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                 P R O C E E D I N G S 
                                            (9:00 a.m.) 
          MS. VAUGHN:  Good morning.  I am Toian Vaughn, 
and I am the Designated Federal Official for the SAMHSA 
National Advisory Council.  Please come to order for the 
46th meeting of the SAMHSA Council.  
          This meeting is being accessed by audio and net 
conference.  Members of the public who have joined us 
will be placed on mute.  If you wish to make a public 
comment, please notify the operator.  You will be cued 
for delivering the public comment at approximately 2:45 
Pacific time.  
          I also need to let you know that this meeting 
is videotaped. 
          I will now turn the meeting over to our chair, 
Dr. Broderick. 
          DR. BRODERICK:  Thank you, Toian.  
          Good morning.  
          PARTICIPANTS:  Good morning.  
          DR. BRODERICK:  I thank all of you for joining 
us today, and I especially want to thank Toian and Nevine 
and the contractors who've been working with them to make 
all this possible.  Judy, I want thank you and Terry for 
being wonderful hosts -- 
          (Applause.)  
          DR. BRODERICK:  -- and opening your lovely city 
and your programs to us.  It's certainly been an 
enlightening two days.  
          There are a few things I would like to begin 
with. 
          First of all, Keith Humphrey, who has been a 
member of our council for several years, submitted his 
letter of resignation to me.  Keith now serves as the 
policy advisor to the Deputy Director and the Director of 
ONDCP.  He began in that role about a month or six weeks 
ago I guess.  So he's doing well there and it's certainly 
of benefit to us to have a former council member in a 
position of influence like that with the White House 
National Drug Control Policy Office.  So he will not be 
with us.  
          Hortensia is on the phone, has been ill, and 
will be joining us, however telephonically.  So if 
Hortensia is on the phone, Hortensia, I hope you feel 
better, and thank you for being with us by telephone. 
          We would like to present the minutes for 
consideration.  The minutes have been distributed, and if 
there are any motions or consideration of the minutes 
from any of the members, we'll consider them now.  
          MS. WAINSCOTT:  I move approval.  
          DR. GARY:  Second. 
          DR. BRODERICK:  Thank you.  
          These minutes were certified in accordance with 
the Federal Advisory Committee Act regulations.  Members 
were given the opportunity to review and comment on the 
draft minutes.  Members also received a copy of the 
certified minutes.  There have been no motions to change 
them or amend them.  So they will be incorporated into 
this meeting's minutes.  
          We have had a motion to approve and a second.  
Thank you, Cynthia and Faye.   The minutes are now 
approved.  
          The six months that have elapsed since we last 
met have been exciting times for all of us, those of us 
at SAMHSA and I'm sure each of you.  The process of 
transition from one administration to another is still 
underway.  We have many more individuals at HHS, 
political appointees at HHS.  At this point in time, 
though, we do not have a designated Administrator for 
SAMHSA.  I'm told that that process is well underway, and 
I've been told the announcement is imminent since the 
middle of July.  So what "imminent" means relative to the 
White House Personnel Office I'm not sure, but I'm happy 
to continue to be here on an acting basis and will look 
forward to doing that until our next Administrator has 
been identified.  
          This is bringing to an end this month the 2009 
Recovery Month, and Dr. Clark has been traversing the 
nation shore to shore, border to border.  Mr. Kopanda is 
here on his behalf, and Rich too has been very active.  
In fact, at dinner last night, he told me he will be 
leaving on a red-eye this evening, arriving in Cleveland, 
Ohio in the morning to do another Recovery Act event.  
So, Rich, I want to thank you and all the great staff at 
CSAT for the wonderful work that you've done.  
          This year, there are 28 Voices of Recovery 
stories posted on our Recovery Month website.  There have 
been 107 proclamations that have been signed by local 
government officials across the country, and 617 
community and media events have taken place or will 
before the end of the month.  
          So we did a news conference with the Director 
of the ONDCP at the beginning of the month on the 10th 
and at that time released the 2008 National Survey for 
Drug Use and Health data and used those data to work 
closely with our partners not only in SAMHSA but across 
several agencies to acknowledge the progress that's been 
made over the course of time and much work that needs to 
be done to help those folks in recovery sustain their 
recovery.  
          The Secretary has been focused sort of fairly 
consumingly around several issues.  Health care reform, 
obviously, is a big item on her plate, H1N1, and sort of 
the whole process of taking over governance of a fairly 
large department that sweeps across a fairly broad sector 
of American society.  
          She convened the operating divisions to, I 
believe, try to capture the areas of cross-cut across the 
Department, and she spoke fairly eloquently about the 
need for agencies that have vastly different missions to 
work together in a variety of areas that we all have the 
ability to touch in a way that will complement each other 
as opposed to work in a stovepipe system that one hand 
many not know what the other does. 
          So she outlined for us six areas, sort broad 
cross-cutting issues that already were on her plate or 
were on her plate when we walked in the door.  Those are 
H1N1, as I said, the regulation of tobacco by the FDA, 
health care reform, HIV/AIDS which is a personal priority 
of the President, improvement of food safety programs, 
and the American Recovery and Revitalization Act 
implementation.  Those six issues are affecting most all 
the agencies in the Department. 
          But what she asked us to do is to each submit 
five other cross-cutting areas that we were working 
already on or that we felt the Department should focus 
on, as well as those six.  I believe that what will 
happen is that it will sort of come together in a work 
plan or a strategic plan.  I'm not sure of the document 
that they will use to convey that as the work plan for 
the Secretary for the next four years.  
          But the issues that we submitted from SAMHSA 
were the passage of Parity Act regulations, the recovery 
efforts in the aftermath of the economic downturn, the 
National Drug Control Strategy implementation, focusing 
on returning veterans, and issues around children and 
families.  So it's most appropriate that this council 
meeting focuses on the needs of children and families.  
          Each operating division did the same and it 
resulted in a document that was four or five pages long. 
 The issues were arrayed in a way that allowed us to see 
which other agencies may have identified these issues as 
well.  It was good for us to note that of the issues that 
we put forward, most also had other agencies sort of 
signing onto their high priority as well.  
          So the process continues with regard to how 
these suggestions from the agencies will be crafted into 
a strategic plan that the Secretary will adopt as her 
own, if you will, for the next four years of her time at 
HHS.  
          The first priority or the first issue that I 
mentioned, anyway, was implementation of Parity Act 
regulations.  As you all know, the law contains a 
provision that says that regulations will be in place a 
year after the bill passed.  A year after the bill passed 
is a week from today or so, and I think I can tell you 
with some confidence that there will be no regulations on 
the 3rd of October. 
          I can tell you also, though, that the 
Department has a plan in place to publish regulations 
over the course of the next three or four months, and 
work is underway in a fairly complex process of 
regulation development in that the bill calls for the 
Secretaries of HHS, Treasury, and Labor to, in a 
collaborative way, develop and promulgate those 
regulations. 
          So CMS has the lead at HHS, and there is a reg-
writing team in place that has considered the 400 or so 
comments that were submitted in response to the request 
for information that CMS published in January.  From 
those comments, they've identified -- collaboratively CMS 
and the Assistant Secretary for Planning and Evaluation 
have worked with the agencies to identify 8 or 10 policy 
issues that will need to be addressed by the regulations. 
 We've met twice, I guess, at a fairly high level to 
consider those policy issues and adopt recommendations 
for the Secretary with regard to how they should be 
addressed in the regulatory process. 
          I'm hopeful, given the sort of level interest 
in the Secretary's Office, that we will have regulations 
in place implementing parity hopefully by the time that 
the bills comes around for implementation, which I think 
is the 1st of January.  So while we're a bit behind with 
regard to the year that the law provided, I think we're 
pretty well positioned within the Department to do our 
part to get those regs in place.  
          There's been a lot of public interest in those 
regulations.  All three Secretaries received a letter 
from 26 Senators, and the letter from the House members, 
I'm told, will be signed by over 100 of the members 
there.  So the interest not only from the Congress, but 
also from organizations with an interest in parity, has 
been fairly dramatic, and I think that has greatly 
contributed to the interest in the Secretary's Office to 
get that work done.  
          The efforts around health reform have been 
consuming sort of much of those within the Beltway, 
anyway, who have an interest in health care reform.  We 
have worked very actively since we last met with a 
variety of our constituents, and the Senate Resources 
Committee bill was released a week ago or so and the 
committee marked that bill.  The mark of that bill began 
on Tuesday.  There were 500 or so, 540 I think, submitted 
amendments to the bill, and so they have been progressing 
through those amendments over the course of this past 
week. 
          I saw yesterday an e-mail broadcast from a 
number of the organizations that are working on behalf of 
the mental health and substance abuse components of that 
bill that the amendment that brought parity into the 
Senate Resources Committee bill was passed yesterday.  So 
now all five of the bills -- 
          (Applause.)  
          DR. BRODERICK:  Thank you, Cynthia.  
          Now all five of the bills that are floating 
about all contain a parity provision, which is great 
news.  
          So the process, as I understand it, will take 
place.  The time frames that I'm hearing are fairly 
ambitious and whether they will come to pass or not is 
sort of hard to say.  
          But the HELP Committee also marked a bill that 
they did not release as amended.  There are sort of 
surreptitious copies floating around, but they have not 
publicly released it.  The plan is, once the Resources 
Committee marks their bill, for those two committees to 
come together and combine those two bills that then 
Senator Reid will introduce on the floor of the Senate as 
the Senate bill.  Assuming that bill passes and the House 
takes action on their bill, it would then go to 
conference for resolution of the differences of those 
bills.  
          The House seems to be reluctant to pass their 
bill first until they see what the Senate is going to do. 
 Apparently the Blue Dog Democrats were a bit 
disappointed in the outcome of the environmental bill 
that they passed and then the Senate did not act upon.  
So they are reluctant to move into that fairly swift 
political water until they're convinced that their 
colleagues in the Senate are going to act as well. 
          So the calendar that Senator Reid has put 
forward for consideration of a consolidated bill in the 
Senate is, I believe, sometime next week or the week 
after.  That's a fairly tall task.  Whether they can do 
it in that time frame or not remains to be seen. 
          But clearly, the efforts that we all have 
embarked upon in the mental health and substance abuse 
communities have been well received.  The paper that we 
developed collaboratively with all of you -- I think the 
first place this conversation started was here a year or 
so ago.  The principles that were developed over the 
course of time after that conversation with our 
constituents are included in your -- is it not included, 
Toian?  
          MS. VAUGHN:  Yes.  
          DR. BRODERICK:  It's included in your packets. 
 There we go.  It's on the screen. 
          The work that's been done by our constituents 
has been phenomenal.  So we continue to meet with some 
frequency to talk about what we're each encountering on 
the piece of ground that we have responsibility for, us 
within the Department.  As these bills get introduced, 
the Department will always ask the OPDIVs for their 
comments or recommendations as a Department's position is 
developed, and obviously, the constituent organizations 
are fairly active with the Congress and their views about 
what the ultimate outcome should be. 
          So it's been a good process I think, and I'm 
extremely gratified by the fact that the mental health 
and substance abuse communities have come together in a 
very, very good way to work collectively not around 
provisions of interest to them, but around ensuring that 
the final bill that passes contains provisions that 
include and address the principles that are on the screen 
behind me.  
          So I'm happy to say that I think we continue to 
make progress.  We've found ourselves in a very favorable 
position where we are on the same page with our 
constituents and they're on the same page with everyone 
at the table, and it's certainly showing with regard to 
the outcome, or the outcome to this point, anyway.  
          All of the proposed bills are fairly general in 
nature.  They don't typically deal with particular 
diseases or sort of what the benefits package will look 
like.  So it's clear that the Secretary will have a large 
amount of authority with regard to implementation of 
regulations, creation of benefits packages, and the 
details that will go into actually implementing the law, 
should it be passed.  So we look forward to participating 
in that regulatory process and continue to push the need 
for inclusion of mental health and substance abuse 
services in a reformed health care system.  
          I think most of you around the table have had 
the opportunity to either hear or meet the new Director 
of the White House Office of Drug Control Policy.  
Director Kerlikowske has been in place now for three or 
four months I guess.  Tom McClellan, who I think is known 
to many of you, is in place and confirmed as his deputy. 
 As I said, Keith Humphrey is a senior advisor to Dr. 
McClellan and Director Kerlikowske.  And one of our 
Division Directors, Fran's Division Director, Mike 
Lowther, who many of you know, is on a detail to ONDCP. 
          The emphasis that the Director and the Deputy 
Director are placing on demand reduction is really 
incredible compared to what we saw in the prior 
administration.  I believe before the Director arrived, I 
was talking to Ed Jureth and he said they had eight 
people who staffed the demand reduction side of the 
house, and they had 29 people who staffed supply 
reduction.  Subsequent to the -- actually prior to the 
arrival of Director Kerlikowske, Ed began a process to 
increase the emphasis on demand reduction. 
          There's an active process in place to develop 
the National Drug Strategy, which the President will roll 
out shortly after the first of the calendar year.  The 
Director is expecting to provide it to the President in 
November, and about 19 or 20 of our staff are engaged 
actively in the development of that plan.  I know Pete 
is, Fran is.  I don't know if anybody else at the table 
is, but there's a significant effort underway and no 
shortage of ideas about how that will work. 
          But it's extremely rewarding to step back and 
say we now, at least, have the opportunity to have a 
fairly robust conversation about what prevention should 
look like in this country and of all the agencies that 
have a part to play, who will play which part in a new 
drug control strategy, the first one that the Obama 
administration will offer, that includes such a 
significant portion of it focused on prevention. 
          So it's a different problem, I guess, if I can 
even characterize it as a problem, than we've have in the 
past in that oftentimes when there is no interest, you 
complain about the lack of interest, and when there are 
tons of interest, you say the interest is killing us.  
And it's not killing us, but all to say it's a different 
kind of problem than we've had, and it's very heartening 
to me to have the problem as opposed to the other one.  
          So the partnership that exists I think is very 
robust and very positive.  So those kinds of things often 
will result in, as I said, conversations and back-and-
forth about what the ultimate outcome will be, but I 
think that as it's released after the first of the year, 
the balance between the supply reduction and demand 
reduction is going to be fairly profound relative to the 
ones we've seen in the past. 
          The past six months have been, as I said, a 
fairly busy time for us.  We've had the opportunity to 
think about much of what we saw and learned in San Carlos 
and continue to talk about how we can address some of 
those issues from where we sit.  This week will also 
provide us opportunity to think more about what we've 
seen in communities now in Oregon and how the council 
continues to provide advice and guidance in the context 
of what we see in the field to SAMHSA's executive 
leadership.  
          So I want to thank Judy again for her 
hospitality and arranging all this.  It doesn't appear to 
take much, but I in former lives have done this kind of 
work and know that it's extremely hectic and the tens of 
thousands of details that need to be addressed don't show 
when it's done well.  So thank you.  It's been great.  
Toian, thank you.  Nevine, thank you.  It's been a great 
opportunity.  
          Dr. Cross is unable to be with us this morning, 
but Terry was a great host as well.  I think Portland or 
the State of Oregon is the only State we do have two 
council members from.  So I think it's worked out very 
well to have an opportunity to gain the perspective of 
both your organizations and double the hospitality, if 
you will.  So thank you very much.  
          The issue that we're going to talk about later 
today picks up on an idea that came from the council 
relative to a policy think tank in terms of expanding or 
changing the way that the council provides advice and 
guidance to SAMHSA.  I know that much work has been done 
over the last six months and discussions and 
conversations about how that can work.  So at this point, 
I will end my remarks and we can begin that conversation. 
          I'd be happy to answer any questions anyone 
might have.  
          (No response.)  
          DR. BRODERICK:  Okay.  No questions.  
          Cynthia, Faye, and Tom, I believe, you have 
thought much about how we can proceed with this.  So I'll 
as you to take the floor and let's talk about a think 
tank.  
          DR. GARY:  Well, I think, first of all, we 
would like to thank you, Dr. Broderick, and other members 
of the SAMHSA staff.  Daryl, thank you and also Fran.  We 
want to thank you.  Mark, thank you.  Ann, Richard, thank 
you.  Larke, Peter, and we also would like to thank Toian 
and Nevine. 
          One of the reasons why I think we are so 
enthusiastic is because when we come to the council 
meeting, we think that the SAMHSA staff really listen to 
what we have to say, and we want you to know that that's 
appreciated.  
          We also wish to thank our fellow colleagues who 
are on the council who give us opportunity and privilege 
to discuss and to articulate our thoughts and our ideas 
and to provide us with support and also with other 
comments that help us to critically think through the 
issues.  So we think that we are really in a very nice 
position with regard to advancing some new ways of 
thinking and engaging our colleagues on the council to 
try and make things better for all humankind. 
          We have come to believe that as part of our 
roles as council members, that one of the 
responsibilities is to look at the work that is done, is 
being done, has been done, and the work that can be done, 
and then to move from there to try and conceptualize 
models and frameworks that would make that work possible 
to be done. 
          We also take the position that we are advisory 
to SAMHSA, that we wish to provide our best critical 
thought to SAMHSA, but that we work under the auspices of 
SAMHSA and in no way do we wish to do anything except 
support the basic tenets of the organization by 
responding to our roles and responsibilities in a very 
robust kind of manner. 
          When we take a look at what we've proposed, 
what we tried to do is to identify two phases as 
mechanisms that could help us address our concerns.  In 
phase I, as you can see from the document, that's a 
short-term phase, but we wanted to be insightful enough 
to understand that all of the issues that confront and 
face humankind are not necessarily short-term issues.  So 
we also built into our mechanism a long-term kind of 
mechanism that could occur if it needs to occur.  We 
wanted to integrate that in early on so that when we 
grapple with these issues that we're going to be talking 
about today, we know that there are two parts that we can 
use to help organize and framework our thinking.  
          So I think what I would do is just reiterate 
what's here to say that we are interested in discussing 
priority issues that would be generated from the think 
tank to the council, to the SAMHSA senior leadership.  
And then we would ask the SAMHSA leadership to look at 
the mechanisms that are in place at SAMHSA for 
implementation, resource allocation. 
          And the other component is that we are asking 
up front that any projects have metrics and very clear 
ways of evaluating outcome, and outcome also includes 
impact.  We want to be able to say we did X and we got Z 
or we did A and we got B, and these are the intervening 
factors, et cetera.  So as we go about looking at how we 
can change, restructure, refine, we will know from a 
blueprint what it is that we need to do to make things 
different and to make things better. 
          So I will ask my colleague Cynthia if she would 
like to add any other comments.  
          MS. WAINSCOTT:  Thank you, Faye.  It's been fun 
to work with such thoughtful people on this.  
          I just want to say -- and this is really to the 
audience -- for me the impetus for thinking so hard about 
this is the fact that on this council -- and it's unique 
to me among councils I have been on -- they ask us what 
we think, they listen thoughtfully, and then things 
happen. 
          And a classic example is the principles that 
you saw earlier.  Was it really a year ago?  I guess it 
was that we sat in a room with this group of people, plus 
maybe three more, for hours and talked about the upcoming 
opportunity, which we believed was ahead of us, for 
health care reform, and a really skilled leader helped us 
walk through it.  And we ended up with these principles 
which, when I look back at them, I'm proud of and I think 
have really moved us forward. 
          In my experience on a number of advisory 
councils, you come, you listen, you say a couple of 
things, and you go home.  That's not what happens here, 
and that makes me feel an extreme responsibility to be 
very thoughtful and deliberate about our advice to SAMHSA 
because it has the potential to change things. 
          When we have sat down and thought about this, 
what we really have recognized was our product was the 
advice we give SAMHSA.  I think when we started, we were 
thinking that our product might be something we did.  
We've left that.  We understand that you need to do it 
and we trust you to do it.  So we've thought hard, and we 
need to strike the word "implementation" from the page in 
phase II.  That's not our job.  Your job is 
implementation.  Our job is to look, advise. 
          But I think the opportunity here, council 
members, is to us in a very deliberate and thoughtful way 
identify, after research and maybe even some community 
seeking, things that SAMHSA can do which will profoundly 
improve the services for people who have mental illness 
and addictive diseases in this country and will prevent 
the kind of crisis that we know occurs when we wait until 
the end.  
          So we've got an opportunity to really impact, I 
think, if we go about this thoughtfully, pick a couple, 
three.  That would be the hard part.  As I've thought 
about this, the hard part will be picking one or two 
things because we all know things that we think are 
important.  
          So we're really here to hear what you all 
think.  
          DR. KIRK:  Let me add my comments about what 
has occurred over the last several months as we went 
about this. 
          From my perspective as a State commissioner who 
oversees a system of care, my sense is that -- and you 
folks may regret that you ever took us on the road 
because I think when all is said and done, what it has 
done is energized us as council members.  We see things 
going on relative to communities, and we think back what 
our day job is.  So many of the issues that I've seen in 
the previous visit and now yesterday ring clearly in what 
you do in your individual States. 
          So part of my point is that council members 
across the board here are talented people.  They have 
areas of expertise.  They do these things day in and day 
out, and I think there's a clear awareness or a 
commitment on our part to bring something more to the 
table than maybe we've done before.  But to echo Cynthia 
and Faye's points, it's in support of the SAMHSA issues.  
          I think on a related note -- and I've been 
doing this for many, many years, but I believe that the 
whole field of mental health and addictions, as we 
continue to move along because of the fiscal times as 
well as the whole health care reform -- what we will see 
or be doing in the field four or five years from now is 
not what we're going to be doing now.  I think we have 
extraordinary opportunities, and SAMHSA, in its national 
leadership role, can really play a major, major part in 
being part of health care reform and being part of 
sustaining fiscal stability and the other issues on the 
table.  I think that, again, going back to the council 
members, that we can help SAMHSA to play that significant 
role by proposing policy directions and approaches to the 
actual delivery and design of services, as well as the 
metrics that Cynthia pointed out, that can truly make a 
difference. 
          A couple things in addition to that.  One of 
them is that as we talked about the different approaches 
that Daryl and your staff really did an extraordinary 
job, Toian, drilling down to the piece you see in the 
paper, is the whole aspect of accountability.  
Accountability is going to go two ways.  So if I as a 
council member say I'm willing to spend some time gratis 
on working on this particular issue, I have to take 
accountability.  I'm going to own it.  This is not, well, 
if I can find the time to do it.  That's not going to 
work.  And I think the more we can -- as council members, 
when we choose, if this continues to move along, areas 
that we're willing to work on, we need to understand 
that.  If you're taking on the work, you're going to be 
accountable for delivering a product, meet timelines, and 
so on. 
          I think related to that is that the whole 
aspect of what I call metrics or measures.  If we propose 
something based upon our experience, review of the 
literature, and so on, we should be able to propose 
metrics/measures that would serve the incremental but 
progressive achievement of that particular piece.  
          We saw yesterday with Terry Cross' presentation 
and some other work that we're doing in Connecticut and 
elsewhere that we should really be talking about major 
systems transformation, not individual practices.  And 
the more we can help to create a format of measures, 
metrics, whatever you want to call it, that show that 
attention to alcohol and substance abuse and mental 
health issues from a health care, from a wellness point 
of view is -- we are part of the solution.  We're not 
part of the problem.  
          So on a related note, one of the things that we 
did in Connecticut, because I knew the fiscal situation 
was very, very challenging, is we changed our 
presentation to the Governor's office and to the 
legislature.  We talk about a health care business plan 
because it is a business.  They're dollars.  And what we 
saw yesterday and the day before, we're not talking about 
more dollars.  We're talking about using dollars 
differently with better results, controlling the rate of 
growth of costs.  So people with serious mental illness 
and substance abuse have continuing care disorders.  And 
we have too much money in my opinion in crisis service 
and high-cost repetitive service, as you heard this 
morning.  And we in the States and people at this table 
here, council members, have experience in coming up with 
new ways to do that, again to be part of the agenda.  
          I feel good about the nine points that we 
mention here.  I think the more we can talk about 
wellness, prevention -- I understand prevention as a word 
has had a historical meaning, but I think the more we can 
talk about wellness and moving people into sustained 
recovery, the more our message will go out to a choir 
that's not big enough for us to move along. 
          So bottom line, I think that is part of the 
whole health care reform aspect.  I think the suggestions 
that we're proposing for this think tank can help to 
suggest policies to SAMHSA that you have for 
consideration and, furthermore, in support of those 
policies, maybe ideas as to modification or enhancements 
of the format for discretionary grants, using those 
discretionary grants in what I call R&D approaches that 
would change the rest of the system.  So it's not more 
money.  It's how you spend your money differently.  So 
it's true system change.  
          I just think SAMHSA has an extraordinary 
opportunity and that as council members, we have a 
responsibility because we're appointed and selected by 
you to bring to the table our expertise to make a 
difference.  It's nice to go to meetings and hear about 
things, but while we all have day jobs, bottom line, we'd 
like to bring more to the table in support of what you 
do.  We understand -- and running a State agency, I don't 
need any more advisory councils to tell me what to do.  
But at the same time, the balance between the two I think 
could be very, very effective.  
          So I thank you.  
          DR. BRODERICK:  Thank you.  I thank all three 
of you for spending the time to flesh this out since our 
last meeting.  
          Faye, I would tell you -- and I know Daryl 
would echo this -- that the era that we're entering will, 
I believe, enhance the focus on performance-based 
systems.  The glimpse that we have of the 
administration's and the Congress' expectations around 
expenditure of ARRA funds is pretty dramatic with regard 
to the need to establish short-term, intermediate-term, 
and long-term outcomes for those dollars and the 
expectation that the American people have the right to 
know not only how they're being spent, but if it's 
working.  So I think that offers us a glimmer of what the 
expectations will be for us in 2010 and probably more so 
in 2011 with regard to the Federal budgeting process.  
          Both houses of Congress have acted upon our 
2010 appropriations.  It was kind of a strange process in 
that the prior administration really didn't develop a 
policy budget and the new administration sort of 
formulated a budget in a very fast way that was different 
than we typically do.  But all to say we're sort of 
anxious to get resolution of that, and 2011 offers us the 
first opportunity to go back to the more normal way of 
formulating a budget and having conversations with the 
Secretary's Office and OMB and ultimately the Congress 
about what's in there.  So part of that process, I 
believe, is going to be a heightened level of expectation 
around establishing performance parameters and metrics 
and then sort of demonstrating that it either worked or 
didn't work. 
          Each of our three centers has the capacity to 
do that specifically within the discretionary grant 
program and in the block grant program, sort of the NOMs 
serves that role.  As we've talked about this with our 
colleagues at other agencies within the Department, 
SAMHSA is extremely well positioned with the SAIS system 
at CSAT, the CSAMS system at CSAP, and the TRAC system at 
CMHS.  
          And I've asked each of the center directors to 
develop a plan that describes sort of the current status 
of where those systems are and their plan for 
augmentation of those systems over the course of 2010 and 
'11 to reach, at that point in time, which I believe will 
be a nexus with the administration's expectation about 
heightened accountability around our grant programming -- 
and in fact, at our executive staff meeting last Tuesday, 
each of the center directors reported on the status of 
the plan that they submitted to me last April.  So I 
think we're pretty well positioned to do as you have 
suggested, and I believe it will be very important for us 
to do that. 
          I also believe that we invest way too much and 
you invest way too much in terms of time and money in 
this council to just come and listen and say a few things 
and go home and come back six months later and we'll talk 
again.  It doesn't result in much except perhaps the 
renewal of old friendships.  So I think that your advice 
around -- and the difficult part will be, Cynthia, which 
are the two or three items because, as you know -- and I 
think it was perhaps the basis for you allusion to the 
advisory councils that provide advice to you, Tom -- is 
we will still have to run the agency.  So as we have 
conversations with our sister agencies about what we want 
to collaborate on, the conversations can talk about the 
10,000 things that we should be doing together or it can 
talk about the two or three things that we can actually 
do together over the course of the next 6 to 12 months 
that will effect some change.  So to the extent that you 
can identify and help us identify those areas and we can 
have a conversation about them, that will be most 
helpful. 
          I agree with you that for you to then identify 
the items and then try to implement them yourselves is -- 
I was kind of surprised when I saw that in the paper 
because I was kind of wondering sort of where the 
resources were going to come from for you to do that if 
they weren't ours.  So I think it's absolutely the right 
strategy and the right course to take to help us figure 
out what those two or three things are that we may want 
to focus on over the course of the next year or two, and 
we then sort of take that up and we come back six months 
later or two meetings from now later and we talk about 
where we are with regard to moving those issues ahead.  
          So I'd be happy to hear from other council 
members in terms of your response and sort of how we 
perhaps might identify what those two or three things 
are.  I don't know that there's any low-hanging fruit 
left, but there are clearly a variety and a host of 
issues, many, many issues, that would be worthy of us to 
talk about.  We have within the past six months or so 
talked about what we'd like to focus on in 2011.  That 
budgeting process is sort of underway, and we, over the 
course of the fall, will hear back from the White House 
with regard to their thoughts about our thoughts, and in 
February it will become clear what the President will ask 
the Congress for in 2011. 
          So that process is pretty well started.  It's 
not finished, but your input and thoughts about what 
happens in 2010, '11 and '12 and how we may consider what 
we're doing now and what we might do in the future would 
be extremely helpful to us as we develop those plans. 
          MS. CUSHING:  Dr. Broderick?  
          DR. BRODERICK:  Judy?  
          MS. CUSHING:  I would throw out as a suggestion 
for the council to consider as a topic for the think tank 
the process -- and you brought up earlier that it's now 
taking place fairly robustly at the Office of National 
Drug Control Policy with their interagency work groups 
and the subgroups working on plans for a new prevention 
system across sectors and across the country, integrating 
sectors. 
          It seems to me that the council could play a 
role and a helpful role in discussing and thinking 
through the challenges that presently exist as not only 
we see them in the field, but as we understand our States 
see them and are confronted with, to help advise and 
offer some suggestions to the SAMHSA staff who are 
representing SAMHSA and working with the interagency work 
groups and ONDCP on this plan which will have a 
significant impact on delivery systems and funding for 
prevention across the country.  This is such a sea 
change.  I would hope that maybe we could offer some 
thoughts and do some real thinking and research on our 
own through a think tank process to offer some support to 
your staff. 
          DR. BRODERICK:  Let me put two more items on 
the table that I didn't mention earlier that I failed to 
mention.  Our Secretary has an extremely high interest in 
homelessness and what to do to prevent homelessness and 
to address the portion of the population that's already 
homeless.  We talked about that earlier this morning with 
regard to the situation in Portland, but Katherine Power 
has the lead for SAMHSA in engaging the Secretary's 
Office.  There are three groups.  Larke represents us on 
one, Wesley on another, and Katherine on the third.  So 
I'm not sure how that will portend in the out-years, but 
suffice it to say that that is one of the areas that I 
suspect will end up on an expanded list of those six that 
she's already inherited.  So keep that in mind.  I don't 
know what it will look like, and we can talk about sort 
of how that might work its way into this process.  
          The other one that clearly is going to be of 
interest to multiple Secretaries is a project on 
education.  Secretary Sebelius and Secretary Duncan have 
committed to an interdepartmental collaborative.  We 
again are focusing staff to staff those discussions. 
          So those two issues, in addition to the one 
that you raised around the National Drug Control Policy, 
are three that are headed our way.  So I don't know what 
they'll look like.  The conversations are just now 
underway, but those are three other things to consider. 
          Cynthia?  
          MS. WAINSCOTT:  I think thinking about those 
really sort of illustrates in a very graphic way the kind 
of thinking that we could bring, given the proper 
structures, to the discussion.  The one I'm going to use 
as an example is homelessness.  
          I would anticipate, given past history, that 
when they think about homelessness from the White House, 
they will think about rescuing people who are homeless.  
It is unlikely that they will think back in the process 
about making investments with 5, 6, 7, 8, 9-year-olds 
giving them the skills and treatments that they need to 
prevent that.  And if we can make a case that that's what 
should be done, then there is some hope that we will do 
it with a more long-term view.  And I think that's just a 
classic example of the kind of thinking we could put on 
the table which is unlikely to get there without us doing 
it.  
          MR. BRAUNSTEIN:  I think this plan contains 
some very good thinking and I'm in support of it, but let 
me just suggest that thinking kind of as a systems 
operational thinker, this really reflects more of an 
element of SAMHSA's strategic planning, whereas if we can 
be helpful in fleshing out two or three items that SAMHSA 
is moving forward with in strategy development, I think 
that's a great idea.  
          When I was asked over the phone during the 
break -- I had a short meeting with Toian and Nevine on 
the phone -- I was thinking also -- and I think it's 
something we need to think about -- that the council has 
a lot of expertise and, more importantly, some very 
expert contacts that might be able to provide more of a 
think tank around fleshing out some effective best 
practices, even reflecting what Dr. Kirk had mentioned 
about the business of delivering for large populations 
services.  That actually to me would also be an 
augmentation of what SAMHSA already does with some of 
their best practices.  I think what this would be would 
be more practice-based.  Instead of academically based 
best practices, this would be practice-based evidence 
that could be used by others.  
          So I would like to add into that that I was 
struck when we were in Arizona and here a little less so 
because there are some really creative minds here who are 
doing some fantastic things, as there was in Arizona, but 
I was struck by the fact that folks get so isolated in 
their communities at times that they're not aware of some 
of the practices that others are doing that might be 
helpful to them. 
          So I would like to add that into here as a 
possibility for the council as well in the future, if not 
right now, because I think we can play a role in helping 
kind of bring the pragmatic and the realities into play 
in helping bring the overall practice level to some of 
the localities that we're aware of beyond just creating 
policy.  
          I know that kind of starts moving into 
operations, and so I'm not suggesting we actually 
literally consult operationally as much as there are some 
ways of creating kind of practices of accessing 
resources, designing service models that could also go 
into play. 
          So I'm not in opposition to this.  I think this 
is fine, but this feels very much like helping SAMHSA 
with their strategic plan, which is fine.  But I'd also 
like to also be of assistance to some of the localities, 
both that we've seen and those we either will see in the 
future or come to us.  
          DR. BRODERICK:  Thank you, George. 
          Depending on the issues that you choose to 
bring forward -- and we'll have an opportunity this 
afternoon I think at 3:30 during the council discussion 
to talk about what that might be and what the way forward 
is relative to that -- it could be a fairly strategic 
plan-ish feeling thing or it could be more operational, 
sort of down toward the operational components. 
          I would note that SAMHSA's current strategic 
plan ends in 2011.  So as a new Administrator comes 
aboard, what he or she may choose to do is align our new 
strategic plan with the strategic plan that I assume that 
the Secretary will devise as well.  So how that works and 
how that plays into what we will be involved with during 
2010, in terms of development of a revision of our 
strategic plan or a new strategic plan for another five-
year period or so, clearly can be as much a part of that 
or as little a part of that, depending on the issues you 
bring forward and how we choose to move forward with 
that.  So it's a good point. 
          Ken?  
          MR. STARK:  You know, you mentioned the three 
issues of homelessness and health care and education.  
Whether it's by strategic action or just happenstance, 
the alcohol, drug, and mental health field all across the 
country are pretty engaged, I think, in all three of 
those areas in identifying a number of challenges but 
also a number of opportunities.  So I think that this 
council, using a committee approach, a brain trust, 
whatever we're going to call it, process, assuming the 
members are willing to put in the time and energy and 
bring other folks to the table -- I think this body could 
provide you with a lot of good information that could be 
useful particularly in the next-phase strategic plan. 
          I think it's also imperative -- and I know 
these discussions are going on, but it's painfully slow I 
guess is the challenge.  How do we get the Federal 
agencies to really work with all of us?  And when I say 
all of us, I mean more than just the council.  I mean the 
States and local government and tribes and folks out in 
each State.  How do we get the dollars and the rules and 
regulations built around those dollars in sync with each 
other?  If we want to do something with homelessness, is 
there a way that we can get the dollars that are being 
put out for grants for the housing money and for the 
mental health and alcohol/drug money and the education 
money some kind of linkage and common priorities and 
goals and target populations?  That would be my dream if 
we could ever get there.  
