more than they want to do it themselves.  So I think the next few months, couple of months is going to make a big difference about how people make a choice in each State about that.

The qualified health plans networks must be sufficient in number and types of providers to assure that services are accessible without unreasonable delay.  That encourages and, in fact, the rule about this encourages QHPs to provide sufficient access to a broad range of mental health and substance use disorder services, particularly in low-income and underserved communities.

That highlights -- that rule actually highlights mental health services and substance use disorder services and suggests that -- says those have to be available.  That means we have to have sufficient providers out there actually to be part of these networks and deliver the services.  So it's one thing to get it into the reg.  It's another thing then for there to be enough providers out there to do that.

Some of our health plan partners are actually doing training for providers to teach them how to be part of networks because we have a lot of providers who've never done that before.  So there's a lot of work going on on that effort, as well as from our point of view in terms of trying to put out this contract that I think was mentioned earlier today to do some plumbing.  I think Kana mentioned this, try to do some what we affectionately call "the plumbing project" to try to help our providers have the infrastructure they need to be able to play in this new world.

The providers that accept health insurance payments.  These data are always pretty interesting to me.  If you look at it, inpatient providers know how to bill.  Outpatient providers less, but fairly well.  But if you break that down, then what you see is that providers who provide mental health and some substance abuse, a lot of them can bill.  But primarily, providers who do primarily substance abuse with none or some mental health are much less able and ready to bill.
Residential providers are much less able and ready to bill.  And then other providers -- homeless shelters, social service agencies, and others that fund or that see patients and clients that we care about -- much, much less able to bill.

All right.  So our focus is on provider readiness.  We're doing a lot of provider training and technical assistance for 2013, and you can see the list of those things.  Business strategies, third-party contracting, third-party billing, eligibility determinations, enrollment, health information technology adoption.  Wes is leading a very impressive and intense group of conversations about how to get to electronic health records and how to make sure that meaningful use standards are applied.

We're trying to make sure that the measures around behavioral health get incorporated into meaningful use, and we're also working in this arena to try to target high-risk providers.  The "biz ops" or plumbing contract we've already talked to you about.  We should have an answer to who's going to deliver that service selected soon, in a few weeks, and then we'll get started on that for 2013.

The workforce challenges are huge.  I won't read this to you.  You all know what they are.  We've had panels about it.  And the fact is we're all -- those of us who work in this field are there's not enough of us.  We're not diverse enough.  We're too old.  We don't have all the right issues that we need to play in the brave new world.  We aren't paid enough, and we don't have good career pathways.  So that's what we're dealing with.

So SAMHSA is working a lot with HRSA on the issue of workforce, and we have incorporated, frankly, a lot of your comments and your input.  The problem for SAMHSA is that we are limited by our authorities.  Our authorities primarily provide us with the responsibility and the ability -- excuse me.  I keep kicking that thing, and then I knock it off.

Hopefully, you all can still see it.  I can't.  The -- thank you.  So SAMHSA's technology has authorities to do technology transfer and training in technical assistance.  That means that we can do a lot of resources, written resources, electronic resources.  We can help train the existing workforce, help try to make sure the existing workforce has information.  We can do learning collaboratives and even minority fellowship programs to add a few people to the workforce.

By and large, our both authorities and our money does not allow us to do a lot about increasing the numbers of the workforce.  So that's really a HRSA role.  We are able to do plans and reports, which can be both helpful and frustrating.  We have another one in the works that should be out soon to Congress, and that's kind of what we're working on about this.

HRSA, on the other hand, has workforce activities that includes providing services directly through their community health centers.  It includes National Health Service Corps, where they have actually gone from 5 people who are behavioral health providers to over 2,400 in May of 2012.  So that's a big jump.  The problem is it's a drop in the bucket for what the needs in the country are.

They also are doing some graduate psychology education programs and adding some people in that area.  And they just let what we call an FOA or an opportunity, funding opportunity announcement -- I have to think about what the acronym stands for -- for mental and behavioral health education and training grants.  Basically, what that is is paying for the 280 psychologists and social workers the internship programs they need to get to licensure and get to be licensable education.

So HRSA is doing a lot to add technology -- I mean, to add workforce.  But it's not enough, and it's really focused primarily on some very high-level and key types of traditional, if you will, workforce.  HRSA and SAMHSA together did a listening session on June 5th, myself and Mary Wakefield, the Administrator of HRSA, in this room.  In fact, did a workforce listening session.

