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The Substance Abuse and Mental Health Services Administration (SAMHSA) National Advisory Council convened for its 45th meeting on April 22, 2009, at the San Carlos Apache Tribal Reservation, San Carlos, Arizona. Eric Broderick, D.D.S., M.P.H., Acting SAMHSA Administrator, chaired the meeting.

Council Members Present: Marvin C. Alexander, L.M.S.W.; Hortensia Amaro, Ph.D.; George Braunstein; Judy Cushing; Faye Annette Gary, Ed.D., R.N.; Thomas A. Kirk, Jr., Ph.D.; Kenneth D. Stark; Flo A. Stein, M.P.H.; Cynthia A. Wainscott; and Edward K.S. Wang, Psy.D. (see Tab A, Council Roster)

Council Member Absent: Terry L. Cross, M.S.W., L.C.S.W., A.C.S.W. and Keith N. Humphreys, Ph.D. 

Council Executive Director: Daryl Kade, M.A.
Designated Federal Official: Toian Vaughn, M.S.W.
Non-SAMHSA Federal Staff Present: 4 individuals (see Tab B, Federal Attendees List)

Representatives of the Public Present: 18 individuals representing 10 organizations (see Tab B, Public Attendees List)
Call to Order and Traditional Opening
Ms. Toian Vaughn, Designated Federal Official, SAMHSA National Advisory Council, called the meeting to order at 9:30 a.m. on April 22, 2009. Ms. Martha Interpreter-Baylish, San Carlos Apache Tribal Council member, opened the meeting in the traditional way of the San Carlos Apache Tribe. 
Welcome and Opening Remarks
Dr. Eric Broderick welcomed attendees and extended his appreciation to the San Carlos Apache Tribe for their hospitality and to other tribal representatives for their participation. He welcomed new Council members Ms. Flo Stein, president of the National Association of State Alcohol and Drug Abuse Directors (NASADAD), and Hortensia Amaro, Ph.D., Professor, Northeastern University, and Director, Institute on Urban Health Research. 
Mr. Wendsler Nosie, Chairman, San Carlos Apache Tribe, welcomed the assembly to the reservation. Mr. Nosie explained that his tribe recently undertook the Geronimo Healing Project to commemorate the 100-year anniversary of Geronimo’s passing. He recounted the difficult times Apache people have endured, including U.S. Government efforts to separate Indian children forcibly from their parents in trying to extinguish the Indian culture and civilization. Noting that Council members had visited local social service agencies the previous day, Mr. Nosie expressed gratitude for SAMHSA’s efforts to help his tribe recover from the social ills they face. At the same time, he stated, local people understand what works best for them in healing. He noted that unemployment among his tribe has never dipped below 70% and identified victimization as a causal element. He asserted the need for healing, and prevention programs, to break the cycle for the next generation. While expressing concern about Government support that ebbs when priorities change, Mr. Nosie acknowledged SAMHSA’s work to provide the tools to understand substance abuse. For true healing to occur, he pointed out, Indians must regain their identity and sense of personal strength, and the Nation must achieve a sense of community with Indian Country. He pointed out that the stigma of second-class citizenship contributes to Indians’ susceptibility to substance abuse. 
Dr. Broderick explained that the SAMHSA National Advisory Council unanimously asked to convene in Indian Country both to increase its understanding of the issues and for Indian communities to understand SAMHSA’s role, and that SAMHSA stands ready to help Indian communities solve issues related to substance abuse and mental illnesses. He stated that SAMHSA works to help communities to address the stigma associated with mental illnesses and substance abuse and to improve conditions. He asserted that the purpose of the meeting was to increase the collective understanding of the issues faced throughout Indian Country and to develop relationships to move forward to address those needs. 