          MS. STEIN:  I was thinking of kind of a similar 
way because I was thinking about what you believe your 
role to be, whether it is to stimulate innovation, which 
is what it seems like the way the money goes out, or 
about continuity of policy.  It probably is both.  But 
these problems are long-term and sort of intractable, and 
it requires really pulling things together in a way that 
Ken said.  And we just don't seem to be able to do it.  
We just get going on something and then the focus 
changes.  That's kind of the nature of politics.  But if 
there was anything we could do to overcome that, it would 
be really a good thing.  
          DR. BRODERICK:  Well, to grant your wish, Ken, 
would be to fundamentally change the nature of all 
governments, be they local, State, or Federal.  Marvin 
says it's doable.  So I think it's doable.  
          The scope of the problem is that the 
organizational dynamics to deal with fairly complex 
systems over the course of a country that's 3,000 miles 
wide by 2,500 miles deep with territories and two States 
outside of our continental boundaries -- it's a fairly 
daunting organizational challenge.  So how to use the 
best or draw upon the best of that system and not fall 
prey to the worst, in terms of stovepiping and turf and 
all that sort of thing, is the challenge that you talk 
about.  So all to say I don't know how to grant your wish 
over the next couple of months.  
          But I'm very heartened by a few things, and 
that is the expectation of the administration up to this 
point that collaboration is an expectation.  It will 
remain to be seen how we're held accountable to 
collaborate, whether or not there's some incentives or 
disincentives, however one would choose to do that 
organizationally to bring us together.  I think we're 
pretty well positioned sort of looking at a couple of 
things that are going on.  
          The White House has the ability to convene and 
to foster collaboration.  So the fact that ONDCP is 
taking this approach across six or seven departments that 
touch the drug issue in this country is a pretty good 
thing.  When it's sort of my idea to collaborate with an 
agency who I have no control over and it's based upon 
good will between two people and the alignment of our 
interests, that's more frail than being directed by the 
Vice President to do it.  So that's a good thing to say 
that that's in place. 
          Also, we're actually doing this with the 
Department of Justice.  CSAT has several grants that are 
-- I don't know if I would call it braided.  "Braided" is 
the correct term, isn't it, Daryl? 
          MS. KADE:  Yes. 
          DR. BRODERICK:  Braided not blended funds.  I 
make that distinction for the lawyers that may be among 
us.  We have several things that prevent us from sort of 
merging monies across appropriations. 
          But braiding funds around drug courts and now 
prisoner reentry programs that allow us to put our RFAs 
out in a way that a community can apply and compete 
successfully for both the drug court infrastructure side 
of a drug court and the treatment side and get a grant 
from both SAMHSA and BJA or OJJDP in a way that sort of 
puts the package together.  That took a couple of years, 
I will tell you, to bring to fruition, but I'm very, very 
heartened by the interest that the Justice Department has 
to expand that model in terms of others of our grant 
programs. 
          So I see some glimmers of hope.  There are 
many, many more stovepipes than those that we're working, 
I think, pretty effectively to get through.  But it's a 
daunting challenge that we all face at whatever level of 
government we work at.  I'm with Marvin.  I think we can 
do it.  
          MR. STARK:  Just a follow-up.  Are there 
opportunities?  Some of the other Federal agencies also 
have national advisory councils.  Is it possible that 
this council might meet with some of those other Federal 
agency national councils and talk about hopes, dreams, 
and frustrations with each other and try to find 
strategies?  Might that be a beginning point to sort of 
talk about possible next steps of collaboration? 
          DR. BRODERICK:  You know, I hadn't thought 
about it, but why not?  Toian or Daryl may know.  There 
are probably a couple hundred FACA advisory committees 
across the executive branch, and they're well documented. 
 Sort of finding out where they are and who is on them is 
pretty straightforward I think, given access to the 
Internet.  But we can certainly try to find them, first 
of all, and then target those that we think might be 
amenable.  Clearly the agency that they advise would need 
to be sort of on board with it, and we've got some 
partners that are fairly active now and interested in it. 
 So let us pursue that and we'll see what we can learn.  
I don't know where they are right now.  Toian knows.  
          Faye? 
          DR. GARY:  I liked your suggestion very much, 
Ken.  Thank you very much for it.  I think it's a 
brilliant idea.  
          Also, I just wanted to comment about George's 
comment and to offer George just a bit of comfort, and 
that is, I think that if we were to explore one area, it 
does not mean that we necessarily would exclude another 
particular area.  You had made a bifurcation between some 
clinical best practices and other literature or ways of 
addressing problems.  I would just want to say that I 
think we could do "both and" rather than this one or that 
one.  I like the "both and" kind of philosophy.  
          Also, about the concerns about best practices. 
 I think that is very, very important, an evidence-based 
practice.  But I would also like to state that if you 
read some of the research literature, we clearly know 
that some of the best practices that have been generated 
do not have in their samples representative individuals 
from different groups of people.  I was just reading last 
night in some instances the data were collected, but 
there was never any statistical analysis.   
          For an example, if you look at the clinical 
trials on schizophrenia, those clinical trials had very 
few Hispanics, very few Asians, almost no American 
Indians, more African Americans, but they didn't run any 
analysis on the data.  And I think schizophrenia is a 
very good example because minority people tend to be 
over-diagnosed with schizophrenia.  So if you look at 
clinical trials in schizophrenia and you find that 
different populations of people were excluded from those 
kinds of analyses, then I think we have to be very 
careful about how we utilize information in what we call 
best practices.  And that gets to a blending or a 
braiding, a new term, of the research and also of the 
clinical practice.  So let's try the "both and" rather 
than the "either/or." 
          DR. BRODERICK:  Ed, a comment?  
          MR. WANG:  Yes.  I just wanted to make a 
comment.  We seldom talk about the global burden of 
disease, and here I'm not going to even talk about 
individual and family suffering.  But actually it creates 
a tremendous economic cost to the country.  We very 
seldom say what about those individuals with mental 
illness or substance abuse.  We don't talk about that 
often enough.  And I think in the country right now under 
the environment of fiscal constraints, as well as health 
care reform, this is something that we need to highlight 
in terms of that cost to this country. 
          I want to thank you, Faye, Cynthia, as well as 
Tom, for putting this idea of the think tank together.  I 
think if we can also think about what's the global burden 
of disease, I think that's something that we need to kind 
of take a look at.  I know that this is not the time to 
look at specific priorities. 
          The other things that I just also want to 
mention that Faye mentioned, as well as Dr. Broderick, 
for all of your support now for past years.  And you 
mentioned an item about education.  If you look at 
education -- let me use an example of dropout rates in 
major cities in this country.  If you look at dropout 
rates as an epidemic utilizing, let's just say, the 
public health model of epidemics, that's something that 
we really should tackle in terms of working together with 
the Department of Education specifically on dropout rates 
of this country.  If you look at what is the result and 
what is the outcome, we are losing a large young 
population that in the future will be parents and they in 
the future will support all of us when we retire.  One 
important element or focus that we really need to pay 
attention to is really our next generation which is the 
assets of this country.  
          So in some sense, there is opportunity maybe in 
terms of how we can work other councils.  I know it's not 
easy.  We are all in silos in some sense, but we need to 
break it down.  Maybe it's council-with-council meetings 
beginning to introduce the language, introduce the idea, 
introduce the culture.  Where does mental health fit in 
in terms of dropout rates?  Significant, because we are 
looking at kids' social, emotional, cognitive 
development.  We're looking at families that are not able 
to work as families together.  And I think this is our 
expertise as council members and also as really in many 
ways ambassadors and listeners in State and communities 
of what's happening.  That's the expertise that we can 
export to the other secretariats and other departments.  
          So I hope that we will be able to utilize that 
think tank to really begin to -- I hope it's helpful to 
SAMHSA.  Being a State person, I always know advisory 
committees and councils say, oh, we want you to do this. 
 Tom is right.  My goodness gracious. That's another task 
that we have to do out of so many things. 
          But I think that we can be smarter.  We will 
collaborate with you, and I think the important thing for 
myself is that I want to put my words into actions. 
That's my responsibility.  There will be tough work.  
There will be a lot of work that needs to be done, but I 
think it's an opportunity to be a member of the council 
and let's say let's do something.  
          Thank you.  
          DR. BRODERICK:  Thank you, Ed.  
          At this point, I'd like to defer discussion 
about the think tank and what the ideas might be.  We 
have an hour at the end of the day during the council 
discussion to take this up again.  
          But at this point, we're at the time in our 
agenda where we're going to have a great opportunity.  
Judy, thank you for helping put this panel together.  We 
have a panel that will talk about health care reform in 
Oregon and its implications for children, youth, and 
their families.  I'd invite the four panel members to 
come and have a seat at the table:  Dr. Bruce Goldberg 
and Dr. Alan Bates, Representative Mitch Greenlick, and 
Mr. Joe Finkbonner. 
          Judy, I will turn this over to you to introduce 
this august panel of your fellow Portland -- what do you 
call people from Portland?  
          MS. CUSHING:  Well, Oregonians. 
          (Laughter.) 
          DR. BRODERICK:  Oregonians, okay.  
          MS. CUSHING:  This is an esteemed panel from 
throughout our State.  We're very thrilled to have this 
distinguished group with us.  
          It's my honor to introduce to you Dr. Bruce 
Goldberg and Dr. Goldberg will introduce his fellow 
panelists. 
          Dr. Goldberg is a family medicine physician who 
really has devoted his entire professional career to 
improving public health services.  He's been the director 
of the Department of Human Services here in Oregon since 
2005, and he's led efforts to improve children's access 
to health care, reduce hunger and food insecurity for 
Oregonians.  He's had the unbelievably daunting task of 
revamping and beginning to revamp -- a much needed 
revamping -- the State's mental health system.  He's also 
had responsibility for constructing two new State 
psychiatric hospitals, and following that, after the 
legislature approved the construction of those hospitals 
-- but as a prevention person, I'm so proud that he as a 
family medicine physician is very, very devoted to 
promoting education and prevention in his work as well.  
          During the 2009 legislative session, the Oregon 
legislature and the Governor created the Oregon Health 
Authority.  Its charge was to improve the health of all 
Oregonians and make quality health care accessible and 
affordable to everyone.  It had an ultimate aim of 
ensuring access to disease prevention and health care 
while trying to stem the rising costs of improving that 
quality.  
          The Governor has recently appointed Dr. 
Goldberg as Director-designee of this new Oregon Health 
Authority.  I guess that's both a good and a bad thing 
for Dr. Goldberg because he's double-timing it.  He is 
now continuing to be the Director of Oregon Department of 
Human Services while serving as the Oregon Health 
Authority Director-designee.  So he's wearing two hats. 
          He's had a very illustrious career, committed 
himself to improving health care in States he's worked 
in.  He's even worked in Zuni, New Mexico.  He has been a 
faculty member at the Oregon Health Sciences University 
and currently chairs the American Public Human Services 
Association National Policy.  He received his medical -- 
did graduate work at Mount Sinai School in New York City 
and completed his family medicine training at Duke 
University.  
          Dr. Goldberg?  
          DR. GOLDBERG:  Thanks, Judy, for the kind 
introduction, and welcome, everybody, to Oregon.  We 
really appreciate both your work and having your meeting 
here in our great State. 
          What I wanted to do is briefly introduce my 
fellow panel members and give you a sense of, hopefully, 
how we're going to spend the next little bit, over an 
hour, with you.  
          On my extreme left is Senator Alan Bates who is 
a leader in health care reform and in politics.  In our 
State, Dr. Bates is not from Portland.  He's from 
southern Oregon.  He's very proud of it and always 
certainly reminds me of that as well.  He's lived in the 
Pacific Northwest for most of his life, and Dr. Bates, as 
well, is a physician.  So he understands many of the 
issues we deal with from both a policy as well as a 
practical matter. 
          As a State, we have a citizen legislature which 
means that like myself, Dr. Bates has several jobs.  His 
job during the day is -- as a physician and his job 
during the day is as a policymaker for the State.  He has 
been instrumental in his career in reforming health care 
in Oregon, having been intimately involved many years ago 
at the inception of the Oregon Health Plan, was one of 
the founding members of the Oregon Health Services 
Commission which helps us as a State prioritize health 
care.  In 2004, he was elected to the State Senate.  He 
chairs our State's Health and Humans Services Ways and 
Means Subcommittee and has been the Majority Whip for the 
State Senate, and for me has been a fantastic colleague 
and a mentor. 
          Along with that is Representative Greenlick who 
reminds me always that he's actually a real doctor unlike 
Dr. Bates and I.  
          Representative Greenlick and Senator Bates' 
bios are in your packet.  But I've had the great 
privilege -- I came to Oregon in 1991 to work with Dr. 
Greenlick when he was up at the Oregon Health Sciences 
University, and I was a faculty member there.  Little did 
I know that we would continue to work together over the 
years.  Now I always get to remind him that in his 
capacity as a State Representative that he works for me 
because I am one of his constituents, and I live in his 
district.  So the opportunity of Dr. Greenlick to remind 
me that he's indeed a real doctor, unlike Dr. Bates and 
I, just gives me that opportunity.  
          Dr. Greenlick, as well, has been a leader in 
this State on, I think, all of the issues that are 
germane to all of us.  He's had a distinguished career as 
a health services researcher, having led the Kaiser 
Center for Health Research.  He is a member of the 
Institute of Medicine.  He's been sort of a leading 
thinker in our country about health and health services 
issues, particularly around substance abuse and mental 
health issues, having led several large studies in this 
State.  He's been a member of the Oregon State 
legislature for the last several years and currently is 
the chair of the House Committee on Health Care. 
          Lastly on our panel and to my right is another 
gentleman who it's been great to work with over the last 
several years, Mr. Joe Finkbonner.  Joe is the Executive 
Director of the Northwest Portland Indian Health Board.  
He's been in that position for the last four years.  He's 
a member of the Lummi Tribe, and before that was a tribal 
epidemiologist, tribal health director, and so like the 
rest of us, really understands these issues from several 
different perspectives, from the population perspective, 
as well as spending a number of years providing direct 
services to individuals.  
          So what we hope to do this morning is to give 
you what I think are several different perspectives on 
what we've managed to accomplish here in Oregon over the 
last year around a topic that all of us in this nation 
seem to be transfixed with because certainly it's one of 
the most important issues on our agenda, which is how we 
can become healthy and how we can reform our health care 
system so that it helps promote our health.  
          What we had hoped to do is have all of us speak 
for about 10 minutes and then have some questions and 
discussions, starting with Senator Bates who will give us 
an overview, Representative Greenlick.  I'll talk about 
how we're going to implement some of this, and Joe is 
going to talk about some of the particular implications 
for Native American populations, both nationally as well 
as here in Oregon.  
          So I'm going to hand out some things for you to 
peruse while we talk, and I'm going to hand things over 
to Senator Bates.  
          DR. BATES:  Thank you, Bruce.   
          I want to welcome you all to Oregon.  We say it 
funny.  I know it looks like "Or-ee-gon," but we'll get 
you used to it in the next couple days while you're here 
I hope.  I'm sorry you're probably not going to have much 
time to run around the State.  Portland is a wonderful 
city.  I hope you enjoy it.  The best part of the State 
is down south where I come from, and if you had a chance 
to come down to Ashland or go to Crater Lake, go to the 
coast, up to Mount Hood, I hope you have a chance to do 
that.  It's a beautiful State and we're very proud of it. 
 It doesn't always rain here.  In fact, we're going to 
have some clear weather in the next few days.  So I hope 
you have a chance to enjoy it. 
          What I'd like to do today is give you a quick 
overview of what many of think in Oregon was a landmark 
year for us in the last session.  Mitch will come in 
behind me and clean up the mistakes I make, as he always 
does in the legislature, and fill in the holes that I've 
left and the gaps.  We could stand here or sit here and 
talk to you for several hours about what the last session 
did because it really was an unusual session in Oregon, 
but we'll try to cover it very quickly with things we 
accomplished and some of the challenges we have before us 
yet.  We'll try to focus not just on health care reform 
but also on things that are more specific for you which 
is mental health and drug and alcohol difficulties we 
face in our State and across the nation.  
          You talk about braiding money together.  You 
talk about flows of money together.  In the legislature, 
we talk about fungibility.  It means we can find money 
around.  So when I talk about saving money in physical 
health or I talk about saving money in other areas, 
remember that that money is fungible and allows us to 
open up resources for parts of our health care system 
which we think are most underfunded, which quite frankly 
are usually mental health and drug and alcohol problems. 
 So think of it that way as I go through this, as some of 
the information you'll think where does this get us to as 
far as the issues you're most concerned with.  Well, 
they're all wrapped together in the end.  At least that's 
the way we look at it here in Oregon.  
          In the last session, we tried to do two things 
simultaneously.  We tried to increase the number of 
people who had access to health care and we tried to 
change how we deliver that health care so that we can 
drive costs down.  
          You may have noted that while many States are 
rolling back their Medicaid programs, cutting their 
programs, Oregon is one of the few States that did do 
that.  In fact, we expanded, which is really a huge job 
to do in the type of environment we live in right now 
financially.  Oregon has a 12 percent unemployment rate. 
 Many of our counties are up to 15 to 16 percent. We're 
in the midst of the worst recession we've seen in our 
country and Oregon is right at the tip of the spear in 
that unfortunately.  But despite that, we were able to 
move forward.  
          AM America actually came out here and shot a 
segment on us, asking how we managed to pull that off in 
the midst of what we were doing, and we'll talk about 
that a bit this morning.  
          The first thing we did was we felt we had to 
bring down more Federal match money.  We didn't have 
enough general revenue to do that.  We wanted to bring 
more match money down for our Medicaid program, for our 
FIA program, for other programs we run here in the State 
because we're leaving a lot of Federal money on the 
table. 
          Mitch and I and Bruce Goldberg and a couple of 
others sat down with some very long, difficult 
negotiations.  There were times I think when Mitch and I 
were not willing to talk to each other during that time. 
 It was really stressful.  And we sat down with our 
insurance companies and with the hospital association and 
worked out what we call a provider tax, and that provider 
tax will bring $3.5 billion into the State in the next 
four years for health care.  When I say "health care," I 
do mean also mental health and drug and alcohol 
treatment.  Without that, we would not have been able to 
do any type of an expansion.  
          We expect within the next 12 to 18 months to 
have every child in Oregon insured.  We expect to have a 
slight expansion of Medicaid and a slight expansion of 
what we call the FIA program.  I'm not going to go over 
the details of those, but I just wanted to give you a 
quick overview.  
          So while most of the country is moving 
backwards as far as access, Oregon continues to move 
forward, and we hope to expand that in our next session. 
          The real question for us, though, and one that 
I'm sure you're going to hear from Bruce and Mitch both 
on is not just expansion, putting more money in the 
system, but doing it in different ways so you start 
bringing costs down so you can serve more people.  
          The Oregon Health Authority, which Bruce I 
think is going to speak to you about, is the accumulation 
of six years, almost seven years, of work.  We tried to 
bring into one place an authority in the State to start 
changing how we deliver health care in the State.  We 
think it may well, if it works the way we hope it will, 
be a model for the rest of the United States, and we're 
very proud of what that started to be and we hope that it 
follows through with the goals that we have set for it.  
And I will talk to you about a few of those in a moment.  
          In many ways, I think of Oregon as sort of a 
microcosm of the rest of the country.  We only are 1 
percent or slightly more than 1 percent of the population 
of this country, a country, as you have spoken to, that's 
spread across 2,500 miles and Alaska and Hawaii and 
territories.  But if you look at us from a geographical 
point of view, both being a rural and a city state, and 
if you look at us from the point of view of what our 
ethnic distribution is, we are very close to the United 
States as a whole spread into one State.  So we think of 
ourselves quite often as not only what can we do for 
Oregonians, but what do we look like to the rest of the 
country?  Are we doing things the rest of the country can 
imitate or follow us on, and can we learn from the rest 
of the country?  So that is a lot of what happens with 
the Oregon Health Authority.  
          The kind of programs we're looking at inside 
the authority trying to bring health care down are things 
you've probably heard of and some things you may not have 
heard of.  One is getting electronic medical records 
across the State, one that everyone can work with both in 
mental health, drug and alcohol, and in physical 
medicine.  Oregon is one of the most highly penetrated 
States in EMRs.  We're about 40 percent or thereabouts 
for physical but not nationally for mental health.  And 
we still don't talk to each other across those lines.  We 
have a real disjointment as far as talking to our mental 
health partners and our drug and alcohol partners when 
we're dealing with physical health for our patients.  
          We also don't integrate well with housing and 
education and the court systems.  We all know it has to 
happen, but it's very difficult to bring these groups 
together not only nationally but locally, both at the 
State level and county level and the city level.  We are 
making inroads that way, but it's difficult.  
          So the other things we're going to be looking 
at.  We're going to develop an all-payer, all-claims 
basis, database, so we can really see where costs are at. 
 We don't have that in the State.  Most States don't.  
We're going to develop one.  
          I think the most important thing we're going to 
do is change, hopefully, or start changing, hopefully, 
how we pay our providers.  Right now, we're basically 
saying to people we'll pay you for what you do on a fee-
for-service basis, and many of us feel it has to change. 
 Let's start talking about team approaches to health 
care.  We have to talk about integration of health care. 
 We have to talk about what are your outcomes, what are 
your best practices.  Just the number of patients you put 
through your office, the number of procedures you do is 
not the way to measure health care anymore.  We have to 
make a huge change in that, and the Health Authority can 
lead us toward that. 
          Those are some of the issues we're going to be 
looking at.  
          As far as mental health and drug and alcohol, I 
saw Richard Harris here earlier.  Is he going to be 
speaking today?  How are you doing?  Okay.  Now I have to 
be careful of what I say.  
          One of my issues and one I've pushed very hard 
in the legislative assembly and Richard has picked it up 
is trying to integrate physical health and mental health 
into one entity.  We've got at least two pilot projects 
getting started in the State right now.  My particular 
area are safety net clinics which take care of most of 
the low-income people in our area and those who do and 
don't have insurance and end up primarily dealing with 
our mental health and drug and alcohol issues and also 
have physical health facilities. 
          They're now moving them into the same building 
and trying to integrate them for the first time.  They're 
going to try to pull in our drug courts.  They have not 
been successful, I don't think, at this time of 
interesting educational opportunities yet through that, 
but we'll be working on that too.  That's an example of 
what we're trying to do.  
          They've already done a great deal of that in 
the Portland area, and I hope you have a chance to hear 
about that today.  And in eastern Oregon, we have another 
group in an area called Deschutes and Crook Counties 
working on the same issues.  
          I don't believe you can continue to keep these 
people in silos if you want to be successful.  You've got 
to bring it all together under one roof and have people 
talking to each other and working with each other and 
have true wraparound services for these people.  
          You've heard a little bit also a moment ago 
about our State hospital situation.  Our State hospital 
situation had gotten to the point that it was near 
collapse.  You may remember a movie with Jack Nicholson. 
 It's probably 30 years old now, maybe older than that 
now.  "One Flew Over the Cuckoo's Nest."  You can still 
drive by that building in Salem.  You can see the 
courtyard or whatever you want to call it, the barbed 
wire on it, looking exactly the same as the movie.  
That's where it was filmed.  The State mental hospital 
had become such a difficulty for us, both from a cost 
point of view and what was going on there, that we were 
under threat of being taken over by the Federal 
government.  There has been a complete turnaround there 
in the last 12 to 18 months as far as how the staff 
functions, what's going on, what's being done.  
          But one of the great issues for us and one that 
we were having difficulty with, both on a political basis 
and another basis, was that if we do not change how we 
deal at the local level with mental health issues that 
often lead to criminal behaviors, with drug and alcohol 
problems that often lead to criminal behaviors, we would 
overflow that hospital within two or three years.  We're 
getting ready to build a second facility down the State 
in Eugene.  But I would tell you we still have real 
challenges at the local level or we will fill those 
hospitals up and we'll have a real difficulty dealing 
with treatment of these people.  
          Right now, we estimate about one-fourth to one-
third of the people incarcerated in the State of Oregon 
are there on the basis not of crimes they actually 
committed but because of mental health issues or drug and 
alcohol issues.  They should not be in those prisons.  
They should be in treatment facilities, and we're trying 
to work on those issues also.  
          So we have some huge challenges before us yet 
in Oregon.  We recognize those challenges I think for the 
first time now, and I'm hoping that over the next two to 
four years, we'll be in a situation where we can actually 
do something on the ground at the local level and start 
dealing with them to deal with and build a system that 
really is effective for these people.  
          I'm going to stop there and let you guys fill 
in the holes.  I've probably gone over my time already. 
          DR. GREENLICK:  We want to make sure we leave 
lots of time for you to ask questions.  
          I'm very pleased to be sitting between this 
paradox here because -- 
          (Laughter.)  
          DR. GREENLICK:  -- they really are two of the 
heroes of our health care activities in the State. 
          What we're going to talk about today is really 
what we refer to -- Dr. Bates and I both talk about this 
as being the end of the beginning of our process for 
health care reform.  The process began in 1986 when then 
Governor Goldschmidt created a commission on health care 
for the uninsured, and a much younger of version of me 
was on that group that was then handed over to the Senate 
and then Senate president John Kitzheimer picked up the 
recommendations of that commission and created our Oregon 
Health Plan, of which Dr. Bates immediately joined and 
you became chair of the Health Services Commission?  
          DR. BATES:  Yes.  
          DR. GREENLICK:  And really guided our whole 
process.  Bruce coming in 1991, joining the safety net 
activities and guiding those medical pieces from OHSU, 
all became a part of this whole process.  And we've been 
at it now for -- what -- 23 years, and we're just getting 
where we think we need to go.  
          Now, you're going to hear integration over and 
over, and we need to talk about integration as you began 
to talk about it at the Federal level, as well as at the 
State level.  When I chaired the IOM committee that 
produced the Bridging the Gap between research and 
treatment and substance abuse treatment, it became very 
clear to me that you're talking about SAMHSA and you're 
talking about NIDA and NIMH and AHRQ and all these 
different organizations, each with a different focus, but 
all of which related to each other.  That really became 
very clear to us as we started the Oregon Health Plan, 
and it's become dramatically clear to us as things have 
happened over the last 15 or so years that the Oregon 
Health Plan has been around.  
          Dr. Bates, with a nefarious partner who is now 
the State treasurer, in 2003 created something called 
Oregon Health Plan Standards.  We came together, and I 
was a rookie and they let me sit in and watch them in 
that session.  We said what are we going to to support 
the Oregon Health Plan.  The promise of the health plan 
was we would make the tough rationing decisions in a 
rational way, not be income, and that everybody under 100 
percent of the poverty line would be on the health plan 
and would be in the game.  Well, we weren't able to get 
there. 
          So in 2003, Dr. Bates created something called 
OHP Standard, which we sort of viewed as OHP Lite, which 
was focused particularly on putting adults under 100 
percent of the poverty line into the health plan and 
getting them all in the same boat.  We were able to move 
about 100,000 people -- is that right -- in OHP Standard 
at that time.  
          DR. BATES:  A little more.  
          DR. GREENLICK:  A little more than that.  
          When we ran into financial problems again by 
2007, we had dropped from over 100,000 to about 18,000.  
That was important from the health care delivery 
perspective. 
          But the most interesting thing about that is 
dropping coverage to Medicaid for those people took 70 
percent of the substance abuse treatment dollars out of 
the outpatient substance abuse treatment system.  It was 
bam.  We reduced Medicaid and we essentially decimated 
substance abuse treatment on the outpatient side because 
we took all the dollars out of the system 
          We had dramatic effects on the drug courts 
because the drug courts would send somebody over to a 
substance abuse treatment program and they would show up 
and they would say, how are you going to pay for this?  
Do you have Medicaid?  And they said, no, I just lost my 
Medicaid, and would wander off without getting treatment 
because they had no way to pay for it.  
          This common effect between access to health 
care and access to both mental health and substance abuse 
treatment is extraordinarily important to us.  The key, 
we believe, to dealing with providing funding and 
treatment for mental health and substance abuse problems 
is to make sure every person in the State has access to 
health insurance.  It's an odd way to think about it.  We 
don't think about it as giving us more money in block 
grants for these things because that's not the solution. 
 That just creates in some ways difficulties for 
integrating services in the way that they need to be 
integrated rather than facilitating our ability.  The way 
to allow us to really create the substance abuse and 
mental health treatment network we need is to make sure 
everybody has health insurance because that's how we pay 
for most of this.  
          We are committed, certainly the three of us and 
others, to the notion that every Oregonian needs to have 
access to health care as a matter of right.  We work on 
that in a special way.  But we know we won't solve these 
problems until that's the case, and Dr. Bates is again 
one of our heroes and beginning to push for integration 
of physical health, mental health, and substance abuse. 
          One of the oddities of the Oregon Health Plan, 
the way we treat things -- and we treat almost all our 
patients in fully capitated health plans, more than 80 
percent of them I think -- Bruce can tell you more about 
it -- in fully capitated health plans.  But probably 
because of the strong lobbying effect that NAMI has had 
in the State, we carve mental health out of that. 
          So we have a system that capitates physical 
health and substance abuse treatment and another system 
that capitates mental health delivery.  It's completely 
nuts.  It needs treatment.  It needs treatment instantly. 
 And Dr. Bates is the attending physician in dealing with 
that one, and we will get it, we hope, cleared up before 
the next session.  
          For much the same reason, we decided -- and Dr. 
Goldberg will tell you more about the Oregon Health 
Authority which we formed in the last session -- that in 
order to make an advance in moving these forward in the 
State, we needed to have one State institution that dealt 
with everything health and health care.  The Department 
of Human Services that Bruce has heroically been trying 
to lead is simply too big to manage.  Bruce won't tell 
you this, but while he's trying to deal with health care 
reform, he's also thinking about a foster child that went 
to Mexico that died in treatment -- I mean, that died in 
a family's custody in Mexico and the State of Virginia 
coming and dragging a kid screaming and kicking out of an 
elementary school to take back to Virginia, causing front 
page stories in the Oregonian.  You just can't have that 
kind of diffuse activity. 
          So we formed the Oregon Health Authority which 
gives Bruce the ability to bring everything health and 
health care, mental health, substance abuse, physical 
health, public health, all into the same place, and we're 
giving him the authority to begin to merge our purchasing 
power because one of the secrets for us is to bring the 
purchasing power of the State -- the same argument you're 
having on the national level in terms of an exchange and 
a public entity. 
          We have about 3 and a half million people in 
the State, roughly.  We believe we can put a million 
people into a single purchasing agency.  We buy health 
care for 800,000 people in Oregon right now out of the 
3.6 million.  We think, if we have that and the small 
group and individual market combined into a single 
activity, that we can begin to demand health care being 
delivered in a rational way.  We can change the way 
health care is delivered in the State of Oregon, the way 
primary care is paid for, the way services become 
integrated.  And our hope is -- and we're resting it all 
on Dr. Goldberg's shoulders to organize that and to 
produce for us in the next two legislative sessions the 
statutory proposals that we need in order to achieve 
this.  
          We think we are, as I said before, at the end 
of the beginning of moving toward health reform in 
Oregon.  Virtually all the proposals on the national 
level look like we are fitting into them, that we've 
designed where we need to go with virtually any one of 
the national proposals.  If any one of those comes out in 
this year, we're prepared to be the premier State in the 
country in moving our system in a way that's consistent 
with our Federal objectives.  And that's all you have to 
do in the next couple years.  We're watching.  
          DR. BATES:  We'll see you in January.  
          (Laughter.)  
          DR. GOLDBERG:  Let me pick up the story from 
what's really policy and planning toward implementation 
and make a couple of comments.   
          What I think we're trying to do here and it 
segues on the end of the discussion that I heard about, 
the myriad of Federal agencies and Federal funding 
streams.  I thought that was a great conversation 
because, quite frankly, that's what we deal with on the 
ground here every day.  And the fascinating thing about 
that, not just from the Federal level, but as well as 
from the State level, when you get down to the provider 
level, the providers of services, or you get down to the 
client-customer-consumer level, people who utilize the 
service, we all utilize the same system, pretty much.  We 
go to the same hospitals.  We use many of the same 
providers.  Now, certainly there are different payer 
mixes that people have and all those things, but when you 
get down to it as a State, we have a State where we do 
our best to pull together all of those resources.  And we 
have huge numbers of people who provide services in the 
same system and huge numbers of people who get services 
in those systems.  And we have a myriad of people who pay 
for them, whether that's the Federal government through 
the block grants that we get to provide mental health 
services.  But naturally some of the same providers we as 
a State pay for through the Oregon Health Plan, and quite 
frankly, some of them are the same providers that 
commercial insurers pay for as well. 
          All those people are either providing or 
getting services, and yet, we have no uniform standard 
for what they should be getting.  We have no consistent 
definition of what our outcomes should be, about how we 
do all of that.  And we have created a very, very complex 
system.  It's complex to follow the funding and to create 
policy from a policy perspective, and it's certainly 
extremely complex as a user of the system to get 
services.  I don't care who you are.  It's really hard 
whether you are low-income or whether you are higher-
income. 
          I mean, in this State we have right up the hill 
a great research institution and teaching and service 
delivery, Oregon Health Sciences University.  A gentleman 
up there, really a brilliant man, created a simple pill 
to cure cancer.  One pill.  You can actually cure a 
number of cancers.  Yet, we have such a very, very 
complex system to get to that single pill, if you can get 
into that system.   
          So our whole goal here is first to come from 
the premise of health, and the issue is this isn't about 
health reform.  This is about how we create a healthy 
State because it's not just simply about what we do with 
health insurance.  It's about how we create a healthy 
State.  
          And what we've been given now are a series of 
tools, as Dr. Greenlick always reminds me, to lead by 
example.  Certainly we've got to tackle the access 
problem, and you've just heard about certainly our plans 
for the next year, which are how we bring all kids under 
the tent of health care in this State, how we can expand 
our Medicaid program, and likewise, how we can begin to 
create the kinds of affordable health insurance products 
that everyone in the State can afford through insurance 
exchanges and a whole myriad of ways to do that.  But you 
know, that's one piece of this. 
          The other piece of it is how all this sort of 
works together.  That's really what we're sort of looking 
to do here and being able to, as a State -- and now I 
really mean as a -- the biggest tool that I've got right 
now in doing this is, as Dr. Greenlick indicated, we as a 
State purchase health care for over 25 percent of the 
State.  And you know, you contribute to that as well as 
the Federal government.  As I indicated, we have 800,000 
insured lives that we purchase health care for, whether 
that be through Medicaid or through public employees or 
through Oregon educators or through our high-risk 
insurance pool.  But the Federal government purchases 
mental health and substance abuse treatment not through 
an insured model, but by giving us block grant dollars 
that we then get out to actually many of, again, the same 
providers that provide health insurance coverage and 
provide services in an insured model.  
          So the question before us as a State is, 
understanding that we all use this same system to get 
care in, how do we, in essence, use that power to, A, 
begin to create the kinds of uniform standards by which 
we want everybody to be treated.  I really am most 
interested in -- you know, we should have the same 
quality of mental health and substance abuse care whether 
you get those services paid for by the Federal 
government, by the State, whether you're a public 
employee, whether you're a Medicaid recipient, or whether 
you are someone who works at Intel.  I mean, that should 
actually be our charge as a State, not to look at how we 
promote the mental health services of the indigent 
because, quite frankly, what we want as a State is for 
everybody to get the absolute highest quality best care.  
