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        DEPARTMENT OF HEALTH AND HUMAN SERVICES  

       Substance Abuse and Mental Health Services  

                     Administration 

                     48th Meeting 

            SAMHSA National Advisory Council 

                  August 17-18, 2010 

                   Atlanta, Georgia 

                       Day One 

              (On the record at 8:33 AM) 

                 P R O C E E D I N G S 

       MS. VAUGHN:  Good morning.  My name is Toian  

  Vaughn, and I'm the designated federal official for  

  the SAMHSA National Advisory Council.  I want to 

  mention that this meeting is being webstreamed and 

  audio conferenced so, therefore, you'll see the 

  cameras in and around the room.  In addition, we'll 

  have several people on the call -- on the phone.  And 

  you'll see in the back of the room a transcriber and a 

  writer.  We're required by law to record our minutes  

  -- our meetings.   

      Ms. Hyde, you have a quorum and I will now  

  convene it back to -- over to you.   

       CHAIRPERSON HYDE:  Okay.  Thank you.  Thank you.  

  I do want to remind you that you need to use your 

  microphones in order for everybody out there to hear 

  you, so please do that.  

       Let's take a quick minute and have everybody go 

  around and introduce themselves, just to make sure you 

  remember who everyone is.  I'm Pam Hyde, I'm the 

  Administrator of SAMHSA.  And Toian?  

       MS. VAUGHN:  Again, Toian Vaughn.   

       MR. BELTON:  Ben Belton, SAMHSA.   

       DR. LEMELLE:  Stephanie LeMelle, Advisory 

  Committee from New York.  

       MS. COOPER:  Sheila Cooper, Senior Advisor for 

  Tribal Affairs.   

       MS. HARDING:  Fran Harding, Director for the 

  Center of Mental Health Services for SAMHSA.  

       DR. GONZALES:  Arturo Gonzales, on the Advisory 

  Council from New Mexico.  

       MR. O'BRIEN:  John O'Brien, senior advisor on 

  health care financing from SAMHSA.  

       MR. CROSS:  Terry Cross, Council member and 

  Executive Director of the National Indian Child 

  Welfare Association.  

       MR. KOPANDA:  Rich Kopanda, Deputy Director of 

  the Center for Substance Abuse Treatment, SAMHSA.  

       MS. STEIN:  Flo Stein, North Carolina.  

       MR. WEBER:  Mark Weber, Director of the Office of 

  Communications SAMHSA.   

       MR. RANDAZZO:  Steve Randazzo, SAMHSA.  

       DR. WANG:  Ed Wang, Massachusetts, Advisory 

  Council member.   

       DR. HUANG:  Larke Huang, SAMHSA. 

       MS. CUSHING:  Judy Cushing, Oregon, Advisory 

  Council member.  

       DR. DELANY:  Pete Delany, Center for Behavioral 

  Health Statistics and Quality, SAMHSA. 

       MS. POWER:  Kathryn Power, Center for Substance 

  Abuse Prevention, SAMHSA.  

       DR. ROSEN:  Don Rosen, Advisory Council member 

  from Oregon.  

       MS. KADE:  Daryl Kade, Director of Office of 

  Financial Resources.  

       MR. ALEXANDER:  Marvin Alexander, Advisory 

  Council from Arkansas.  

       MS. ENOMOTO:  Kana Enomoto, Office of the 

  Administrator, SAMHSA.  

       CHAIRPERSON HYDE:  And we do have some folks in 

  the audience back there.  Do you guys want to 

  introduce yourselves real fast?  

       MR. WHITERS:  My name is David Whiters.  I live 

  here in Atlanta.  

       MS. BROWN:  Francine Brown with ICLIF (sic).  

       MS. JOHNSON:  Donna Johnson, HiC and RC (sic).  

       DR. MILEN:  Candace Millen, Chief Medical 

  Officer, Center for Health Care Services, San Antonio, 

  Texas.  

       MS. DEMETRA:  Good morning.  I'm Donna Demetra 

  Baker with Grace Budget in Harrisburg, Pennsylvania.  

       MR. STEGER:  Good morning.  I'm Scott Steger with 

  the National Center for Prevention and Research 

  Solutions in Daytona Beach, Florida.  

       MR. MOORE:  Good morning.  I'm Tim Moore in the 

  Department of Psychology, Clark-Atlanta University.  