We got lots of good feedback from a lot of individuals like those of you on the phone, and we got themes about the need for data.  And we are working on a national database with HRSA, about the need for capacity building.  We're doing some work in that area, including trying to get things like SBIRT and recovery concepts and other things out into the existing workforce or even to the emerging workforce, like health workers.

We're also doing a lot of training with HRSA and with other partners and beginning to look at the nontraditional workforce, especially as we develop budget proposals going forward.  We've done a lot of work in this area, but haven't really had a budget portfolio in this area.  So we're trying to think about that and then developing additional partnerships.

So there's lots of themes coming out of that effort.  It is not complete.  But again, both HRSA and SAMHSA are limited by a combination of our authorities and our dollars and what those priorities are.  As the dollars get less, as you heard earlier, it's probably going to get tighter for doing this kind of work.

Coordination of care is another area we're working on.  Health home, State plan amendments, as you know, the ACA allows or requires that SAMHSA be consulted when States are doing this work.  So what you have on the screen, I'm hoping all of you can see it, are the States who already have an approved State plan amendment -- that's what the SPA means -- about health homes.
You can see those ones that have an SPA on the clock, which basically means they've turned it in and are waiting for a response from the Federal Government.  And then ones that have draft proposals in that we are working with.

We also have planning requests for approved health home planning requests for the States listed there.  So you can see on the screen whether your State is involved in this effort and this thinking or not.

Once again, if you don't know about this, I encourage you to find out who's working on this.  It would primarily be the Medicaid and behavioral health agencies.  So go find out and stick your nose in and find out what they're doing and get involved in that.

All right.  So we're also doing some technical assistance work on health homes with CMS.  There is a health home team and an integrated care resource center that provides TA to States, and there's also work going on between CMS and collaborating with SAMHSA and with ASPE and HRSA and ARC, all of those agencies I've mentioned earlier that we're working with, to ensure an evidence-based approach and consistency in implementing and evaluating the health home approach.

We also have some work going on in dual eligibles.  There are 9 million individuals who are dually eligible for Medicare and Medicaid, and that's of 100 million people who are enrolled between the two programs.  So if you can see about 9 million, or 9 percent, of the people enrolled in Medicare and Medicaid can be or are eligible for both.  But 52 percent of disabled individuals with dual eligibility for Medicare and Medicaid have a psychiatric illness.  So we're heavily represented in that group.

And the dual eligibles account for the 39 percent of the Medicaid expenditures, even though they're a much smaller part of the pie.  So CMS is very interested in how in working between their two programs, Medicare and Medicaid, to make sure there is some work with States to bring the costs down and the care up for these individuals who are dually eligible.

They are providing States with planning grants.  There are 15 planning grants out there.  Again, you can see your States.  I'm hoping everybody can see these slides so I don't have to read the States.  There is also -- well, let me go back.

So these planning grants are out there.  There's a couple of States that have already put forward a proposal to CMS to do a what's called an MOU between them and the Federal Government to allow some joint planning and joint savings and joint work on dual eligible populations.  I think Massachusetts, is that right, the first one?  So that one is coming, and a couple of other States are coming soon.

You also know about the block grant.  I'm not going to spend a lot of time on this because it's out for public comment.  We are happy to hear what you have to say about that, but the way to do public comment on this is really through the formal process.

And then here are some health reform resources.  Hopefully, this will be online so you can see it, and I'll come back and leave this up for a minute.  But let me just -- ah, okay, we're there.

All right.  So there are places here where you can get information.  For example, go on the SAMHSA Web site and get lots of general information on the second, the second bullet there are State by State exchange funding and plans.  The third one is a place to get State exchange blueprint to describe the exchanges a little bit more.  And again, we're focusing a lot more on those right now because they're more pressing in many ways than the Medicaid expansion is.

And then on the fourth one, looking at each State's three largest small group plans.  So you can actually go in and see what your State's default plan would look like were it to be selected.

All right.  So I'm going to stop and let -- I didn't leave you much time, Joan.  See if you want to add anything, and then we'll see if people want to do any quick comments on this.  We recognize this is way too much material and not enough time to have a really solid conversation about it.  We just wanted to let you know what we were working on.
MS. JOAN L. ERNEY:  I only wanted to add that SAMHSA, through the strategic initiative process, continues to really prioritize work.  I think that the Administrator and I think SAMHSA particularly is really well positioned to influence health reform in a really meaningful way.  And so, how to be very strategic I think has been an important conversation that we've been having ongoing.
And so, some of the really priority work for '13, it certainly embraces, I think, much of what we said today and as Pam pointed out.  But the enrollment activities will be and the engagement will be of high priority.  And Kevin Malone has taken leadership in the office at SAMHSA in doing that work.  So those who would want to follow up particularly.