Mr. David Reede, Vice Chairman, San Carlos Apache Tribe, emphasized that his community deals with issues of historical trauma, mental health problems, and substance abuse, and that the reservation is endeavoring to understand and to heal. He expressed hope that emerging partnerships will help empower the community in its recovery. Mr. Reede pointed out the helpfulness of SAMHSA’s viewing the tribe as a nation within a nation—particularly as a grantee independent of the State—and asserted that tribes are capable of organizing effective programs. He emphasized the need for adequate funding to sustain wellness programs.
Recognition Ceremony
Dr. Thomas Kirk and Mr. Ken Stark were honored for their contributions during their tenure on the SAMHSA National Advisory Council. 

Consideration of the Minutes from the September 2008 SAMHSA Council Meeting
Council members unanimously approved the minutes of the September 8–9, 2008 Council meeting. 
Acting Administrator’s Report
Dr. Broderick described events in the transition to the new Administration, including progress in the Senate confirmation of Secretary of Health and Human Services (HHS) Kathleen Sebelius. Regarding the economic stimulus bill, Dr. Broderick described SAMHSA’s consultation with other HHS Operating Divisions about the intersection of physical health, mental health, and substance abuse services, and particularly on funding allocations for prevention, health information technology, and comparative effectiveness studies. With constituency input, SAMHSA has worked on guiding principles for inclusion of substance abuse and mental health issues in health care reform. Major themes include: Prevention underpins everything; integration of mental health and substance abuse with primary care, and vice versa, are essential; specialty treatment is effective; systems of care that lack recovery support are incomplete; and recovery is prevention. 
Dr. Broderick stated that by visiting San Carlos, SAMHSA sought to gather information on how to address Indian Country’s issues in the health care reform dialogue. He enumerated aspects of SAMHSA’s active tribal agenda, including the SAMHSA Tribal Technical Advisory Committee, a staff tribal team and an inter-Departmental collaboration on grant making to address Indian Country issues. Multiple agencies have launched the Indian Country Methamphetamine Initiative, in which 10 tribes participate in local community development and address challenges associated with the drug. HHS regional consultation sessions have highlighted the need to support suicide prevention efforts and to address methamphetamine abuse and high rates of alcoholism in tribal communities. SAMHSA continues to provide assistance in its role as a grant-making organization and as a repository of expertise on substance abuse and mental health. Dr. Broderick asserted that while SAMHSA’s efforts cannot supplant efforts of the Bureau of Indian Affairs or the Indian Health Service (IHS), they can supplement available resources. In the past 3 years, SAMHSA has more than doubled the resources awarded to Indian Country through competitive grants, which in 2008 totaled $75 million. 
SAMHSA’s Budget: Update
Ms. Daryl W. Kade, Associate Administrator for Policy, Planning and Budget, SAMHSA, reported that President Barack Obama had signed the 2009 Omnibus Appropriations Act, of which SAMHSA received $3.5 billion, a 3.3% increase over 2008 levels. Appropriations for mental health rose by 6% and substance abuse by 2%. New programs include a Center for Mental Health Services (CMHS) initiative that builds a continuum of care for youth and young adults; a CMHS care-integration initiative to improve the physical health status of people with serious mental illnesses; a Center for Substance Abuse Prevention (CSAP) Partnerships for Success initiative to fund States that meet or exceed prevention targets under the Strategic Prevention Framework program; and a Center for Substance Abuse Treatment (CSAT) formula grant for electronic reporting of prescriptions. Mr. Peter Delaney, Director, Office of Applied Studies, SAMHSA, explained that the Office of Management and Budget has asked SAMHSA to review its data collection activities for substance abuse to determine gaps and possible efficiencies. Ms. Kade noted that the new Administration will encourage collaborative action and take steps to eliminate imprudent projects and undue influence by lobbyists; increased emphasis on both program and grantee reporting is anticipated. 
Discussion. Council members, SAMHSA Center Directors, and tribal representatives expressed concerns about a variety of issues. Participants discussed the need for treatment and follow-up services for children at high risk for substance abuse and mental health problems who are incarcerated, continued funding for the Minority Fellowship Program, the degree to which tribes qualify for SAMHSA funds (limited block grant funds that do not necessarily filter down through States to tribes); a scheduled meeting of SAMHSA staff, NASADAD members, and elected tribal officials on the issue; and the need for set-asides to reflect data showing American Indians and Alaska Natives at highest prevalence and risk for substance abuse and suicide, level funding of the mental health block grant over many years, despite the need to reach into new communities, need to research the history of block grants, need to fund community-based prevention efforts, and the hope that SAMHSA will partner with tribes to bolster the effectiveness of tribes’ wellness efforts. 
Role of Behavioral Health in the Overall Health of American Indian/Alaska Native Communities