       MS. BENTLEY:  Hi, I'm Alice Bentley.  I'm the HIV 

  and AIDS coordinator Cobb County. 

       MR. ANGER:  Good morning.  My name is John Anger 

  from the Reno (Inaudible) Reno, Nevada.  

       MR. JORDAN:  Good morning.  I'm David Jordan here 

  in Georgia, Penfield Christian Homes Director of 

  Development.  

       MR. AVALIER:  JC Avalier, SAMHSA. 

       MR. GEIGER:  Tom Geiger, Human Direction Research 

  Institute, Los Angeles.  

       MS. LINDSEY:  Carolyn Lindsey, Department of 

  Veterans Affairs Mental Health Service.  

       (Inaudible).  

       MR. BLACKWELL:  Terry Blackwell, FedCap 

  Rehabilitation Service, New York City and New Jersey.  

       MS. LANGE:  Emily Lange, National Association of 

  State Medicaid Directors, Washington, DC.  

       MS. RICEWASSER:  Claire Ricewasser, Al-Anon 

  Family Group headquarters, Virginia Beach, Virginia.  

       CHAIRPERSON HYDE:  Irene, do you want to 

  introduce yourself?  

       MS. SAUNDERS GOLDSTEIN:  I'm Irene Saunders 

  Goldstein.  I write minutes for the meeting.  

       MS. JARMAN ROUZER:  I'm Catherine Jarman Rouzer.  

  I'm a court reporter from Alderson Court Reporting in 

  Washington, DC.  

       CHAIRPERSON HYDE:  Katie Kostiuk and Naveen Gahed 

  with SAMHSA.  We've got lots of folks, staff, folks 

  from a long way in the audience, so welcome to those 

  of you who came a long way for this meeting, and 

  welcome to the Georgia folks, and thank you for your 

  presence at this time.   

       So I want to thank you for participating.  This 

  is the 48th meeting of the SAMHSA National Advisory 

  Council.  I do understand also we do have a few people 

  on the phone.  There are four or five people on the 

  phone.  Just so that you know, and there may be other 

  people joining us as we go.   

       We always -- I always appreciate -- I think we 

  all do -- the advice, and counsel, and discussion that 

  we anticipate from our National Advisory Council 

  members, so thank you again for your service to us in 

  this regard.   

       I do want to note that a couple of our Advisory 

  Council meeting members are not here, but will be 

  joining us in different ways.  Katie Aurelius will 

  join us later this morning for the conversation around 

  data quality and outcomes.  And Hortensia Amaro will 

  join us this morning for the conversation on cultural 

  and minority issues.  And Cynthia Wainscott, who I 

  particularly want to welcome, has joined us by phone.  

  I understand she got home from surgery just yesterday. 

  Is that right, Cynthia?  Are you on the phone? 

       MS. WAINSCOTT:  Yes, I'm here and I'm so glad to 

  be able to participate today.  I feel wonderful. I am 

  eager to follow the agenda.  I just want to make sure 

  I know how to get in on the outside chance I might 

  have a question and see (inaudible) about it.   

       CHAIRPERSON HYDE:  Well, you just jump right in 

  Cynthia and say I have a question if you need too.  

       MS. WAINSCOTT:  Well, I really want to say how 

  happy I am that you are meeting here in Atlanta.  It 

  was not in my wildest imagination that I would not be 

  joining you, but it did work out that way.  I know you 

  heard wonderful things yesterday and will continue to 

  today from folks in Georgia.  I'm just really happy 

  you're here.   

       CHAIRPERSON HYDE:  So great.  So this is above 

  and beyond the call of duty.  Thank you, Cynthia, for 

  being on the phone.  

       MS. WAINSCOTT:  All right.   

       CHAIRPERSON HYDE:  I also want to note that 

  George Bronstein is not able to join us today because 

  of scheduling conflicts, but otherwise we have a 

  pretty full council and a lot of our executive 

  leadership team from SAMHSA so I'm looking forward to 

  a good couple of days.   