Just another point in the kind of provider capacity and systems capacity overall.  The opportunity to influence how States are going to think about what capacity they need in order to meet the needs for the growing population of people that are coming in.  So networks capacity and the plumbing and the workforce all are interrelated, and I think States have an opportunity and the advocate community and providers have a real significant opportunity to influence.  So another book of business.

And then the only third I would mention is that we've been embarking on a pretty significant project complementing the good and modern paper and really trying to define what those services are.  So through service definitions and assessing the evidence and then putting a framework around that will be available to the stakeholder community and States about how to influence what is it that we should purchase, what is it that we want to advocate for, and how do we accommodate those things that may not have evidence base but still are really important to our systems for individuals' recovery.
So stay tuned.  I think there's lots coming up for us to focus on in the upcoming year.

MS. PAMELA S. HYDE:  Great.  Thanks, Joan.

While you get ready to jump in on comments, I just want to remind people that we're still in the part of having the discussion with our members.  There is a public comment period at 2:30 p.m., or thereabouts.  And we will take public comment at that time.

It would be helpful if you could let us know that you're interested in making a public comment and, if so, we'll try to get to you if we -- but we'll also just try to identify people who are interested.

So, at this point, we've got just a few minutes, maybe 10 minutes or so, to sort of see what those of you on the committees might have to say about this health reform area.  But we know that we are going to continue to have to have these kinds of conversations at each of the upcoming meetings.  And it very well may be in the spring that this whole enrollment issue will really be off and running then.

The work that's going on about enrollment right now is trying to both do preparation work, but bide time in the sense that we don't want to start a major enrollment effort until there's something to enroll in.  So until the common application gets done, until the exchanges get up and running, until the qualified health plans get set, et cetera, we don't want to frustrate people by starting to actually trying to do enrollment.  So that's the place where we're balancing at the moment.

All right.  Comments from any of the committee members?

And if we haven't overwhelmed you, then we're not doing our jobs, I always say.  So anyone out there, any member want to make a comment?
[No response.]

MS. PAMELA S. HYDE:  Well, while you're still thinking, let me tell you that one of our members did ask something about budget a little earlier.  So I'm going to try to answer that question.  It's related.  And that is the question was what are the consequences of a State failing to meet its MOE requirement?

It's a great question.  The law basically says that the MOE has to be continued or the maintenance of effort has to be continued, or the Federal Government, SAMHSA, cannot continue funding the State.  It is unfortunately an all-or-nothing kind of obligation, which means the way it's written is if the State doesn't meet the MOE requirements, as they are defined, then SAMHSA has to not provide them that much of the block grant.
So it's not like we have a lot of flexibility about that.  The place we do have flexibility and we have exercised it is what constitutes meeting it or substantially meeting it?  So over several years and several Secretaries, decisions and criteria have been established in a combination of regs and practices about what constitutes that.  So to the extent that we have been able to utilize those criteria, we have worked with States to get to within the appropriate range of what is meeting the maintenance of effort.

And I'm not trying to be cryptic here.  It's just a little complicated.  So I don't have it all in front of me.  But the point is, is it 100 percent or is it 99 percent or is it 98.5 percent?  Well, there are some guidelines and criteria about that.  And to the extent that we can, we try to work with States about that because, frankly, it's not our goal to take money away from States.  Our goal is to get them to continue their maintenance of effort work.

So that's one thing.  The other thing is there's been some ability for us to define and the Secretary to define what the period is that we count toward that.  So we have tried to be as flexible about that as well.  Now, having said that, the way the MOE is calculated, there is very little flexibility that I have or the Secretary has if a State does meet maintenance of effort criteria or does not.

So once a State tells us what they have or is able to document what they have spent, then we have to say yes or no.  The criteria for this in the law has to do with the relationship of expenditures -- well, whether or not we can waive maintenance of effort requirements because we are allowed to waive maintenance of effort requirements in certain extreme circumstances.  Those extreme circumstances have to do with the relationship between the State's current ability to come up with the money and the ability in the prior year or two.
The problem is, is it doesn't keep -- I'm not being very clear about this.  It doesn't have to do with a sort of State at a moment.  It has to do with compared to prior years because that's the way the maintenance of effort is calculated.