          So our tools for doing that are actually 
through this Health Authority.  As we move more and more 
people into the tent of health care coverage, as we're 
doing that, to begin to take all the ways that we 
certainly are responsible for health care to be able to 
pool that power, to be able to put together the kinds of 
uniform standards for quality and cost, to drive all 
systems in exactly the same direction, it's got to be a 
system based on data and information.  We're building a 
uniform, all-payer, all-claims database so that we can 
begin to inform ourselves about cost and quality, publish 
some of that, begin to eliminate the myriad of 
disparities that exist in our State, whether they're 
disparities in payment, whether they're disparities in 
health, whether they're disparities in access.  The only 
way you can begin to eliminate all those disparities is 
through good data and information and putting that all 
together. 
          We're looking to change how we pay for care 
because certainly we know that if we seek to drive a 
system that gets better quality at better value, the way 
we've been paying for it and the way we've built our 
system hasn't gotten us what we want.  So we've got to 
change that.  We can do that, at least within what is 
within our control, and begin to drive the State towards 
that. 
          So part of this is how do we bring everyone 
under the tent, how do we at the same time -- we need to 
deal with the issues of cost and quality and begin to 
drive that to highest level.  And we do that by starting 
with the cost and quality for the 30 percent of people 
that we're directly responsible for and stop thinking 
about it and start doing it.  
          And then I think the last piece is how do we 
bring in the third piece of all of this, which is the 
health side of it.  It's the prevention.  It's the 
population-based health.  It's the health side of this.  
We're never going to contain costs and we're never going 
to improve quality if we continue to invest in tertiary 
services for things that we could have taken care of 
sooner.  We all know that.  It makes sense. 
          We've got to integrate the public health and 
the individual health systems into one that pull in the 
same direction so that we can deal with some of the 
issues, whether it's obesity, tobacco, other substance 
abuse that really drive all of the costs and actually 
drive down the quality in the rest of the system. 
          But the only way we can do that is if we can 
create a place in the State where that is, A, the 
responsibility and someone gets held accountable for that 
because part of this is about accountability everywhere 
you go.  It's accountability from the top on down to we 
have to have accountable providers.  We have to have 
accountable consumers, and we all have to be accountable 
to the same thing. 
          And we have to have some tools that we can work 
with to do that.  I think we've begun to develop those 
here and hope to move this forward as we go forward as a 
State.  I think it's a great opportunity.  I think it's a 
phenomenal opportunity when it comes particularly to 
mental health and substance abuse because I know that's 
the purview of this group. 
          I do believe it's an opportunity to really 
create what in my mind is true parity.  We'll only get to 
true parity and eliminate the disparities when it's 
parity of quality, it's parity of access, it's parity of 
payment, it's parity all along the boards and 
understanding that that parity has to be at all levels.  
It has to be sort of horizontally and vertically.  We've 
got to have parity as we go horizontally and vertically 
socioeconomically, and we've got to have parity as we go 
horizontally and vertically through how we deliver care 
and access services.  Whether we'll get there or not I 
don't know, but I think we've got a great opportunity.  
          I think it's the perfect segue to Joe to allow 
him to talk a little bit about some of the issues that 
are going to be important for us as a State to pay 
attention to as we look at some of the unique populations 
and look at being able to eliminate some of the 
disparities and for Joe to talk particularly about Native 
American populations from the perspective of this as a 
State endeavor but I think also nationally.  So, Joe?  
          MR. FINKBONNER:  Dr. Goldberg, thank you.  
Panel, thank you for this invitation and, Toian, 
particularly for your persistence in trying to reach me 
to get me to agree to be available today.  
          I want to, first of all, acknowledge, for those 
of you who don't know, today is National Indian Day.  The 
fourth Friday of every September is National Indian Day, 
as proclaimed by President Reagan back in the 1980s.  So 
I like to call it your National Hug an Indian Day.   
          (Laughter.)  
          MR. FINKBONNER:  So if you do see Native 
Americans around, please wish them a happy day and shake 
their hand. 
          I'll also provide a self-serving message, and 
that is at the end of your meeting today, if you hear 
drums down in Pinehurst Square, every year -- this is the 
fourth year in a row -- we host a little mini-powwow 
where we invite the Portland community to come and share 
our culture with us, see some of our traditions and our 
dances.  It's a real brief powwow and it's meant to 
capture that commuting population so that they know that 
there are Indians in the neighborhood and to get to know 
us a little bit better and that way we all become better 
neighbors with one another.  
          Senator Bates had mentioned a movie that was 
filmed here in Oregon that had some significance to 
SAMHSA.  I wanted to mention another one that has quite 
some significance to SAMHSA that was filmed in Eugene, 
Oregon called "Animal House."  So it fits the other 
parity and that is that high-risk behavior, the alcohol 
and substance abuse behavior, that also sometimes leads 
to institutional situations for folks, if they're not 
careful about how they treat the agents that they're 
consuming. 
          Another in Oregon is "Kindergarten Cop," if you 
want to look at the children's perspective, which was 
filmed down in Astoria.  So there are some very 
significant movies that were filmed in Oregon.  
          So that's a little bit of my Chamber of 
Commerce messages for all of you to visit these famous 
areas and get to know Oregon a little bit better.  You'll 
see that we've got plenty of beauty around.  We're rich 
in culture and diversity, lots of green, lots of ocean, 
lots of mountains still available for enjoyment for the 
outdoor enthusiast.  
          I want to start by mentioning a brief that just 
hit my in-box yesterday, and that's from the Kaiser 
Family Foundation that specifically talks about health 
disparities in the American Indian/Alaska Native 
population.  I will say from the tribal health director 
perspective, it really didn't tell me anything new, but 
what is great about it and what I'll praise the Kaiser 
Family Foundation for is that they will reach a broader 
audience than any of our tribal health directors will 
where people will begin to learn the things that we 
already know.  
          In here, they talk about that one in three 
American Indians/Alaska Natives depends solely on the 
Indian Health Service or some other Federal type of 
support.  So essentially you're looking at one in three 
American Indians are uninsured compared to the general 
population, which is about 15 percent.  
          Our poverty levels are much higher than that of 
the general population, typically the same, one in three. 
 One in three non-elderly American Indians live in 
households that are below the Federal poverty limit.  So 
when we look at health care reform, the very challenge of 
health care reform is to address those low-income 
populations and provide health care to them that is 
affordable and a means to make it affordable and also 
address that population that is impacted by chronic 
conditions.  
          If you're looking at the canary in the coal 
mine, both of those are the American Indian and Alaska 
Native population.  We are poor.  We are 
disproportionately impacted by chronic conditions like 
diabetes.  If you look at our young population, our 
American Indian kids are more likely to commit suicide 
than any other population.  All of these are of vital 
importance to everybody around this table.  
          So if you're looking at reforming a health care 
system, having consideration for that population, the 
American Indian and Alaska Native population, is 
paramount.  And I say that not only as a member of a 
tribe.  I have health insurance.  I don't worry about 
myself or my family, but I worry about my extended 
family, my family that still lives in Bellingham that 
still counts on commercial fishing, commercial crabbing 
for a living.  They depend on the Indian Health Service 
which is only funded at a 50 percent level of need.  When 
States or the Federal government looks at health care 
reform, tribes and Indian people raise an eyebrow and are 
very interested and follow it very closely.  Any system 
that talks about gathering all the sources of funds, 
whether that be Federal or otherwise, drawing them into a 
pool and providing health care for the entire population 
really concerns tribal populations. 
          We say that the disparities need to be 
addressed before you start treating us equitably.  Those 
disparities have already been mentioned.  When I 
mentioned the Indian Health Service at a 50 percent level 
of need, if you doubled its budget, you would only come 
up to par with what the general population spends on its 
health care currently.  That does not address the backlog 
of care that is needed or oral caries -- and Dr. 
Broderick would know much about this much more than I -- 
is at enormous prevalence in many tribal communities and 
raising the dental budget up to a level that's on par 
with the general population would only get us access at 
the same level.  It wouldn't address the backlog.  And 
that's the same for many, many other chronic conditions 
that are out there in the Indian population.  
          I'm not trying to be a naysayer or rain on a 
parade in terms of health care reform because it 
absolutely needs to happen and Indian Country knows that. 
 Indian tribes, as users of health care, as providers of 
health care, and certainly as purchasers of health care, 
understand that the largest growing segment of their 
budget is health care, either way, whether it's their 
tribal clinic or because they're buying health insurance 
for their employees.  They know that's the largest 
growing segment of their budget.  Something needs to be 
done to make it affordable and accessible to everyone so 
that you can begin to address the disparities that are 
out there.  
          Prevention is the key.  I will not disagree 
with anything that's been said before me.  My comments 
are more to let's make sure that we have a system that 
preserves the values and the principles and the 
priorities of the Indian health system now.  The reason 
why I say that is because no one questions how the 
quality of care improved for women when more female 
providers came on the scene.  That will be true for any 
culturally diverse population.  The more providers, the 
more you have a system that addresses their culture 
specifically, the quality of their care will increase. 
          And there's plenty of documentation that's out 
there to prove it.  I can give you articles.  The 
Washington State Board of Health did a workforce 
development project in the late '90s that specifically 
addressed those issues and how to get additional, in that 
case, minority providers so that you can address the 
disparities in minority communities.  It's vital.  So 
that's only one aspect of it. 
          I'm not going to take a lot of time.  I want to 
talk about some of the things that work really well, and 
I want to thank SAMHSA for their Children's Mental Health 
Initiative and specifically the Systems of Care grant 
that you have.  We have partnered with NARA, which is an 
urban Indian program where in Portland, and we are doing 
a grant with them.  They are doing phenomenal work not 
only with their general population but also with their 
youth suicide prevention projects.  And that is because 
SAMHSA has made grants available to NARA, and we are 
grateful to you for that. 
          I want to say that the Indian health system is 
very complex and preserving and encouraging partnerships 
with the Indian health system, whether that be between 
urban and tribal programs, urban and IHS programs, urban 
and State programs, and beyond, it is a vital component 
to making sure that we all share resources and we all 
share knowledge.  
          As a former health director, I will tell you 
that not every tribal member in my community used our 
health clinic.  So other people need to know how to work 
with diverse cultures as well.  And that message never 
resounded more clearly in my years as looking at our user 
population when I was a health director and knowing that 
about a third of our population sought care elsewhere.  
That means that those providers in the community need to 
be culturally adept as well.  So encouraging those 
partnerships helps that. 
          I also want to thank SAMHSA for funding 
community-driven projects.  That's really where the 
rubber meets the road.  If we can get more resources down 
to the community level, that's where you're going to get 
the most bang for your buck.  I was a member of one of 
the subcommittees for the health care reform here in the 
State of Oregon, the Equity Subcommittee, and we talked 
about having community health representatives.  That 
discussion came right out of the model that the Indian 
Health Service has, that they have CHRs, community health 
representatives, that visit those patients with chronic 
conditions that will do the foot exams for them, bandage 
changes.  If they can't get into the clinic or if 
transportation is a problem for them, then that care is 
provided directly in the home.  It makes a huge 
difference.  
          I'll add one little nuance to that.  In my 
organization, we have a project called the Cancer 
Navigator Project where we've contracted with our tribes 
to have someone specifically be in their clinic that 
helps a patient that has been recently diagnosed with 
cancer to navigate through the health system.  It's a 
very complex system.  Particularly once your physician 
tells you you have cancer, I don't know much you hear 
after that.  It's very difficult to comprehend when you 
think of all of the other personal things you need to 
take care of once you're told you have cancer.  It is 
vital that you have somebody who understands the system 
that can get them through the system, make sure they have 
their treatment, their follow-up, any labs that they need 
to have done.  This is a very successful program and 
there's no reason why it couldn't be a model for other 
chronic conditions.  It's worked well outside of the 
Indian community, I'll tell you that, and it's also 
working very well in the tribal community.  And we hope 
very soon to have information that we can share with the 
rest of the provider networks on how successful this is.  
          But back to my original point.  There's no 
reason why someone like a community health representative 
couldn't also function as that patient navigator to help 
them understand the health care system, whatever shape 
that takes after all the reform is finished, and guide 
them through in a very efficient manner, which saves us 
all money.  It also is the best thing clinically for the 
patient.  
          Thank you for your attention and thank you for 
allowing me to be here.  
          (Applause.)  
          DR. GOLDBERG:  Let's open it up for questions.  
          DR. BRODERICK:  I'd like to thank the panel for 
that great description of what's happening here.  At this 
point, I'll ask the council members to ask any questions 
that you might have.  
          DR. KIRK:  The $3.5 billion provider tax.  Can 
you tell us more about that?  
          DR. BATES:  Yes, I can, and Mitch can do this 
for us too.  
          We had a provider tax that we put in place 
several years ago, but it was rather controversial and it 
sunsetted.  What we do is we place -- the biggest part of 
the tax is placed on hospital total revenues.  It's about 
3.5 percent.  It floats a bit.  We guarantee that as a 
whole they get their tax back and match it with Federal 
dollars.  And then we use that money to increase access 
to health care in the Medicaid program.  It's almost a 
two-to-one match in our State.  It varies, as you know, 
from State to State. 
          The tax is limited by the Federal government to 
no more than about 5/5.5 percent.  We're well below that. 
 So we could actually go higher.  It's interesting to 
note that Colorado for that tax in place on their 
hospitals is at 5.5 percent.  It's just part of a revenue 
stream to bring down the Federal match dollars.  
          One of our difficulties in the States, and I 
think in most States right now, is there's Federal money 
on the table.  Some States have enough revenue to match 
that money and bring it down for the Medicaid programs.  
We didn't.  We're in deep recession here, as I say, with 
a 12 percent unemployment rate, and our revenues in the 
State are dependent wholly, or for 95 percent of it, on 
income taxes.  So if you have a 12 percent unemployment 
rate, that means those people aren't working and your 
revenues drop dramatically.  We're probably down 20 
percent over our last budget. 
          We also did a 1 percent tax on private 
insurers, and that money is also matched.  That money 
primarily will go to making sure that every child in 
Oregon is insured.  That's where most of that money will 
go.  Some of it will go to -- a small pot -- insuring 
more adults through what's called a FIA program.  You're 
probably familiar with that. 
          Our Medicaid program is integrated.  As far as 
priorities are concerned, we have a priority list we use. 
 You may have heard of the priority list that was 
developed here in this State.  In that list is included 
drug and alcohol and mental health treatment.  So it's 
not a list just of physical issues.  Integrated in that 
list, that prioritized list, is mental health and drug 
and alcohol issues. 
          Mitch, do you want to make a comment?  
          DR. GREENLICK:  Yes, I just want to comment.  
The underlying dynamic behind this is this.  If a person 
comes into the hospital and they have no health 
insurance, then the hospital eats the whole cost 
generally speaking.  There's some private pay.  If they 
come in and they have Medicaid, the hospital is paid 
about 62 percent of costs.  If they come into the 
hospital and they have Medicare, the hospital is paid 
about 88 percent of costs, and if they come into the 
hospital and they have private health insurance, the 
hospital is paid about 128 percent of costs.  That 128 
percent of costs on health insurance increases the health 
insurance premium by about 10 percent.  So about 10 
percent of the health insurance premium is that cost 
shift. 
          Under the tax plan for hospitals, our guarantee 
is we'll move the reimbursement rate up to the Federal 
upper payment level, essentially Medicaid cost.  So the 
hospitals will give us basically as much money as we can 
give back to them by increasing hospital reimbursement up 
to the 88 percent level.  We then use that to match 
Federal funds, and then we give it back to them in 
increased reimbursement.  
          On the health plan side, they pass the 1 
percent on to their members, but we think we can reduce 
that cost shift by, say, 3 points or 4 points so that 
that 1 percent, at least in the short term, will be 
offset by a reduction in the cost shift.  That produces 
about $600 million a biennium, which brings us back about 
$1 billion in Federal match flowing through the system.  
          DR. KIRK:  A quick comment to follow the 
question.  I think the system right now is set up by what 
are called diagnosis by entitlement biopsy.  And so you 
tie the pieces to that.  
          Maybe this is for Dr. Goldberg.  Relative to 
enhancing access, is the game plan that by, if you will 
-- the strategy was talking about payment.  That will 
encourage access, or do you plan to actually incentivize 
access?  Are there special incentives to improve access?  
          DR. GREENLICK:  Can I take notes?  
          (Laughter.)  
          DR. GOLDBERG:  You know, I think at the root of 
your question is the fact that just coverage doesn't mean 
you have access, and lack of coverage doesn't mean you 
have lack of access or that you have access that none of 
these things are very related and that we've got to 
initially understand that. 
          So part of our strategy is it's not just 
coverage.  It is access, and that means we need part of 
this as payment.  Part of it is we have a woefully 
inadequate number of primary care access points, and so 
part of our strategy is we've actually been expanding 
school-based health centers.  We've been trying to grow 
as much as we can federally qualified community health 
centers. 
          I think we need to begin -- part of the 
strategy is to help create more access points.  I think 
that we also have to think real differently about what 
that access means, and I think some of that is around 
simplifying our delivery of care.  One of the issues that 
we're really looking at is like politics are local, 
access is local.  What we're very much looking at is the 
notion of accountable health care organizations and 
creating the kinds of models where we have communities 
where it's community members and the provider community 
that can actually be accountable for the health, be 
accountable for the funds, and be accountable for the 
access and the outcomes and help encourage communities, 
whether they be localized Native American communities or 
whether they be geographic communities where -- we've got 
the beginnings of those in our State within our Medicaid 
managed care program.  We have actually a lot of very 
local organizations that are community-based, very local 
geographic community-based managed care organizations.  
          DR. GREENLICK:  The underlying factor is really 
clear.  I mean, the data we've just seen -- people that 
don't have health insurance compared to people that do 
have health insurance have the horrifying statistics that 
they have twice the death rate.  I mean, that is the 
beginning.  Getting people into health insurance is the 
beginning.  Then we have a lot of other problems but 
we'll deal with those.  
          DR. GOLDBERG:  Coverage doesn't necessarily 
mean access, and then it's got to be access to the right 
things.  
          DR. BATES:  Can I play off that for a second 
for you, Bruce?  
          DR. GOLDBERG:  Yes.  
          DR. BATES:  I think we're all on the same page 
here.  First, you have to have the access.  Then the 
question is, access to what?  And you've probably seen 
these studies.  Study after study says if you have access 
to high-tech care, expensive care, your quality actually 
goes down.  Morbidity and mortality goes up.  If you have 
access to primary care, drug and alcohol treatment, 
mental health treatment, you see costs go down and 
outcomes go up.  We have to change that.  The only way 
you're going to change that is to change the system, 
frankly, of how you pay providers, and I'll give you some 
examples of that very quickly and we'll get moved on 
here.  
          I mentor a lot of nurse practitioners in my 
practice, and when they come out of my practice after two 
or three months of mentoring and they've finished their 
programs, where do most of them go?  They'd like to go 
into primary care, but they don't get enough in primary 
care.  Most of them end up working for specialists 
because they can get paid 50 or 60 percent more there.  
So time after time I'm mentoring these young men and 
women, primarily women, who are doing a great job and 
they can really step into primary care and do a wonderful 
job doing it, but they don't go there.  And that's just 
one example.  
          In our country, we have 70 percent specialists 
and 30 percent primary care, and that number is getting 
wider.  Any other country you go to it's the opposite.  
Until we change how we pay providers and get more primary 
preventive care and start reimbursing those people 
properly and, frankly, controlling the cost of specialty 
care, I don't think we're going to get there.  
          So what Bruce is talking about and what Mitch 
is talking about is exactly right.  First, you have to 
open up access, and then you have to open access to the 
right things.  We're not doing either one of those right 
now very well.  
          DR. GREENLICK:  Except as somebody has used 
about $1 million of high-tech care over the last four 
years and I'm here because of it, I need to remind you 
that both these things are important.  
          DR. BATES:  Oh, absolutely.  I would not want 
to lose high-tech care, but we've gone too far in that 
direction.  
          MR. BRAUNSTEIN:  I applaud -- oh, I'm sorry. 
          MR. STARK:  I had a question.  We all know that 
the whole issue of eligibility and access are really two 
different things and the hope is once you get 
eligibility, you'll figure out a way how to get access.   
          In Washington State, we've seen -- and around 
the country, for that matter -- a number of different 
ways of financing health care, including alcohol, drugs, 
and mental health, going to managed care systems and 
hoping that that will create opportunities to shift away 
from more expensive care and to give more appropriate 
care.  From that perspective and those efficiencies, then 
more people can get service.  
          My experience, though, has been in watching a 
lot of managed care organizations, they don't do well at 
outreach.  This gets back to the comment earlier about 
the NAMI concerns I think in the whole health care arena, 
and a number of the alcohol/drug advocates for the folks 
that are in poverty, that unless there is a way to figure 
out how those reimbursement rates are going to also cover 
the outreach needed to bring the folks with alcohol/drug 
issues and mental health issues in to get that care, then 
you're going to be paying for access but not getting it.  
          DR. GREENLICK:  Well, we were sitting in a task 
force on a bill we had last year to increase primary 
care, and I made the point that I'm a Kaiser member and I 
know where to go when I'm sick.  I know which door to go 
into.  If you don't have health insurance, you don't know 
which door to go into.  And I was corrected.  They said, 
oh, yes, you know which door.  You follow the blue sign. 
 And I said, the blue sign?  And they said, yes, the blue 
sign with the H on it.  The fact is that is what happens 
and they get too late and expensive care.  
          Once you put financial incentives to people who 
are going to have to pay for that care to make sure they 
outreach rather than waiting for them, they'll figure out 
ways to get to those people in advance when it's in their 
financial advantage.  
          Bruce was talking about pay for performance, 
and it's very clear we need to design payment systems, 
once we give somebody financial responsibility, to make 
sure it's in their interest that they don't follow the 
blue sign.  They follow some other sign.  
          DR. GOLDBERG:  I think piggybacking just on 
that really briefly, I think your point is right on.  We 
had, unfortunately, a failed and a disastrous experiment 
with managed care in the '90s because the incentives were 
wrong, and where managed care -- you know, where the 
incentives were were to withhold care and increase 
earnings.  It was, unfortunately, a model that I think 
now, when we talk about managing and coordinating, we 
have to do it in a way that brings people in, not brings 
them out, and that means changing the way that we pay.  I 
think we've got to figure out a way to kind of cleanse 
ourselves of that kind of experiment but continue, I 
think, on what some of the principles were, which is it's 
not how we keep people away from care.  It's how we get 
people into the right care and create the incentives so 
that that happens and the incentives in the '90s were 
lined up just the opposite and we've got to change that.  
          DR. BATES:  I'll take a shot at this for you 
too because I hope I know what you're talking about, and 
correct me if I'm wrong.  I'll give you an example of 
what we used to do in my community, and it's actually 
been superseded by a better program now.  
          In the early '80s/mid '80s, in southern Oregon 
we had a large population of migrant workers who used to 
come through.  Now they're more year-around residents, 
which is actually a boon, a better deal.  We would send 
case workers out to the migrant camps, and they were 
literally camps.  And we would recruit people in to be 
taken care of.  There were a lot of cultural issues, 
language issues, and two or three of us physicians would 
keep our offices open after hours to take care of those 
people, and we just did it as a public service.  But it 
was a dramatic change in the number of ER visits that 
were generated by those people who would normally be 
going to emergency rooms for things that we could take 
care of in our office, and it was a very good program.  
          Now we have safety net clinics that do an even 
a better job, and they're more culturally appropriate 
than some white guy like me trying to speak Spanish from 
a book to a lady who is pregnant and trying to figure 
things out.  It got to be pretty humorous.  Some of them 
turned out to be some of my best friends now, but at the 
time it was like what are we doing here. 
          But I think that's what you're talking about.  
As I got into Portland last night, it was kind of a warm 
evening and my wife and I walked down the street.  I saw 
people sleeping on benches, sleeping in the parks.  We 
don't outreach to those people.  What we do is they go to 
the hospital.  They get cycled to the hospital and their 
needs for the moment are taken care of for four or five 
days and recycled back out on the streets.  We do not 
have a complete program yet.  
          And Portland has some programs that are 
excellent, but they're not big enough, they're not broad 
enough, they're not integrated enough. 
          So, yes, I think that's what you're talking 
about.  We've got to get after those people and take care 
of them and not just let them wander the streets until 
they come in for need.  
          MR. BRAUNSTEIN:  I applaud your tackling this 
issue and getting something on paper and actually 
actualized.  
          But let me ask you about what I think is one of 
the confounding variables of the populations we serve, 
which is that in addition to what I will call the 
episodic care, kind of packages that are needed for 
people with mental illness or substance use problems, 
there are what are the equivalent of the Medicaid State 
plan option needs that people have long-term supports in 
the community that right now Medicaid is primarily the 
only source that pays for it. 
          When you were looking at the benefit design, 
how did you approach those issues?  Because the offsets 
don't always come from the health care system.  They're 
coming from the criminal justice system, they're coming 
from social service systems, especially when you look at 
kids and families.  So long-term care for older adults, 
keeping them in the community.  So when you're looking at 
those kinds of issues, how did you approach the benefit 
design around that? 
          DR. GOLDBERG:  I think you're absolutely right. 
 One, the offsets are elsewhere.  So I think that we have 
to start with the benefits that we have.  Let's look at 
that.  Let's take the fact that for us as a State, I know 
right now that 60-plus percent of kids in our child 
welfare system are there because their parents have 
untreated mental health and substance abuse issues.  The 
extraordinary thing is that three-quarters of those 
parents can't get -- it's not just that they have 
substance abuse problems.  It's that they can't get 
treatment for them.  So by being certain that we can 
shift resources from a child welfare system, in essence, 
into providing the kind of substance abuse treatment, 
that will create some of those offsets.  So we're 
approaching benefit design with some of that in mind. 
          Now, there are some benefits that we don't 
have, but which are equally important.  So let's talk 
about housing and a variety of the community supports 
which haven't been I think part of what's been sort of 
dealt with in the commerce of health care but are 
certainly important in the commerce of health.  You can't 
have mental health if you don't have a place to live.  
We've got to figure out -- I don't think we have a great 
answer for that one, but it's certainly something that if 
you approach this from a health model, we've got to be 
able to bring in.  And we can do those in different 
places in different ways.  
          The long-term care issue -- what I just would 
comment about that is that we've been remarkably 
successful in this State in terms of long-term care.  We 
have, I think, other than Alaska, the highest rate of 
individuals who are in community-based care as opposed to 
institutional care.  We are about to close our last 
statewide institution for people with developmental 
disabilities where we have 15 individuals residing, but 
the rest are residing in community-based care.  We have 
only less than 30 percent of seniors who require long-
term care in nursing homes.  Over 70 percent are in adult 
foster homes, home-based care with home health care 
workers.  I think those are some of the lessons that we 
need to look at in other parts of our system, certainly 
around mental health care.  We need to pay attention to 
those things.  
          I think a piece of this is we've got to stop 
looking at this as simply a health care issue.  We're 
creating a new group that is going to bring together the 
education and the law enforcement community, and Judy 
Cushing is going to be a member of that group. She's got 
to be confirmed by our Senate next week before we can 
officially say that.  But it's a group to really take a 
look at exactly this, to look at how, from a substance 
abuse perspective, if we can treat people for an illness 
that's treatable, we can actually create the sort of 
offsets in schools, create the sort of offsets in our 
criminal justice system that we need to do.  We're going 
to move forward and look at that. 
          DR. BRODERICK:  Marvin?  
          MR. ALEXANDER:  I think my question has already 
been answered.  So my comment requires no response, and 
it's just about just kind of the social determinants of 
health.  I think you've kind of addressed that. 
          Ed said earlier something about the global 
burden of disease, and I just wondered as I sat here.  
And I thank you very much, sir, for your contribution to 
the discussion because my question was about racism and 
how racism impacts access and prejudice and even stigma. 
          So I think that some of it is even public 
education and outreach in those areas that determines 
whether people want to go seek care, and when they get 
there, are there people there that look like me?  Are 
there people there, not only do they look like me, but do 
they have the same cultural beliefs?  Do they value me as 
a culture or me as a person and my culture? 
          I think we had some conversation, Dr. Cross and 
Dr. Gary and I, yesterday about historical trauma and how 
those historical traumas are perpetuated.  Whether it's 
consciously or subconsciously, they're perpetuated in 
service delivery.  They're perpetuated in research where 
we see clinical trials that don't necessarily meet the 
mark of all Americans.  
          And I think about the Native Americans who 
receive a significant amount of resources from IHS and 
BIA and the fact that's where the resource is coming 
from, but they have the highest instances of diabetes. 
          So I guess my question is -- I mean, there are 
implications there.  I won't make them.  But there are. 
          MR. FINKBONNER:  There is a fairly recent -- by 
recent, I mean in the last five years -- study that was 
done by -- I'm trying to remember the direct order of 
this, but it's King County Public Health where they 
examine racism and the access to health.  If you want, I 
can get a copy of that.  It was when Dr. Alonzo Plow was 
still the director of Seattle, King County Public Health, 
and he did, I think, a very good look at how racism 
affected access to health in Seattle, which we all think 
of as a fairly progressive community.  But it was there 
and measurable to an extent where it swayed access to 
health care.  
          DR. GOLDBERG:  I appreciate the comment because 
I think what the last five minutes of discussion have 
sort of indicated, which is, okay, we can all sit and 
talk about all the payment and policy and reform and all 
that stuff.  Unless we pay attention to some of the other 
things, the social determinants of health, none of this 
is going to work. 
          And I think, lastly, your comment, which is 
absolutely important, is whatever system we put together 
has to be founded on a set of values that do away with a 
lot of the inequity, discrimination, and stigma, and 
unless we do that, it's going to be a bankrupt system.  
          MR. ALEXANDER:  I would even say we need to get 
strategic and look at that because of the subconscious 
perpetuation.  I don't think it's overt racism, but it's 
a perpetuation of what we don't know or what we're 
unaware of. 
          MR. FINKBONNER:  It's examining all the 
barriers to health care.  It's really what it is. 
          DR. BATES:  If I could make a comment too just 
to follow this.  There is a subconscious entity that goes 
on there.  I've seen it over and over again not only in 
medicine but in all parts of life.  In our community of a 
large number of Latinos, a small black community, it's 
there.  
          The other thing we don't want to lose sight of 
also is that different cultures and ethnic backgrounds 
have special needs, and it's not just a matter of 
culture.  I've had to learn in my black community to 
watch carefully for stroke issues, for diabetic issues 
more so than I would for in my white population.  It's 
not cultural.  There are actually physical differences 
that need to be addressed and not forgotten about.  So we 
try to guard against those.  I think we all do, but it's 
still there and you're absolutely right.  Let's not lose 
sight of the fact also there are some special needs in 
different cultural groups also.  
          DR. BRODERICK:  Thank you.  In the interest of 
time, I'm going to allow the last question to Dr. Gary, 
and then we'll thank you.  I know you've got places to 
go.  So, Dr. Gary, one last question.  
          DR. GARY:  I want to thank you for such 
thoughtful presentations and for your work in improving 
access and quality and reducing cost for Oregonians.  And 
I think it could be a model for other places in the 
United States.  
          I wanted to ask specifically.  In your 
handouts, you talk about improving quality and reducing 
health disparities, and I wanted you to address 
specifically your strategies or your plans for reducing 
health disparities, and I want to ask if you've tied that 
to Healthy People 2010 and Healthy People 2020, the 
indicators laid out by the Federal government.  Are those 
the indicators that you're using?  And if so, how are you 
integrating these particular indicators? 
          In the other document, you also mentioned 
specifically that you'd like to assure a workforce 
because the workforce is directly related to quality and 
to access, for sure, and probably also to the reduction 
of cost.  So I wanted to ask you to speak to those three 
issues and how you have them overlapped in your way of 
thinking. 
          PARTICIPANT:  It sounds like the afternoon 
session.  
          DR. BRODERICK:  Well, we can always count on 
Dr. Gary to ask good questions.  
          DR. GREENLICK:  Do you want to take a shot at 
it and I'll follow you up?  
          DR. GOLDBERG:  Yes.  You know, the specific 
strategy for the workforce is that we have created 
actually statutorily a group that's been created by these 
gentlemen on my left to put together the appropriate 
statewide policy to assure that we have the right 
workforce.  What's specifically in there is I think 
exactly the issues that you're addressing.  The 
workforce, A, has to be the appropriate workforce that 
creates quality and doesn't add simply to cost, and it's 
got to be a workforce which represents the diversity and 
culture of our State and of our population. 
          In terms of some of the disparities of health, 
I wouldn't say that we are at the point where we have 
figured out what exactly those metrics are, but what I 
would say is this, that I think you're absolutely right. 
 This doesn't happen magically and you actually have to 
have metrics and they have to be tied to something.  
Furthermore, they need to be tied across all of our State 
and all of how we do that. 
          In fact, I'm going from here to the 
introductory -- we have an open house for our Office of 
Multi-Cultural Services, which is actually an office that 
we've just put together.  Its responsibility is going to 
exactly this, to be able to establish what those metrics 
are.  I think it's not just -- so I can't answer whether 
it's 2010 or 2020 or what they are.  My guess is they'll 
be consistent because why spend a lot of time reinventing 
what a lot of people have spent a lot of hard work doing. 
 Although, I would say there are going to, I would hope, 
be some things that are going to be unique to our State 
that will be piggybacked onto that.  
          But I think it's not just having -- you've got 
to have two things.  You've got to have the metrics, and 
then you've got to have the plan to move those metrics in 
the desired way.  So the first stage is how do you get 
your baseline, how do you establish your metrics, how do 
you establish where you are and what the health of your 
population is, and then you have to figure out what your 
plan is to address those disparities because it's not 
going to happen just by reporting them year by year.  
It's going to happen by having a plan that says we're 
going to go from point A to point B.  Here's how we're 
going to do it.  Here's the resources we're going to 
address to it. 
          And then there's got to be, I think, the issue 
that keeps coming up.  There's got to be some 
accountability.  There's got to be someone somewhere 
that's accountable for doing that at kind of all levels 
because I think where we run into problems in all these 
policy arenas is that we kind of talk at 10,000, 20,000, 
100,000 feet and we come up with all these policies and 
guidelines, but we forget about the fact that there's got 
to be some accountability and some plans and some 
resources to move them forward.   
          So from where I sit, that's sort of the 
strategy for addressing them.  
          DR. BATES:  I'll take a quick shot at this for 
you, too.  
          From my point of view and from what I've seen 
of this, the way you deal with the disparities and 
outcomes for minority groups is you have to have people 
who are providers who look like them, talk like them, and 
understand their culture.  I just think that's the best 
way you can go.  Those cultural differences are very 
real, especially for people seeking health care. They 
have to have some confidence in who they're talking to 
and the ability to talk to those people.  I've heard that 
over and over again whether it's Latinos or African 
Americans.  We have a large Russian population in the 
State, and I hear it again and again and again.  
          The metrics we've looked at so far are very 
imprecise.  We're starting to develop them.  One of the 
metrics I was most shocked by, but not really when I 
thought about it, was we have a measurement by ethnicity 
of how many doctors we have, how many nurses we have, and 
how many CNAs we have.  As you might expect, when you 
line that up against our population, there's a huge 
disparity in physicians, a huge disparity in nurses, and 
a disparity in the opposite direction for CNAs.  So how 
do you start moving that in the right direction?  
          One of the programs, as an example, we put 
together is a mentoring program where we send people from 
our health fields into minority communities and talking 
to kids in the fifth, sixth, seventh, and eighth grades 
and encourage them and making them understand they can do 
this.  They can do this, but they have to have 
encouragement all the way through their educational 
process in order to get into the professional schools.  
So we'll have more of these professionals from these 
minority groups.  And I think that's the way you really 
deal with this, and that's just the way it is.  It's 
going to take time to move us in that direction.  That's 
an example of what we're doing here in Oregon to try to 
make it happen.  We need more metrics and we need more 
work at that level, I believe, to really turn this thing 
around.  
          DR. GREENLICK:  I also think that if we're ever 
going to deal with the workforce problems, we need a 
full-fledged frontal assault on the silos of the 
professions.  