       I do want to note that we have three, four 

  members, whose actually whose terms are ending.  So 

  this is their last meeting, and we are very pleased 

  that they have provided us with the time and efforts 

  that they have, and we want to take just a minute to 

  recognize their efforts.  So Judy Cushing, Ed Wang, 

  George Bronstein, and Marvin Alexander, all four of 

  them are -- their term is coming to an end.  So we 

  want to thank you, Marvin, and Judy, and Ed, and we 

  will thank George at another time, but to let you know 

  how much we appreciate your having spent the last 

  three years, four years, however long it's been for 

  you, on our Council.  So the way this works is that 

  you will sort of remain on the Council until other 

  people are named and blessed and get through the 

  process.  But assuming that all happens on time, this 

  will be your last meeting, so be sure and speak up, 

  say what you need to say.  There will obviously be 

  other ways for you to do that.  But, nevertheless, 

  let's give especially a round of applause to Marvin 

  for his work.  He was our first youth member and has 

  served us admirably in that regard.  So I want to have 

  each of you all have a minute to just say a word or 

  two if you would like.  So, Marvin, we'll start with 

  you.  

       MR. ALEXANDER:  First, thank you.  I think it 

  some courage to invite me to be a part of this, this 

  body.  This has been an awesome experience for me.  

  This -- the Advisory Council, in and of itself, just, 

  you know, you think of wisdom, you think of counsel, 

  and you think of -- well, when I think of it I think 

  of people older than me.  So I'm glad that I was given 

  this opportunity, really on the front end of my 

  career, and I, you know, learned a lot from you.  I 

  know I will continue to learn as I continue to grow 

  and matriculate through my career, and I just thank 

  you.  

       And I also would like to thank you, Administrator 

  Hyde, for your commitment to making sure the young 

  people are involved, that they're not just at the 

  table, but they're actually involved in conversation.  

  Young people, they are at the table.  It's not that 

  they don't want to be involved.  We just need to find 

  the right ways to engage.  Thank you very much.  

       CHAIRPERSON HYDE:  Thanks, Marvin, and it's very 

  clear that you bring wisdom and counsel of your own to 

  us, so thank you very much.  And we have a 

  presentation here for you.  I'll come and give it to 

  you in a second, but I've got to stay behind the mic.  

  It says With appreciation for your outstanding tenure 

  on the Substance Abuse and Mental Health Services 

  Administration National Advisory Council, and 

  gratitude for your tireless support, advice, and 

  insights to the benefit of SAMHSA, the US Department 

  of Health and Human Services, and the people we serve.   

       All right, Judy, do you want to say something?  

       MS. CUSHING:  Well, first of all, I want to greet 

  Cynthia, who is a friend and certainly a very valued 

  member of this Council, and thank her for inviting us 

  to Atlanta, and what an incredible day we had 

  yesterday.  We miss you terribly, Cynthia.  We're just 

  glad you're home and on the mend, but special 

  greetings to you.  

       It's been an honor to serve, even ever so briefly 

  here on the SAMHSA advisory, National Advisory 

  Council.  I actually did never dream I would be doing 

  this.  I have kind of a funny story to tell you.  Back 

  in the late '80s and early '90s I worked for the State 

  of Oregon on a project, a research project at the 

  University of Washington that eventually became 

  Communities that Care.  It was a pilot project at that 

  time called Oregon Together, and my boss was a guy 

  named Jeff Cushner, a very interesting guy.  He wasn't 

  shy with words or in the way he -- he pushed things 

  through in our state.  But he kept going off to these 

  meetings in Washington, DC for some Advisory Council, 

  and I just knew it was something to do with SAMHSA, 

  and so it was ironic when -- and very much an honor to 

  be invited to serve when I had watched him go do this 

  so many years ago and had watched over the years as 

  the National Advisory Council has tackled some very 

  important issues.  I was able to even attend a couple 

  of meetings when I happened to be in DC.   

       And I want to commend you, Pam, and your 

  predecessor for actually at Cynthia's and some of our 

  former and present Council members' vision in 

  suggesting that we go visit, do site visits, and go 

  off campus so to speak, off the Choke Cherry Road 

  campus to really see what's going on in the field.  

  It's been one of the most valuable experiences for me 

  as a member, and it's been eye opening, and if you've 

  been in the field a long time, and it's been three 

  decades for me, you think kind of you've seen a lot, 

  but I haven't, and it was so educational to visit the 

  Apache Indian tribe and have you visit us in Oregon 

  and share some of the things going on.  And then 

  yesterday's visit to CDC and the Carter Center was a 

  rich experience, and thank you for allowing us to do 

  that.  I know it's a lot more effort on the part of 

  Toian and Naveen and maybe even your team, but to pull 

  us -- to get us logistically to these places, but it's 

  been a really, really rewarding and informative and 

  educational experience. 