So what I'm getting at here is while we have worked hard to make sure that we work with States to either maintain maintenance of effort or to have a plan for coming into compliance or waiving it in certain circumstances, we are getting dangerously close to a few States in which we will have no option but to withhold block grant dollars if we can't get them into either a waiver circumstance or into the circumstance of actually being able to meet their maintenance of effort.

So we have encouraged States to tell us ahead of time if they think they're having a problem.  Sometimes this gets very esoteric because it's different on the mental health side and on the substance abuse side.  It literally sometimes can have to do with where the State legislature appropriates the money to because it counts in one case if it's in a certain agency.  In another case, it accounts across the whole State.  Again, very complicated.
So point here is we're working with every State that we can to make sure they maintain their maintenance of effort.  We're waiving it where we can, but also trying to help States have plans to get there.  And we are concerned about a few States that are getting close to a situation where we won't have a choice but to withhold dollars if they can't come up with those monies soon.
So, hopefully, that is a very high-level and as confusing as I can possibly get conversation about maintenance of effort.

All right.  Anybody else have a comment at this point?

[No response.]
MS. PAMELA S. HYDE:  All right.  If anybody has other -- seriously, other more technical questions about maintenance of effort, let us know, and we will try to get somebody who can actually walk you through it for your State or to let you know.

So right at the moment, we have well over 250, almost 260 people participating with us online or on the phone.  So we really appreciate that.
We are ready to have Larke come and talk to us about some work that's going on in trauma and our trauma initiative.  And our goal here is really not to have a huge conversation about this because we just decided this week that we ought to provide you with some updates because some exciting things are happening.  It's really to let you know what we're working on.  And, well, maybe we'll bring more back to you at a later point.

So, Larke Huang, if you can introduce yourself, Larke.  And do you have overheads that you're showing?

Agenda Item:  Trauma

DR. LARKE HUANG:  No.  I don't have any.  No, I don't have any overheads.

Okay.  So I'm Larke Huang, and I'm the lead for the Trauma and Justice Strategic Initiative here at SAMHSA.
So I was asked to give you a quick update on some of the work that we've been doing this past year on this particular initiative.  If you recall, the purpose of this initiative is to build trauma-informed systems that implement prevention and treatment interventions to reduce the incidence of trauma and its impact on the behavioral health of individuals and communities.

And secondly, to better address the needs of people with mental and substance use disorders involved with or at risk of involvement with the criminal and juvenile justice systems.

So we've made progress on a number of our key action steps.  In terms of RFAs, we had a number of new RFAs that were put out on the street and in process of being awarded now, both in the criminal justice side and on the trauma side.  We had a new RFA around teen courts, focused on diverting youth with substance abuse treatment from deeper penetration into the juvenile justice system.

We had a number of grants to expand substance abuse treatment capacity in the adult and family drug courts with a focus on municipal courts, Fed courts, and family drug courts.  And then we did a new round of our child trauma grants, which includes a broader focus and effort on getting out the lessons learned, the interventions developed through the trauma network beyond the network into wider both behavioral health and other service sectors.

We also did a juvenile justice policy academy, which was a public-private partnership with the MacArthur Foundation, and we did this in June, and eight States participated.  And their work is going to continue on with a focus on diversion and disproportionate minority contact in the juvenile justice system.  That work will continue on, again supported with MacArthur funds in terms of action networks for the States to get continued work in supporting the efforts and plans they developed at the policy academy.
We have a continuing collaboration in terms of our child trauma area with the administration on children, youth, and families, and the Centers for Medicare and Medicaid Services.  This has become a focus, what is called an HHS high-priority goal.  So we're excited about it.  It gives us an opportunity to move some of our investments around child trauma into the child welfare arena with support from our critical peer agency, CMS.

We have also worked to ensure that there is trauma language both in our new block grant application, as well as in some of our smaller discretionary programs.  The activity that I was asked to share with you today and spend a little bit more time on is one of our key action items, and that's really looking at how are we developing a consensus or shared definition around what we mean by trauma and a definition of a trauma-informed approach and principles and guidelines for such an approach.

The rationale for this is that there are myriad number of definitions of trauma in the field, including some of those that have been promulgated by some of the centers, the trauma-related centers that we've funded.  There are a number of definitions put out by professional associations, by researchers, by trauma survivor groups.  And we felt that we needed to land upon a shared understanding of what we mean by trauma.
If we're going to go forward with all of this work in trauma-informed approach, we need to have some common idea of what we're talking about and meaning by trauma.  Similarly, with the concept of trauma-informed care, while we've had widespread uptake in that concept and interest across a number of different service sections -- whether it's child welfare, domestic violence, criminal justice, primary care, and even some outreach to us from education -- we thought it would be important to understand, again, a shared working definition of what we mean by this.