          I had a demonstration in 1968 when Medicare 
first started.  In the Medicare bill, there was something 
called a home health aide, but there was no definition of 
what a home health aide was.  So we decided to create a 
home health aide of our own.  We trained some women who 
were high school graduates, nothing else, working with 
social workers, nurses, and physical therapists.  We 
trained those women to do 80 percent of the physical 
therapy, about 50 percent of the nursing services, and 
about 40 percent of the social work services that are 
required in the home.  Each one could do all of those 
under the supervision of a nurse, a social worker, and a 
physical therapist.  We ended up with 2 and a half 
professionals and 10 home health aides treating a large 
population in the home. 
          Well, it was about year and a half before the 
professional boards came in and said, oh, wait a minute. 
 I guess it was physical therapy first that came in and 
said, oh, you've got people doing physical therapy, and 
they don't have a license to do physical therapy.  And I 
said, you know, what's so hard at giving somebody a can 
of tomato soup and having them go like this?   
          (Laughter.)  
          DR. GREENLICK:  That's physical therapy.  So 
they couldn't do physical therapy anymore.  
          Then the next thing was the social work board 
was in and saying, oh, you've got these people doing 
social work.  Okay.  So we tell them where the community 
resources are.  What's the problem?  Oh, no, they're 
doing social work.  
          And of course, the nursing board was right 
behind it, and pretty soon you've got the modern home 
health aide, which doesn't do much except clean up the 
house and go shopping.  
          It's the same in every profession now.  I was 
in the rehabilitation unit for a week after double knee 
surgery, and I started asking people what's the 
difference between an occupational therapist and a 
physical therapist.  The occupational therapist would 
say, well, we work above the waist and the physical 
therapist works below the waist, or maybe it was the 
other thing.  I said, yes, but yesterday the physical 
therapist was in doing what you just said the 
occupational therapist was doing.  Okay, well, that's not 
what it is.  We work on activities of daily living and 
they work on range of motion.  And I said, yes, but 
you're just giving me range of motion stuff with my legs 
right now.  You're the occupational therapist. 
          The fact is there's no real difference between 
those two professions, but they had different training 
programs and different licensing.  And we can't produce 
enough occupational therapists and enough physical 
therapists.  And to add to that, we have sonographers and 
we can't produce enough sonographers to treat rural 
Oregon. 
          We had a big fight in our last legislature 
about a modest proposal to give specifically trained 
psychologists the ability to prescribe psychotropic 
drugs.  It was a disaster.  There wasn't a single 
physician who thought it was a good idea. 
          But the fact is that may be the right answer or 
the wrong answer, but we're not going to get enough 
workforce certainly out into the rural areas or into the 
difficult urban areas if we don't find a way to cross-
train and cross-license people for doing tasks that in 
fact aren't all that hard.  I mean, it's just a matter of 
turf and history and everything else, and we'll never 
solve it going the way we're going now. 
          DR. BRODERICK:  Dr. Greenlick, thank you for 
that very provocative statement.  
          (Laughter.)  
          DR. GOLDBERG:  My last comment will be now you 
all need to have some sympathy for Judy because you see 
what she has to put up with in terms of all of us all the 
time.  So be nice to her.  
          (Laughter.) 
          DR. BRODERICK:  I want to thank you all for 
giving us your time.  I want to be mindful and courteous 
to you as well.  I know you have other events to attend. 
 Thank you so much, all four of you, for sharing with us 
this afternoon sort of what you're doing here. 
          I think you're right, Dr. Bates.  It is a 
microcosm of America, and the things that you confront 
here need to be confronted across this nation.  And we 
wish you the best in doing it.  It clearly is a 
laboratory, if you will, for the things that face us all. 
          So thank you very much for being with us and we 
greatly appreciate it.  
          (Applause.)  
          DR. BRODERICK:  If I could suggest -- we've 
been sitting here for three hours -- why don't we take a 
five-minute break.  Just get up quickly and come back.  
We still have a little bit to go before we break for 
lunch.  So I will look to start this session back up in 
five minutes.  
          (Recess.) 
          DR. BRODERICK:  We have a final session for 
this morning entitled "Children, Youth and Their 
Families:  A Conversation with Center and Office 
Directors."  We have Anna Marsh who is the Deputy 
Director of the Center for Mental Health Services; Fran 
Harding, the Director for the Center for Substance Abuse 
Prevention; Rich Kopanda, Deputy Director for the Center 
for Substance Abuse Treatment; and Pete Delany, the 
Director of the Office of Applied Studies, who will 
discuss that particular topic in the context of the work 
of their centers.  
          So, Dr. Marsh?  
          DR. MARSH:  Good afternoon.  I'm delighted to 
be with you today and I bring greetings from Katherine 
Power, the Director of the Center for Mental Health 
Services.   
          What I thought I'd do today is describe some of 
our major discretionary grant programs for children and 
youth.  I'll talk a little about performance outcomes for 
some of the programs, and then I'll mention an Institute 
of Medicine report on the prevention of mental, 
emotional, and behavioral disorders.  
          First, I'll talk about some of our programs 
that fund direct client services.  The first one is the 
Children's Mental Health Initiative, or CMHI.  These 
dollars amounts that I have here are annual amounts from 
fiscal 2009.  This program funds systems of care.  A 
system of care is a coordinated network of community-
based services and supports organized to meet the 
challenges of children and youth with serious mental 
health needs and their families.  
          Another associated program that we have is 
Circles of Care, a $2 million program annually, which 
supports American Indian and Alaska Native communities to 
develop infrastructure to provide mental health systems 
of care for children, youth, and families.  
          The next program is a brand new program called 
Healthy Transitions.  It was just started in fiscal 2009, 
$3 million annually, and we just awarded seven grants.  
This program is funding State and community partnerships 
to integrate services and supports for youth and young 
adults aged 16 to 25 with serious mental health 
conditions and their families. 
          Next, the National Child Traumatic Stress 
Network.  This is a national network to develop and 
promote effective community interventions for children, 
youth, and families exposed to a wide variety of 
traumatic events.  
          Next, I'll talk a little bit about our programs 
for prevention of mental illness and promotion of mental 
health.  
          The first one is Safe Schools, Healthy 
Students, $84 million annually.  This program funds local 
education agencies to create safe school environments, 
promote healthy childhood development, prevent youth 
violence, and prevent alcohol, tobacco, and other drug 
use.  The program is a collaboration among SAMHSA, the 
Department of Education, and the Department of Justice.  
In 2009, over 4,000 schools provided outreach to over 3.7 
million students and families through this program.  
          Next, we have the Garrett Lee Smith Youth 
Suicide Prevention program, about $35 million annually.  
This program funds institutions of higher education to 
prevent suicide and suicide attempts.  It helps States, 
tribes, and tribal organizations to develop and implement 
strategies for youth suicide prevention and early 
intervention. 
          In the campus program, over 1 million students 
and 2,500 faculty have been exposed to prevention 
materials and have subsequently demonstrated 
significantly greater awareness of suicide risk and 
prevention.  
          The State and tribal program has trained over 
114,000 teachers, police officers, mental health 
professionals, social service providers, advocates, 
coaches, and others who frequently interact with youth in 
crisis.  
          Next, we have Project LAUNCH, which is also a 
new program just begun in fiscal 2008.  LAUNCH stands for 
Linking Actions for Unmet Needs in Children's Mental 
Health.  And it addresses the age group 0 to 8 years.  
This program promotes the physical, social, emotional, 
cognitive, and behavioral health of young children from 
birth to age 8 in the context of healthy and safe and 
families and communities.  
          Next, I wanted to show you some of the outcome 
data that we have, the performance data, in our TRAC 
system.  TRAC stands for Transformation Accountability.  
This shows all of our discretionary grant programs that 
provide direct client services, but the ones I want to 
focus on today are the Children's Mental Health 
Initiative here and the National Children's Traumatic 
Stress Initiative here. 
          As you can see, all of the pairs of graphs look 
pretty similar across the programs, but what you see here 
is data on client functioning, which is the measure that 
we use to reduce morbidity from intake, which is the red 
bar, to a reassessment, which is the blue bar. 
          So as you can see here -- well, you can't 
because the writing is so small.  But in the Children's 
Mental Health Initiative program, which is right here, at 
intake 31 percent of the kids had positive functioning.  
At the most recent reassessment, 77 percent, the blue 
bar, had positive functioning.  So it went from 31 
percent to 77 percent. 
          And then with what we call NCTSI, the child 
traumatic stress, right here positive functioning went 
from 46 percent at intake to 76 percent at the most 
recent reassessment. 
          So we're quite pleased with these results for 
all of our client services programs.  
          I'll share with you some other results from our 
Children's Mental Health Initiative program.  These 
include reduced costs due to fewer days in inpatient 
care, decreased utilization of inpatient facilities, 
sustained mental health improvements, reduction of 
suicide attempts, improved school achievement, and 
substantial cost savings resulting from significant 
reductions in youth arrests.  
          Finally, I'd like to share with you just a 
little from a report that was published in March 2009 
that was produced by the Institute of Medicine on 
preventing mental, emotional, and behavioral disorders 
among young people.  And you have a briefing summary of 
it right here.  It was on the table for you.  I'll quote 
just two sentences from the report.  "A range of policies 
and practices that target young people with specific risk 
factors, promote positive emotional development, and 
build on family, school, and community resources have 
proven to be effective at reducing and preventing mental, 
emotional, and behavioral disorders.  Making use of the 
evidence-based interventions already at hand could 
potentially save billions of dollars by preventing or 
mitigating disorders that would otherwise require 
expensive treatment."  End of quote.  
          So this report provides an important mandate 
and impetus for our future prevention efforts.  
          Thank you very much.  
          DR. BRODERICK:  Thank you, Anna.  
          Next, Ms. Harding?  
          MS. HARDING:  Good morning.  I think it's still 
morning.  No.  Good afternoon.  Sorry.  
          I've been asked to update you on our programs 
that are servicing women -- or excuse me -- youth and 
families.  Women fit in that realm, but youth and 
families in general.  What I have for you going around 
the table now is an example of a picture of a State, 
particularly the State of Oregon, with all of these 
programs listed, so you get an idea of the nature of how 
a State can apply and receive all of these types of 
prevention programs, much of what we saw over the last 
two days.  
          As I'm talking, to save you a lot of time, if 
you go to the last page of our map, you'll be able to see 
all of them mapped out on the State of Oregon.  It's only 
meant, Judy, to use as an illustration.  I'm not trying 
to make a statement.  Actually you're doing very well, 
though.  
          First and foremost, outside of, of course, our 
SAPT block grants, substance abuse treatment and 
prevention block grant set-aside funds, we also fund the 
SPF/SIG, Strategic Prevention Framework grants, across 
the country.  We are up to 47 States that have a 
Strategic Prevention Framework grant, which is a 
significant accomplishment and one of the goals of SAMHSA 
for quite some time to have a SPF available to all States 
in the country.  We also have four Pacific jurisdictions 
that have a SPF and several tribes, approximately 15 as 
of last count. 
          So we're very happy about the supportive 
programming for the SPF.  It gives States the opportunity 
to build a community-based system around prevention 
services targeting the needs that their assessments are 
telling them to target rather than SAMHSA telling them 
what to target.  
          Our other significant program that you will not 
see particularly on this chart is our underage drinking 
programs.  We have a significant effort with the Justice 
Department to offer underage drinking grants throughout 
the country.  Part of the underage drinking monies -- and 
I'm specifically talking about OJJDP's Combatting 
Underage Drinking.  Part of the grants for underage 
drinking that SAMHSA works with are our STOP Acts.  You 
can see that the State of Oregon has three STOP Acts.  
          Another program that you've heard, for those of 
you who have been here for the last two days, is our 
Drug-Free Communities Program.  We manage this project in 
cooperation with the Office of National Drug Control 
Policy.  The State of Oregon has done very well to have 
29 of these particular programs, all in varying different 
years.  These are five-year grants which can be renewed 
for another five years.  Hopefully, we've seen, over the 
last couple of days, the significant impact that Drug-
Free Communities programs have had. When you meld this 
with the efforts of the States around the block grant 
dollars, programming targeting specific areas of need, 
overlay that with Drug-Free Communities, and looking at 
our STOP Act grantees, hopefully you'll see we're 
building a picture in each State of support for 
prevention services.  
          Going on to some of our discretionary programs, 
we have a large number of HIV/Substance Abuse Prevention 
grants.  And 39 percent of these grants in 2008 serviced 
young people under the age of 18.  I visited several of 
these programs over the past year, and they're both on 
college campus and in a community.  They're doing a great 
job in helping young people understand the connection 
with substance abuse and unsafe choices.  Traditionally 
when we talk about HIV and substance abuse, we 
immediately go to the connection of intravenous drug use 
and HIV status.  With these program dollars given to us 
by the Secretary of Health and Human Services, we are 
helping young people see the significance of their 
choices to drink primarily or when they're using drugs 
and the choices that are then made afterwards around 
sexual behavior. 
          The other grant that's not always known so much 
is our Young Adults in the Workplace Program.  Again, 
Oregon has -- I think you have one of these.  Yes, you do 
-- significantly been able to identify resources to work 
with us on in the workforce program.  These programs are 
working with young people in the workforce.  One of our 
priority areas is the age cohort of 18 to 25.  The low-
hanging fruit, as they say, in this cohort are the young 
people in higher education, significant problems on our 
college campuses with alcohol and substance abuse.  
However, larger proportion of our students are young 
people between the ages of 18 to 25 that are not on 
college campus.  Forty percent are on college campus.  I 
suspect that is a number in 2008.  We're expecting in 
future years that number may go down, and the majority of 
our other 18 to 25 cohort are either in the workplace or 
just trying to figure it out.  
          The other part of my update is to show you 
what's new, where are we going, and what are some of our 
innovative programs that we're looking at. 
          The most exciting in what's new is our follow-
up to our Strategic Prevention Framework.  We have now 
offered a new community-based funding opportunity called 
Partners for Success.  It's taking the success of a State 
who has completed a Strategic Prevention Framework period 
of time and incentivizing them to go even further into 
having performance measures, meeting those performance 
measures within the first three years of their grant.  
It's a five-year grant.  And then we will incentivize 
them with dollars to be able to expand that success in 
their State so they wouldn't have to come back.  
          This is somewhat of a demo program.  We just 
awarded four States these new grants, the State of 
Colorado, Illinois, Connecticut, and Kentucky.  These 
grants are $2.3 million, and again, they're for five 
years.  So we're watching very closely to see how these 
are going to change the system and bring the Strategic 
Prevention Framework to the next level.  
          The last and certainly not least is our fourth 
and possibly final SPF, Strategic Prevention Framework, 
cohort, cohort number 4.  We just awarded 25 grants a 
total of $38 million.  We still have a couple of States 
that we are going to be working with individually, if 
they are still interested in carrying out the Strategic 
Prevention Framework opportunity.  
          The rest of the time, we are working -- the 
newest focus for us.  We are working very closely, as Dr. 
Broderick mentioned earlier, with the Office of National 
Drug Control Policy.  We are all in the process of nine 
different Federal agencies working towards a national 
prevention system.  Stay tuned for more of what that is 
about.  It actually has been a very exciting, although 
labor-intensive project where we have been able to sit 
with our friends in the Federal government and really 
talk about the needs of prevention services across the 
country.  You can only imagine the debates that occurred 
around the table, but they've been very rich.  When you 
overlay the conversation which we just discussed with 
health reform onto how prevention programming can both 
fit into health reform and also raise prevention to a 
level where we can begin to see the impact, test the 
impact, evaluate the impact, and share it with 
communities so that we can begin to start raising the 
effectiveness.  
          And that is it.  I'll turn it over to Rick. 
          DR. BRODERICK:  Thank you, Fran.  
          Rich?  
          MR. KOPANDA:  Thanks, Rick. 
          I do have a handout.  Hopefully, you have this 
because otherwise it might be a little bit difficult to 
follow.  
          In thinking about the broad presentation and 
the phenomenal work that Oregon is doing in terms of 
looking at its entire health care picture for the future, 
it's a little bit disconcerting to look at one particular 
area of our discretionary grants here, which is on the 
first page -- we have about $47 million planned for 
children, youth, and families -- because to some degree, 
when we look at one area like this, it's kind of planned 
by committee rather than by design.  As kind of Rick was 
mentioning earlier, when we look at an area, we have a 
lot of different factors and different initiatives that 
play into what we end up with.  We have Congress and 
particular Senators have different interests, and we have 
the President supporting drug courts.  It ends up with a 
program array which looks a little bit different when put 
together this way.  
          But anyway, this represents about 10 percent of 
our discretionary grant portfolio, the programs that we 
have which are specifically targeted to children, youth, 
and families.  I looked at the entire discretionary grant 
portfolio and the number was only about 2 percent.  Then 
we took out Screening and Brief Intervention where we 
have a lot of clients go through that, and it ended up 
being about 6.2 percent of our portfolio.  It's fairly 
comparable to the block grant data.  Our block grant data 
show about 7.4 percent of the State funds across all the 
States are dedicated to children under age 17.  So our 
6.2 percent is about comparable to the 7.4 percent 
overall.  
          But for these programs, the top four programs 
are grant programs:  Pregnant and Postpartum Women; 
Assertive Lessons Family Treatment grants; Juvenile Drug 
Courts, which we've done in part in concert with the 
Robert Wood Johnson Foundation; and Family Dependency 
Courts, which is a new program for $5 million which 
represents the President's proposed growth for the year 
2010.  And we do believe those funds will be approved.  
          And the bottom two programs.  The National 
Center for Substance Abuse and Child Welfare we do in 
combination with the Administration for Children and 
Families.  That's kind of an ongoing contract. 
          And a large share of the funds go to technical 
assistance, overhead, and conference.  Most of that is 
technical assistance for the adolescent and family 
treatment grants.  I'll explain that in a minute.  
          The Pregnant and Postpartum Women program is a 
residential program.  The grants are fairly expensive.  
They're about $650,000 each.  There are 24 of them. 
          The Adolescent and Family Treatment grants are 
only about $275,000 each, much less expensive.  One 
reason for that is because a significant part of the 
training that goes into that program in technical 
assistance is related to their use of the GAIN assessment 
instrument, which they need to use right off the bat, and 
two basically best practices that they're required to 
use, Adolescent Community Reinforcement Approach, or the 
ACRA approach, and the Assertive Continuing Care model, 
ACC model.  So they are trained in those models and they 
must be certified in those models in order to continue to 
participate in the program.  
          Juvenile Drug Courts I had mentioned.  We have 
about eight grants, three of which are with Robert Wood 
Johnson Foundation.  We will be expanding collaborations 
with the Department of Justice in 2010 for that program, 
some of which will also continue to involve Robert Wood 
Johnson Foundation.   
          The Family Dependency Drug Courts, which will 
focus on the children of -- we might think of it as meth 
labs.  We've seen the meth lab data declined 
substantially here in Oregon.  There are still 
methamphetamine problems in many other parts of the 
country, and of course, all the meth doesn't come from 
the labs.  Some of it is imported.  But this will focus 
on the young victims.  So it will provide services to the 
children and also treatment for the parents of those who 
are affected by methamphetamine. 
          So what I wanted to do very briefly is go 
through the second page here.  I've compared the data 
here, and once again, these data are just presented as 
they are.  But they provide some interesting insights 
into the differences among the three grant programs which 
we're currently conducting, PPW, Adolescents, and the 
Juvenile Drug Courts.  
          In terms of the gender, PPW, of course, 100 
percent of the clients are female.  But for Adolescents 
and the Drug Courts, it ranges about 70 percent, which is 
more typical for treatment in the nation as a whole.  
There tends to be more treatment provided for men than 
women, although for our discretionary programs as a 
whole, the figure is about 51 percent.  So for those two 
programs, there tend to be more males than females. 
          In terms of the racial distribution, for the 
Pregnant and Postpartum Women, you see a higher 
percentage of white, 51 percent.  Of course, this is not, 
once again, by design.  These are the applications that 
come in that are approved, and when we aggregate it, 
these are the numbers we have.  They tend, once again, to 
be more similar among the Adolescents and the Juvenile 
Drug Courts where it's about 20 percent African American, 
about 35 percent white.  And our other category tends to 
be very high because, as a race, many Hispanic and Latino 
individuals consider themselves "other."  When we ask the 
question what's your ethnicity, we get a higher percent, 
and the highest percent is for the Juvenile Drug Courts.  
          Age range.  For the PPW program, you see the 
age pretty much corresponds to the parenting age with the 
highs being right around 25 to 34 -- 18 to 34 really.  
Adolescents, of course, the highest is 13 to 17, and also 
for Juvenile Drug Courts, the highest percent in the 13 
to 17 age range.  
          On the last page, just an interesting 
comparison of drugs used.  Pregnant and Postpartum Women 
again tend to be heavier into cocaine and methamphetamine 
use, more serious use.  Adolescent and Drug Courts, the 
highest in marijuana.  This is what we see in the 
aggregate data for all our discretionary grants.  The 
highest is marijuana; alcohol, second; and then a variety 
of other drugs of abuse after that. 
          The final information is the program outcomes, 
the six-month follow-up, what the data show in terms of 
the improvements.  In looking at the data, I have put in 
both the percent of showing each of those categories and 
also the percent improvement from intake to six-month 
follow-up.  But just keep in mind that the higher the 
percent, probably the less percent improvement you can 
really show.   
          So if you look at the PPW data, for example, no 
substance abuse, 91 percent at six-month follow-up, which 
is an 83 percent improvement.  That's excellent.  But you 
look at housing -- or we look at employment, 22 percent 
are employed, which is a very low figure, but there is a 
171 percent improvement.  So a substantial improvement 
but still a very, very low percentage.  
          Once again, it's more typical.  The Adolescents 
and the Juvenile Drug Courts are more comparable.  We see 
very good data in terms of substance use, arrest rates, 
pretty good data on employment, but it's really the 
housing.  We always have a difficult time with the 
housing.  We talked about homeless a little bit earlier. 
 Housing seems to be a difficult area to show a lot of 
improvement.  
          The last two areas, injection drug use and 
unprotected sexual contact, we see negative.  We only 
have them for the latter two programs, but the negatives 
there are actually a positive outcome because that 
represents a reduction in injection drug use of 32 
percent and a reduction in sexual contact.  
          So we're fairly pleased with the data from all 
these programs and the outcomes that we're seeing. 
          Future directions for our program.  Certainly 
increasing treatment options, better use of evidence-
based practices and treatment which is targeted 
specifically for pregnant and postpartum women or for 
families, family-directed programs, including targeted 
treatment within health care reform, and increasing 
screening and brief intervention options for those 
involved especially with the child welfare system and 
other places where families and children are approached 
through the variety of social and health care systems.  
          DR. BRODERICK:  Thank you, Rich.  
          Ken?  
          MR. STARK:  Just a quick question, Rich.  On 
the PPW, is the six-month follow-up six-month post 
discharge or six-month post admission?  
          MR. KOPANDA:  Six-month post admission.  
          MR. STARK:  So is the length of treatment in 
those residential PPW programs an average of six months? 
 Is that 18 percent number low because of the fact that a 
number of those women were still in the residential 
treatment program?  
          MR. KOPANDA:  I can't really tell you how long.  
          MR. STARK:  Okay.  It's something to look at, 
though.  
          MR. KOPANDA:  You're right.  That's a good 
point, that they're still probably in the residential 
program because they do stay in at least six months. 
          DR. BRODERICK:  Next I'd like to call on Dr. 
Delany.  
          Tom?  
          DR. KIRK:  Under the (inaudible) use, "other 
illegal," is prescription drug use?  
          MR. KOPANDA:  No, just illegal.  
          DR. DELANY:  So I've been asked to talk a 
little about the data on children and youth that we have 
within the large sets.  
          Our office is essentially -- we establish the 
empirical foundation for prevention, wellness, treatment, 
and recovery.  So what I'm going to try to do is kind of 
breeze through, ask a few questions, then try to answer 
them before you ask me extra questions.  
          So the major data systems that we run are the 
National Survey on Drug Use and Health, the Drug Abuse 
Warning Network, and the Drug and Alcohol Services 
Information System, which is actually three separate 
surveys.  
          So why do we collect data?  Well, it's 
expensive to collect.  It's expensive to analyze, and 
it's no guarantee you're going to get there, but 
hopefully by the end of this, I'm going to show you some 
things that we're doing differently that are going to 
say, well, okay, maybe it's worthwhile.  
          So there are a couple of ways to collect data 
on youth.  One is to go directly to the youth and ask 
them questions.  The other is indirect observations or 
ask questions of their parents.  
          So direct questions really require that we go 
through an informed consent and children and youth cannot 
legally give consent.  Therefore, we have to get parents 
and guardians involved, and it can be either passive or 
active.  In our case, we use active.  MTF uses more of a 
passive where they go into the schools.  
          So some of the indirect you ask knowledgeable 
others, parents, teachers, or administrative records.  
DASIS and DAWN technically are indirect.  They're going 
through administrative records.  
          Of the 67,000 -- it's almost to 68,000 now -- 
people who are interviewed each year, about one-third, or 
22,000, are between the ages of 12 and 17.  The youth 
receive the same questionnaires as the adults, but we 
also have a number of extra modules on risk and 
protective factors.  So how many youth started using 
marijuana, the experience of major depressive episodes, 
you know, some of the preventive issues we look at in 
terms of how risky do they believe binge drinking is or 
other types of risky behaviors.  
          We look at some indirect questions in terms of 
what's the relationship between substance use of the 
parent and the guardian because we have some pair sets 
now, and we now have enough years of data that we can 
make it because, you know, when you have 22 and you have 
a smaller set of pairs, you have to get a few years of 
data before you can actually pull it up to say, well, 
that actually means something. 
          So we recently started looking at other 
questions like does depression of the parent correlate 
with depression of the youth.  We also just have a study 
coming out looking at the depression of the parent and 
the use of different substances, which I think we are 
just about ready to turn out. 
          How many women use illicit drugs before, 
during, after pregnancy?  We just came out with this.  We 
basically found that the message is getting out. Women 
are cutting down after they know they become pregnant.  
During the second and third trimester, it goes way down, 
but about within 30 days, it's pretty much back up to 
where it was.  So we're not doing very good on that.  So 
that's the kind of things that we -- this is the 
pinpoint.  There's the gap there.  We do well getting 
them to stop, but we forgot to tell them to stay stopped.  
          What's the correlation between substance abuse 
and mental health disorders between siblings?  We're 
beginning to be able to do that now.  We have enough 
data.  
          So we have the full file, which is a restricted 
file that we work from.  We have public use.  We have 
paired weights and sibling files.  We're working on 
creating greater access for other sets as we move 
forward.  
          Let me go through treatment.  TEDS.  We have 
about 1.8 million records since '92 which cover most 
admissions from treatment facilities using public funds. 
 The majority of discharges -- we now have enough data 
that we have a public use file on discharges.  They're 
publicly available and linked admission file.  Actually 
since we wrote that, I think that's actually hit the -- 
when I first was working with this, this is now out. 
          The administrative data set is collected by the 
facilities, assembled by the States, and sent to SAMHSA. 
 This is a voluntary data system that we've been working 
with for a number of years.  
          The information on children and youth is 
indirect and taken from the administrative data sets.  
And we cover regardless of age of admission.  
          So let me kind of bang through this and look at 
some of the things that we have.  In terms of, for 
example, looking at admissions for substance abuse for 
ages 11 and under by primary drug, we have people in 
adult facilities quite young, we're finding out, and 
we're going to be doing a report pretty soon about that.  
          When you look at the number of 11 and under by 
gender, you see about 3,000 admissions per year again, as 
Rich Kopanda had pointed out, primarily males. 
          DAWN, which the emergency room and also the 
coroner's ME, but I'm going to focus on emergency room.  
These are essentially administrative data sets, and we 
cover 12 major metropolitan areas and also a national 
panel of hospitals.  We will look at misuse of drugs, 
licit and illicit, and alcohol when the patient is under 
21. 
          I'm going to skip past that. 
          I think the key point here is that in 2007 for 
children 0 to 5, there were an estimated 65,000 ED visits 
involving accidental ingestion of drugs.  In 2007, 6 to 
11, there were 2,074 ED visits for ingestion of drugs.  
6,200 ED visits involving drug use and abuse for 0 to 5 
and 5,800 for 6 to 11.  We're currently trying to get 
that data out. 
          So there is a lot of data.  We're moving very 
quickly to get more of it out.  
          A couple of things that I want to talk about.  
So it's expensive.  It costs a lot, and what do we do 
with it? 
          One of the things that we have done recently 
that I want to point out, if I can bring it up, people 
are saying, well, it's hard to look at all that data from 
the State reports because it's a big, thick report.  
We're good at putting those together.  We're better now 
at putting them into smaller chunks.  The States in Brief 
has come out.  What's really cool is that within another 
month, we will have the Adolescents States in Brief.  So 
we take all the State data for all the adolescents.  
Larke is happy.  At least we've made one person happy.  
But what this does is it breaks it down 12 and up from 
all of our data sets, and we're beginning to pull them 
all together.  And then the adolescents will do it.  
          Well, the other thing is that we have to do 
better.  We're doing more now.  This is the Oregon 
report, by the way.  At least, I hope.  Yes, it is 
Oregon.  What we have is we've got two years.  We're 
about to update with this year's State report which we'll 
have three State report components together looking at 
trends.  So we'll pull out the trends for you and put 
some verbiage around so we can understand it.  
          The other one, the adolescent, is going to be 
doing the same.  It's just going to take 12 to 17 and 
look at that.  
          We're also looking at doing an 18 to 25 report 
on the State.   
          So we're going to break it down to usable 
chunks for you.  The only trouble is if I don't burn out 
Dr. Lewis, who is the lead scientist on these reports. 
          But more than that, we're also chunking out 
reports on kids.  We're about to put out one of our 
treatment reports.  We found that the level of available 
child care in treatment is just kind of going down very 
quickly.  So we're looking across a number of different 
avenues.  We're also breaking out by -- and this might 
answer a question, Marvin.  We're taking specific health 
disparity components.  So we're going to be looking at 
African American women, African American men, looking at 
Hispanic men, Hispanic women, and we're just going to 
look at their things.  So we'll have a series of short 
reports on each of those issues, breaking out some of the 
major problems.  
          We also are going to come out -- okay, we can 
do community.  We're going to come up with a new report 
that is going to come out in January at the Conference of 
Mayors, if we can get it all coordinated.  We'll have 25 
metro reports.  Multnomah County I just found out is 
finished.  It won't come out till January because we have 
to get them all cleared downtown.  We will take literally 
all three data sets, NSDUH, DAWN, and the DASIS sets to 
look at something not exactly like this because when you 
drill down, we get to a point where not all the variables 
actually work.  So we have to take the ones that we can 
use.  We also have to be careful.  When we get down too 
far, you might identify a few people.  So we're very 
careful about which variables we're going to play with.  
But each county will be a little different based on the 
data that we came up with.  
          So we have 25 metro reports, and then as we 
beef up our analytic capacity over the next couple years, 
we're going to hire a couple of survey methodologists who 
will actually go down and help us find new communities 
rather than the ones that have been picked out.  So we 
can actually go down further for a number of them, and we 
will be breaking it out by kids.  The thing is we have to 
get enough number of counties or communities involved in 
this because, again, if you don't have enough counties, 
you don't have enough kids to count and you can't really 
find any distinct differences.  
          Beyond that, we're also working with NASADAD 
and NASMHPD and CADCA to talk about some different ways 
that we might mess with the data to find things that help 
States and communities actually use the data to help them 
drive policy and programming.   
          I guess the last couple of things I want to 
talk about is we just signed our DASIS contract for 
another seven years.  One of the components that -- we're 
returning to are regional data meetings where we will be 
working, and I'm hoping to bring in my colleagues from 
the centers to go out and talk about regional data 
issues, because these really are regional issues, and 
identify where there are problems with the data.  How do 
we make sure that the data comes out to the point where 
it's again useful?  How do we help look at markers?  
          And then the final thing I want to talk about 
that's related to this is we're starting to think about 
abstinence differently.  We're looking at the way we've 
defined it and how does it actually move.  And we're 
trying to find out why that doesn't really move once 
things happen because it tends to be static.  
          And based on that working with some of our 
colleagues in CSAT, we're also looking at can we create a 
recovery measure.  So can we have a thing that will 
actually be sensitive enough that if we see progress 
rather than this kind of gross measure of you either are 
or you aren't, but how do start measuring progress too?  
          So those are some of the things we're doing 
that overlay both with adults and young adults and with 
children.  So that's where we are.  
          If you have any questions over time, if you 
have feedback, we're in the middle of the redesign phase, 
hopefully, for 2013.  So I'll take all questions about 
that.  Thanks.  
          DR. BRODERICK:  Thank you, Pete.  
          Let's take a few questions now, and if there 
are extensive questions for the centers or for OAS, we 
can defer them to the council discussion.  So a couple of 
questions.  Judy?  
          MS. CUSHING:  I just had a question for Pete 
about the State reports.  Are those coming to the States 
electronically or in print so that we can share with -- 
          DR. DELANY:  It's a Web report.  So they're on 
there now.  
          MS. CUSHING:  They're on there now.  
          DR. DELANY:  They're up and running.  
          MS. CUSHING:  And then the city reports will be 
the same way?  Can you let the council members know when 
those are available?  
          DR. DELANY:  Yes.  
          MS. CUSHING:  Okay, great.  
          DR. DELANY:  The State reports we kind of 
pushed through with NASADAD.  But they're there, and when 
the metro reports are ready to go up, I'll let council 
know when they're ready to go.  
          MS. CUSHING:  Okay, great.  
          DR. BRODERICK:  Cynthia?  
          MS. WAINSCOTT:  Rather than a question, a 
statement of deep yearning for more information about 
children with mental illness.  A deep yearning.  
          MS. MARSH:  One of the things Pete didn't 
mention is there's been a lot of additional collaboration 
between CMHS and his office, the Office of Applied 
Studies, over the past few years.  One aspect to this is 
an enhanced mental health module in the National Survey 
on Drug Use and Health, which recently resulted in some 
very useful information.  For the first time, we have 
national estimates -- for age 18 and older, we now have 
national estimates of the incidence and prevalence of 
serious mental illness and also some very interesting 
data on suicide ideation, suicide attempts, including 
showing that in the general population, .5 percent of 
those 18 and older reported having attempted suicide in 
the past year.  .5 percent.  So it's 1 out of 200 people 
aged 18 and older.  
          The other side of that is that we had a few 
years ago an expert panel come in and advise SAMHSA on 
what to do to improve our prevalence estimates nationally 
for mental illness.  They advised and we decided to go 
with NSDUH for those 12 and older and to work with CDC in 
the National Health Interview Schedule for -- Survey, 
NHIS, for those under 12.  So we're starting to work with 
NHIS to get a module in there for national incidence and 
prevalence of mental illness among those 0 through 11.  
          MS. WAINSCOTT:  I'm lost in some of the 
acronyms, but I think I understand that we're hitching 
onto some of the things that are already happening with 
substance abuse.  I think that is a lesson to us that 
that's how we're doing it, and we just need to think 
about that a little bit.  
          And the other comment -- and this is way too 
much to get into now, but just let me reflect that when 
we talk about care and treatment for children with mental 
illness and their families, we tend to go to the severe 
end as we are, it sounds like, in some of this data.  And 
that's important to do, but we've got to get to the place 
where we're looking at the early stuff or we're never 
going to have an end to the supply of desperately sick 
kids.  
          Thank you for that update, Anna.  
          DR. BRODERICK:  Okay.  Thank you very much.  If 
I could -- Flo, do you have a question?  
          MS. STEIN:  I had one.  Isn't Project LAUNCH 
going to start really looking at those very young 
children?  