       I guess I've been one of those very few 

  prevention people to serve on the national Advisory 

  Council, and I am actually passionate about, 

  particularly having visited CDC yesterday, to support 

  you all in moving forward with SAMHSA's very important 

  role as a leader in behavioral health prevention.  

  SAMHSA's expertise around alcohol and drug addiction 

  and mental health prevention is so, so important.  

  It's a different view than many of our colleagues have 

  in other arenas, and I hope SAMHSA will not lose sight 

  of that.  I don't believe under your leadership, 

  certainly, Pam, that will happen, but I fear as the 

  world turns, as things change, that -- that the "P" 

  word, the prevention focus, the value, the economic 

  value for that and the support for behavioral health 

  prevention may get lost in the shuffle.  So I would 

  just -- I just wanted to push that forward as a 

  concern for our whole field.  

       We're certainly marching with health care reform 

  down a more robust prevention path, but we must not 

  lose sight of the fact that alcohol and drug 

  prevention and mental health prevention is essential 

  and SAMHSA is the lead on that.  

       I also want to thank you for the opportunity to 

  be able to dialogue and be a part of such an esteemed 

  group.  I feel very honored to have been invited and 

  look forward to supporting SAMHSA in other ways.   

       CHAIRPERSON HYDE:  So thank you very much, Judy.  

  Judy called very early on and came to DC and was in DC 

  and asked to have coffee with me, and we had a chance 

  to chat from very early on.  I can assure you that we 

  will make sure we have prevention and youth 

  represented on this Council in the future.  So, if 

  you'll forgive me, I won't read it again.  It's the 

  same words but it has your name on it, and actually 

  there are different dates on these because of the 

  specific date when you go off the Council.  So, Judy, 

  thank you for your service.   

       Ed, would you like to saw a few words? 

       DR. WANG:  I want to, first of all, say thank you 

  to you, Pam, and also to all the colleagues from 

  SAMHSA, as well as all the expertise and knowledge of 

  the National Advisory Council members, and I know that 

  you all will carry the wonderful work to direct this 

  country, in terms of behavioral health care.  

       I actually wrote something very quickly, so this 

  is hopefully within the time frame of two minutes 

  maybe.  You know, I'm leaving at the time when SAMHSA 

  is facing challenges, urgencies, and opportunities.  

  Scaling up behavioral health knowledge into policy and 

  practice at the time of the Care Act and limited 

  resources is very stressful but exciting.  Stressful, 

  I guess I'm playing the role of a clinical 

  psychologist, for which I have trained for many years, 

  and I understand the difficulty of unknowns and 

  transitions, and new directions are very stressful for 

  all of us, and I think that's including, you know, 

  those we serve, the communities and so forth, because 

  they are watching as well, in terms of what's going 

  on, in terms of services and so forth.  

       Recently featured knowledge of the prevention and 

  early intervention on SAMHSA website on the BP Gulf 

  oil spill, and the leakage to other Federal agencies, 

  state and local authorities, and organizations shows 

  me a multi-system response to the overall needs and 

  well being of people in the Gulf Coast.  I think this 

  is an example -- it's a perfect example for me of the 

  SAMHSA's public message, behavioral health is 

  essential to health, prevention works, treatment is 

  effective, and people recover.  A language of SAMHSA 

  and its constituents is important, but I think it's 

  equally important these needs to be spoken by others 

  outside of SAMHSA.  Partnership of other Federal 

  agencies on their needs to improve their behavioral 

  health knowledge and expertise and, reciprocally, to 

  meet our needs, SAMHSA's needs, to scale up our 

  program and policies through their resources and 

  commitment seems to be the modus operandi in 

  Washington, DC, but I think this is equally true and 

  we have learned a lot at the state level, as well.  

       One of the key drivers of cost and poor -- of 

  high costs and poor outcome is the fragmentation and 

  lack of coordination among systems.  People recover, 

  SAMHSA's message, relies on systems, collaborations, 

  partnership and coordinations.  But we all know, the 

  state knows, the community knows, that complex systems 

  and networks is often very weak in coordination and 

  often work functions in silos. 