What are the critical criteria or components?  And how can we build in transferability in this concept across different sectors?  So it's not just applicable within the behavioral health specialty sector, but across other domains of service or treatment.

So our goal in this particular action item is to reach consensus, and that's harder to do than say.  Among different constituents and stakeholder groups on what we mean by trauma and trauma-informed care, which we have moved to a concept of trauma-informed approach because some of the systems that are interested in this say they're not necessarily care systems.  And then, secondly, to develop a set of principles and guidelines for establishing a trauma-informed approach and, as I said before, to ensure that these guidelines are transportable with some system-specific adaptation to different service sectors.

So how do we think this will help us?  As I mentioned, we have a lot of definitions, and we actually do a number of -- we do numerous trainings on trauma-informed care being conducted by SAMHSA-funded or other connected entities.  We don't have particular guidance for these trainings, a sense of guidelines to think about.  We have much diversity and variability in quality in some of these efforts.

So we thought it would be important to get an approach that is built on work that we've been funding, work that we've been supporting, work that we've been leading, and make sure that we have a shared set of principles and guidelines as we move this forward.
We also have challenges in measuring the impact of what we think of as a trauma-informed approach.  It's a concept that has really good face validity and certainly caught on in some ways much faster than some of our very systematically empirically validated and proven evidence-based interventions.  So as we move this concept more broadly into the behavioral health specialty system, as well as other sectors, we thought it would be important to have a concept that could also have measurable aspects to it.

So what is our process in developing these definitions and guidelines?  Well, we convened the different trauma entities that we fund here at SAMHSA to get a sense of their specific definitions and their approaches.  So we brought together a Disaster Technical Assistance Center, a National Child Traumatic Stress Network, a National Center for Trauma-Informed Care, our alternative to seclusion and strength through trauma-informed approaches, and our Behavioral Health, Justice, and Transformation Center to get some understanding and discussion from them about how they are utilizing these concepts and how they're actually promoting and implementing them in the field.

We also convened an expert panel representing different sectors of the field -- trauma survivors, researchers, agency directors, practitioners, survivors.  We had people across the life span to come to SAMHSA and to meet with us around, again, getting some kind of shared consensus.

Interestingly, of the participants, some had never met each other.  We pulled from people who were in both in the child and the adult field, and we were pleased to get a response from them that they liked talking across the age span, although they were often kind of siloed in the work that they do.  And that was in some ways a new experience for them.

And from that meeting, which was a very structured technical assistance panel approach, we developed a draft concept paper in conjunction with our internal staff subject matter experts.  That working document has been re-sent to the expert panel, and as experts always do, they -- we send in a lot of comments.  So they've edited their own comments in some ways, too.  We constantly edit our own comments.

But we were coming up with, I think, some very exciting ways to think about a definition that could have applicability across multiple sectors.  We're in process of making revisions now and getting more internal staff and leadership input.

Our plan is to then in September post this concept document on our Web site for a public comment, and we'd like to get public comment in through the month of September.  And then we will then take that comment, review and address it, incorporate it, think about it in the month of October, and come back with our next iteration of a nearly, hopefully nearly approximating consensus working document in draft by sometime in November that we would like to again share.

We think it's really important because this will then guide how we think about our training so that we'll have some sort of benchmark or set of guidelines to, as we move these concepts forward that we are standing on a little bit more shared and common ground and empirical ground as we look at how we're going to really come back to think about the purpose of the strategic initiative and implement building trauma-informed systems.

So I'm probably not going to share exactly where we are arriving on these definitions yet since they're still in discussion.  But I wanted to let you know we are doing that and exactly how we're approaching getting this done.
And we also want a concept document that is not just something that only policymakers understand, or only researchers understand, or only trauma survivors understand, but we're really crossing different cultures of language as well.  So that was our first iteration on this very complex paper we initially started with.
So we want it to be something that has good accessibility and understandability, comprehensiveness in the field.  So that's it.

MS. PAMELA S. HYDE:  Terrific, Larke.  Thank you.