          MS. MARSH:  It's looking at very young kids.  
It's not getting national data.  
          MS. STEIN:  It's the beginning of developing 
that.  
          And then I was going to ask Richard.  You're 
just ending a pretty big adolescent substance abuse 
initiative, and I was going to really watch the data and 
see what happens because that's how we do adolescent 
treatment.  We fund it and then it goes away and we fund 
it about 10 years later and then goes away.  We mostly 
have a pretty weak national system for kids. 
          MR. KOPANDA:  Do you mean the adolescent 
treatment grants?  
          MS. STEIN:  Yes.  
          MR. KOPANDA:  We will have a new cohort coming 
up next year.  
          MS. STEIN:  Oh, good.  
          MR. KOPANDA:  Yes.  As you see in the table 
here, we've got a slight increase.  
          MS. STEIN:  At one time, were we not going to 
get any and then you guys fixed that?  Oh, that's good. 
          MR. KOPANDA:  We're in the process of 
developing the RFA right now.  
          MS. STEIN:  Great.  Thanks.  
          DR. BRODERICK:  Thank you.  
          Let's adjourn for lunch.  If we can return at 
2:00 p.m., we'll get started with our afternoon session. 
 If I could ask you to be here promptly.  We have two 
guests who will be with us.  So we'll be seated and start 
at 2:00.  Thank you very much.  
          (Whereupon, at 12:55 p.m., the meeting was 
recessed, to reconvene at 2:00 p.m., this same day.) 
                   AFTERNOON SESSION 
          DR. BRODERICK:  All right.  We'll go ahead and 
get started with the first session for this afternoon.  
We have two guests with us.  The session is entitled 
"Substance Use and Mental Health Services for Youth and 
Their Families:  A Juvenile Justice Perspective."  And 
with us today are two guests:  Judge Darling and Dr. 
Nissen.  Thank you for joining us today. 
          Their bios are in your book, and so I will 
suspend with reading those, if you don't mind, ladies, 
and we'll just turn it right over to you to begin our 
session.  Judge Darling or Dr. Nissen?  
          DR. NISSEN:  Good afternoon and welcome, 
everybody, to Portland, home sweet home.  This is very 
exciting to do a national presentation and have no 
airplanes.   
          (Laughter.)  
          DR. NISSEN:  I know there are many in your 
lives, but for once, I got to sit at home and do a 
national presentation.  
          I'm thrilled to have the chance to share with 
you a huge part of my life for the last 11 years now, 
which is the Robert Wood Johnson Foundation initiative 
called Reclaiming Futures.  I'm going to take 10-15 
minutes and do my overview, describe what we've been up 
against, what we've accomplished, and what our plans are 
for the future, and then transition to Judge Darling who 
is going to share with you, from a judicial perspective, 
our work and some of her own work.  
          The story of Reclaiming Futures goes back about 
10 years, and the Robert Wood Johnson Foundation, as you 
know, having a long, dedicated history to trying to deal 
with drug and alcohol abuse as a primary health care 
issue in the United States.  When we came on the playing 
field, they were very passionate and interested about 
adolescent substance abuse issues, and if you are focused 
on that issue, you end up in the juvenile justice system. 
 That's where it leads you because by default the 
juvenile justice system has become the number one service 
delivery system for substance abuse services post 
prevention in the United States.  
          Substance abuse at that time -- and it has not 
changed very much -- was associated with triple digit 
increases in admits into the juvenile justice system, and 
in some parts of the country, it was upwards of 300 and 
400 percent increases in admits among youth of color.  
There was no consistent system in place to deal with 
this, no standard of care, if you will.  We like to 
observe, you know, 10 years ago when we first started 
out, if a young person came into the juvenile justice 
system with two broken legs, that would be addressed 
before much else happened.  But the fact that they might 
have a substance abuse or mental health issue was often 
overlooked and care around that issue was ignored.  
          It costs between $40,000 to $80,000 a year to 
incarcerate versus $5,000 to $6,000 a year to treat with 
a better outcome.  
          Also over the last 10 years, we've had an 
astounding amount of evidence-based treatments sort of 
enter the treatment world focused on outcomes with young 
people.  So we know more now than at any other point in 
the history of the substance abuse field about what works 
with treatment in kids, but sadly, we're not able to use 
a lot of those models to scale because we simply haven't 
scaled up the training, the capacity of the individual 
treatment programs to be able to address those issues.  
And that includes such things as salaries and technology 
transfer, infrastructure, et cetera, all of which I think 
-- you know, training is available.  The research is 
available, but really getting it to scale has been 
compromised.  
          And then finally, communities themselves, when 
we entered the playing field, have felt very distant from 
this issue.  So we did a lot of media analysis.  We 
looked at content analysis of major urban news coverage 
of this issue, substance abuse among young people, 
substance abuse within the juvenile justice system, and 
just a plethora of, as you can imagine, negative stories 
with no positive outcomes, no positive association with 
treatment or covering the research, et cetera.  
          So, obviously, communities are left to feel 
that, A, if kids get caught and get thrown into the 
juvenile justice system, they probably get help, and if 
they don't take advantage of that help, that just shows 
that they're even worse kids, with very little 
understanding that most of the time help is not there and 
it's not there in the community either anywhere near 
enough, and that as dedicated as our prevention efforts 
are, some kids are simply not benefitting from holes in 
the prevention system or the reality of just risks that 
overwhelm the resiliency that we're trying so hard to 
build.  
          So we started with three driving questions.  We 
gathered many experts around the United States with the 
foundation's support, and we asked three questions.  What 
do kids who are using substances and engaged in the 
juvenile justice system need to be successful?  What do 
systems look like if they're able to provide those 
things?  And then what does it take to move the system in 
that direction basically?  
          We evolved to a basic model and essentially 
endeavored to set a standard of care on this issue where 
there was none, but basically really building upon the 
recovery management movement and the system of care 
movement, but specifically developed to be anchored in 
the juvenile justice system.  It came down to three 
items.  We need more treatment.  We need that treatment 
to be better because just having more of adult-focused 
treatment isn't the answer.  What we need is treatment 
that's really tailored to the needs of kids and a diverse 
group of kids.  And then we need to move beyond 
treatment, which is really where the recovery management 
comes into play.  We need transitional services, what 
used to be called many years ago after-care services.  
Obviously, we're way past that.  
          It includes such things as positive youth 
development options, really linking gains we make in 
treatment to positive opportunities and building a 
positive community capacity.  That often means reaching 
out to the community and asking for their assistance in 
ways that we don't usually do from a juvenile justice or 
a treatment perspective, saying we need some place for 
kids to practice being the better people they're trying 
to be.  And that can only happen if the community 
welcomes that process.  
          So we started with 10 original sites 10 years 
ago.  We were funded to do a five-year demonstration so 
that those 10 sites could essentially build this from 
scratch, essentially have the chance to reinvent the way 
this issue was dealt with in the United States.  We are 
grown to 26 sites in States and tribes around the United 
States, and we have learned a lot of things. 
          I have a packet for you that on the left side 
kind of shows what Reclaiming Futures sites do and how 
they operate, and there is also an overview of the 
communities that are involved, all of them, so you can 
get a sense.  There are only 23 on here because three are 
about to be announced but have not yet been announced.  
          During that time, we have -- and this was a 
pretty amazing and wonderful thing to have happen.  About 
three years ago, we were invited by OJJDP and CSAT to 
partner with them.  So the Robert Wood Johnson Foundation 
partnered with CSAT and OJJDP to pilot an additional 
variation of the Reclaiming Futures model which was to 
provide an enhanced juvenile drug court framework.  The 
idea is that there are about 300 juvenile drug courts 
working in the United States.  There is a preliminary 
sort of foundation training that's available for them, 
but very little in the way of advanced training and 
development opportunities. 
          So we are currently in the midst of a pilot.  
We're two years into one pilot and again about to start 
three new sites, which will be announced just in the next 
couple weeks.  But I'm not at liberty to speak of their 
names yet.  It happens when you're going through all of 
those Federal clearance processes.  
          The idea is a very important one, a very timely 
one, and a place where we feel like our influence and our 
information or lessons learned can be very helpful 
because we do believe drug courts are a fantastic option 
for communities to use to deal with the issue of 
substance abuse in both the juvenile and the adult 
system. 
          We like to say that Reclaiming Futures is sort 
of drug court squared when people hear about our model, 
which essentially consists of six steps that every 
juvenile justice system needs to basically go through.  
They need to develop systems to screen and assess youth 
appropriately with appropriate evidence-based tools that 
are both developmentally and culturally relevant.  They 
need to involve families in that process as well.  They 
need to coordinate care across and between disparate 
human service and justice systems that are frequently 
involved in a young person's life.  The typical young 
person we deal with has three to six systems involved in 
their life:  child welfare, education, health, mental 
health, substance abuse systems, et cetera.  And then 
they need to really monitor that kids are, in fact, 
making it to treatment, engaging with treatment, and 
completing treatment that is of a much higher standard 
than, unfortunately, is allowed to occur in many places 
around the country.  So again, improving that quality.  
And then follow-up with the transitional care.  
          The juvenile drug court has several of those 
elements, but again, we're taking it to that next level. 
 We're looking at really systemic reforms.  For example, 
a juvenile drug court has a passion for treatment.  No 
doubt about it.  You have to have a treatment partner in 
order to have a successful drug court.  But unless you 
have enough treatment, unless you have the right kind of 
treatment, unless you have policies that really allow the 
justice and the treatment worlds to work together, your 
drug court infrastructure is not going to be adequate to 
meet the needs.  
          As promising as this approach is, I want to say 
that we do not believe the drug court is the only place 
kids in the system are that have this issue.  One of the 
issues that we've been up against in several of our sites 
is they have a drug court infrastructure and they're 
using it to deal with these particular young people, but 
it is important to say that there are many, many, many 
other kids in the system who, for one reason or another, 
are screened away from juvenile drug courts.  They simply 
don't have access either because of capacity, because of 
the nature of their offenses, et cetera, and they need 
access to quality care as well.  Again, I take you back 
to the figure of $3,000 to $6,000 to treat versus 
anywhere from $40,000 to $80,000 a year to incarcerate. 
          So we couldn't do what we've done without the 
passionate dedication and leadership of treatment 
providers, juvenile justice providers, community leaders, 
and our judges who have sort of led the charge locally 
and also nationally to continue to bring attention to 
this issue, to show that a solution is possible.  We had 
a national evaluation done by the Urban Institute which 
showed that it really is possible to pull this kind of 
systemic reform together.  Our intention now is to make 
this available to every community in the United States 
that wants access to it. 
          So with that, I think I'll turn it over to 
Judge Darling and invite her to chime in.  
          JUDGE DARLING:  Well, I've got lots of good 
ideas about what I'd like to say following up on these 
comments.  The problem is to figure out where to start 
with all the thoughts in my head. 
          I appreciate very much being here, and when I 
look around at who is here listening, I kind of got 
scared for a moment, but I'll get over that.  
          When I ask most of my judicial friends why they 
become judges, what might you figure is their answer?  I 
will tell you it is not the pay.  It certainly is not how 
the press treats you.  But what might you think the 
average judge says about why they came to the profession? 
          PARTICIPANT:  To help people.  
          JUDGE DARLING:  Yes, to help people.  Now, that 
seems rather foolish when you consider the work we do.  
How is it helpful to put you in jail?  How is it helpful 
to put you in a correctional facility?  How is it helpful 
to tell you do or do not have custody for your children? 
 How is it helpful to tell you that somebody lied to you 
and you're not going to win your lawsuit?  It's not 
helpful at all.  Yet, we keep going to work every day 
hoping that because of what we do and what we say in our 
courtrooms, we're going to make a difference in 
somebody's life.  
          I've been trying for 14 years and the only 
place I found any success whatsoever at having an impact 
on somebody's life is in juvenile court.  Whether it's my 
delinquency caseload or my dependency caseload, judges in 
these systems have a profound ability to effectuate 
change in a very short period of time.  Once you realize 
that, you're hit in the face with the true power that you 
do hold, that in fact the things we say in our courtroom 
can motivate people to change, they can motivate people 
to get angry, they can motivate systems to change, and 
the power that we have to call folks together to say, 
wait a minute, we have a big problem and we need to sit 
down and solve it and to be the chairman of this all, in 
fact, happens daily.  And most juvenile judges are being 
trained by the National Council of Juvenile Family Court 
Judges to do just that.  And we're being taught that the 
starfish theory is alive and well and we can save our 
world one child at a time.  
          So in my 13 years of juvenile court, I have 
found that there are some goods that we need to continue 
on and some changes that we need to make, and I'd like to 
share just my thoughts.  I do not speak for the bench in 
Clackamas County.  I do not speak for the Oregon Judicial 
Department.  I don't speak for judges across the world.  
I speak but for me from my dim little view there in 
Oregon City.  And here's what I'd like to say.  
          I've come to the conclusion, after 13 years, 
that if we took children out of the juvenile court system 
and focused our efforts on the families in which they 
live, we'd probably have greater success.  I'm telling 
you nothing you don't know, but maybe in different words.  
          Long ago, I gave up "fix the kids, send them 
home, all is well."  You can't do that.  You must fix the 
family in which the child lives.  Very few children have 
been helped by being taken away from their families.  
Very few children in my career have been motivated by "if 
you don't behave, you can't stay home."  What a silly way 
to approach children in motivating them to learn to 
manage the dysfunctional world they're often in.  
          The darkest day in my career -- and it's 
happened several times -- is when I have to send a child 
to a correctional facility who shouldn't be there because 
there's nowhere else for him or her to go.  And while 
it's happening less, because I've come to the place 
"better just to cut loose than to do that to some of 
these children," it still happens.  
          Dusty would be my most recent one.  Dusty and I 
met -- I came to the bench in '95.  I started doing 
juvenile in '96.  Dusty is 19.  So if we do our math, 
what was he?  5?  He was one of my first few cases.  
Dysfunctional family.  We ended up terminating his 
parental rights, as his sister's.  She was 3.  He was 5. 
 Those of you who work in child welfare know the dynamic 
here.  Dusty was her caretaker.  He had cared for her for 
years when the parents didn't do it.  Placed them for 
adoption and Dusty couldn't attach to the new parents.  
His sister did, however.  So they gave him back to us and 
said we don't want him but we'll keep the sister.  
          Well, Dusty's reaction to that wasn't 
particularly good.  And while we have kept him trying to 
find an adoptive home for a long time, we've not been 
successful because Dusty has acted out.  He's been in 
multiple placements, foster home after foster home, some 
great, some not.  He finally found an appropriate foster 
home and he did what every kid does when you're afraid 
because you like them, you test limits.  And Dusty acted 
out sexually at the age of 12 against another 11-year-old 
boy in the home.  I suppose some part of it was 
consensual, but nonetheless, it violated the law, and he 
was prosecuted as a sex offender. 
          We put him in a residential program.  He had 
some success.  We moved him on and he had some more 
success, and then he started to have failure. 
          We tried to find his biological family because 
at this point he's a terminated child.  No parents of any 
kind and no family that cares about him.  He's the kid in 
every residential program.  When the holidays come around 
and the kids go with their families, he's sitting there 
waiting.  He's the only one in every program he's in.  He 
doesn't handle that particularly well.  He's not stupid. 
 He's got an average to above average IQ, but he's got an 
inability to understand why nobody cares about him in his 
world. 
          We found his biological father who wasn't 
interested.  We found his biological mother who came to 
visit him for a year, got him all lit up that it was 
going to be okay, and then one night she moved and never 
came back.  
          Dusty began to act out again.  He's now 18 and 
a half.  He has graduated high school, and I went to his 
graduation.  He has not offended in any way or broken any 
law in any way.  And he can get out of my system if he 
can find a job.  Well, what do you suppose this kid's 
skill level is in finding a job?  Not great, and his 
anxiety overcomes him and he runs away and he doesn't 
come back for a while.  He turns to drugs because he's 
had comfort in it for a while, and finally after a week 
of being on the streets and I'm sure being hurt by 
others, he comes back and says, I can't care for myself 
anymore.  
          The only people that show up at anything he 
ever does is me, his CASA, his defense attorney.  We're 
the three people he gave his high school graduation 
invitations to.  Now, that's really kind of sad when you 
think about it.  
          So here's Dusty on my doorstep again because 
he's violated his probation.  He's 18 and a half.  He has 
no job skills.  He has no family of any kind.  There was 
no foster home willing to take him because he's a sex 
offender, and no program will take him because he isn't 
going to be successful.  And my option is to put him on 
the street and pray that he finds somewhere to live or to 
send him to a correctional facility.  Well, I sent him to 
a correctional facility because at least I know he would 
have a place to sleep, food, and treatment.  
          But when I think about Dusty, who I've been 
thinking about for many years, I think this is not right 
and this is a failure of our system.  
          So then I got back to, okay, there's our 
failure.  What's our win?  Reasonable, caring adults.  
This child had none other than CASA.  We called his 
mother and he said -- does everybody know what CASAs are? 
 Court-appointed special advocates, volunteers in the 
community trained to advocate for children in the foster 
care system, the greatest invention in juvenile court for 
my money, the best assist to judges. 
          His CASA is the one he sent Mother's Day cards 
to.  His CASA was always there when no one else was.  
He'd act out, he told me, just to come to court to see me 
again because he thought I cared about him. And we'd get 
together every couple of months.  When I figured out what 
was going on, I told his case worker, just set Dusty up 
to come in every 90 days.  Tell him he doesn't have to 
act bad.  Just bring him in and we'll chat.  And once I 
started to do that, we started to talk to him and listen. 
 What do you need?  What does a kid, alone in the world, 
really need?  And he started to tell us, and we listened. 
 But we couldn't find the tools that he needed quick 
enough because he couldn't wait anymore.  
          So my Dusty lessons are there shouldn't be any 
more Dustys of any kind anywhere, and how could we have 
helped him better.  We kept sticking him in available 
programs.  We never stuck him in the right program the 
first time.  We stuck him in the available one.  And then 
we said here's the traditional way we treat you and when 
you reach our benchmarks, you'll be fine.  And then we 
had nowhere for him to go afterwards. 
          It was no surprise to me that the only comfort 
he found was with marijuana.  It was readily available.  
The people that gave it to him would socialize with him. 
 They made him feel important.  But he wasn't a drug 
addict.  He wasn't a drug user really.  It was his 
comfort zone.  
          So my Dusty lesson that I would like to say is 
we have families hurting more than ever before in our 
society and we need to help them.  We need to partner.  
The juvenile justice system and the child welfare system 
must join hands and wrap themselves around these 
children.  We can no longer have the "not my kid, not my 
kid."  It would be "our kid."  We have to break down the 
silos in the mental health systems that say you can 
either be an addict or you can have mental health 
problems or you can be physically ill, but you can't be 
all those things.  I've never found a kid in my system 
that wasn't all those things.  It was a hurting kid.  
Typically his drug use was not his issue.  It was his 
response, if not his symptom, but never his issue, or 
hers.  We have to listen to the trauma that these 
children have been through and address that.  It's no 
more what you do.  It's what happened to you, and how can 
we get you past it? 
          We're not paying attention to our girls.  Girls 
are really different.  I don't have hardly any decent 
treatment programs for girls. 
          And we're failing badly our families of other 
languages and other cultures.  Many of my kids can't get 
into my drug court program if they don't speak English.  
I live in a community that's -- what -- 30 percent 
Hispanic, and I can't speak to them.  I don't speak 
Spanish.  They don't speak English.  Why should these 
kids not be in my program?  
          What I think you all know, because you're here, 
is it's all the other stuff that we need to put around 
kids.  These families and these kids have faced failure 
after failure after failure, and my mission as a judge 
early on was to stop saying you did wrong, spank, spank. 
 And it was what do you need to do to get out of here.  
What do you need to do to succeed? 
          They have the privilege of being under court 
supervision as a result of court violation, and they have 
a full expectation that they will succeed.  And when they 
succeed, we get out and we praise them for their success. 
 I learned with my domestic violence caseload that if I 
had these guys come back in 30 days and the work was done 
and I thanked them, which we don't do very often in the 
judicial system, say thank you, because it is the 
successful ones that allow us to keep going, not the 
failure.  Oh, my God, if they all said, we ain't doing 
it, where would our system be?  And once you thank people 
and appreciate them and honor their successes, the rest 
of the case gets easy.  
          I learned in traffic court back in 1987 my 
first day on the bench, as I walked into Lake Oswego 
Municipal Court and I had 150 people in my courtroom with 
traffic tickets and I had 45 minutes to get it done, what 
if they all wanted a trial.  I'm done.  
          (Laughter.)  
          JUDGE DARLING:  I needed them to say I made a 
mistake, what do I have to do, and get out quickly. 
          And that's what we need with our kids.  I made 
a mistake.  Why did you make that mistake?  How can we 
help you?  And get out quickly. 
          There's a very small segment of my population 
that's truly dangerous that deserves to be locked up.  
The vast majority of these kids are like mine and the 
only difference I believe between my teenagers, which I 
have, and their friends who come to my house in trouble 
is luck and the right thing happened and at the right 
time.  
          That, I guess, other than to say we judges want 
to be part of the solution.  We want to help you.  We 
want to be at the table.  We've been asked to solve 
society's problems and we can't.  But we sure as heck 
could be part of the discussion.  
          And if my vision could be accomplished, there 
wouldn't be problem-solving courts because that's court. 
 Why do we put this problem-solving label on it?  Do you 
know anybody that comes to court that doesn't have a 
problem?  The adoptions possibly are the only thing I do 
that doesn't have a problem or the weddings.  I do 
weddings too.  But everybody in my courtroom has a 
problem of some kind.  So I would say we get away from 
solving problems and calling court problem-solving.  
Court needs to be court, but in the same vein, court 
needs to be part of the solution of the community that's 
brought this problem to our door.  And our children, of 
course, are my passion.  
          I have tons more I could say, but I've 
exhausted your attention span I'm sure and would rather 
be open to questions.  
          DR. BRODERICK:  Thank you both. 
          At this point, I'll turn to the council for any 
questions that you might have.  
          (No response.)  
          JUDGE DARLING:  Oh, we're really good.  
          (Laughter.)  
          MS. CUSHING:  Judge Darling, is Reclaiming 
Futures a part of your court system in Clackamas County?  
          JUDGE DARLING:  Formally, no.  But having 
spoken at great length to the doctor, informally yes.  I 
have been trained well by others, including by juvenile 
department that's strength-based, tomorrow is a better 
day, we will achieve, we will be okay is indeed the way 
to approach families.  I didn't get to it through her and 
her program, but my juvenile department got to it and 
they got to me. 
          I don't think a juvenile court can succeed 
without the right mind set of the juvenile judge and how 
it gets to us I guess doesn't really matter.  It just 
needs to get to us.  And so training to the judiciary 
about how to speak to kids in court, how to find 
positives, and even as parents, when your kids came home 
and did the wrong thing, did it really help for you to 
yell at them and belittle them, which is how the justice 
system traditionally has worked.  And it hasn't inspired 
anybody.  And so I got taught that we go to, okay, you 
have done a bad thing and it is a bad thing.  You are not 
a bad person, and what are you now going to do to fix 
this in your community? 
          And so, yes, I believe I'm living up to her 
standards, but I've not yet had the opportunity to be 
part of the formal program.  But that's just my fault. 
          DR. NISSEN:  We've had a lot of great talks 
with the folks in Clackamas County.  
          JUDGE DARLING:  You've trained them well.  
          DR. NISSEN:  Yes.  
          DR. BRODERICK:  Cynthia?  
          MS. WAINSCOTT:  Judge Darling, you need not to 
have been anxious about talking to us because you are the 
expert.  You were eloquent and I thank you. 
          You said many poignant things but the one that 
was perhaps the most poignant to me, from someone who 
thinks a lot about systems, mental health systems 
specifically, who serve children, was when you said I 
don't have any good programs for girls.  The fact that 
you think it's your job to have programs to serve these 
children is demonstration of a failure of our system to 
let them get to you.  
          I don't have a question for you.  I want to 
thank you for your attitude.  I think we need to take to 
heart your suggestion about training.  I've experienced 
many times children in courtrooms where it seems that the 
punitive actions were the most prominent ones.  I've also 
been in many courtrooms where the attitude was like 
yours. 
          But very, very sadly in Georgia, we have just 
lost two judges who speak like you do and I'm sure act 
like you do.  One of them was in a plane crash and the 
other one was by suicide.  It just overcame him.  Robin 
Nash and Sammy Jones.  We've lost two just heroes.  But 
they experienced and said to me things like you just 
said.  I don't have any way to help these children. 
          It's not the judge's job to have the treatment. 
 We have to link in ways that work better.  You need to 
have referrals.  I'm not telling you anything you don't 
know.  But thank you for your passion and for your 
statement.  
          JUDGE DARLING:  I've been working doing 
training on management of juvenile sex offenders 
nationally with judges.  And one of the best States I 
went to -- and I'm not just saying that because you 
mentioned it, but in fact, the nicest place I went was 
Georgia.  And some of the best, most passionate judges, 
led by your chief justice, who is quite an amazing woman 
--  
          MS. WAINSCOTT:  Former chief justice.  
          JUDGE DARLING:  Oh, is she former now?  She 
probably got burned out.  
          Well, there were some very good juvenile judges 
there.  What was amazing is I had gone clear across the 
country and sat down one night -- I'll be frank -- around 
beverages and cigars with these men, because there were 
very few women judges there, talking about the challenges 
of being a juvenile judge in Georgia, and it was really 
no different.  The same complaints, the same concerns, 
the same worries.  
          MS. WAINSCOTT:  It's almost like a broken 
record.  I've said this, I think, three times in this 
meeting, but until we pay attention to the early 
intervention, they will continue to be in your courtroom. 
 That's where they will end up.  
          JUDGE DARLING:  Sadly so.  
          MS. WAINSCOTT:  And your energy may help us get 
there.  
          JUDGE DARLING:  I stand ready to help because 
these kids deserve it.  
          DR. BRODERICK:  Thank you.  
          Marvin?  
          MR. ALEXANDER:  I just wanted to thank you guys 
for your presentation.  I guess I'm going to echo what 
Flo said.  I don't think it's a weakness that a judge is 
talking about -- or I don't think it's saying that our 
system is weak.  I think that's a strength because this 
is a community discussion.  It's not a discussion of 
prevention or treatment or judicial.  I think that type 
of attitude may perpetuate some of our silos.  But it is 
your responsibility.  Thank you for thinking about it.  
Thank you for pushing the issue and good work.  Thank 
you.  
          DR. BRODERICK:  Other questions?  
          JUDGE DARLING:  If I could make one more 
remark.  I neglected to say how important I think I've 
learned family counseling/family therapy is.  In my drug 
court, I have an individual therapist for the kids.  I 
have a family therapist and I have a probation officer.  
The three of them work together.  We have learned in 
eight years -- and I'll say we got started, I believe, 
with your money.  Thank you.  Then we didn't get any 
more, and we still kept going.  
          And I also run a family drug court which has 
never had grant money, the family drug court being 
dependency cases, child welfare cases where the children 
are in foster care because of parents' addictions.  And 
there's really not much difference between these two 
courts other than who gets in first.  With the teens, 
they're first.  With the families, the parents are first. 
 But the issues are the same.  And you watch over time 
people remaking their lives completely, and it comes down 
to certain specific treatments that we know work.  For 
the teens, it's family therapy and communication skills. 
 In my dependency work, oftentimes it's DPT and MST and 
all the alphabet soup we could talk about.  But it's well 
known what works. 
          What often doesn't happen is sufficient money 
long enough.  We let people out before we really should, 
not available for enough people, and then the poor 
therapists, who aren't paid adequately who are carrying 
the troubles of the world on their back, leave.  And the 
kids have to rebond to a new therapist. 
          We must treat our therapists better and we must 
pay them better and we must stop asking the nonprofit 
organizations to do the work.  They can't.  And if we had 
professionals that were paid as professionals and we 
recognized the burnout factor -- even juvenile judges 
burn out.  This is hard over time.  A lot of my friends 
on the bench don't make it past 10 years in the juvenile 
realm.  Many don't make it past five.  We need to shore 
them up and keep them going and giving them hope that it 
is making a difference.  Services is but one part of it.  
          DR. BRODERICK:  If there are no questions, I'd 
like to thank you both for taking the time to join us 
this afternoon.  It was extremely helpful.  
          (Applause.)  
          JUDGE DARLING:  Thank you for the honor of the 
invitation.  
          DR. BRODERICK:  Thank you very much.  
          At this point in our agenda, we have some time 
set aside for a public forum.  We have a request from the 
Mental Health America of Oregon to make some comments to 
the council.  So at this point, I would like to invite 
Beckie Child.  Beckie?  Following Beckie, we'll hear from 
Mr. Corbett Monica.  
          MS. CHILD:  Good afternoon.  Welcome to Oregon. 
 I have lived here for 18 years.  I moved here from Utah, 
and the day that I crossed border from Idaho into Oregon, 
I knew I was home.  I've never left since.  I've thought 
about it several times, but I love Oregon.  So welcome.  
          So you're going to be receiving some materials, 
the two little brochures.  One is just a brochure about 
our organization.  Mental Health America of Oregon has 
been pleased to -- is proud that we have had the 
opportunity to be a recipient of one of the consumer 
survivor networking grants where we're building networks 
amongst people who use mental health services around the 
State. 
          Another handout that you will be getting is a 
map.  It's a bit outdated map.  It's the Medicaid mental 
health organizations throughout Oregon.  The two changes 
that would be is that for the dark orange counties down 
towards the bottom of the map, one that is Douglas should 
now be blue, and then at the top of the map, one of the 
light orange counties -- I think it's Gilliam -- should 
also be blue.  So that is how the Medicaid mental health 
dollars are currently broken out by region in the State.  
          We've been working what we call the Frontier 
Leadership, which is in the blue area, for the last 
several years, and we're just starting to do some work 
also with the central part of the State with Klamath 
County.   
          We just concluded our fourth annual Frontier 
Leadership network conference where we have brought peer 
groups from -- at this conference, I believe we had a 
total of seven or eight counties represented.  We had a 
total of 70-some-odd participants, and some of them for 
their first time.  Some of them had been previous. 
          The topics that we talked about at this last 
conference included trauma issues and how trauma impacts 
people's brains.  
          We talked about advocacy from individual 
advocacy all the way up to systemic advocacy, including 
Federal and State legislative advocacy.  
          One of the consumer groups actually had invited 
their State representative for a breakfast during this 
last legislative session in Oregon and asked for some 
commitments from that person to represent them in Salem. 
 And they were quite successful.  So that was really neat 
to be able to hear them talk about that and to encourage 
other folks to get engaged in some of the advocacy 
issues.  
          A little bit about myself.  I live in Portland. 
 However, I wear a couple of different hats.  I work for 
Portland State University.  I'm a Ph.D. student.  I just 
finished my M.S.W. this last year.  But because I 
represent a statewide organization, one of the things I 
felt is that I really needed to have a sense of rural 
mental health because if all I know is what we call the 
I-5 corridor here, I'm really not doing a very good job 
representing the State.  So I specifically did a 
practicum where I could get to know more about our rural 
and frontier areas.  
          If you look at the blue section of the State, 
it is not uncommon -- you see some of those big counties. 
 It can take two to three hours in good weather to drive 
from one end of the county to the other.  In some of 
those counties, there are more cows than there are 
people.  I now indirectly work for the Medicaid managed 
care organization for the blue region called GOBHC, or 
Greater Oregon Behavioral Health Care.  And I've had the 
privilege of traveling throughout several of these 
different counties and doing site reviews and talking 
with the stakeholders in these communities. 
          I've been asked to talk about some of the 
issues and challenges that people are having.  When I met 
with people who used mental health services in some of 
these counties, some of them had driven for over two 
hours.  Some of them came with a broken rib to talk about 
how much they appreciated and valued the services that 
they were getting and that they felt like they were being 
treated with dignity and respect.  So I just want to 
convey that to you. 
          But for a lot of the people in these rural 
counties, poverty is also a major issue and 
transportation because there's not a good bus system 
usually working.  So transportation is usually a huge 
barrier.  And then to imagine if you're experiencing a 
psychiatric crisis and the nearest hospital is over three 
hours away and if you have to be transported by law 
enforcement, to be handcuffed because they will not 
transport you without handcuffs.  
          The communities in eastern Oregon have also 
been pretty creative.  I have been a longtime mental 
health advocate and started out primarily in the Portland 
area.  What I have learned that's different in rural 
Oregon is that the communities collaborate more and it's 
more evident that they collaborate.  They say, well, I 
have a little bit of this kind of money.  Do you have a 
little bit of this kind of money too and can we partner 
together?  And so different organizations will come 
together and they will fund a position or some service or 
some program through different types of collaboration.  I 
don't see that nearly as evident in the metro area.  It 
may happen.  I just don't see it as often because what I 
hear more often is no.  And it's like but, but, but 
people have needs.  
          So one of the things that I was also asked to 
talk about is we have a David Romprey Warm Line here.  
Are any of you familiar with the Warm Line?  Do you know 
what it is?  Okay.  For people who don't know, it is not 
a crisis line, but it's a line for people to call and 
talk if they're having difficulty or if they're lonely.  
Ours is named after one of our local mental health 
advocates who worked also in this region in eastern 
Oregon where I work.  Actually one of the newsletters 
that you have has a little bit about him, and you can 
read more about him.  
          One of the things that has been a challenge is 
that the communities in eastern Oregon were the 
communities that came together to form the Warm Line.  It 
had been talked about by people who use services that 
they would like to have a warm line for years and years 
and years.  
          Now, I'm old enough that when I first moved to 
Oregon, I worked for a volunteer crisis line.  We used to 
do that job.  We used to talk to people as often as they 
needed it, but the idea of a volunteer crisis line has 
almost become extinct.   
          My experience in using mental health services 
is oftentimes when I call the crisis line and I need to 
talk to somebody, they weren't willing to listen.  And 
sometimes all I needed was just to be able to talk and 
get out of my head for a while, even if it was talking 
about my cats because I can't stand what's going on in my 
head.  But oftentimes they didn't really want to have 
that conversation with me.  
          So I am really excited that we have this 
opportunity.  The challenge that we have and that Oregon 
is facing is that in order to use Medicaid funds to 
support this crisis line, then we have to say, hi, thank 
you for calling the David Romprey Warm Line.  Are you an 
Oregon Health Plan recipient?  Tell me how friendly that 
sounds.  Even with your best, nice, sweetest voice.  No, 
I'm not.  Oh, I'm sorry.  I can't talk to you then.  
That's not a good option. 
          The challenge that we are having is finding 
other dollars to support that.  Right now, the counties 
who have supported this Warm Line have found other 
dollars so that we can make it available to everyone 
throughout the State.  But it is a serious challenge, and 
that was something I was asked -- you know, the way our 
funding mechanisms work is that if you look like this and 
like this, but you look like this over here, you don't 
get what's in this box right here.  We have got to come 
up with a way that we can respond to people as opposed to 
programs.  
          As the judge said earlier, people don't come in 
with just a mental health problem here or just a physical 
health problem here.  We did a forum last night on 
integrated health care, and you have a brochure here, a 
little bit about some of the most recent information 
about how people with serious mental illness are affected 
by early death.  On the back side of this, you have some 
of the barriers that contribute to people getting good 
primary care here.  It goes from modifiable risk factors, 
barriers to self-care, systems barriers, again some of 
those things that how do we get another part of the 
Department of Human Services to talk with everybody to 
say if you need to be seen for a physical health problem 
today and you need to be seen for a mental health problem 
today -- I mean, when I checked my clock, my things often 
happen simultaneously.  They don't happen separately.  I 
mean, I don't have a 2 o'clock mental health crisis.  I 
can't time it that way.  If I have a crisis, it happens 
when it happens.  And oftentimes people with physical and 
mental health crises are often having simultaneous 
occurrences.  So trying to get those things addressed in 
a way that makes sense and is comprehensive to the person 
would be really helpful.  