Dr. Donald Warne, Executive Director, Aberdeen Area Tribal Chairmen’s Health Board, emphasized that members of federally recognized tribes have a legal right to health care based on the hundreds of treaties under which tribes had exchanged land and natural resources for housing, education, and health care. Dr. Warne cited data that show a 10-year disparity in life expectancy for the 17 tribes in the Aberdeen Area IHS and a disparity in average age of death for American Indians (AI) in Arizona of 17.5 years. Preventable diseases account for the majority of excess and early deaths, with significantly higher rates among AIs due to diabetes, alcohol-related deaths, and suicide. Dr. Warne reported that patients with diabetes have high rates of depression and alcohol abuse that represent a vicious cycle unaddressed in an integrated fashion. 

Dr. Warne reported that IHS budgeted $2,100 per patient in 2005, compared to Medicaid, $5,000; Veterans Health Administration, $5,200; Medicare, $7,600; and Bureau of Prisons, $4,000. He asserted that IHS has chronically lacked resources sufficient to meet its needs. He noted that the Indian way of healing—through touch and meditation, with the patient in the presence of family and community—though not Health Insurance Portability and Accountability Act (HIPAA) compliant, nevertheless represents meaningful community health care. 

Dr. Thea Wilshire, Clinical Coordinator, San Carlos Apache Tribal Wellness Program, described the historical trauma experienced by the Apache people and other American Indians. In the first few generations following European settlement, 95% of the 100 million AIs across the land were killed. Since then, U.S. policies have forcibly imprisoned Native Americans in missions, on reservations, and in boarding schools, and removed them from their cultures and lands. Currently, she stated, half the Nation’s reported hate crimes target AIs, who represent just 1.5% of the U.S. population. Despite their hardships, 30% of the Native American population serves in the military, in their warrior tradition, to honor their country.
Dr. Wilshire suggested that the disparities endured by Native Americans result from cultural subjugation, or colonization, which has impacted their physical, economic, cultural, social, and psychological well-being. An outside group separated children from their families, stopped the practice of their spiritual traditions, punished them for speaking their language, and interrupted their ability to make a living or to travel their lands. This cultural abuse and trauma has passed down through generations, and people have internalized what had happened on an external level. People do not feel in control; they experience disproportionate depression, alcohol abuse, and violence; and families are disconnected. Substance abuse and mental health issues represent secondary symptoms of the primary etiological issue—colonization—that continue into the present. Dr. Wilshire pointed out that the mainstream culture continues to subjugate Native Americans through false beliefs and misperceptions that negatively affect their personhood. 
Nevertheless, Dr. Wilshire reported, the resilient San Carlos Apaches, among whom half the population is under age 25, endeavor to advance their own programs and education, and work to stay connected to their spiritual, cultural, language, and dietary heritage. She urged SAMHSA to attend to cultural restoration, economic independence, mentoring and education, respect for Native spirituality, and exploration of post-colonial psychology and traditional healing. 
Ms. Adeline Tsosie, Principal Planner, Navajo Department of Behavioral Health Services, stated that the Navajo Nation has a Learn and Serve grant and an Indian Country Methamphetamine Initiative grant. Positive outcomes from the grant include creation of a task force, criminalization of methamphetamine sales, and sponsorship of a conference. Recent experiences have revealed insufficient language translation capacity and limited public safety response capacity to deal with substance use issues. Although grants have requirements for telephone surveys, more than 60% of homes in the Navajo Nation have no telephone, which impedes conducting surveys and determining outcomes. Ms. Tsosie noted that the tribal grant-approval process, intended to preserve tribal sovereignty, can significantly delay project start-up and impact on reporting deadlines. Limitations also include difficulties in accessing epidemiologists to inform proposal writing and reporting, and the need for culturally appropriate treatment and prevention services.
Ms. Novalene Goklish, Research Program Coordinator, and Ms. Lavita Tessay, Research Program Assistant, White Mountain Apache Tribe and Johns Hopkins University Center for American Indian Health, described two suicide intervention programs. The research partners created and digitized a registry of suicidal behaviors following a 2001 spike in suicides among the tribe’s young people, who constitute more than half of the tribe’s population, and designed public health approaches to the problem; the youth suicide rate is 13 times that of the entire U.S. population. Ms. Goklish described Empowering Our Spirits, a public-health intervention to raise awareness about suicide prevention; engage members of the community to identify at-risk youth, demonstrate caring, and make referrals; and outreach to youth who attempted suicide and their families to learn coping skills and anger management. 
Dr. Warne observed that Indian Country has good programs, but lacks sufficient resources to make them widely available. An additional $3.5 billion annually is needed to fund IHS fully. 