So our goal here was to let you know that a major piece of work is coming out for public comment that we really haven't had a chance to run by you as a set of advisers.  So we wanted to make sure you had a heads-up and that you could ask some questions now if you want.  We've got a few minutes.  We'd like to do that and have you ask some questions while Larke is here so that you'll be ready and willing and able to respond to the public comment period when it's out there.
So do people have comments?  Any of our members have comments or questions of Larke?

Now you all haven't gotten shy again, have you?  Wes is here now this afternoon.  He's shaking his head yes.

We have over 250 people on the phone at the moment, and we've had about 340, almost 350 viewers or listeners throughout the day.  So we want you to know that a lot of people are paying attention.

Anybody got a comment about trauma?

[No response.]

DR. LARKE HUANG:  That's fine.
MS. PAMELA S. HYDE:  It's hard to believe.  Anybody got a comment about health reform, since we didn't give you much time on that one?

DR. LARKE HUANG:  Or the trauma of health reform.

MS. PAMELA S. HYDE:  Or the trauma of health reform.  That's a big one.  Anybody have a question about maintenance of effort?  Because I clearly confused you on that one.

[No response.]

MS. PAMELA S. HYDE:  Okay.  Well, thanks, Larke.  I really appreciate it.

DR. LARKE HUANG:  Thank you.

MS. PAMELA S. HYDE:  You not only gave us lots of good information, but you got us on time, too.
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All right.  So we're going to go to public comment.  We're a little earlier than we had said we were going to be.  So we have a couple of people that had sent in emails.  I'm going to call on them first if they're around while the rest of you who are the public are interested in making comments, if you could either let us know or get ready to queue up so that we can take your comments.

We're going to ask you to hold your comments to just a couple of minutes.  If we have more time, you can come a second time.  But we'd like to get everybody who wants to make a comment on first.  So let's hold it to about 2 minutes a piece if we could.

So I assume this is Lou Foster?  Louis Foster?  Louis Foster, are you on the phone?

[No response.]
MS. PAMELA S. HYDE:  Okay.  So let me read what Louis wrote.  "Is SAMHSA aware that the Medicaid manager here in South Carolina has made a decision not to pay substance abuse services in parity with mental health services?  Medicaid pays $5.72 per half hour for substance abuse services.  That doesn't cover the cost of providing the service."

The whole issue of whether parity applies in Medicaid and, if so, how is a very complex question.  There are parts of Medicaid that it clearly does not apply to, and regular State plan amendments and how those are paid for and reimbursed may be parts of what is not explicitly covered by parity.

There are parts of what Medicaid does that -- and is going to do in the Medicaid expansion is covered by parity.  Medicaid has been thinking about how to provide guidance to States about this and is working on that.  They are also in the process of thinking about what the reg would look like to implement parity in Medicaid.  And again, it is very caught up in this interplay between Medicaid as the existing program versus Medicaid and the expansion program.
So those are very different constructs, and how parity applies to them is different.  So, no, I wasn't aware of what you said about South Carolina.  I don't know if others were.  But whether or not that constitutes a parity problem is probably not the issue.  The issue is probably more likely whether it is sufficient to even make substance abuse services available.  So that's a much larger question.
So thanks for the comment, Lou, and those who are working with Medicaid on some of those issues, we'll pass it along to them.

Another person, Ivonn, if I'm pronouncing that right, Ellis-Wiggan.  Ivonn Ellis-Wiggan from the National Federation of Families for Children's Mental Health.  Are you on the line?

[No response.]
MS. PAMELA S. HYDE:  Just missed her.  She just disconnected.

All right.  So she says, "The current --" I think it's a she.  She says, "The current direction of integrating mental and behavioral health and substance use disorders in moving toward focusing on wellness are good directions.  I'd like to hear what steps SAMHSA will be taking to continue to ensure that services and policies are informed by families and young people in light of budget cuts.  In addition, given the limited dollars that are set aside in block grants for children's issues, how does SAMHSA see its involvement in encouraging more dollars being set aside for children's issues?"
And Larke is also our children's point person, and she left.  So, Kana or Wes or Paolo or Mike or Rich, any of you want to comment on any of this?  This is really about the role of children and families in tight budget times.

MR. PAOLO DEL VECCHIO:  I'd be happy to start with it at least.  Certainly the ongoing need to include family and youth voice and family and youth-directed efforts, and I think we are strongly committed to continuing that participation in all the work that we do.

I know we didn't have an opportunity here to acknowledge, if I may, the passing of Tricia Gurley, the CMHS National Advisory Council member, who we recently lost, and very much a founder of Youth Move, the national network of youth in mental health and in behavioral health.  And we sorely will miss Tricia, and we appreciate all the work that the federation and youth leaders do across the country.