          I also have for you some stats about the usage 
of the Warm Line.  If you look at the first page, the 
blue page, was the call helpful, they have over an 83 
percent positive response rate to yes, this call was 
helpful.  Their no rate is less than 3 percent.  That's 
pretty significant.  
          They break down the days of the calls, and our 
Warm Line has been expanding their services. 
          Then you can break it down by county.  You can 
see the number of people by county.  And if you notice, 
some of the counties that use the Warm Line the most have 
yet to contribute to the financial success of the Warm 
Line.  So that's an issue that we continue to work on.  
Really, there are some serious challenges with that.  
          And then the last two things that you have are 
the newsletters that we do as part of our SAMHSA grant 
that we have.  We call them periodic newsletters.  We had 
hoped to make them quarterly, but we haven't gotten there 
yet.  So they're periodic newsletters.  
          The blue one, the one that has the blue, talks 
about last year's Frontier Leadership conference, and we 
put it out just before we held this year's Frontier 
Leadership conference.  What's really neat is to see 
people grow and change and take on leadership skills.  
Some folks were thought to not have those kinds of skills 
and not be capable of that.  
          So I just want to thank you for the opportunity 
to testify, and if I can answer any questions, I'd be 
happy to.  
          DR. BRODERICK:  Thank you.  
          Our next person to address the council is Mr. 
Corbett Monica.  
          MR. MONICA:  First of all, it's an honor to be 
here.  I really appreciate this opportunity.  I'm going 
to focus a little bit on the importance of peer support 
groups in recovery from addiction and mental health.  In 
order to do that, I'll have to tell you a little bit 
about myself.  I'll try to be brief.  I know I have like 
10 minutes.  
          I don't think I can overemphasize the 
importance of peer support groups as part of the family 
of recovery.  I've got like ADHD and stuff.  So if I jump 
around, I promise you in the end it will make sense.  
          I wanted to show the logo of DDA of Oregon, 
Incorporated because the core of our fellowship are 
people like me that have the dual disorders of addiction 
and mental health.  But our extended family is everybody 
in this room.  Anybody that supports the core of the DDA 
fellowship is symbolized in the arms of our star.  
          We're known as the 12 steps plus 5 program, and 
I wrote the five steps of Dual Diagnosis Anonymous in 
1996 when I founded DDA in Fontana, California.  
          On November 17th, I'll be 63 years old and I'll 
celebrate 23 years clean.  Right on.  Thank you.  
          (Applause.)  
          MR. MONICA:  I just would love to get a picture 
with the two admirals here.  My dad is a World War II 
veteran.  He continues to go to the reunions of his 
battleship every two years.  
          So I spent four years in the Marine Corps, from 
1964 to 1968, and I'm proud of my service to have 
honorably served and in Vietnam.  What I'm not proud of 
is the way that I accommodated what happened in Vietnam, 
coming home without my best friend, Bruce Stewart 
Lindsay, who is on the Wall in Washington. 
          I was an IV drug addict for quite a while.  I 
ended up in California in 1970 to be 5150'd which is when 
you're a danger to yourself or other people or gravely 
disabled.  And I spent over a year in a State hospital in 
San Bernardino, California.  I also spent some time in 
Riverside General Hospital, and I was forced to take 
shots of thorazine.  I've been on a lot of different 
medications, by the way, since 1970.  I have to tell you 
I have been medication-free for like 10 years, and I 
don't need them.  
          (Laughter.)  
          MR. MONICA:  As you can see.  
          And I attribute that, in large part, to the 
fellowship of what I consider my family of Dual Diagnosis 
Anonymous. 
          So I'm proud to have gone to college.  I'm a 
CADC-2. 
          I couldn't stay clean initially because for me 
my addiction was almost like a badge of honor.  
Unfortunately, like a lot of vets, including vets of the 
current wars, I just had a hard time accepting the mental 
illness because that was not cool.  It wasn't until I 
accepted my mental illness 23 years ago that I was able 
to stay clean.  
          In 1996, I was at an Alcoholics Anonymous 
meeting in Fontana, California, and I in no way mean to 
put down AA or NA.  AA is probably the grandmother, as I 
see it, of all peer support groups.  And I had a man with 
me named Rubin G.  And Rubin G happened to have 
schizophrenia, and Rubin G was in AA and he had gross 
psychomotor agitation.  He had voices.  He was paranoid. 
 What a wonderful man he was.  He was dually diagnosed, 
and he was inappropriate to stay in an AA meeting.  We 
were asked not to bring Rubin back.  So initially I 
founded DDA for a place where a person like Rubin or me 
or other people that had symptoms of mental illness could 
come that wanted to align themselves with the 12-step 
program.  So that was some 13 years ago.  
          I moved to Oregon in 1998, and with modest 
funding of about $90,000 a year, four years ago DDA of 
Oregon began.  Up until then, we were pretty 
unstructured.  We're not a typical 12-step program. 
          I'm going to make some comments about women and 
children in our program because our groups are very open, 
and we have 22 meetings a month for women only and their 
children.  So that's something that I want to get to in a 
moment.  
          It was kind of weird because I was managing a 
program at a local prison in Portland called CRCI, 
Columbia River Correctional Institute.  And I managed a 
program called Bridge Point which was a 50-bed program 
for men that were getting ready to parole that had dual 
diagnoses.  We established DDA meetings Monday through 
Friday.  Word just kind of got around about what is DDA, 
what's this 12 steps plus 5.  
          So in Oregon we have something called the 
Psychiatric Security Review Board, which is an 
organization that oversees patients in Oregon State 
Hospital.  These are folks that are guilty except for 
insanity.  Also, we have a close relationship with the 
Department of Corrections.  
          And I was asked if we could establish 20 
chapters of DDA along the I-5 corridor in Oregon by June 
30th of last year.  Some people had referred to the 
phenomenon of Dual Diagnosis Anonymous of Oregon.  One of 
those people happened to be Robert Drake, who is a doctor 
at Dartmouth, and Bob Nichols, the former Commissioner of 
Mental Health and Addictions here in Oregon. 
          I'm totally humbled and overwhelmed by what's 
happened in Oregon with Dual Diagnosis Anonymous.  We 
have, in just over four years, some 450 meetings every 
month in some 30 of Oregon's 36 counties.  We average 
3,000 people a month in our meetings.  What I get to do 
is go into the State hospital and into the prisons and 
institutions.  I don't know how much you know about AA or 
NA, but we aren't old enough to have H&I yet, which 
stands for hospitals and institutions, like Narcotics 
Anonymous and Alcoholics Anonymous have committees.  So 
basically it's yours truly. 
          I'm like a broken record when I talk to my 
brothers and sisters that are dually diagnosed, and I 
will say it here.  There's no amount of drugs that can 
make me feel better than I do at this moment.  And when I 
get home tonight, I'll be able to say the same thing.  
Recovery has been the most difficult thing in my life, 
but it's so worth it. 
          And I cannot tell you the number of times that 
I interact with people like me that that "aha" light goes 
off and everybody that we know that struggles getting 
clean and sober is dually diagnosed.  I am absolutely 
convinced of that.  I can't tell you.  Last night I was 
at Kaiser Permanente for DDA.  There were 25 patients in 
the meeting -- residents, but you know, patients.  And 
it's like no wonder I couldn't stay clean.  No wonder I 
can get 30 days or 60 days or 90 days or 6 months.  Until 
we deal with both of these diseases equally because, as 
you know, they are both primary diseases, people are not 
going to stay clean. 
          And I have to tell you, having been a counselor 
in the field of recovery for some 35 to 40 years, I've 
yet to meet an alcoholic or an addict who does not have 
the co-occurring symptom of mental illness.  We tend to 
separate anxiety disorders, social anxiety, dysthymia, 
depression.  We tend to disassociate those from the major 
mental illnesses like schizophrenia, bipolar disorder, 
serious major depressive illness, et cetera. 
          Every time I talk to a person in recovery, it's 
a common theme about recognizing why it was that about 15 
to 20 percent of everybody that experiments with alcohol 
or drugs develops problems.  And I don't want to 
oversimplify it, but I need to simplify things.  To me 
it's kind of like, okay, if 90 percent, if 80 percent of 
high school-aged seniors have experimented with alcohol 
or two-thirds, whatever it is, with drugs, why is that 
about 25 percent of us have problems?  And the light goes 
off.  It's like we're treating something, even at that 
age.  We're getting relief from something. 
          So DDA, Dual Diagnosis Anonymous, is really, as 
Kenneth Minkhoff reminds us, it's not the exception.  
It's the expectation.  Dual Diagnosis is the expectation.  
          So I wrote my story.  I didn't read any of it, 
by the way.  But I gave this to Nevine.  So you guys will 
probably have access to it. 
          I also have about 20 -- I thought that the 
thing to do about women and children was to get something 
from the people that come to DDA and let them tell the 
story of what it means to them.  And I would like to read 
one, and then we'll just kind of stare at one another 
because that's what I do well.  
          (Laughter.)  
          MR. MONICA:  This is from a woman named Ahm.  
She titles this "What Role Does DDA as a Peer Support 
Group Play in Contributing to the Well-Being of Myself, 
My Family, and My Children."  
          "Before beginning my recovery, I drank and used 
nearly every day.  In the end, I drank and used every 
day.  In essence, my every waking thought was about 
drinking and using, as well as how I was going to get 
more after I used what I had.  Being under the influence 
of chemicals was what my life was about.  
          "I didn't much want to deal with my 
psychological issues either.  I had been going to therapy 
for years, and although I was continuing to attend my 
sessions, I now realize that I was not getting near as 
much out of it.  I was still taking the prescribed 
antidepressant, but it wasn't having a full effect on me 
because I was also drinking.  I look back on it now and 
think that that was pretty stupid for me to do because 
alcohol is a depressant.  I was an LPN and should have 
known better, but there it is. 
          "As a result of a series of circumstances, I 
put myself into an outpatient treatment program where I 
learned a lot about primarily alcohol and its affect on 
the body and mind.  I became familiar with things that 
lead a person to relapse and wrote a relapse prevention 
plan for myself.  I have been clean now for six and a 
half years.  Going to AA and 12-step meetings was very 
strongly encouraged.  So I found meetings I liked and 
kept going back.  
          "I was not aware of DDA at the time of my early 
recovery, but ever since I attended my first meeting, I 
felt very comfortable being able to deal with my 
addictions and my mental illness in the same meeting.  
DDA is my favorite 12-step fellowship that I go to.  I 
feel like I can be seen as a whole person here.  Since 
becoming a member of DDA, I've been able to work on my 
mental health in a way that I've never done before.  
Being able to be open about my mental illness and get the 
support I find at DDA has been a huge benefit in my life. 
 I have found a psychological stability that I never had 
before.  That has contributed to a more fulfilling 
relationship with my partner and my daughter.  My 
daughter used to feel like she had to take care of me, 
but now she knows I can take care of myself with the help 
of my DDA support group." 
          Most of the comments that I gave to Nevine are 
from women that are incarcerated.  Most women that are 
incarcerated have children.  Of the 440 meetings we have 
every month, over a third of them were established by men 
and women who got out of prison or the State hospital, 
and that's how the chapters started in their communities 
because they wanted to continue their fellowship with DDA 
and the recovery.  
          I think maybe real briefly -- then I'll be done 
probably.  I wanted to mention the five steps of DDA 
because we're known as the 12 steps plus 5.  If you just 
Google dual diagnosis, you'll find our Web page which 
contains all of our readings and stuff.  
          The 12 steps of AA, when I got permission from 
Alcoholics Anonymous to use the 12 steps, are intact as 
they were published in 1939.  I felt that you couldn't 
really improve upon something that's been around for so 
long except in step 1, the word "alcohol" isn't there, 
but dual diagnosis; in step 12 "alcoholic" isn't there.  
It's people suffering from the effects of dual diagnosis.  
          And the five steps are, number one, we admitted 
that we had a mental illness in addition to our substance 
abuse, and we accepted our dual diagnosis. 
          Number two, we became willing to accept help 
for both of these diseases. 
          Number three, we have understood the importance 
of medication, clinical interventions, and therapies, and 
we have accepted the need for sobriety from alcohol and 
abstinence from all non-prescribed drugs in our program. 
          Number four, we came to believe that when our 
own efforts were combined with the help of others and the 
fellowship of DDA and God, as we understood him, we would 
develop healthy drug- and alcohol-free lifestyles. 
          And number five, we continue to follow the DDA 
recovery program of the 12 steps plus 5, and we 
maintained healthy drug- and alcohol-free lifestyles and 
helped others.  
          And just as a side note, I was on a conference 
call with Dr. Drake in Dartmouth, and what an honor it 
was to talk with him.  He asked how DDA has done so well 
to merge into clinical environments and therapeutic 
settings and mental health agencies.  And it's because we 
recognize the -- we are not the end all of all.  Our 
third step recognizes the importance of medication, 
clinical interventions, and therapies.  It's been an 
entryway. 
          Other than family, DDA has been the greatest 
blessing of my life, and I'm honored to be here and share 
our little piece of the recovery model for men and women 
in recovery from dual diagnosis.  Thank you very much.  
          (Applause.)  
          DR. BRODERICK:  At this point, let me ask the 
council if they'd like to ask any questions of either 
Beckie or Corbett, representatives from Mental Health 
America of Oregon.  Ed?  
          MR. WANG:  You mentioned about women and 
children.  This is actually an area that we know is also 
in Massachusetts that women with DDA actually are showing 
up more into the system.  I don't know whether because 
this is somewhat of a younger generation.  They have 
young kids or they have adolescents. 
          Do you see, based on your experiences, actually 
more -- I don't want to use the word specialized 
programming, but actually using the DDA model but 
specifically for women that are raising children.  Would 
that be a more kind of appropriate type of service to 
them rather than combine them together with the larger 
group?  
          MR. MONICA:  Thank you.  By the way, we have 
DDA meetings in Massachusetts and Connecticut and New 
York, which has been really exciting for me.  
          One thing about DDA, because 90 percent of our 
meetings are open for families and children, and if a 
woman, for example, or a man for that matter, has young 
children, we invite them to bring their kids to the 
meetings.  So I think it's important.  
          And another difference DDA and traditional 12-
step programs is we have cross-talk.  Our rules include 
questions and answers are welcome and positive feedback 
is given.  So I've been to a lot of NA meetings 
personally, but we allow for kind of the give and take of 
meetings so that there's not a lot of structure sometimes 
in DDA.  So absolutely, children come to DDA meetings.  
          When women get out of prison, for example, part 
of their recovery plan is to include going to Dual 
Diagnosis Anonymous.  I have a comment from a woman named 
Sarah who paroled to Klamath Falls, Oregon and by going 
to DDA and continuing on with her services was able to 
get her children back within three months. 
          So I don't know if that answers your question, 
but yes, DDA is one pillar of the continuum of services 
of recovery. 
          DR. BRODERICK:  Other questions?  Tom?  
          DR. KIRK:  The Warm Line.  The system, so to 
speak doesn't understand it.  They don't value it. 
          Let me just mention one of the things I like to 
do is just go around and talk to the people getting 
services and say what would you like.  I remember walking 
into like a clubhouse, and there must have been 90 people 
in the room.  There was one guy that was sitting in a 
wheelchair right in the corner.  And I'm walking around 
and what we could do they'd like better and so on.  And 
he said, I just would like someone to have time to talk 
to me.  Ninety people in the room.  I just wish someone 
had time to talk to me.  
          What is that you find about the "system" that 
-- let me restate it.  If you were to suggest something 
that somehow would say the whole Warm Line approach, the 
value of it could be significantly enhanced if what? 
          MS. CHILD:  A couple of things.  I would say 
actually there is quite a bit of skepticism.  I actually 
talked to one county mental health director who wasn't 
sure if people really could handle talking on the Warm 
Line and what benefit would it really give.  I'm like you 
need to come listen to some of the phone calls or come 
see what people do here.  And you need to listen to 
people who actually work the Warm Line, the peers who 
work the Warm Line.  
          I had the privilege just last week -- I was in 
Ontario and we were interviewing folks for a site review 
and people that used services, and there was somebody who 
actually works the Warm Line there.  He was talking about 
how much he had enjoyed the privilege of working the Warm 
Line and how he felt proud of himself that he can give 
back.  
          So I was thinking, well, I think I have always 
maintained -- me personally.  This is not anybody else's 
opinion.  But I think sometimes our mental health 
professionals perpetuate stigma and discrimination as 
much as the general community does by believing that 
people are not capable of doing things.  We have such low 
standards and expectations of people that that's how we 
perpetuate stigma and discrimination.  And I think that's 
a case where that's indeed happening.  
          So I would say -- and actually I had this 
conversation this morning with somebody.  I said, we need 
to go and get -- either ask that this be funded through 
the block grant so that we remove the Medicaid 
restrictions or we get general fund State dollars.  
That's a legislative process, but they're strategies.  So 
we just started to talk about this part of it.  It really 
will take somebody that can think about system stuff and 
not everybody has the ability or even the desire to think 
about it.  I'm kind of weird, but I think about systems 
things and how to make things happen.  So that's kind of 
what I would say. 
          And then the other thing is that I harass some 
of the county mental health directors like, you know, 
Multnomah County with the large -- I mean, they're a 
major metropolitan area.  Every time I see the director, 
have you paid your part yet?  I have no shame. 
          DR. BRODERICK:  Thank you very much.  
          Marvin? 
          MR. ALEXANDER:  I would ask, have they seen 
these numbers?   
          MS. CHILD:  You know, I don't know.  I just 
downloaded these off of the -- the Warm Line just put up 
a Web site recently, and they're right on the Web site.  
So I thought I would e-mail them to him and say -- 
          MR. ALEXANDER:  I wonder what their response 
would be seeing the numbers of actual utilization. 
          MS. CHILD:  Right.  
          MR. ALEXANDER:  I guess I'm a bit troubled by 
the greeting that one would get when they called the Warm 
Line.  
          MS. CHILD:  That's not happening right now.  I 
just want to make sure.  But that is something that 
they're having to deal with and trying to figure out how. 
 Right now what has happened is that the counties in 
eastern Oregon have some funds that they had originally 
said that for three years they would be willing to put 
funds into this Warm Line to get it going.  But they've 
now had to double the funds in order to support this.  So 
it's taking from something else basically, and since this 
is a statewide resource, how do we make this so it's 
statewide. 
          But the conversation I had with the Multnomah 
County director was I said, you know, this is not even 1 
percent of the dollars that you spend on hospital care.  
I said, and if this keeps people from ending up in the 
hospital, which is the better way to use the money? 
          DR. BRODERICK:  Thank you.   
          We have a couple more individuals who would 
like to make comments to the council.  I want to thank 
you both for coming today.  
          (Applause.)  
          DR. BRODERICK:  Next, we have Maya Isui.  Maya, 
nice to see you again.  Maya is with the Hood River 
County Commission on Children and Families, and she was 
our gracious host yesterday as we spent part of the day 
in Hood River.  
          MS. ISUI:  Thank you.  I want to thank all of 
you.  It was a magnificent morning.  It was a hectic 
morning.  For those of you who missed it, you're going to 
have to come again for the first time.  
          I first want to share the things that I 
discovered from you folks.  Number one, I want to thank 
Edward for the discussion that we had on the bus when he 
said, well, maybe Massachusetts needs a system of 
commission of children and families where you have a top-
down, very small group of people at the State level 
bringing the silos together talking to each other about 
how do you report, how do you measure, and what's the 
common language, and having the same structure bottom-up 
at each county that brings people together. 
          I'm pretty stupid and I didn't know that 
everybody didn't have that.  So when he said that -- and 
the bus driver was turning around trying to figure out 
where I was -- missing in action -- it was like a light 
bulb went off.  I didn't know.  I didn't know that 
everybody across the nation didn't have a structure that 
said we will not silo, we will talk.  What you saw in 
terms of the benefits in our community was there were no 
silos.  So I thank you, Edward. 
          I think I want to apologize for not knowing my 
audience well.  In my community, I know my audience.  I 
didn't know that you wanted me to speak in mental health 
prevention language, and I thank Cynthia for that because 
she said what's measurement in mental health.  I 
understand drug and alcohol reduction and I understand 
its correlation, but as we were eating lunch, she said 
but tell me about the mental health.  Tell me about the 
outcomes.  And I'm like, oh, my gosh.  I have those 
outcomes.  I was speaking to drug and alcohol prevention. 
 I apologize.  I know you know they're related, but we 
could have as a community spoken to the few number of 
suicides, the lack of depression, the acceptance of 
multiple ethnicities, the understanding of poverty, and 
the reduction in mental health illnesses in our children 
and in our families.  And I apologize.  
          I want to thank SAMHSA.  I thought SAMHSA was 
prevention.  That's my problem.  
          And I want to thank Fran Harding.  We have been 
the recipient of a number of resources from this board, 
not myself necessarily, but across that community that 
you visited.  They taught us to measure outcomes.  The 
beauty of Oregon is that the Commission on Children and 
Families system mirrors you, and they were able to say it 
was an Oregon thing without us thinking that it was a 
Federal government thing.  So it was okay because you 
know Oregonians always have the edge, as you hear in 
every State.  We think we're innovative. 
          But the commission system, interestingly, is 
under attack because everybody is ready for a system at 
different times.  We were ready in Hood River, and the 
capacities we built, cultural competency, measurable 
outcomes, when we look at how we integrate all of that 
across all those silos, we were ready because we believed 
in each other.  You heard over and over again it's 
relationships. 
          It's interesting, when we build a system, that 
sometimes we attack that same system.  We look at it and 
we go, well, it isn't right because it's not working in 
Klamath Falls or it's not working in Grant County or 
wherever.  And don't take that literally because they're 
our brothers and sisters.  
          I think the beauty of the prevention piece that 
I'm most familiar with from SAMHSA is the support and 
training we get in community mobilization.  I think that 
the power of that in how to mobilize your own communities 
-- you heard over and over again community-based, 
community-based. 
          Our justice system in Hood River County -- we 
don't have a drug court, but Wasco County does, and you 
met one of our Wasco County coalition members who was 
very proud.  They had drug court money, and you know 
what?  That didn't just stay in Wasco County.  Not the 
money but the understanding of how it's delivered with 
our judges and with our juvenile system.  
          The power of that information and that 
capacity-building.  CADCA.  I didn't know what they were 
for a number of years.  Jane Callahan came to Oregon one 
time because we were fighting with Judy Cushing, believe 
it or not.  And "we" -- that's not a collective "we."  
Within the field of prevention, people are talking are we 
talking about mental health prevention?  Are we talking 
about drug and alcohol prevention?  Are we talking about 
suicide prevention or pregnancy prevention or HIV?  We're 
talking about healthy children and healthy families and 
healthy communities and healthy people. 
          Way back -- and I'm old.  And I'll give you 
another accolade.  The ambassador program for building 
young people in prevention.  It's amazing because some of 
you met Rebecca Broushew.  What an accomplished young 
lady.  She's in AmeriCorp and she lives, eats, and 
breathes.  I can step off the bus and go back in the 
orchard and know that prevention is in good hands in this 
community that I live in.  But it wouldn't be if someone 
hadn't said, you better think about sustainability 
because we're so focused on our own lives.  
          Some systems work beautifully but people don't 
know it.  We have a system of prevention in Oregon that 
people don't celebrate what they've done.  We found 
locally that you have to celebrate.  You have to say at 
each step, damn, you're good, because they don't know.  
They don't know that what they've just done isn't what's 
normally done anywhere else.  And we celebrate well.  And 
we don't have to celebrate with a whole lot of alcohol.  
We can celebrate with a glass of wine or a glass of beer, 
as you heard from a passionate businessman.  It doesn't 
have to be binge drinking. 
          And I think the system that we have fascinates 
me because we have a suicide prevention line.  I hear 
about a Warm Line as I'm sitting here.  I hear about how 
do we use those systems if we aren't connected.  We just 
received through the State of Oregon I believe a suicide 
prevention grant.  I don't know exactly who it came from. 
 Of course, we sent a letter of intent.  We didn't say 
that we had one of the lowest suicide rates in the State. 
 But by gosh, if we can help share and train and provide 
that mentoring, we will. 
          But if we're kept in a box, if the State wants 
us to be kept in a box, how do we not get the funds for 
that to help support a suicide prevention line that is in 
existence, that has the structure, that has the 
volunteers, and has the passion?  Let us think a little 
bit outside that box because what you saw in Hood River 
was thinking outside that box, learning how to share.  
Someone said braid funds.  I'm still braiding.  You don't 
even see corn-rowing.  We see flat out shared funding, 
shared staffing, shared facilities because it's all of 
ours, it's not each of ours.  
          I think the piece that also amazes me is 
Oregon's willingness to let -- I'm not sure.  I think 
we've got 400 kids at a community school, a community 
school with no money.  The heart, the passion in the way 
things are carried out.  You have to realize that Hood 
River is a very -- people say look at that minority rate 
in our schools.  We're over 50 percent Hispanic.  Right 
now we want to be called Hispanic.  Tomorrow it will be 
Latino.  I'm not sure where we'll be the next day.  But 
however you want to identify yourself, that's okay.  They 
have a bunch of Latino kids, basically northern Mexican, 
second generation immigrants. 
          The question they had, when I got home at 10 
o'clock, was did we offend Marvin.  What did the little 
kids do, Marvin?  
          MR. ALEXANDER:  They wanted to touch my hand. 
          (Laughter.) 
          MS. ISUI:  Not many African Americans in Hood 
River.  A whole lot of Mexican Americans in Hood River.  
And they were fascinated with Marvin, and they loved 
Marvin.  And Marvin said, sure.  Pretty soon there were 
eight little kids around him touching his hand.  I don't 
see this when we're walking around, but the phone call 
back was we sure hope he wasn't offended because he made 
a difference in those kids' lives. 
          The last piece is this morning when I got back 
in the car and went to the office and picked up the 
phone, there was a message from the Providence system, a 
man named Russ Danielson.  He runs the Pacific Northwest 
Providence Health Care system.  You saw the amazing 
things that happen in a hospital.  
          So you heard the passion of a girl named Maria 
Lena Castro who came from Chile and who helped set up a 
system where we insure people who do not have legal 
status to have dialysis, who set up a system and it 
didn't have to be people who didn't have legal status.  
It was anyone who didn't have insurance or support. 
          You watched the passion that turned a dental 
consortium into providing dental care in one of the 
worst-cavitied, hole-in-the-tooth counties in the State 
of Oregon because we don't put fluoride in the water, 
which was an initiative that we failed at.  But that 
doesn't mean we failed permanently.  We established a 
consortium and they're serving the dental needs of the 
kids.  They said we couldn't do it and we did because we 
knew it was the right thing to do.  
          The passion -- we were able to take one 
hospital, a little community hospital, a critical access 
hospital, 26 beds.  We were getting into an argument, 
weren't we, Faye?  Kind of about the systems because she 
was talking about a system where you had to have more 
patients and you had to have more money because that's 
the way the bigger health systems run.  And she's 
absolutely right.  You're absolutely right that system 
needs to change.  But a small community hospital with 26 
beds and the will to provide service and the critical 
access component which gives us a little edge up on that 
Medicare/Medicaid reimbursement changed that tall 
gentleman, Mark who got off the bus, and said -- and he's 
like 6 foot 4.  So he's way higher than thou, but he said 
this community is different. 
          Our community is not different than any other 
community.  When you give us the knowledge, you give us 
the capacity, you give us the way to measure and you give 
us the guidance, we can do the rest.  We can do the rest 
because we care.  And when we looked at Mark -- and I'm 
thinking, oh, man. 
          I know we've got Providence Hood River, but the 
phone call this morning was from Russ Danielson.  So not 
only did Providence Hood River go, but the system is set 
up so that 13 other Providence hospitals from Oregon, 
Washington, Idaho, and Alaska will look at community 
benefit across those States in support of mental health, 
dental health, physical health, comprehensive health, and 
prevention as the core.  
          (Applause.)  
          MS. ISUI:  So you did that because you made it 
happen.  It was like the perfect storm. 
          So there's no request for money.  There's no 
request for service.  You know what's the right thing to 
do anyway.  I think the request is that everyone be able 
to access that information, that everybody be able to 
have that empowerment, and that everybody get to the 
point of readiness where they go, it works.  It does 
work.  It's amazing.  
          And the program that I inadvertently got to 
visit -- thank you very much, Terry.  We started in a 
girls circle that you saw some of the outcomes for, and 
we had a little girl.  We always talk story.  You all 
talk story.  We talk story.  I think Merv Kitoshima said 
learn how to talk story. 
          And Veronica was netting fish with her mom in 
Cascade Locks.  And she just wanted to make it through 
the eighth grade.  She's a member of the Warm Springs 
Tribe -- eight tribes.  And after our group, all she 
wanted was to do the step-up, and they play the native 
drums and it's awesome.  She wanted to do a sleep-over at 
my house, and that was back when when I was doing direct 
service and loved every minute of it.  We lost her.  We 
lost her when she was 26. 
          I think I agree totally it's not -- we need 
programs.  But we need people that are in those programs 
that are passionate, that are connecting because you can 
have lots of programs where people don't care and nothing 
happens.  But when you develop communities of care and 
you teach them how to measure those outcomes, your 
private providers, your foundations, your local 
community, your kids support it.  Prevention, community-
level education, information.  
          Thank you.  
          (Applause.)  
          DR. BRODERICK:  Thank you, Maya.  Please, on 
behalf of all of us, extend our gratitude for the 
hospitality and the warm welcome that we received at Hood 
River.  You guys are doing great.  Thanks very much. 
          MS. ISUI:  Thank you.  
          (Applause.)  
          DR. BRODERICK:  Bob Richards?  Bob is with 
NAADAC and he would like to make some comments to the 
council.  
          MR. RICHARDS:  Thank you and good afternoon.  
My name is Bob Richards, and I am actually wearing 
several hats today.  As I've listened to you all, I 
rewrote my remarks three times, and I just finally said, 
you know, just write down some notes and speak from the 
heart.  And I'm glad I did after this. 
          I am Treasurer of NAADAC and a member of the 
Executive Committee representing literally the tens of 
thousands of addiction professionals across the country.  
          And I am so glad I heard that word "passion" so 
many times today because the people who do it -- you 
know, I was taught, when I was a baby counselor in the 
chair, that the client always comes first.  And when 
you're in the chair, you better believe it.  But there is 
a time that comes in a professional's life when we have 
got to take care of the people who provide the services. 
 People who don't have this passion for what we do don't 
last very long in this profession.  
          I'm also director of two treatment facilities 
in Eugene, Buckley Center which is a subacute medical 
model detox and also (inaudible) Family Men's Residential 
Program.  And I'm not going to tell you how many years 
I've been in this profession, but I absolutely love what 
I do.  I hope I could do it for half what I make now. 
          Primarily I want to thank you for all the 
support that SAMHSA and all of you have given to 
addiction treatment.  You may have heard this before.  
Treatment works.   
          Also, I want to thank you for your support of 
Recovery Month and events across the country.  Last week 
in Eugene, we had to compete with a University of Oregon 
Ducks home game for our recovery event, Recovery Rocks, 
and our Ride for Recovery.  I'm also chaplain of the 
Clean and Sober Motorcycle Club of Oregon which held the 
first inaugural Ride for Recovery in the nation, and many 
more have spread out of that.  And I would like to tell 
you that at the beginning of our ride, we were riding 
through Eugene.  Picture three blocks of motorcycles 
lined up going through the crowd of people trying to get 
to the Duck game.  We upstaged them.  
          (Laughter.)  
          MR. RICHARDS:  Yvette Torres from SAMHSA was on 
the back of one of those motorcycles.  So was Cynthia 
Moreno Tuohy, the Executive Director of NAADAC, on the 
back of my motorcycle.  And it's not only great fun, but 
it sends a gigantic message to the community.  Hey, we're 
here and we're not going anywhere because we're here to 
save people's lives. 
          But on a more serious note, not that those 
things aren't serious, I was really pleased to hear a 
number of people on this council talk about how important 
the priority of homelessness needs to be.  My programs, 
along with many others, are public programs.  
Homelessness is a key issue for every one of us.  It 
seems like homelessness, addiction, and mental health 
issues go hand in hand. 
          When I first took over as director of my detox 
facility, about 20 to 30 percent at the most of my 
clientele had coexisting mental health disorders.  Now 
about 90 percent of them do.  And someone also mentioned 
earlier that -- sorry I can't remember exactly who said 
these things, but in five years we're going to be doing 
things very differently.  
          I remember when I just a baby counselor in the 
chair and we all thought we were so great at what we did 
thinking, oh, we didn't kill anybody.  We had what we 
affectionately called primarily the garden variety 
alcoholic.  In my practices today, we see very few people 
-- very, very few people -- seeking public-supported 
treatment who are just the garden variety alcoholic.  And 
I'm including Vietnam vets -- and I am veteran myself -- 
who at one time were primarily alcoholics.  Just about 
everybody we serve today at Buckley Center and our 
residential facility are dual diagnosis and poly-
substance-dependent and very poly because most of them 
are homeless they'll use just anything that they can get 
on the streets. 
          My biggest concern for our future in the field, 
as is NAADAC's, is -- and I was glad to hear this 
gentleman speak earlier -- that, God willing, these wars 
are going to end.  We're going to have a lot of kids 
coming home, and my fear is they're going to be in a lot 
worse shape than my brothers and sisters were who came 
back from Vietnam.  There are going to be a lot of other 
issues.  
          The VA is not going to be able to handle it 
all, and just like with Vietnam, a lot of these folks are 
going to flood into the public sector seeking treatment 
in a system that we work as hard as we can to do the best 
we can, but we have very limited mental health resources. 
 And these kids are going to be coming back with issues, 
some of which we have never seen before.  So I'm really 
hoping that a lot more will be done to make sure that 
we're better equipped to meet the needs of this 
population when they do come home, as well as continue to 
treat the population that we're treating now.  
          So on behalf NAADAC and certainly my own 
organizations and the Clean and Sober Motorcycle Club, 
I'd like to thank you all for you have done.  Thank you.  
          (Applause.)  
          DR. BRODERICK:  Thank you, Bob.  
          At this point in time, I'd like to offer a 10-
minute break, at which point in time we'll come back and 
spend about an hour on council discussion.  
          (Recess.) 
          DR. BRODERICK:  The last item of business we 
have before we conclude this council meeting is to spend 
some time in council discussion.  The three issues that 
you see on your agenda are to continue the discussion we 
started this morning relative to the policy think tank, 
to talk about a number of housekeeping items, the spring 
meeting dates and location, and to talk a little bit 
about how we process what we're learning and observing 
with our site visits.  And we can talk about other things 
if you'd like.  
          So if I could suggest that we start with 
continuing our discussion on the policy think tank, that 
would be helpful to me to get some ideas of the things 
you're thinking about and the way that we will sort of 
move that ahead.  
          The three things that we talked about at some 
length this morning was the need to support the new 
prevention system, the structure that the Office of 
National Drug Control Policy is working on.  We talked a 
little bit about homelessness and to address the issues 
relative to children and families, and we talked about 
the intersect between mental health and substance abuse 
and the education system.  
          So I don't know if you've had an opportunity to 
think about other topics that you would like to try to 
figure out how to prioritize and sort of put on the 
plate, if you will, but if I could ask Dr. Gary to help 
us sort of start this off.  I see you have pages of 
notes, some of which I'm sure are to do with this think 
tank effort.  We can sort of begin that discussion.  
          DR. GARY:  Well, I think I'm at the point where 
I would begin by saying that we did identify some 
overlapping concerns, some overlapping foci for our 
discussion.  Homelessness was one of them.  Education was 
another.  We also talked about collaboration and issues 
related to silos.  Edward talked about education again 
and the fact that school dropout rates should be seen as 
a public health problem, which brings us to another part 
of the discussion. 