       Critical prevention and treatment hubs, and this 

  is actually the beginning of my recommendation to 

  SAMHSA, critical prevention and treatment hubs for 

  people, families, and communities with or at risk of 

  for mental illness and substance abuse disorders are 

  not hard to define.  They are not at the ground level, 

  at the people level, by the people, by the community 

  and -- and this is a little bit of my experience when 

  I first started in my professional journey working 

  with the Southeast Asian refugees in Denver, Colorado, 

  and then later on with the people of rural 

  Southeastern Ohio during the Mental Act Reform  of 

  1988.  And then later on as MDSEP (sic) population in 

  metro Boston.  They know what the needs are.  They 

  know the complexity and often they are confused in 

  terms of what services they can receive.  These 

  critical prevention and intervention hubs address the 

  physical, biological, psychological, emotional, 

  spiritual, and social determinants, which we have 

  heard a lot, of health and well being.  Often these 

  hubs are funded by different government agencies and 

  foundations and charity groups and so forth, much 

  different languages, policy and procedures, even 

  though at times they have deliberated the same thing.  

  Manage of these hubs is critical as must be available, 

  appropriate, affordable, culturally and linguistically 

  responsive to increase partnerships for collaborations 

  and coordination.  We haven't done enough of that and 

  I hope that SAMHSA, with all your leadership and 

  knowledge, that is anther strategy we need to look at 

  in addition to the portfolios, in addition to the 

  engagements with other Federal agencies and 

  communities.  I think there is a science and logic to 

  organize the complex systems in which we operate, 

  whether it is at the Federal, state, tribal and local 

  level.  SAMHSA, I think, needs a strategy and I 

  actually observed the strategy yesterday, in terms of 

  real specific kind of approach, the process.  SAMHSA 

  needs a strategy and they need a policy to facilitate 

  the complex network adaptation of critical hubs and 

  links, and we can really operationally define what 

  these links are between these critical hubs to achieve 

  SAMHSA's goal.  

       Your leadership, Pam, the strategy will also help 

  providing the leadership at my level, at the state 

  level, and hopefully we can translate that and 

  transform that at the community level where the rubber 

  hits the road and that's why we're here is to serve 

  the people and the community in improving its 

  behavioral health.  Thank you for the time and the 

  luxury for saying this.   

       CHAIRPERSON HYDE:  Thank you, Ed.  Your comments 

  are also wise, as Judy's and Marvin's are, and you 

  brought a lot to this council and you're one of those 

  people that I share a crossing of paths in history 

  with, so it's been great having you on this council.  

  Thank you very much for your service.   

       DR. WANG:  Thank you.  

       CHAIRPERSON HYDE:  Now, there's a part of me that 

  wants to take good people like this and just keep them 

  on the Council, and the reason we try to turn over or 

  get new people on the Council is because there are a 

  lot of people in the United States and other folks are 

  interested in serving and providing input and wise 

  counsel to us, so we hope all of you will listen on 

  the Web, or come back and be in the audience, or 

  provide comment, or otherwise, and thank you again for 

  your service.  And, as I said, we'll make sure George 

  gets his thing, plaque, and we'll make sure that he 

  also understands that we appreciate his work as well.  

       All right.  Let's get into the meat of the 

  meeting, so I needed to tell you that the minutes were 

  forwarded to you electronically for your review and 

  comments.  They were certified in accordance with the 

  Federal Advisory Communities Regulations, and you also 

  received a copy of the certified minutes.  If you have 

  any changes or additions they'll be incorporated in 

  this meeting's minutes.  Any discussions on the 

  minutes?   Okay, then I'll entertain a motion to adopt 

  them.  

       UNIDENTIFIED SPEAKER:  Motion to adopt.  

       CHAIRPERSON HYDE:  Did you get that, Val?  Okay, 

  all right, all in favor say aye.  Opposed?  All right, 

  the minutes are adopted.   