MS. PAMELA S. HYDE:  Thank you.

We do have -- either have or have a slot for youth members on most of our councils, I believe, and we're trying to fill that one on the national council right now.  So that's an important voice that we want to maintain.  We work with the Federation for Families, and there are lots of child-serving agencies on our various efforts.  So we definitely want to keep them in the loop.

I don't think, frankly, any of our populations are safe from the impending budget issues, unfortunately.  But we are paying attention to that, and those priorities.  Kids are a huge priority for us in our prevention arena.

So, Mike, do you want to make any comment about any of that?

MR. MICHAEL E. ETZINGER:  Well, I'd just like to reiterate what you said about having the youth voice on our council.  I know Fran has been a huge proponent of having that voice and making sure that the voice is heard as we move forward.  I'm not familiar with the specifics of the programs.

Of course, most all of our prevention programs touch age groups, different bracketed age groups, underage drinking obviously huge for us with a focus down to 12-year-olds.  But I think our -- with respect to the exact question, that voice is from our advisory committee is where we'll look for part of that voice.
And I know whenever Fran is out speaking, she's always amenable to that tap on the shoulder that was mentioned a little bit earlier to have that discussion.
DR. H. WESTLEY CLARK:  This is Wes Clark, the Director of the Center for Behavioral Statistics and Quality.

Of course, our data collection efforts are targeted to not just adults, but also young people 12 and older.  And of course, with regard to prevention, we recognize the importance of parents to and their attitudes to the well-being of children.  So the importance of family is captured In our datasets, perhaps not to the specificity in all issues, but the key issues.

That SAMHSA has long recognized that people don't grow up in isolation.  They don't develop in isolation.  Their problems are not going to be resolved in isolation.  So we want to -- I also want to echo what Paolo and Mike have said from the data point of view.

MS. KANA ENOMOTO:  From a State systems point of view, SAMHSA continues to support the consumer and family statewide networks grants.  And so, in FY 2012, we did have a request, RFA, and so we will be making awards to statewide family networks shortly.

MR. RICHARD T. KOPANDA:  I would just mention briefly that through our consumer affairs office in CSAT, we are beginning a youth and recovery program.  It's a fledgling organization right now.  We will be having a meeting next week, but we're starting that.

And also, of course, through the strategic initiative for military families, we are working with families through our Access to Recovery program and many others that Kathryn Powers engaged in.

MS. PAMELA S. HYDE:  Thanks, Rich.

And you know, Paolo, I mentioned it earlier, but you might want to say a little bit more about the Children's Mental Health Awareness Day.  I mean, that has really become a pretty amazing way to engage people all over the country about children's mental health, to use that term, or emotional health.

MR. PAOLO DEL VECCHIO:  Sure.  Thank you, Pam.

And yes, this year, as you mentioned, was really quite an expansion of Children's Mental Health Awareness Day, and the -- what struck me, in addition to having Cyndi Lauper and some of the celebrities there, that was the cross Federal Government interest and engagement this year, where we had the including two Cabinet-level individuals, the Secretary of HHS, Kathleen Sebelius, as well as the Attorney General present as well at the affair.

So I really think, as well as the awareness day activities that occur across the country, we're really seeing increased attention to the needs of kids and families.

MS. PAMELA S. HYDE:  Great.  So thanks for the question, Ivonn.

And I understand Louis Foster came back.  Louis, are you there?

MR. LOUIS FOSTER:  Louis Foster is here.  Can you hear me?

MS. PAMELA S. HYDE:  Yes, but speak right into the mike.

MR. LOUIS FOSTER:  Yes.  I just want you to know that it's a great day here in South Carolina, and I'm enjoying what I'm watching on my computer screen.  I just wondered if SAMHSA is aware that Medicaid managed care here in South Carolina in June of 2011 decided not to pay substance abuse services in parity with mental health services?

For example, Medicaid will pay for substance abuse counseling at a rate of about $12 an hour and mental health counseling at $80 an hour.

MS. PAMELA S. HYDE:  Thanks, Louis.
I actually tried to answer the question that you wrote to us a little bit earlier, which is, simply put, no, I wasn't aware of that in South Carolina, per se.  But unfortunately, parity is not about comparability or equalness between substance abuse and mental health.  It's about comparability between physical health and substance and mental health services.