Discussion. Council members and panelists noted the severe challenges associated with limited infrastructure for medical care, transportation, public safety, and communication in emergencies; the serious morbidity and mortality discrepancies that result; challenges associated with States’ variable regulation of AIs’ access to substance abuse and other services funded by Medicaid and Medicare; and the lack of sufficient resources to effect the enrollment in those programs of all who are eligible. Many AI youth have depression, a contributory factor to the high suicide rate, along with Post-Traumatic Stress Disorder (PTSD) and intergenerational trauma; youth are referred to mental health providers, medicine men, and/or churches for help, but massive paperwork requirements can delay treatment and insufficient resources limit access to treatment. Council members acknowledged the benefits of tribal members engaging in participatory research, including community empowerment and opportunities to teach about the risk of suicide, and researchers were urged to consider ways in which homicide might express itself as suicide. 
Creating and Sustaining Recovery-Oriented Systems of Care for American Indian/Alaska Native Communities
Ms. Gloria King, Health Services Administrator and Interim CEO, Navajo Regional Behavioral Health Center, Shiprock, New Mexico, asserted the importance of cultural competence, a holistic and strengths-based approach, infrastructure development, program sustainability to eliminate health disparities, increasing access and quality of care, and providing culturally responsive services. She noted the unique challenges of historical trauma and implementing an intervention that confronts and understands the trauma, releases the pain, and transcends the trauma.

Ms. King described the conceptualization and characteristics of the new Navajo Regional Behavioral Health Center, designed to provide multidisciplinary, evidence-based treatment (including traditional healing practices and education) for co-occurring disorders. The facility will add residential treatment/healing units and a transitional living unit to the organization’s existing adult outpatient treatment, adolescent, and aftercare services, and will provide faith-based counseling among its clinical offerings. Ms. King asserted the need for continued advocacy to provide holistic care. 
Mr. Reuben T. Howard, Executive Director, Health and Human Services, Pascua Yaqui Tribe of Arizona, described his agency, which uniquely provides off-reservation tribal members with mental health and substance abuse services. Mr. Howard expressed appreciation for SAMHSA’s valued funding of Circles of Care grants, flexibility in matching IHS funding, funding of tribal organizations to provide technical assistance to tribes, and tribal consultation on policy. He stated that while his agency understands how to serve tribal members, it is difficult to access funding sufficient to sustain integrated mental health and substance abuse services programs as planning grants end. His agency has gained eligibility for Medicaid reimbursement in Arizona, an arrangement that has necessitated relinquishing tribal control of some culturally appropriate programs. Mr. Howard also cited the inappropriateness of State requirements for tribes to justify the cultural competence of their own program plans and of local health authorities dealing with tribes as if they were commercial contractors instead of sovereign governments. He also noted the general burden of administrative requirements. 