          I think Marvin and several other people had 
talked about looking at what are some of the other kinds 
of determinants that tend to lead to poor health such as 
the social determinants.  We talked about housing.  We 
talked about poverty.  We talked about school failure.  
We talked about prevention across a variety of 
conditions, prevention of alcohol, substances, early 
identification, and early treatment for those individuals 
with mental health disorders, et cetera.  
          And I think my conclusion was that all of these 
topics are very good topics, and in our structure that we 
provided for ourselves, we had initially said that we 
would begin by focusing on two particular areas.  So I 
think that maybe we can begin by looking at two areas 
that would provide for some kind of framework for us to 
address some overlapping issues that have multiple 
pathways so that when we address one -- a good example, 
of course, would be homelessness.  If we address 
homelessness, then that would take us to give some 
deliberate, robust thinking to issues regarding 
education, treatment, prevention, housing, community, 
justice, law enforcement, et cetera. 
          I think one of the things that we want the 
think tank to be able to accomplish is to develop some 
novel way of addressing issues that cause people to have 
poor health and cause people to continue to experience 
the burden of mental health and of substance abuse.  And 
I think if we could begin by looking at, let's say, 
family and community and what comes out of family and 
community and who does that affect on the short term and 
the long term, that that might give us some framework to 
begin the discussion.  
          MS. WAINSCOTT:  Faye, I sat down last night, 
after I got back up in the room, and looked at the 
principles that we talked about over a year ago.  It just 
tickles me to think that that long ago, we were thinking 
about health care reform and what was likely to happen 
and really positioning ourselves well I think.  And if 
you look at principles 1, 5, and 8 -- I'll read them.  
Articulate a national health and wellness plan for all 
Americans.  Provide for a full range of prevention, early 
intervention, treatment, and recovery services that 
embody a whole health approach.  And number 8, invest in 
a prevention, treatment, and recovery support work force. 
 That is three of the nine.  So that's a third of them 
that talk a very directly to the idea of a public health 
approach. 
          And I think that is our opportunity.  As the 
administration changes, you're hearing everybody talk 
about prevention.  Well, for us, it's more than just 
prevention.  You also have to do the recovery on the 
other end.  But I think that if we can spend some time 
thinking about how to take our desire for a public health 
approach to mental health and substance abuse issues and 
get them integrated into whatever happens, that will move 
us farther than anything we can do I think. 
          DR. BRODERICK:  Other thoughts?  Tom?  
          DR. KIRK:  What strikes me about the 
homelessness piece is -- my perspective.  You may not 
agree.  There are the groups of folks who simply are 
underserved or not well served.  So we were riding on the 
bus.  I'm sure some of you saw the same thing I saw the 
other morning where someone was stretched out.   That to 
me is a sign of a system failure or gap.  And one of the 
things that I believe strongly, based upon some of the 
things we worked on in Connecticut, is pay much more 
attention to people who simply do not get well served by 
the system, and they're homeless.  They're high-service 
presenters at the emergency rooms and other points of the 
service system.  And there are ways to more effectively 
deal with those folks to give them better care and better 
outcomes.  And homeless is just one part of their life.  
It's not the only piece that ties things together. 
          So it may not fit into the kinds of things that 
you have here, but there's a group I call 
underserved/poorly served, and it ties in homelessness, 
it ties in health care, hospital-based emergency room, 
that type of care.  It ties in criminal justice because 
they frequently are the ones that the chief has to pick 
up and go on with that.  And I think it fits into the 
larger health care agenda. 
          So my concern is that homelessness as an 
individual issue is too narrow, and I think we should 
capitalize on it and tie things.  If we want to talk 
about homelessness, homelessness and its associated 
effects.  What is more basic than to have that person 
have a decent place to live?  How basic is that? 
          And some of the stuff that we looked at in 
Connecticut, we looked at data.  Don't quote me on the 
actual figures, but when we look at persons for whom 
we've provided stable housing -- because these people 
tend to be the ones, the high-cost, inpatient cares -- 12 
months before and 12 months after, the acute care, in 
patient costs, all the health care costs 12 months after 
versus 12 months before, is like 60 some percent below.  
We pay $800,000 a day for an inpatient bed.  So when you 
address some of those things such as that, there are all 
sorts of derivatives, if you will, or correlates that 
have an overall impact on the system. 
          So what I would hope is that in any of these, 
that it's about people and that's at the core.  But if 
there are ways to frame this in terms of a system 
approach so that when you all go about your business, 
it's not just that one piece.  It's a frame in that 
larger picture, the fact that the same person is 
homeless, criminal justice issues, health care issues.  
It's all those things tied into the same person.  And I 
think if we could do far better with them, then some of 
the questions about where we get the money from -- it's 
there.  We're just not spending it wisely, and these 
people's lives -- that's the residuals of that good 
intention but ineffective care.  
          DR. BRODERICK:  Ed? 
          MR. WANG:  Just to expand in terms of maybe 
defining the population that we are focused on, after 
what Tom said, you know, the underserved or unserved, I'm 
actually also looking at maybe, in a sense, of a broader 
population which I just will use the word "vulnerable" 
populations, which includes those that are homeless, 
vulnerable populations that currently are receiving 
services like the seriously mentally ill and those with 
substance abuse, co-occurring.  That's also including 
veterans, you know, those veterans that are at risk, 
veterans that are coming back to the families, veterans 
that have a spouse, that have children.  That also is an 
at-risk population, and so forth.   
          So one way that I'm thinking about is a focus 
on the vulnerable populations in this country, including 
also refugees and so forth, because we know based on a 
lot of work now in the area of trauma, those that are 
traumatized also are very vulnerable populations.  
          The question then is can we use that as a 
framework applying, in terms of the technology, 
information, resources that we know of, to really 
beginning to formulate kind of a mental health, social, 
economic kind of an intervention.  It's a lot.  It's a 
lot, but maybe there's a starting point somewhere that we 
say this is what we're going to focus on for our 
vulnerable populations.  Kids that are in the juvenile 
justice system are very highly vulnerable.  Those that 
are in the child welfare system are also highly 
vulnerable.   
          MS. STEIN:  I just want to go back to one of 
those specialized populations and think about 
homelessness.  I think Secretary Shinseki has said he's 
going to end homelessness among veterans in five years, 
and since a whole bunch of them are a whole bunch of 
people we're working on, that would be one partnership 
that maybe we could initiate a dialogue with where I 
think they actually have some resources and have some 
plans and include some of our providers and all the 
voucher systems that they have.  The vouchers aren't 
designed quite right for us to be able to use them well. 
 Like Oxley House can't use them and different kinds of 
housing can't use them yet.  But that would be a real 
possible thing to do.  
          MR. STARK:  Well, it sure seems to me that we 
have no shortage of issues to work on.  I mean, that's 
clear.  What's fascinating to me is, having been in this 
job that I've got now in the county -- I've been there 
for 15 months, and I've got everything from all the 
housing programs to alcohol, drugs, and mental health, 
developmental disabilities, early childhood education.  I 
could go on with a bunch of other programs.  And 
interestingly enough, I also have the Washington State 
University Extension programs which include the 4H and 
the agriculture programs. 
          One of the things we've begun doing is really 
looking at all of those programs as a system.  For 
instance, we know we have kids and families in the early 
childhood education program that need mental health and 
alcohol/drug services.  We know that there are 4H 
programs that involve kids and families that could be 
great intervention and prevention programs for some of 
the kids that are high-risk.  We also know that teaching 
families how to grow vegetables and teaching them how to 
eat those vegetables they grow is a healthy behavior and 
a healthy activity and can be seen as a 
prevention/intervention, all of those connections.  
          So for me, it's really a matter of if we're 
going to use a think tank approach, what I'm more 
interested in right now is what's the process that we as 
a body will use to pick those priorities, because there 
are no shortage of priorities.  I think that, to me, is a 
real important thing to discuss because the homelessness 
thing -- I think we're all in agreement.  You've got to 
have that. 
          In fact, you know, you could actually give 
homeless folks a stable, safe place to live and not give 
them any treatment at all, and reduce significantly the 
hospital emergency room costs and a number of other 
things.  The question is can you give them a safe, stable 
place to live and then give them the services too and 
double your savings.  I'm not so sure.  That's something 
that maybe we ought to take a look at. 
          But I also know, going back to what Flo is 
talking about, the housing folks, the ones at the Federal 
level and the ones at the State level, are always whining 
about meeting services.  And of course, we in services 
are always whining about meeting housing.  So getting 
those connections is going to be key. 
          I find myself being very, very much in a 
paradoxical position because I've got both those programs 
in my own department, and I've got these people in my 
department chastising these people in my department and 
these people chastising back and trying to figure out how 
to connect them now so they end up working together.  
          So, again, I hate to go on about that, but it's 
less important to me today and at the next meeting to 
talk about which of the areas we want to focus on and 
more to talk about the sort of structure of how we're 
going to use a think tank approach.  Once we define that 
structure, then we sit down and maybe identify some 
priorities to work on, of which we have no shortage. 
          DR. BRODERICK:  George? 
          MR. BRAUNSTEIN:  Probably being in the service 
delivery end arm, I can very much relate to what Ken is 
talking about.  I'd just take it one step further or 
maybe restate what he said, that we're having to develop 
new models for service, many of which are based on some 
of the conceptual frameworks that came out of 
transformation.  Recovery to me is a business model now. 
 It's not the right thing to do.  And I'm just using that 
for one example.  Integrating housing and our treatment 
system is a business model that makes sense, not the 
right thing to do. 
          So to that end, actually just mirroring Ken's 
statement, I think that one of the focuses we can make is 
to look at how do you get things done for people actually 
using some of the conceptual frameworks that SAMHSA has 
endorsed out of their strategic plan over the years, how 
do they get applied, how do we make sure that people are 
using them in the current environments because people 
have to manage differently out there in order to bring 
these services to people.  And the old models that we all 
grew up with in the '60s and '70s are no longer 
applicable. 
          So I endorse what Ken is saying and just kind 
of enhanced it further.  
          DR. BRODERICK:  Tom?  
          DR. KIRK:  I think one of the things, 
reinforcing part of what Ken was pointing out, is this is 
something new for the council members, and I would urge 
us to give thought of the process and that we don't take 
home something that simply tips it over and gets so 
complicated.  It seemed like a good idea at the time. 
          So in tending to the process in some sort of 
measured way so that -- one of the things that we talked 
about, the three of us when we talked with the SAMHSA 
folks, was -- I mean, these last couple days, tremendous 
energy, really interesting things.  You walk out of here. 
 You get renewed.  At the same time, you're a little bit 
down because of what you see as the flaws.  How do we 
make sure that what we come up with just doesn't sort of 
wither away?  And we're talking about something that 
we're not going to see any product for a year from now.  
How do you get something to come back whenever the next 
meeting is? 
          The point was don't walk away with something 
and choose an area that's going to take us nine months to 
come back with some sort of product.  It loses its 
meaning.  It's a very new process for us, and we all have 
day jobs and we need to figure out how we fit this all 
in.  So maybe combining Ken's points about process and 
how we move it and then tie it to some particular focus 
that you have here but with the clear outcome being a 
meaningful product within a reasonable period of time 
that's tested the model.  Otherwise, from your folks 
point of view, you'll be trying to help something that 
turns out to be more of an annoyance than it does a 
meaningful piece. 
          Furthermore, maybe not knowing what your 
process is in terms of when you get calls to put your 
agendas together, trying to think in such a way that the 
thing that we do somehow ties in with the call that comes 
from OMB or whatever it is you have calls for so that 
we're bringing something to the table in a timely fashion 
that helps to inform your vision, policies, and so on.  
Otherwise, you may view what we give you as, well, it was 
interesting, but I wish I had this six months ago, and 
that doesn't help anybody. 
          So I don't know whether that helps, but I think 
a major mistake we could make is jump onto something 
based upon the passion of the moment.  It was a good 
thing, but frankly, in terms of either the scope of it or 
how we would do it, we forgot to understand how we would 
do it.  The result was we don't get anything out of it 
and we lose the merit of the whole thing.  
          DR. GARY:  Yes.  I would agree with all of the 
comments that I've heard.  I think the idea of a think 
tank is to work in such a way that we could develop 
something that's useful for SAMHSA to use as it goes 
about with its programming efforts that wouldn't 
otherwise have happened at this particular time.  So we 
want to be a value added based on the thinking, based on 
the wisdom of people here, and as George said, other 
experts who are at other places who may not be on the 
council but everybody has some contacts and linkages. 
          So I think to directly and concretely address 
Ken's concern, what is the process, which is also asking 
what is the structure, then I would just ask if we take a 
look at the documents that all of you have and maybe we 
can discuss the process and the structure based on the 
information that we have and we could utilize this and 
improve this process and use this as at least our 
preliminary kind of guidepost to take our work to the 
next level because I think we need to make sure that in 
the next 30 or 40 minutes we have some concrete direction 
from you that we can utilize to begin to do some work.  
We don't want to lose time thinking about process.  We 
need to make a decision about that, the process and the 
structure.  So I would ask that we follow with Ken's 
notion and let's get some consensus about process and 
structure.  
          DR. BRODERICK:  Ken? 
          MR. STARK:  Probably the first question I would 
ask is, is this something that is of interest to you?  
Having a structured way that the council provides sort of 
discrete and definitive guidance around a particular 
policy issue would be helpful.  The dilemma is the one 
that Tom points out.  We come together twice a year and 
we get 100 questions a week on things that I can't tell 
you what they'll be next week.  And so to deal with the 
things that we are reactive about is difficult when we 
come together infrequently. 
          The reason I mentioned the ONDCP sort of 
direction in homelessness and education is it appears 
that we have multiple cabinet Secretaries who are sort of 
on board with regard to that.  I don't know what will 
come out of it, but the topics are at least known.  And 
with regard to demand reduction, I mean, there is a body 
of work underway that we believe will continue.  So those 
at least offer the opportunity to identify issues that 
will remain on the front burner, if you will, for those 
outside of SAMHSA and that we'll have an opportunity to 
engage upon. 
          There are, as you point out, a host of other 
things that may not sort of rise to that extra-SAMHSA 
interest that we can still use your help on.  So I don't 
want to limit the conversation or the discussion 
necessarily to those three items.  Just those are three 
that seem to cross cut. 
          The others that are pretty clear are the ones 
that the Secretary identified that sort of she inherited 
when she walked in the door.  So those are sort of less 
-- it would be a forced fit to sort of carve out a piece 
and try to figure out where that's going to go.  They're 
not necessarily specific to mental health or substance 
abuse, although each of them has a component. 
          So it's a long way around to say it would be 
helpful to the extent that we can deal with the fact that 
the council comes together twice a year and pick a policy 
area that will have continued sort of interest and 
relevance over the course of time such that we avoid the 
trap that Tom talked about of doing something that either 
is not pertinent when the product is delivered or is of 
such a short duration that the issue is gone by the time 
we come together again to talk about it.  
          MS. KADE:  When we were talking to the members, 
one of the issues that came up, as we were having our 
various conference calls, was the synergism between the 
think tank, the topics that would be picked and what you 
would do with them, and the agenda for the next meeting, 
or the agenda of the meeting, the experiences of what 
you've experienced now and the thoughts you had that you 
could then further develop and then share at the next 
meeting, so the relationship between the think tank, the 
topics, and what you've experienced at the meeting.  I 
don't know whether or not that would -- that could fall 
into some of these other topic areas or parameters, but 
it more closely related to the day and a half leading up 
to the council meeting.  I just wanted to put that on the 
table.  
          MS. WAINSCOTT:  And I guess you would really 
have two choices.  One would be to be more sort of try to 
fit the political process and see what you think was 
going to happen next and what you think the hot topics 
were going to be and where the opportunities were. 
          And the other one I would kind of put in a box 
that I would call the "emperor has no clothes" so that 
people who are out here in the field who hear people say 
all the time things like this isn't working because the 
funding streams are siloed, this isn't working because -- 
or there is an opportunity here so that we could bring 
you from way out here things you're not going to hear 
inside the Beltway, things that are not going to come 
through any other reaction with any other department.  
And that to me is the thing that I think would be more 
valuable. 
          And the thing I talked about fits that box.  I 
mean, clearly it does.  I don't think there's anybody in 
the room that thinks we're spending our resources wisely 
to build hospitals and have crisis units and do all the 
things that are on this very deep end.  But I don't see 
any planning going to ever get us back here to where we 
do prevention, where we intervene early.  In substance 
abuse, it's happening.  I'm talking mental health here.  
          But, you know, one of the "aha" moments that I 
had -- it was just interesting that Maya apologized to me 
for something that was a gift to me, and I've let her 
know that.  But as we talked, it was the first time I put 
my finger quite directly on the fact that our substance 
abuse colleagues -- and I will share with you that we 
just changed our coalition in Georgia last Monday and 
voted that we are now a behavioral health service 
coalition, a 22-year-old coalition which has been a 
mental health coalition is now behavioral health.  And 
we're going to rotate chairs with substance abuse and 
mental health.  
          But out there and here in this room, I don't 
think there's anybody who disagrees that we'd be better 
off if the substance abuse prevention money, which is 
often used for things that prevent mental illnesses and 
build resiliency and reduce risk factors for mental 
illness, were talked about as if it were that thing 
instead of pure substance abuse prevention because it 
might begin to do the thing we talked about last night, 
Dr. Broderick, which was convince some of the State 
mental health directors that there's value in that. 
          So, anyway, that kind of conversation -- and 
there are 10 others that we could have like that that are 
like the "emperor has no clothes."  We're not doing a 
good job by just sticking our finger in the dike.  And I 
confess to some impatience because my job, I think, here 
is to talk for the people who receive the services, and 
we want to get better quick. 
          DR. BRODERICK:  Well, I don't know whether it's 
the "emperor has no clothes" or not, but the thing that 
struck me over the course of the last three days is -- 
and maybe it's the reference to "One Flew Over the 
Cuckoo's Nest," but at the point in time that that movie 
was made, there were 500,000 people in State hospitals.  
Today there are 50,000.  They're different people, given 
that many of them are no longer alive, but if you just 
compare the raw numbers, they expected a community system 
to be in place that they would go to and it never was.  
It was never created.  So they've been 
reinstitutionalized in the criminal justice system. 
          We heard from folks this morning from the 
health system and we heard from people this afternoon 
from the criminal justice system -- this morning, rather 
and then later this afternoon from Judge Darling to say 
that there's plenty of money being spent.  Society has 
not been reluctant at all to build jails.  It has been 
reluctant to build a community behavioral health system 
to take the place of those institutions that were largely 
depopulated.   
          So to go to your point, Cynthia, what would 
help me is for you to tell us sort of where that transfer 
of resources occurs well because there's not going to be 
a whole lot of resources.  We're not going to maintain 
the criminal justice system and have the investment, I 
don't think, anytime soon in the development of a 
community-based mental health and substance abuse system 
to overlay that.  So we can't necessarily say, okay, 
conceptually we just need to take this money that we're 
spending here and spend it there and everything is 
better.  There's got to be a way to move from here to 
there.  I suspect the answer lies in multiple arenas, but 
as we sort of think about or programming and if we could 
sort of describe a function of our discretionary grant 
programs as innovation, where to make that investment or 
where to suggest to others that that investment be made, 
that would be extremely helpful.  
          MS. WAINSCOTT:  Well, I think some of the 
urgency around this is that unless something is done 
different than what the processes will push us toward, 
the financial crunch will result in a reduction of 
services and a movement of people into the criminal 
justice system.  That's what's going to happen unless 
we're able to interrupt that sort of normal process.  
          DR. BRODERICK:  I would say it's already 
happening, and so what can we do to either demonstrate 
places in the country where that's not happening, if 
there is a place in the country like that, to convince 
policymakers, none of whom are sitting at this table, 
that in fact that investment is useful?  And to expect a 
wholesale change with one argument or one conversation is 
pretty naive, but to be able to begin to demonstrate 
here's how you move from the system that we have that 
invests heavily in the criminal justice system to 
reinstitutionalize people to a system that supports 
community-based and community-available services is going 
to be pretty helpful.  And to the extent that you could 
help us with that, that would be pretty worthwhile.  
That's not something that will happen before the next 
meeting, though.  
          (Laughter.)  
          DR. BRODERICK:  Terry and Ken and Tom. 
          MR. CROSS:  I would just want to mention it 
seemed to me -- I've been involved in some think tank 
kind of processes in the past, and it seems like a think 
tank is really about convening the best thinking on a 
particular topic and articulating kind of the state of 
the field, the policy options, and then making 
recommendations.  Those conversations are really 
strategic in nature and I think sometimes we get into 
talking from a tactical point of view when we get too 
narrow on topics rather than the large strategic thinking 
about how are we going to make these shifts. 
          I think that the role of a national advisory 
council is strategic rather than tactical but that these 
lists of topics have homes already in SAMHSA not only at 
a staff level but at your contractor level.  There are 
national centers.  There are technical assistance centers 
who, if we identified some of these topics to farm out to 
some of the existing groups for study and the best 
thinking then to be brought to this group for our review 
and consideration and reaction, that that's a much better 
use of our time than us trying to be the expert think 
tank trying to perform as the think tank.  I was just 
thinking about how can we best leverage the resources 
that are here around this table along with the resources 
that you already have in place and the potential for that 
to even leap across other cabinet level departments or 
even within HHS, CDC, and others. 
          Larke and I were talking yesterday about the 
early childhood initiatives that are coming down the 
pike.  So some of our strategic thinking might be 
strategies of opportunity, calls we think you're going to 
get.  
          So I'd just like for us to consider, as I think 
Ken was saying, the process but really getting as smart 
and strategic about the process as we can. 
          MR. STARK:  Yes, I agree with Terry.  I think 
that's a good idea.  I think we should maximize those 
resources.  
          I also wonder about -- I know all of the other 
Federal agencies, the ones that do or don't have advisory 
councils, are going through the same thing we're going 
through, you know, every single one of them.  You've got 
the maternal care folks who know they've got big issues 
around mental health and alcohol/drugs, and they're 
trying to figure out how they can get access to our 
services and in some cases spending their money on 
services that they think maybe we ought to be paying for. 
 Of course, we're doing the same thing, and I'm sure 
Justice is doing the same thing.  
          So it kind of almost begs the question of maybe 
if those folks that are responsible for those other 
things that we know that our people need, if they somehow 
could sort of define what they see as those most 
immediate needs and we could do the same thing from our 
side, what are our most immediate needs that we can't 
take care of that really somebody else we think probably 
ought to be paying for anyway, and if the different 
agencies each did that, then maybe that would be a good 
time to bring us together with maybe some of these 
national centers and do a facilitation of brainstorming, 
you know, a work session all day where we try to come up 
with ideas of how we might do some things together.  And 
then the technical assistance centers could take all that 
feedback and go write it all up and tease it out and 
bring it back to us.  I don't know.  I'm just thinking 
here.  
          MR. KOPANDA:  In hearing the discussion this 
morning, one of the things that really struck me is this 
whole discussion of blended versus braided funds.  It 
seems like we've been hearing over kind of a long period 
of time the need for more blended funds at the local 
level, that our requirements are all -- I mean, even 
braided.  We have all the performance requirements.  We 
have reporting requirements.  It makes it very, very 
difficult to operate.  
          It may be helpful to consider some suggestions 
for us in areas where we could propose -- and it would be 
most helpful at the point of delivery -- blended 
programs.  We talked about working with other 
departments.  Where could we and another department put 
together blended programs?  And of course, we'd have to 
look maybe for some statutory authority or maybe have 
broader outcome measures that didn't specifically only 
relate to substance abuse treatment but they related to 
higher-level outcomes where we could propose more 
blending, something short of a block grant at the one 
extreme, but at the other extreme, we have narrow, 
categorical programs, each with their own little 
measures.  What can we propose at the local level that 
would be very helpful in maybe several areas?  That kind 
of thing would be the kind of thing that I think SAMHSA 
should do, and it seems to me, from what all I've heard, 
that's going to be a very positive thing at the point of 
service delivery.  
          DR. KIRK:  To play off of that, one of the 
advantages of ATR -- it has been extraordinary for us.  
And part of the reason why I say that is that in the 
first AtoR we -- very little on the service side, 
treatment service side, and all sorts of recovery 
supports.  And the evaluation ended up with was that the 
combination of short-term support for housing plus 
transportation almost in and of itself gave you better 
outcomes in terms of the person's substance abuse and all 
these others than just the traditional clinical services.  
          My point is that as we continue to move on from 
AtoR to the other things -- and we're still struggling 
with it.  I go to my fiscal folks and say, tell me how we 
can come up with a bundled rate.  So instead of the fee 
for service, you know, fee for service for residential 
day or outpatient or IOP or whatever it is, if some of 
these things are so important, suppose we didn't continue 
to pay just this gentleman for his residential treatment 
and Marvin for his housing stuff, if we could look at 
bundled rates that incentivize linkages, that incentivize 
the multiple needs that a person has, as compared to what 
you pay me for is what I'll do.  Well, maybe we should 
provide those combinations. 
          What was done for Connecticut -- and it goes 
back to the collaboration stuff -- is that our Governor 
and legislature said, we will not build more prisons.  So 
emphasizing decreases in prison population, probation has 
been a major, major focus.  Well, that's great you want 
to do that, but you better provide the services.  So what 
that has resulted in is our criminal justice system has 
been a heavy user of their AtoR services, and they'll 
point out, for example, the technical violations.  You 
know, somebody doesn't show up for appointments or have a 
bad urine or whatever.  They've been able to decrease 
their technical violation rate by 40 percent.  Those 
people don't go back to prisons.  And they would point 
out that that represents a significant proportion of any 
prison population. 
          So that's led some legislators to say we are 
going to take money out of the Department of Correction 
budget and move it, but it's got to be based upon a 
partnership in deciding what the services would be so 
that the correction commissioner, if you will, gets value 
added, as well as we do.  
          So I think there are models out there, but 
these are very different types of thinking compared to 
the system as it is.  Ken was in Washington State and you 
did that whatever it was, all the cost offsets out of ERs 
and other things.  Particularly in this fiscal time, it 
seems to me people pay more attention to those kinds of 
not cost offsets five years from now, but can you show me 
the decrease in the prison population as result of this, 
can you show me decrease in whatever it is we're talking 
about?  
          So I think among this group here -- and I'd be 
game to do this.  I mean, I'd love to interact with Ken 
and some of the others and look at things we've done in 
Connecticut where we have done these things that taken 
the dollars you're giving us, that have actually 
positively impacted another part of the service system so 
that in AtoR-1 we passed your total number.  Forty 
percent of the people we never saw before in terms of 
outreach, but it wasn't necessarily because we guaranteed 
an outpatient appointment next week.  It's because we 
provided some dollars for personal care items or a month 
or two of temporary housing.  That's what it gains in the 
care system, not the fact like you have an outpatient 
appointment.  
          So there are models there, and I'm sure -- I 
haven't followed what's gone on in Washington State.  Any 
number of us could probably use some of those models.  
They may not be strategic as you're talking about, but 
just like we've heard over the last couple days, there 
are here-and-now kinds of things going on in communities 
that frankly are going on despite some of this other 
noise in the system.  And if we could look at some of 
those and maybe frame out, just propose a little model -- 
I mean, when you talked yesterday, Terry, about different 
ways of looking at system change and the quadrant models, 
well, I think various adjustments of that are being used 
around the country. 
          In preparation, let's say, for whenever your 
next meeting is, if a couple of us say I'm willing to 
search and talk to my colleagues and look at some of the 
other areas and come up with examples so that you're not 
in a position to say, well, we want to do it, but we 
don't know where we want to do it, say well, it's 
happened here, it's happened here, and maybe use those as 
talking points as you go about, Daryl, framing a 
different type of approach of outcomes.  I think it's -- 
I hate the word "transformation."  It's major system 
change, and if we could play off of a couple models and 
maybe tie in some of the kinds of things we're talking 
about, whether it's education.  In AtoR what was really 
great is that we could pay somebody to register for class 
or to get some training.  The homelessness piece was 
another component.  Different things were in here which 
were value added. 
          Maybe from my own point of view, I like to look 
at things from a system point of view conceptually, but 
when all is said and done, what difference did it make?  
And so we need to be able to show things that have made a 
difference and whether it's through NASADAD -- and Flo is 
the President of NASADAD.  And some of the NASMHPD folks 
-- one of the things that they've done in previous things 
-- and Flo is aware of this -- they do what they call 
"brag and steal."  What they do is they pick certain 
areas and they have States tell us the things that really 
have worked for you, and they put together a little book 
that shows all of this "brag and steal."  There are 
interesting things going on all around the country that 
play off some of the kinds of things we've talked about 
here.  Collectively they represent system change. 
          Otherwise, we're going to continue to do these 
discretionary -- I'm not attacking discretionary -- 
discrete types of things that don't really produce the 
type of change that the judge needs to see.  And I think 
if we could choose a couple and maybe one of them that's 
more youth health promotion and prevention-oriented, 
another one that's more for the more challenging 
populations, I think we could produce a product that 
would come back to you in a couple months that could be 
talked about whenever your next meeting is and say, you 
know, if you tweak it this way -- somebody said they're 
tired of tweaking.  Well, if we could turn it a little 
bit this way and show that and then from your point of 
view you could use it because if it's not useful to you, 
then we're just whistling in the wind.  
          MR. STARK:  You know what's interesting is even 
within SAMHSA sometimes it's astounding how SAMHSA's own 
silos sometimes don't pay attention to each other.  And I 
know you're all struggling to fix that. 
          PARTICIPANT:  Tell me it's not true.  
          (Laughter.)  
          MR. STARK:  I got the same problem in my 
department, but I've got even more silos, but we're 
talking about it, trying to work through it.  
          If you look at -- for instance, Tom talks about 
Access to Recovery.  I don't know hardly any other 
Federal agency that has ever taken the risk of giving 
that kind of flexibility with a pot of money to State 
government.  I don't know any other Federal agency that 
took on that kind of risk.  And that has been a boon for 
those States who have had that money because it's an 
incredibly flexible pot of money where, as Tom said, you 
don't necessarily buy a lot of treatment expansion with 
that, but you fill the holes on the supports that really 
make the difference on either access to treatment, 
completion of treatment, or positive outcomes and stable 
recovery. 
          Another one, SBIRT.  I look at the Screening, 
Brief Intervention, Referral and Treatment where 
Washington State had one of those grants, and we put 
chemical dependency counselors in hospital emergency 
rooms, about 11 of them across the State, and showed 
tremendous cost offsets.  That model could be used just 
as effectively with mental health as with alcohol/drugs. 
 And in fact, in Snohomish County, with some of our 
increased sales tax money, we're going to reinstitute 
that program, but it's going to be screening for both 
mental health and alcohol/drugs.  And it's going to be 
great outcomes.  I already know that because we did it 
the other way, and we know it will work with mental 
health as well as it worked with alcohol/drugs.  So we're 
going to do it. 
          But the ATR is something that could work just 
as well in mental health as it could in alcohol/drugs.  
The CSAT prevention stuff -- it's already been mentioned. 
 You could simply get rid of the word "alcohol/drugs" 
related to a lot of the prevention programs and just say 
"prevention programs," and they are just as useful for 
alcohol/drugs, you know, mental health, teen pregnancy, 
school runaway, all of that stuff, juvenile justice.  
          So I think within SAMHSA, I would also 
encourage looking across all the centers and seeing 
what's effective in one and might it be effective in the 
other so that we can really look at those programs 
improving outcomes.  
          And then going back to Tom's comments, I mean, 
I guess the easiest thing to say is I agree.  It would be 
really nice for, I think, us to also feel like we're 
giving.  Sometimes I feel like I'm just another one of 
those people that's getting paid to come here and I'm not 
really giving much.  And I feel like there's so much more 
that people around this table could give and I think want 
to give.  
          MS. STEIN:  I was just thinking about why it's 
hard -- what you were talking about, Richard, because the 
collaborations that work best in our State are ones that 
we mutually agreed upon and both partners or multiple 
partners worked together, figured out how you could make 
your money work together if you want it to work together. 
 It's when you don't want it to work together, there are 
all kinds of reasons why not.  So it's very complicated 
to get people to actually do that kind of sharing. 
          Like right now, I think we have one of the best 
criminal justice collaborations in the nation where for 
years all of our justice programs have gone to our 
legislature and told them to give us their money for 
treatment because they want the management to be in 
treatment and they'll do custody or control or whatever. 
 But we have all brand new people, and I think it's going 
to go away like tomorrow even though there have been like 
10 or 15 years of this really fabulous collaboration with 
data and dollar-sharing and blending. 
          So the notion of coming up with lots of 
examples that you guys can use that inspire -- because 
what George was saying about the "brag and steal," that 
is a good thing because you don't feel like you're being 
forced into something and you read through it and you go, 
we could do that.  You know, we could try that out.  That 
might work.  It's very complex to get these 
collaborations to occur.  
          I think ATR is a brilliant idea.  One of the 
reasons it worked is you didn't have to take it from 
anybody else.  Right now, if you're going to share 
something, you've got to take it from somebody else 
because there isn't any new money.  So it either has to 
be absolutely mutual or one person is going to be on the 
up side and one person is going to be on the down. 
          DR. BRODERICK:  Dr. Gary, what do you make of 
all of this? 
          DR. GARY:  I like the discussion so very much, 
and it was just coming to my head that unless we get some 
very clear directions, then my mind goes into its own 
creative mode, and I can come up with some very, very 
specific kind of processes, Ken, structure, if that's 
what you wish, priorities. 
          So I think with the few minutes left, I think 
we need to be very clear about what our task is, what our 
next steps are.  I think we need to get some consensus 
from the council so that we can deliver as we promise and 
as you request.  And I'm not so sure that that's very 
clear to any of us. 
          But I think all of the discussion is a very, 
very excellent discussion.  I like the idea, one way to 
improve any product or any situation is to understand 
clearly what we have and what we wish to have.  So I 
think that I certainly appreciate comments about the 
excellent programs that do exist in different parts of 
the nation, and maybe we do need to know about those and 
to determine, as a part of our think tank, what could 
work in other environments. 
          But again, I think we started our conversation 
today when I said we need to look at models and 
frameworks that could work with different populations and 
in different settings.  So in a sense we've come full 
circle.  We've just added some examples and concretized 
some of the concepts that we talked about this morning, 
and I think it's been extremely helpful. 
          What I'm also very grateful for is your 
interest in wanting to make things better, and that's 
always a struggle.  But once we start struggling in our 
critical thinking, we are bound to get something that's 
very different.  
          So I appreciate the conversation, but we do 
need some direction.  Otherwise, I'll e-mail you and tell 
you what it is.  
          (Laughter.)  
          MS. CUSHING:  I appreciate what Dr. Gary just 
said.  We do need direction, and yet models and 
frameworks and some things that are working around the 
country rather than reinventing the wheel.  I love the 
idea of sharing and blessing and releasing what might 
have worked in a given State or community.  I do hope 
that we will remain focused, though, on the three areas 
of SAMHSA equally, mental health, treatment, and 
prevention, as we look at models and things that have 
worked.  
          I also think we have a daunting task before us 
because health care reform is on the tip of the tongue 
and the primary work of Congress right now.  I feel like 
one of our roles is to be certain that in that health 
care reform work that mental health and treatment and 
prevention -- and the kinds of prevention we're talking 
about, not immunization, but the other kind of prevention 
-- is solidly included in the planning, in the 
implementation, et cetera.  It seems to me that this body 
is the perfect group to advise in that area as things 
move down the road, and they're moving down the road very 
quickly.  So it was just my concern.  