And the other thing I mentioned was the applicability of parity, or MHPAEA anyway, the applicability of the Mental Health Parity and Addiction Equity Act to basic Medicaid services is very unclear and particularly probably not applicable.  What is applicable is parity and the expansion of Medicaid.
So all of those are being worked on, and guidance is being developed about that.

MR. LOUIS FOSTER:  Thank you very much.

MS. PAMELA S. HYDE:  Okay.  Are there other people on the line?  And I'll just tell you that throughout the course of the day, we've now been able to identify over 410 people who have been participating today, either by phone or through the Web.  We really appreciate that interest across the country in our discussion.

So are there other public folks out there who would like to make comments?

[No response.]

MS. PAMELA S. HYDE:  Do they need to do the *1?  So if there is anybody in the public, just one more time, who wants to comment, you need to push *1 and let the operator know so they can get you in.

And members of the committees, if you are also -- have thought of comments you'd like to make, you can do that as well at this time.

[No response.]
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MS. PAMELA J. HYDE:  Okay.  Well, are there any other comments from our leadership here?
[No response.]

MS. PAMELA S. HYDE:  Okay.  Well, we made a choice today to have this meeting be somewhat shorter because we thought the technology would be challenging.  So, again, I want to thank all of you.  We've learned a lot about how to do this and some things we have already identified as ways that would make it easier for us and for you if we are to do this again.

I want to remind you that we will do our council meetings in person in the spring, tentatively April 10-12.  I also want to remind you that the SAMHSA National Advisory Council will be meeting tomorrow from 10:00 a.m. until 2:00 p.m., 1:00 p.m.?  Ten until 1:00 p.m., give or take.  It's easier.  About 10:00 a.m. until 1:00 p.m.

And we're going to talk about the National Behavioral Health Quality Framework.  So I really encourage you, if you have even that hour, to join us from like 11:00 a.m. to 12:00 p.m.  We'll be talking about that.

And you're welcome to join us and listen in on the whole conversation because at that SAMHSA NAC, we do some debriefing of these meetings and then think a little bit about what that means for future topics and otherwise.

So I also want to remind you that you're going to get a survey as members, asking you what you thought about today and giving us any of your thoughts.  And again, probably you hate the technology is not helpful.  If there are ways that you would suggest we do the technology differently, that would be helpful.

And then I also want to just take a minute and let you again, if any of you are there as members who want to weigh in on what you think we should do on future meetings, we always try to do a few minutes of that.  I can tell you that we have pending a couple of things.  One was a request by Chris Wendel last time to do some work around faith-based issues, and we're doing a lot of work in that area.  So we're going to try to figure out whether to do that as a topic or a lunch break or something for those who are interested in that issue.

We had a proposal, and I think we're working on that, to do a disparities panel as it relates to evidence-based practices.  So this issue of are evidence-based practices relevant to people of diverse backgrounds, and what's the implications of that?
There are different opinions about that, and we have really, really smart, good people on our advisory councils who know something about that.  So we're going to have a conversation about that.

I heard today the issue of wellness, the issue of enrollment that's coming and how we're doing that, parity and communication around that.

So there are lots of other things that we could bring to bear.  So we're interested in your thoughts.  So I'm going to take just a minute and see if anybody's got any comments now about what you'd like to hear about or participate in discussing with us.  There are so many things we could get your advice about.  We'd like to have it all.  But the conversation is really helpful to us in areas that you are most interested in as well.

So do you have topic thoughts, council members?  Anyone?

MS. DEE DAVIS ROTH:  Dee Roth.
MS. PAMELA S. HYDE:  Yes?

MS. DEE DAVIS ROTH:  I think that given the upcoming work on trauma, I would suggest that for an agenda item for the future.
MS. PAMELA S. HYDE:  Okay.  Thanks.

What else?  Do other people have thoughts about topics that you think you've got some advice to offer us on?

[No response.]

MS. PAMELA S. HYDE:  Okay.  So I'm not sure if, again, the technology is intruding or if you've just been listening too long.

So, Geretta, is there anything else we need to do from a technical point of view here?
All right.  Well, listen.  Thank you, everybody.  We really appreciate it.  You've given us lots to think about.  We always have good follow-up conversations about these things, and we have literally changed some of our direction and trajectory based on your input.
So thank you for all of it, and we will talk to the National Advisory Council members tomorrow.  And again, I encourage you to listen in to the parts of that that may be of interest to you tomorrow.

All right.  Thank you, everybody, and have a great day.  Bye.

[Whereupon, at 2:35 p.m., the meeting was adjourned.]
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