Mr. Howard recommended that SAMHSA: (1) revisit the appropriateness of Government Performance and Results Act (GPRA) measures for tribes; (2) collect State data on actual receipt of block grant funds by tribes, not solely data on eligible services; (3) develop opportunities for interagency funding for tribal programs; (4) establish an Institutional Review Board (IRB) dedicated to the review of tribal programs; (5) increase funding for the implementation and sustainability of treatment programs; and (6) develop and recognize best practices from Indian Country. 
Discussion. Council members and tribal representatives discussed a variety of systems-of-care challenges, including limited funding for client housing and complexities in building on-reservation housing. Other major challenges include negotiating layers of bureaucracy to establish tribal regional behavioral health authorities (TRBHAs), varying levels of cooperation between TRBHAs and State authorities, structural variability among TRBHAs, difficulties for a tribe lacking the requisite financial infrastructure to have a federally qualified health center or to use encounter-based rates for reimbursement, need for tribes to analyze the relative benefits and costs of infrastructural options, and the reality that residents of a reservation that spans multiple States may be ineligible for some benefits, which differ by locality. 
Tribal representatives noted that peer specialists play roles in their mental health systems, asserted that the Administration’s aim to fully fund IHS and to establish a White House position on Indian policy would have a positive impact on health in Indian Country. They explained that youth involvement in their own care planning represents a positive, evolutionary cultural change among tribes, while at the same time poses challenges at the interface with child protection, behavioral health, and social services system regulations. 
Tribal representatives noted the need for fair, equitable funding from Federal and State governments to enable tribes to meet their people’s needs in accordance tribal morés; ideally, Federal agencies would acknowledge and accept the government-to-government relationship and advance the tribal-State relationship. They emphasized the need for government authorities to acknowledge the inherent cultural competence of sovereign Indian tribes in providing services to their own people—recognizing an expanding pool of Native American mental health and substance abuse providers—and to relax their requirements to justify cultural competence; these requirements are perceived as offensive in Indian Country. 
Public Forum
Ms. Margaret Baha-Walker, National Indian Health Board (NIHB), cited statistics on the disproportionate prevalence of substance abuse disorders, mental health issues, and co-occurring disorders among American Indians and Alaska Natives, and enumerated the challenges that impede IHS from providing needed services. Barriers include under-funding of IHS’s mental health services and inconsistent services due to high IHS staff turnover rates, lack of cultural competence, and lack of integration of traditional medicine into the mainstream western medical approach. In partnership with a variety of organizations, NIHB provides technical assistance to increase Indian Country’s behavioral health capacity, serves as a point of contact for behavioral health issues, and assists tribal grantees with prevention programs. Plans are underway to distribute suicide prevention materials in Indian Country and to develop a proposal for a community-based participatory research project. Ms. Baha-Walker attributed much of the mental health and substance abuse problems in Indian Country to confusion about cultural values. She urged that SAMHSA initiate exploration of reporting requirement changes. 
Mr. Derek Valdo, National Congress of American Indians (NCAI), stated that NCAI has supported SAMHSA’s reauthorization by developing suggestions for technical corrections to allow smaller tribes to participate more fully in SAMHSA’s programs. He urged SAMHSA to accord special consideration to communities with greatest need in awarding discretionary grants and to increase State-tribal coordination by requiring States to submit plans and reports on outreach and resource allocation. Understanding SAMHSA’s financial limitations, Mr. Valdo urged the agency to support improvement in tribes’ ability to compete for grants. He also encouraged SAMHSA to promote systems of care in Indian Country, including the integration (and its measurement) of a complete spectrum of culturally competent mental health, substance abuse and primary care services.
Ms. Interpreter-Baylish described selected activities of SAMHSA’s Tribal Technical Advisory Committee (TTAC), which she chairs. TTAC’s services subcommittee has set priorities for needed services, including those for youth suicide prevention and drug and alcohol abuse. The policy subcommittee has focused on ensuring that tribal input is included in SAMHSA’s reauthorization legislation. The State and tribal relations subcommittee has worked with SAMHSA and its partners to address mental health and substance abuse services and funding requirements. Ms. Interpreter-Baylish asserted that tribes nationwide express concern about SAMHSA block grants that do not provide services to tribes whose population numbers bolster States’ grant applications. Numerous tribes also express outrage at State requirements for tribes to waive sovereign immunity in order to receive SAMHSA subcontracts or subgrants. TTAC urges SAMHSA to take the lead in fostering dialogue and cooperation between States and tribes, and to address these issues as necessary so as not to hinder tribes’ direct relationship with the Federal Government. 
Mr. Reede stressed the fact of Indian people’s legal right to health care under U.S. Government treaty obligations, a right abridged in part by State/Federal conflicts about mechanisms of funding. He expressed strong interest in partnership with SAMHSA to create change for all Indian people. He stated that the Apaches are trying to heal from colonization and racial discrimination for the sake especially of its growing youthful population. Mr. Reede reiterated the need for change in block grant administration, development of better GPRA practices, and establishment of a dedicated IRB. 
Mr. Albert Long, Navajo Nation Behavioral Health, urged SAMHSA to continue to offer tribal consultation and technical assistance, which has helped tribes to apply increasingly successfully for grants to help their people; nevertheless, many tribes still lack that capacity. Mr. Long also urged SAMHSA to leverage its Federal partnerships and to strengthen links with Indian organizations to share resources to help tribes meet their needs. He also endorsed research into the history of block grants, including block grants that fund tribes directly. He suggested exploring possible administrative procedures, technical amendments to existing legislation, and language in SAMHSA’s reauthorization bill to enable award of block grants to tribes. 
Ms. Alida Montiel, Inter-Tribal Council of Arizona, noted that challenges to tribes include health disparities, poverty, inadequate transportation, difficulty in accessing services, and limited IHS funding. She noted the need for SAMHSA to acknowledge tribal concepts of culturally based practices in its grant requirements. She explained that many bureaucratic barriers impede involuntary commitment, through tribal court-ordered proceedings, to the Arizona State Hospital, but tribal, IHS, and State authorities have initiated a new process to help tribes navigate those complexities. Ms. Montiel reported that Arizona’s three tribes with TRBHA status have achieved success in receiving block grant funds, and that all Arizona tribes place high priority on providing substance abuse and mental health services and contract for those services with IHS.  