          DR. BRODERICK:  Well, at the risk of taking the 
ideas of the council and being directive, I don't know if 
you were looking for direction from me, Faye, but at the 
risk of doing that -- we've not heard from everyone 
relative to the idea that Tom just sort of put out there, 
other than Ken.  But were the council to choose to do 
that, I think it would extremely helpful, quite frankly, 
to help us.  I don't know how long it would take for us 
to take that idea and turn it into reality, if we ever 
could, quite frankly.  There are many hurdles along the 
resource trail, if you will.  No ultimate decider but 
lots of places of influence.  But to the extent that we 
could begin to have that policy conversation about what 
that would look like -- and I see it sort of as a 
sequential step.  You didn't describe it that way, Tom, 
but what do we take from what we've got, whether it be in 
one center or the other, and package it in a way that 
represents a step forward? 
          Fran talked about SPF and the Partnerships for 
Success as a next step forward, but how do we take our -- 
I don't like the term, but our "redwood programs," for 
lack of a better term, and move them ahead to essentially 
help the people who need the care and do it in a way that 
isn't necessarily bound within a system that already 
exists but uses innovation that exists in communities 
already and makes it available to others, for lack of a 
better term?  
          That would be appealing to me, and I don't know 
if my colleagues from SAMHSA have thoughts about it.  I 
would offer them the opportunity to weigh in here as 
well. 
          But I think the opportunity for you to bring 
back to us those examples, for instance, that you talked 
about and to then offer us an opportunity to think about 
what that would look like in our sort of programming in 
out-years.  While it wouldn't result in profound change 
over a six-month period, it does offer us an opportunity 
to think about the future.  We will have, with the 
arrival of a new Administrator at some point, the 
opportunity to talk about a strategic plan.  And as we 
think about how we might go from where we are today to 
where we need to be five years out in a reformed system, 
not knowing what the reforms are going to be make it 
somewhat difficult, but I think people have a pretty good 
idea of what is likely to pass.  The devil is in the 
details, but we have a lot better understanding of what 
that's going to be like today than we did a year ago when 
we started working on those principles.  So if we choose 
to wait till we're absolutely certain, we'll never do 
anything.  
          So that's my thought about the think tank.  I 
would offer any of my SAMHSA colleagues an opportunity to 
offer their thoughts as well.  Anna?  
          MS. MARSH:  This has been a really painful 
discussion to sit through because I felt like I shouldn't 
really say anything.  Part of it is it just seems like 
this struggle kind of between divergent and convergent 
thinking.  I would not minimize the value of the 
divergent thinking and conversations that the council 
engages in.  I would not minimize the benefit of that for 
the SAMHSA leadership.  It's extremely useful.  I mean, I 
think we try to get pretty directive in what we do back 
at the office and just to sit and listen to the 
brainstorming and the stream of consciousness is 
extremely useful.  So I want you to not think that you 
have to put everything in a neat little box and present 
it to us in order for your advice to be useful.  
          That said, it sounds like you want to have a 
little more visible product than what you've done 
heretofore.  At first, Rick, when you were saying what 
Tom was saying, I thought which thing are you talking 
about.  And I think what you were talking about was the 
benefits from ATR.  Is that basically what you were 
talking about?  Which I attribute to a certain degree of 
flexibility in the program.  So if one of your messages 
is "SAMHSA, be more flexible, be less prescriptive," then 
that's certainly something we could take back. 
          I think that we're hamstrung in some respects 
by the Hill in terms of what we can spend what dollars 
on, but in terms of writing RFAs, I mean, people struggle 
around the table about each little aspect of the RFA and 
how it should look.  Maybe we should struggle less and 
provide more flexibility to the field. 
          So that's my initial reaction.  
          DR. BRODERICK:  What I was talking about is 
that precisely, to take the lessons from a grant program. 
 In this case, Tom was referencing Access to Recovery.  
Those programs are fairly broadly described in our 
appropriations.  We bring new cohorts to the table all 
the time, and we choose to either tweak the RFAs a little 
bit or reissue them as they are rarely or fundamentally 
change them. 
          So to the extent that we created a new program 
and we required new dollars, there would need to be, 
obviously, some interplay with the Congress and the 
Department and OMB.  To the extent that we modify what's 
in existence now to describe it in similar terms but 
affect a broader audience, which I think is Ken's point, 
it probably does lie within the discretion of the 
Administrator.  So that type of thought.  
          It's very difficult for the people who write 
those RFAs.  They love them.  They're their children.  
And when you have that kind of a commitment to a 
particular program, to step back and say, okay, I'm going 
to take the blinders off, step outside the box, and make 
a pronouncement about my child is pretty hard.  So the 
opportunity for those who may not have that level of 
engagement or knowledge about or working relationship 
with a particular grant program may offer us more 
discretion than we take at this point in time. 
          Anyway, to answer your question, that's the 
comment of Tom's that I was referring to.  
          Larke and then Fran.  
          MS. HUANG:  I don't often attend these 
meetings, and I was told that we're here in a listening 
position, so it's been really hard for me for two days 
not to say anything or ask questions.  But it's been very 
exciting to sit here.  As Anna said, you're just kind of 
wanting to jump into this discussion.  
          I guess I heard a number of things here that I 
think are really things that would be exciting directions 
for us.  This idea of innovation and business case 
models.  I think in terms of looking at innovation that's 
going on in communities out of necessity or in States 
because they are frustrated with our siloed ways that we 
send money down, they way they're getting things done and 
meeting the needs of some of the people we heard speak 
today I think is something that would be really important 
to hear at the Federal level.  
          We did that with one of our new grant programs, 
Project LAUNCH, which some of your States have or are 
going to get.  And we developed that RA in conjunction 
with some of our Federal partners.  We developed it in 
conjunction with the Maternal and Child Health Bureau in 
HRSA, with CDC, and with the Administration on Children 
and Families, and we linked it to some of their programs 
that they were going to issue as well so that when ACF is 
issuing their home mentoring, we also said that in 
Project LAUNCH you need to look at home mentoring as an 
evidence-based intervention.  And also Project LAUNCH was 
built on business case data about if you invest in young 
children early and their families, you see good 
longitudinal outcomes for both the children and their 
mothers in particular.  
          So I think we are trying to work across Federal 
agencies, across operational divisions.  We are also 
doing that in a meeting we are having next with youth 
programs where we are bringing in -- we have been meeting 
with 12 different Federal agencies across departments, as 
well as within HHS.  And we are going to do a bit of a 
"brag and steal" in two weeks where we have a number of 
different States and communities coming in and showing us 
how in Atlanta public housing, out of their Housing and 
Urban Development money, worked with education to develop 
innovative education programs in public and Indian 
housing.  Or we have the Department of Agriculture and 
their 4H, big funders of after-school programs, coming to 
work with us on our substance abuse prevention.  So we're 
really trying to put things together in different ways. 
          And I think underlying that -- I've heard 
"business case" from George, from Tom, from Ken, from 
Terry, from a number of people.  If you could help us 
understand how best to put this in a business case model, 
I think that helps us sell it to other Federal agencies 
as well.  
          I was at a meeting in D.C. with the D.C. Public 
Schools where they told us -- the chancellor said that 
the people who build jails come into our fourth grade 
programs and look at how many African American boys are 
behind in reading to know how much in terms of building 
their jails.  So they are looking at some of sort of our 
indicators and building their business models on that.  I 
think we need to do that better in our own work.  
          So I think that innovation and that business 
thing is really critical across.  And I think also the 
assumptions of this new administration and the push is 
that we work across departments.  Earlier today we were 
still generating proposals with HUD, as well as 
Education.  Rick said we are meeting in a number of 
different configurations with the Department of Education 
who had some big money coming out particularly around 
their young children.  And how do we make sure that our 
issues of substance use in those families or the fact 
that many of those young children are getting expelled 
out of their early childhood programs at greater rates 
than the K through 12 kids -- so they are coming to us 
and we need to know how to work across those silos.  
          And then the other thing I heard, which I think 
is really critical, is when we look at some of our 
programs that are working very well where we have really 
good data, can we generalize them beyond the populations 
they are targeted to serve, or if SBIRT is working really 
well with substance use, can we put screening for 
depression in that or can we put the mental health 
pieces?  And I think some States have gone and taken 
that.  Again, there's a business piece to that that I 
think we probably need to think more about as we create 
some of these programs within the bounds of the statutory 
and the legislative mandates we have on them.   
          So I'm really excited about what you all are 
sort of directing us towards.  
          MS. HARDING:  I echo a lot of what Larke is 
saying.  But I'm not too anxious to throw away everything 
we've learned in prevention in particular.  I am, 
however, very anxious to start connecting the core of 
what we do in prevention, the logic model for one of our 
strategic planning for each community, building these 
principles, looking outside the box with our other 
partners.  We're being asked to do that now.  We're going 
to be asked to do that more.  
          I think most importantly what I've learned in 
the last two days or what I re-learned of the successes 
of -- that prevention, as we know, is working.  It can 
work much better than even the successes that we've 
heard.  When I heard Judge Darling speak, it breaks my 
heart that we don't have a prevention model that will 
attach to all the treatment they're trying to focus on.  
And what do they do with the children that are assessed 
and don't need treatment and there's nothing else to give 
them because we have so few programs that are working 
within a prevention structure with criminal justice, and 
it's something I think we're going to have to start 
taking a look at.  
          So I do agree that adjusting some of our models 
or having a discussion back at the office about -- sorry, 
Rich -- is SBIRT only exclusively for treatment or is 
this intervention program as adaptable to some of our 
prevention programs, especially programs that are in the 
schools or are working with really high-risk kids.  As 
long as it's not a diagnosis, what is it?  
          So I applaud the idea.  I think that there are 
core elements in our programs.  I would recommend, when 
you're thinking, wipe away all the tags and the names and 
look at the core elements of what's making this work and 
accept that there might be some models that will not 
transcend to other places. 
          And also, don't worry about us and funding or 
RFAs because that will get you caught up.  I speak from 
experience on that, trying to change a model. 
          So I think it's a great idea.  I think our time 
has come.  I've spoken to several people about we keep 
talking about having to advance our IT skills because IT 
and mostly youth are getting away from us.  I would say 
that we're almost in that situation right now with our 
programming designs and the way we give resources out.  
We have to keep up with the paces, and right now I think 
the paces are trying to cross over multiple risk areas 
for youth and families and communities.  I agree with 
most of what's said. 
          DR. BRODERICK:  George.  
          MR. BRAUNSTEIN:  I'm sorry I have to leave.  I 
have to get out to the airport.  
          I actually just want to thank Judy and Terry 
for just well-organized, well-planned --  
          (Applause.)  
          MR. BRAUNSTEIN:  Everything was together, the 
speakers, the site visits.  I didn't get to see all the 
sites, but I've heard enough about it to understand. They 
really put the whole package together.  So thank you for 
what you've done.  
          I'm getting a little sick of traveling.  After 
I moved very close to where SAMHSA's headquarters are and 
could just drive right up the road to meetings, we go 
3,000 miles away.  
          (Laughter.)  
          MR. BRAUNSTEIN:  But I've got to say that the 
site visits are really a great idea, and I highly endorse 
them.  
          And I also highly endorse the idea that we're 
kind of evolving into.  So anything I can do to be 
helpful, I'd be glad to.  
          DR. BRODERICK:  Thank you, George.  Travel 
safely.  
          Judy? 
          MS. CUSHING:  Thanks, George.  It's great to 
have you with us.  
          I really appreciated what Larke was saying 
about really working on reaching out to other Federal 
agencies, and if they aren't reaching out to SAMHSA, 
SAMHSA is reaching out to them.  It's absolutely 
critical, particularly as we begin to see maybe the 
beginnings of the framework of this prevention system 
that Mike Lowther and others at ONDCP are working on. 
          But I would ask a question or maybe make a 
suggestion that there be even stronger communication 
between floors at SAMHSA.  I say this only because I've 
had several occasions or several incidents where one 
center isn't aware of something another center is doing. 
 I can remember walking in the building a few months ago 
and there was a big methamphetamine meeting going on in 
the room where we normally meet.  I mentioned that to 
someone.  It wasn't Fran.  It was someone else in the 
prevention offices.  It happened to be a methamphetamine 
meeting I think about treatment.  But I thought, wait a 
minute.  Methamphetamine crosses mental health issues and 
treatment and prevention.  And there have been other 
incidents where I really, really hope there's a vehicle 
for more inner-center collaboration and communication.  
          It made me want to ask Larke the question.  So 
is the Center for Treatment and the Center for Prevention 
involved in your meeting next week?  I am assuming they 
are. 
          But we find ourselves in the same boat, and I'm 
with a small nonprofit and certainly in State government 
it happens all the time.  But is there a way that there 
can be even stronger communication across the 
departments, I guess I would say, of SAMHSA to avoid 
duplication and even better planning to involve each 
other?  
          DR. BRODERICK:  That's a fair request, and I'm 
sure there is.  We work at it all the time.  
          MR. STARK:  This actually might help you a 
little.  
          DR. BRODERICK:  Okay.  
          MR. STARK:  I want to tell you how bad it can 
get, and I've never seen it this bad at SAMHSA, but this 
is how bad it has been at the Department of Human 
Services in Snohomish County. 
          When I got there -- and again, I've been there 
about 15 months -- I could not believe when I started 
talking to different unit managers like housing and 
mental health and alcohol/drugs about doing some 
collaboration, it was like, well, we would have to sit 
down and develop a contract with them if we were to do 
something to braid funding.  And I shook my head and I 
said, don't we work for the same damned department?  Why 
would we have to contract with each other?  I mean, I 
move the money from this pocket to that pocket.  Anyway, 
that's how bad it could get.  It's not that bad or is it? 
          DR. BRODERICK:  It's not that bad.  We have no 
contracts between centers.  Thank goodness.  
          Tom?  
          DR. KIRK:  A couple of us have been on the 
council when Charlie Currie was Administrator, when Terry 
Cline, and now yourself.  And those of you who have been 
around with me for a couple of years, you remember, I 
think it was in Charlie Currie's era, that we talked 
about trying to set up or propose discretionary grants, 
somehow that they have more of a life as compared to they 
just stop.  So how do you use them so that they truly 
promote system change?  And we talked about a variety of 
ideas. 
          Terry was very much of a public health model 
kind of person. 
          Consistent with what Ken said, don't walk away 
from this table and think that we're saying that how 
you're going about your business.  Frankly, I think that 
between AtoR, mental health transformation, SPF/SIG, and 
some of these others, these efforts are system changes.  
I think what we're talking about -- and one of the things 
I'm interested in doing when I go back home -- I want to 
go get your slides.  I'll look at them again because I've 
been playing around with what are the ingredients of true 
system change.  And I'm interested in seeing how some of 
the things that we've been doing with mental health 
transformation, with AtoR, with SPF/SIG, how they 
actually fit into those pieces.  Just for my own benefit, 
if we're able to see how these things that you've been 
working on for years -- and you know, you're on the line 
for those, so I'm sure you have to defend them -- how 
they have been instrumental in system change and say 
that's where we want to continue to go, that to me is a 
plus-plus. 
          So consistent with partly what I think Fran was 
saying, I would not be saying AtoR should be the only 
thing.  AtoR is one of the vehicles.  Mental health 
transformation is another vehicle.  SPF/SIG. 
          I mean, I couldn't believe that -- we were at 
some forum a couple weeks ago.  We're trying to tie into 
Labor.  The Department of Labor in Connecticut has gone 
ahead to their website where they have jobs, and they 
have a new section called "recovery-friendly employers." 
 Recovery-friendly employers will hire people in recovery 
from mental health and addiction issues.  I thought I had 
died and gone to heaven.  So much of it is the stigma.  
But those are the kinds of things that I think over a 
period of time occur.  
          So playing off one of those quadrants like you 
did and some of the others that we're seeing, I'd be 
interested just on my own time tying back T-SIG, tying 
back AtoR, tying back SPF/SIG and some of the other kinds 
of things -- how do they fit into that model?  So playing 
off what you talked about yesterday, Daryl, how you would 
create your agenda, communicate your agenda that's not 
based upon individual grants, it's how they all reinforce 
a certain direction.  That to me I think would help to 
say to SAMHSA and the whole system we are thinking 
strategically.  We're thinking about business models that 
represent a good investment of our dollars and playing 
off of incremental models to show how it's changing. 
          That may be too large, but I mean, I'm willing 
to do it.  I'll try it.  I'll put the time in to try over 
the next couple months so that whenever you come back, 
you take a look at it.  You can blow it up.  Do what you 
want with it.  I just think there's some merit to it.  
          DR. BRODERICK:  Flo? 
          MS. STEIN:  I really agree with that.  I think 
SAMHSA, probably more than others, has led the way on 
collaboration, and I know that the Mental Health and 
Substance Abuse Coalition has been like working probably 
for many years but for the last two years absolutely to 
get words "mental health" and "substance abuse" into 
almost any piece of legislation going through Congress so 
that even if it's somebody else's program, if it has 
anything at all to do with our issues, it says you have 
to collaborate with the State office or you have to go 
talk to them.  You don't have to give them your money, 
but that is definitely stuff going in the right 
direction.  
          We've tried to mirror the same thing at the 
State where we don't write anything anymore that doesn't 
require the other partners at the table.  Sometimes it 
works; sometimes it doesn't.  But it keeps the 
conversation moving.  
          DR. BRODERICK:  Daryl?  
          MS. KADE:  I just wanted to see whether I can 
summarize what this project may be at this time based on 
the phase I of the paper, that it looks as if we're 
talking about getting three or four members together to 
talk about strategies about moving either the programs or 
the concepts of some of our major programs forward in 
developing or promoting systems change in many dimensions 
and getting some ideas along those lines, especially with 
regard to collaborations on the Federal, State, local 
level; "collaborations," code word for different types of 
business models so that there could be a discussion at 
the next NAC meeting and possibly even incorporating some 
of the site visits into some of the ideas that are being 
generated from that discussion.  
          Does that sound like where we are? 
          PARTICIPANT:  Yes.  
          DR. BRODERICK:  Dr. Gary? 
          DR. GARY:  I think you did a very good job.  
Thank you very much.  
          I would just like to make a friendly amendment, 
if that's okay, and that is that could we offer an 
invitation to all of the council members who would be 
interested in doing pretty much what Tom said that he's 
willing to commit his time to, and that is identifying 
what we would think of as novel projects that currently 
exist in our respective States.  If everyone would do 
that.  So we'd have two models from Colorado, but 
everyone from whatever your home State is identify what 
that is.  And I like Fran's language.  What do you think 
are the core values that are in that program that make it 
work?  
          And then the other piece of that is could we 
look at what kind of business plan would be needed to 
implement this program wherever and make some 
determination about whether the program is transferable 
to another geographical area, another population, or do 
you think it is specific for this particular population 
and not generalizable? 
          And of course, I think that would fit into the 
comments that I made earlier, and that is, we first have 
to figure out what is it that we do have.  And that is a 
way that we can begin to identify what our strengths are 
because I think SAMHSA has a unique role, and if you look 
at SAMHSA's role, it is to provide services for people 
who have devastating chronic illnesses and whose 
illnesses predispose them to many, many other conditions 
that are not conducive to good health status and also 
precludes them from getting good health care. 
          So I think if we were to do that and we can see 
who will sign on now, and then on our agenda for the next 
meeting, we hear from council members where you will 
describe your programs.   
          I think the other thing that we can do very 
soon is to send a general kind of template that we could 
use.  All of us could use the same basic kind of template 
to help us organize our thoughts so that we can just look 
at the general kinds of domains that are in the template 
and present it at our meeting.  
          MS. KADE:  Could I just clarify?  So it looks 
like there may be two parallel projects.  One would 
involve the entire council with identifying one or two 
programs that they could describe in this template in 
terms of innovations that could be --  
          DR. GARY:  From their States.  
          MS. KADE:  From their States.  
          And the second would be the strategic thinking, 
systems promotion ideas from a smaller group, three or 
four members, that would be brainstorming on some of our 
major gems in SAMHSA and how to move them forward in 
terms of realizing some systems change. 
          Does that sound like where we are?  
          DR. GARY:  Tell us a bit more about the systems 
change because in my mind's eye, I would see that if we 
identify programs, let's say, from States that have had 
the transformational monies, for an example, what kinds 
of systems changes happens in those programs in those 
States?  What were the core values that seemed to have 
been cross-cutting in those particular programs, et 
cetera.  So I think there might be some overlap as to the 
way I'm looking at it. 
          MS. KADE:  There may be, and I'm trying to get 
back to the original paper where phase I actually had 
three or four members interfacing with each other, 
brainstorming with each other, developing some concepts 
that they would share with the council in contrast to 
individual members looking into their own State and 
developing and presenting examples of innovations to the 
council.  They're not necessarily mutually exclusive, but 
they do appear to be two different types of activities.  
It's up to the council and the Acting Administrator as to 
what would be of greatest value for the next council 
meeting.  
          MR. ALEXANDER:  -- presented in the paper with 
the core group of people.  I'm not sure -- if we did the 
latter and looked at our individual States and what's 
going on and we asked every council member to do that, I 
see that's moving from what's here already.  If we 
decided to do that, I would ask for some direction as to 
specific questions, what are we looking for in programs, 
what specific information do we want to share with 
SAMHSA.  I guess direction.  
          I've just been observing because this is 
honestly the first time I've really engaged in the 
development of a think tank.  You know, I had no clue of 
what it was before now or before getting the e-mail with 
the explanation in it.  But I'm still lost a little bit, 
and I just want you guys to consider the young person --  
          MS. KADE:  It seems to me what Tom described 
really fits the paper, and I think there's some value to 
learning what's happening in the community.  There's a 
lot of value in that.  
          But I would like for us to think about what 
should be, not what is.  If we're going to describe what 
we want, I don't think looking at "what is" is going to 
help us get there.  That's a different thing, and I'm not 
opposed to it.  But what I'd like to do is figure out -- 
I like the idea of a business model.  That's going to 
sell on a lot of levels, and when you try to apply a 
business model to what we do, you're going to see there 
are some very distinct things that we could do that would 
improve our economies.  And those will not be discovered 
by looking at what's happening now because what's 
happening now is a "oh, my gosh, we've got to take care 
of this; oh, my gosh, we've got to take care of this." 
          MR. ALEXANDER:  What I think we have, though, 
is consensus that we do want a think tank.  Right?  I 
think there's consensus about that.  
          I guess what are the issues if we're saying 
that no more two projects are active simultaneously?  I 
guess what would be the first issue and who's going to 
work on it?  
          DR. GARY:  I think that at this hour, it might 
be wise for us to use the structure that we do have, and 
that structure is document that all of you were sent that 
we did work on.  With this particular document, I think 
we could go back to the idea that Tom proposed, a 
structural kind of process, kind of discussion, and a 
group of people work with Tom to develop that, as he's 
described it.  
          But at the same time, I would like to propose 
that if other council members have or know of 
outstanding, innovative projects, that they too be able 
to describe, define what those projects are and how those 
projects have made an impact on those particular 
communities, which means that we would have one major 
project and that would be the group that's working with 
this document and the structure that we have here.  But 
at the same time, it would also engage other council 
members so that they could have a voice too and identify 
those kinds of programs that they think work. 
          And I think what we can do is to provide a 
general kind of template for those council members and 
other States who wish to respond.  They would have the 
template to do that so we could have an organized kind of 
discussion about their findings and utilize that to move 
forward.  
          MR. STARK:  I'll keep it real brief.  So it 
sounds like where we're at is a small group of people -- 
Tom we know is one of them at this point -- is going to 
get together and put some stuff down on paper.  And I 
assume then, through whatever protocol, e-mailing it to 
SAMHSA first and then SAMHSA will e-mail it out to the 
rest of us so that we all have an opportunity to see it. 
 Would we then give comments and edits before the next 
meeting, or would it be waiting until the next meeting?  
Okay, so we would all give comments and edits back. 
          So I guess the rest of us that aren't in the 
small group -- our next step would be wait for that 
e-mail and that e-mail would give us some stuff, along 
with some directions of what to do next.  Is that where 
we're at?  
          MS. WAINSCOTT:  We actually put a deadline of 
30 days before the meeting so there would be time.  Do I 
remember that right?  That survived, didn't it?  There 
would be time for people to respond, which means get with 
it, Tom.  
          DR. GARY:  I just need to get some clarity 
because what you didn't say is that those council members 
who wished to highlight any kind of innovative, high-
impact programs in their States could have that charge 
and we would have the expectation to hear from them.  
Would that be a reasonable kind of recommendation?  
          There would be two different activities.  One, 
of course, involving the structure we have in the paper 
that Tom has talked about, but it would also involve the 
other council members who are concerned about models and 
frameworks and programs that are in their own particular 
States, that we could hear from them as well. 
          DR. BRODERICK:  Cynthia?  
          MS. WAINSCOTT:  You know how long we've talked 
about this?  You should have seen the three of us talking 
about it, and I would like to thank Toian, Nevine, and 
Daryl for being very patient with us as we tried to work 
through it.  It has really been fun to watch you all add 
and massage and make it better.  I think we've got 
something here that could really be important.  
          DR. BRODERICK:  Thank you. 
          Fortunately, we have someone transcribing, if 
not word for word, very close to it, to capture all these 
ideas.  
          Let me suggest -- first of all, apologize for 
keeping you well past the appointed end time to this 
meeting.  Marvin, I'll be with you in just a second.  
Okay?  
          So if you'll allow us to take the transcript 
and tease from it the essence that we think that you've 
chosen and provide it to you, we'll do that and you can 
feel free to change it or revise it as you will.  It's a 
fairly fluid thing.  Fortunately, we have people here 
who've been writing everything that you've been saying.  
So, Marvin, go ahead.  
          MR. ALEXANDER:  Just before we closed, I didn't 
know if our entire discussion was going to be the think 
tank, but I did want to acknowledge the staff, whoever 
made this possible, the greenness, I guess that effort to 
go green.  So Nevine and Toian, a good job.  
          Also, I think that maybe next time we won't 
have to have SAMHSA bags.  That's an expense maybe that 
could go somewhere else.  
          But I really enjoy being able to go out into 
communities and just to hear about the impact of just our 
presence.  We didn't do anything, really.  We went out 
and we just looked and observed.  And our presence in the 
community and how much that means to a community -- I 
just feel like that it was a great, great idea, Dr. Gary. 
 I think that it's an idea that should be continued.  
It's a practice now that we're doing, and it should be 
continued.  I just wanted to put that out there before we 
ended.  
          DR. BRODERICK:  Thank you, Marvin. 
          Before we leave the think tank notion, Dr. Kirk 
has been kind enough to volunteer his time to work on 
this.  Are there others who would like to join him?  Dr. 
Gary?  
          MR. ALEXANDER:  I would like to join in a 
learner's capacity so that I'm watching and kind of -- 
          DR. KIRK:  Could I request that, Terry, you 
provide consultation?  
          MR. CROSS:  I would be glad to be a consultant 
to the group.  
          MS. WAINSCOTT:  Before we close, I'd just like 
to say out loud what a number of people have said to me. 
 They loved what you taught us when we were there.  And 
Judy, it has been a pure pleasure to be here.  
          MS. CUSHING:  Thank you.  
          DR. BRODERICK:  All right.  Thank you.  
          So we will try to turn these meeting minutes 
around and put them in a sort of coherent form of sort of 
next steps and get them out to you for comments.  When, 
Toian? 
          MS. VAUGHN:  Next week.  
          DR. BRODERICK:  Next week.  So hopefully by the 
time we meet again in the spring, we'll have a set of 
ideas that have been developed and commented upon and 
embedded among the council, anyway.  To the extent that 
you would like us to assist with that or comment on them 
before that meeting, we'd be happy to do that. 
          So I'm very thankful for the opportunity to 
listen to all of your thoughts about how the council may 
continue the contributions to our agency.  
          We need to talk a little bit about the next 
meeting.  We clearly will have one in the spring and we 
can talk about some dates.  But we may need to call on 
you for a special meeting December-ish.  It's a meeting 
that we don't know that we will need to call.  I don't 
mean to be cryptic about it, but we sort of serve many 
masters, and to the extent that people would like your 
expertise from outside of our agency, we will try to 
comply with their request and bring you to a special 
session.  So I don't know that it will happen, but should 
it, we will try to give you as much lead time as we can. 
          PARTICIPANT:  Aye, aye.  
          DR. BRODERICK:  That's sort of my line to 
others.  But anyway, thank you in advance should that 
need come to pass.  
          Let's talk a little bit about a spring meeting 
and dates and locations. 
          We've sort of had two opportunities now to meet 
outside of the SAMHSA building.  Marvin, thank you for 
your endorsement of the success of those.  I think you 
say we didn't do anything.  I think by merely going and 
showing support, we probably did more than we would 
suspect that we did, looking at through the eyes of the 
folks who we visited.  It's an interesting phenomenon 
when people who are doing good things have others pay 
attention to what they do and clearly value that.  It's 
probably a gift that money can't buy. 
          So, Judy, I know you're dying to say something 
about that.  
          MS. CUSHING:  I am because we've already gotten 
such amazing feedback from people.  They were just so 
grateful to have the esteemed council members come to 
their community and listen and spend a lot of time 
listening and seeing and interacting in such a 
compassionate way, caring way.  You just can't measure 
that.  You can't put a dollar figure on that.  That 
community and our CARSA board too will remember forever 
what your visit meant to them.  For those of you who live 
in the Beltway, it just means the world to have you come 
out and visit and see and let them share, as long as it 
took, what they're doing.  So thank you.  But please know 
that it was an enormous gift to them. 
          DR. BRODERICK:  Toian, do you want to talk 
about possible dates?  Do you have a calendar?  
          MS. VAUGHN:  For the spring?  
          DR. BRODERICK:  For the spring.  
          MS. VAUGHN:  Thank you.  
          I think we should look at April.  Do we want to 
look at location or just look at dates? 
          DR. BRODERICK:  Both.  
          MS. VAUGHN:  Okay.  Let's look at location 
first.  As you know, at the last meeting, several of you 
volunteered to host a meeting, and the first one was 
Portland, and then we canvassed and the vote was -- I 
mean, it was a tie really between Portland and Boston.  
But there was Cleveland, as well as Atlanta.  We could 
revisit the three or we could go to the next "consider" 
because we'd have to go back and look at some things too. 
 But we could consider the next site that you wanted to 
go to, and that was Boston.  Do you want to look at 
Boston?  Do you want to look at Atlanta?  Do you want to 
look at Cleveland?  And I think that will possibly tie 
into the dates as well.  Do you have any thoughts on 
that?  Or we could go to Rockville.   
          MR. ALEXANDER:  Could we leave the coast?  So 
we go from the east coast.  Then we've been to the west 
coast twice.  So maybe the middle, Cleveland.  Less 
travel time.  
          MS. VAUGHN:  Okay.  Ed? 
          MR. WANG:  I just actually wanted to make a 
comment because when I offer Boston -- and still Boston 
will welcome you anytime.  That's not an issue.  But I'm 
just actually tying back into the conversation earlier 
about the think tank.  One of the things that if you look 
at the draft of the think tank paper -- and then also, 
Daryl, you mentioned that it's incorporating some of the 
site visits towards that agenda for the spring meeting. 
          So I just want to say that we need to have a 
little bit direction, and I'm hearing in terms of looking 
at what it is right now in terms of programming versus 
maybe even some of the more innovative "what should be." 
 So I guess part of it is that I would still like to 
offer Boston as the site, but I think we also need to now 
be mindful what agenda, what appropriate site visits that 
we need to continue with our discussions and also the 
task itself.  
          MS. VAUGHN:  Ken?  
          MR. STARK:  I was just thinking about if by 
April, say, ONDCP is ready to be more specific about some 
of their priorities and whatnot, then it might be 
appropriate to have the meeting at Rockville so that we 
could maybe get somebody from ONDCP to come talk to us.  
I mean, I almost feel guilty.  We did two on the west and 
now it's time to go to the other side of the mountain I 
guess.  
          MS. KADE:  April would be after the President's 
budget is rolled out in February and after the drug 
control strategy is rolled out, which is usually a couple 
of days later.  
          MS. WAINSCOTT:  I would like to reiterate the 
invitation to Atlanta if it fits.  I think that there are 
three things there that would be of interest.  I don't 
know that they would fit the agenda.  One is CDC.  There 
are some opportunities there for collaboration that have 
not existed.  The Carter Center is a think tank in itself 
for mental health, and we have some really innovative 
consumer programs there.  So spring, fall, whenever.  
          DR. GARY:  Please keep Cleveland on the agenda. 
 You're always welcome in Cleveland.  
          MS. VAUGHN:  Okay.  Now one thing we consider 
is Rockville in the spring.  That would be my preference.  
          (Laughter.)  
          MS. VAUGHN:  And then for the fall, it would be 
another meeting offsite.  But maybe we could revisit that 
later then, and we'll go out to you because we don't want 
to spend a lot of time in trying to debate where to go.  
We'll just canvas you and do a vote, and then we'll 
decide where to go.  
          Okay, with regard to the date, I think either 
the third or the fourth week of April, which would be the 
week April 12 or the week of April 19.  Now, I don't know 
if you have your calendars with you.  
          PARTICIPANT:  Do you know when the holidays 
are?  
          PARTICIPANT:  I can see Easter on the 4th.  I 
can't see Passover.  
          MS. VAUGHN:  Good Friday is the 2nd.  
          PARTICIPANT:  Will we meet on a Thursday and a 
Friday again?  Is that unusual?  
          MS. VAUGHN:  That's usual.  That's what we 
usually go with.  I mean, we're not locked into a 
Thursday and a Friday, and it may be best for us just to 
go out and canvas them rather than try to lock in a date.  
          MS. CUSHING:  Toian, this is Judy.  I know 
right now that the week of the 12th would be difficult 
for me.  
          DR. BRODERICK:  Why don't we just put out some 
days and those dates in April and some others perhaps?  
And when you're at your calendars, you can see what your 
availability is.  We can again just canvas you by e-mail.  
          MS. VAUGHN:  Yes, I think we'll look at the 
full month and then pick a couple of dates based on that. 
 At the same time, we'll canvas you for a location. 
          Thank you.  
          DR. BRODERICK:  Well, again, I apologize for 
keeping this council meeting in session a bit beyond 
where we had anticipated ending.  I believe it was worth 
it, however, to allow the full discussion, and I very 
much appreciate your ideas and contributions not only 
this afternoon but over the last three days.  It's been a 
great experience for me. 
          And I want to reiterate the kudos to both Judy 
and Terry.  I know what it takes to do these, and the 
easier they look, the harder I know that you worked on 
it.  So it was really sort of well laid out in terms of 
the issues that got covered from the community 
perspective, seeing Hood River and seeing the 
ChristieCare programs, and then having the opportunity to 
meet with the folks this morning and then the panel this 
afternoon, then also the panel on health reform.  It was 
sort of a nicely balanced set of presentations, and I 
think we all come away sort of knowing a lot more about 
programming in Oregon and sort of the many partnerships 
that come into play.  So thank you both very much for all 
that you've done to make this a very fruitful time.  
          (Applause.)  
          MR. CROSS:  A big thanks to Toian because --  
          MS. VAUGHN:  And Nevine.  
          MR. CROSS:  -- we drove them a little crazy 
with all the things we had to do.  
          (Applause.)  
          MS. CUSHING:  Amen to that.  A huge, huge 
thanks to Toian and Nevine.  
          DR. BRODERICK:  I agree, not that you drove 
them crazy, that they're wonderful folks.  
          So we will turn around the description of the 
discussion this afternoon over the course of the next 
week or so and look forward to the feedback from you 

relative to the think tank, and to the extent that we 
committed to do anything else, I'm sure we'll sort of 
discover that in those notes as well.  I don't know, 
Toian, if you recall any of that.  
          MS. VAUGHN:  That's it.  
          DR. BRODERICK:  That's it.  Toian said she's 
had enough.  So with that, I'll declare this council 
meeting adjourned.  Thank you very much.  
          (Whereupon, at 6:00 p.m., the meeting was 
adjourned.) 