Mr. Mike Salabiye, Navajo Nation Department of Behavioral Health Services, noted the need for tribes to find funding for land and construction of treatment centers. Ms. Zella Weaver, Shiprock Treatment Center, emphasized that despite the lack of a large body of research and designation as an evidence-based practice, traditional services have worked for thousands of years among Indian people—and more recently have been used successfully to treat Native people for substance abuse, sexual and historical trauma, depression, and, especially among returning veterans, PTSD. Ms. Weaver asserted the need for Medicaid or another reimbursement mechanism for traditional services. Mr. Tim Christianson, Chair, Federal Affairs Committee, National Council on Problem Gambling, pointed out that problem gambling is a significant public health issue in Indian Country, particularly for veterans. He urged SAMHSA to engage with National Institutes of Health (NIH) and other Federal agencies to address the issue with research and prevention activities. Ms. King suggested that SAMHSA address the needs of the large percentage of Native Americans who live in urban centers and experience homelessness and lack of services. 
Council Discussion
Dr. Warne summarized the most pressing issues in Indian health as sufficient funding; linking block grants with reporting requirements for States’ outreach to tribal communities; improving State/tribal relations and State/tribal/Federal relations; and undertaking research on behavioral health policy. Council members and SAMHSA leaders unanimously expressed gratitude to the San Carlos Apache Tribe and other tribal leaders for their hospitality and participation, and for educating them about the needs in Indian Country and suggested approaches to address them. 
Ms. Frances Harding, Director, Center for Substance Abuse Prevention (CSAP), stated her intent to explore ways to package funding opportunities and to promote attention to problem gambling. 
Dr. Kirk committed to looking at Connecticut tribes’ experience with the block grant and other programs. He stated that Native people have much to teach mainstream society about integrating a strengths- and culture-based approach to wellness and healing, and asserted the need to focus on evidence-informed service delivery, not just evidence-based practices. He also noted that attending to the severe disparities among Native Americans can impact on U.S. health care costs. 
Ms. Kathryn Power, Director, Center for Mental Health Services (CMHS), observed that her Center works with a number of States and many grantees in partnerships that are powerful, meaningful, and culturally competent, and that integrate a public health approach with communities’ unique characteristics. These programs focus on a spectrum of public health issues and offer multiple opportunities for significant dialogue with tribes and grantees. The role of technical assistance is enhanced when Native people are the experts; the technical assistance pool experiences a multiplier effect.
Mr. Stark acknowledged the resilience, perseverance, and sense of hope among the meeting’s tribal representatives. He urged tribes to take advantage of all available technical assistance to accomplish their aims, including such infrastructure-related aspects as training to do billing, and he recognized tribes’ various accomplishments noted during the course of the meeting. 
Drs. Gary and Kirk suggested that interested Council members form a “think tank” to take lessons learned from the San Carlos experience and develop an innovative action plan for how SAMHSA might address systems issues in Indian Country. Ms. Wainscott suggested that the Council revisit the issue of cultural competence in Indian Country. She also asserted that the striking demographic on reservations of many individuals under age 25 must be addressed by policy and programs.
Against a historical backdrop of broken treaties, Dr. Westley Clark, Director, Center for Substance Abuse Treatment (CSAT), observed the San Carlos dialogue highlighted the need for enduring commitments that can be respected. He noted CSAT’s readiness to provide technical assistance and to collect data, not only from tribal-specific grantees in its portfolio, but from all grantees. He expressed the importance of knowing how many American Indians use services offered by grants that serve American Indians, by American Indian–specific grants, and by grants with a general focus. Dr. Clark noted also that SAMHSA respects the tribal governance process. 
Ms. Stein asserted that States want to be successful partners with tribes, but that States need guidance to do that more effectively. The National Association of State Alcohol and Drug Abuse Directors (NASADAD) has accepted SAMHSA’s invitation to host a meeting with state directors and American Indian leaders later this summer. 

Mr. Delaney stated that SAMHSA will continue to help tribes gather data and derive increased understanding in both human and systemic terms, and he urged tribes to continue to collect data.
Dr. Wang asserted the need to integrate mental health into public health, primary care, school, and community. He also endorsed SAMHSA’s leadership role in forging partnerships with other Federal agencies and leveraging SAMHSA’s knowledge and expertise. In recognition of growing population of young AIs—and other minority groups in the U.S.—Mr. Wang suggested that the Council focus its next meeting on the needs of children and young adults. 
Mr. Alexander drew a parallel between youth, who typically are uninvolved when plans are made on their behalf, and Native peoples, who have found themselves in a similar position. He asserted that by engaging young people in decision making, they become part of the solution. Mr. Alexander suggested that SAMHSA conduct a cross-Center inventory of its current systems-of-care programs that require youth engagement, involvement, and/or participation, and to report on any evaluations of authentic youth engagement. He also suggested that the Council add a focus on youth involvement to its agenda. 
In view of the day’s proceedings, Ms. Kade described opportunities for near-term next steps for SAMHSA to consider: reshape programs, develop new initiatives, explore financial opportunities, strengthen interagency collaborations, formulate language on eligibility for 2010 and 2011 grant programs, review the block grant application and determine types of data to require of States, and develop a regulations package that addresses data and performance. 
Dr. Braunstein suggested that the Council consider the linkage of funding streams with performance- or practice-oriented standards. He volunteered to connect interested tribal representatives with members of the National Association of County Behavioral Health and Developmental Disability Directors for informal consultation. 
Closing Remarks and Adjournment
Dr. Broderick acknowledged Council members who wished to participate in the think tank, noting that members of the SAMHSA Tribal Technical Advisory Council expressed interest in collaborating. Noting that the next Council meeting would be held outside the Washington, DC area, Dr. Broderick adjourned the meeting at 6:15 pm. 
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