       All right, I have a few minutes to tell you just 

  a little bit about SAMHSA and some of the things that 

  are happening, some of which I'm sure you have been 

  watching or seeing from either the paper, or Web, or 

  other stuff that's going on.  But I thought I would 

  just update you on some critical issues, one of which 

  is our strategic initiatives.  You heard us present 

  all ten potential strategic initiatives last time.  I 

  wanted to just update you and tell you that we have 

  actually made some tough decisions about scaling that 

  back just a little bit for lots of reasons.  We've 

  been out talking about those ten initiatives for six 

  or so months now, and the kinds of reactions we got in 

  the field about the things that are most important for 

  us to pay attention to and the kinds of things we're 

  not getting so much attention to, and those things 

  that we have resources to do something about, and 

  those things we don't have resources to do something 

  about, and -- So we made a couple of tough decisions 

  to change a couple of the strategic initiatives, and 

  then we're still looking at one of them.  So bottom 

  line is we're going to have seven strategic 

  initiatives, maybe seven and a half.  The two that we 

  have eliminated as a specific pull down, or specific 

  initiative, are jobs and the economy.  Not because 

  jobs and the economy is not important.  It's hugely 

  important and the impact on behavioral health and 

  behavioral health's impact on it is huge.  We simply 

  have no resources to bring to bear to that issue right 

  now, and given all the other issues on our plate that 

  we have either responsibility or a clear direction 

  about.  What we're going to do with that initiative is 

  take it off the plate for now, and develop it or think 

  about how it might be a sort of phase two initiative.  

  So that one, as the strategic initiatives paper comes 

  out you will not see it there as its own initiative.  

            The other one, which is the workforce 

  initiative, we still care a lot about workforce, but 

  we've determined that our role at SAMHSA is to deal 

  with the workforce initiatives in our strategic 

  initiatives, rather than as a free standing 

  initiative.  Workforce is really being driven right 

  now through and by HRSA, and that's good.  We are 

  partnering with them.  They are doing more on 

  behavioral health work for us because of the 

  Affordable Care Act.  They're doing more on workforce 

  in general because of the Affordable Care Act.  They 

  are focusing on primary care.  They are focusing on 

  behavioral health in the context of primary care, so 

  we're going to support our sister agency in that, 

  rather than having our own initiative and you will see 

  workforce issues woven throughout the other strategic 

  initiatives as we talk about these things going 

  forward.  

       The other one that is a little up in the air is 

  housing.  We still very much -- We have a portfolio on 

  housing and homelessness issues, but we also are 

  trying to figure out our path forward on that.  We 

  have work going on with HUD.  It is dependent on the 

  2011 budget, which at this point we don't know exactly 

  when it will be passed, and I'll talk a little bit 

  more about that in a minute.  But assuming that 

  initiative gets through we will have a new initiative 

  around housing in conjunction with HUD that is 

  Secretary Sibelius and Secretary Donovan's personal 

  commitment to do.  And if that evolves, that may take 

  us down a path of doing more in that area, or 

  revamping our portfolio on housing and homelessness in 

  that area.   

       We're also working on a strategic initiative 

  paper, or a strategic paper about a path we might take 

  around our housing efforts.  And so there is a lot 

  going on with that particular initiative and we're not 

  sure exactly at this point how to -- how to leave it 

  there, whether to leave it as a freestanding 

  initiative or as a developing initiative.  

       So we have seven, the seven that are remaining, 

  we will clearly continue to be our primary 

  initiatives, and, as I told you last time and I'll 

  tell you again, these are not just a set of 

  initiatives that we're going to add to everything else 

  that SAMHSA is doing.  These are the strategic 

  initiatives that are going to guide the staff 

  resources, the dollars, the contracts, the RP's, the 

  RFA's, or the technical assistance centers, and 

  everything else that we're doing in SAMHSA is really 

  going to be directed towards these seven initiatives.  

  So the fact that we are continuing to focus on them is 

  not a focus on a part of SAMHSA's work, but on all of 

  SAMHSA's work over the next few years.   

       So I wanted to let you know that.  The paper that 

  we keep saying is coming, truly is.  We have it in a 

  form that we actually believe it may come out here 

  soon, and it will go out to the field for comment and 

  reactions.  So the work that you've done with us in 

  the last meeting and in this meeting, where we drilled 

  down on a couple of the initiatives today and tomorrow 

  will help you be ready to really give us really good 

  strong input when we get that paper.   

       The three initiatives remain our top three 

  priorities are prevention, substance abuse and mental 

  illness, which includes developmental and emotional 

  health and trauma and justice is our second one.  We 

  had a nice, rich discussion about that last time.  We 

  will talk about it more later.  Military families 

  remain one of our top three priorities.  There's lots 

  going on there.  Some of those pieces we may delve 

  into our next strategic -- or our next Advisory 

  Council meeting.  

       This Council meeting we're going to take a look 

  at our data outcomes and quality initiatives, and also 

  our communications, public education support 

  initiative a little bit more, and our reasons for 

  that, we'll get to that soon.  And then we also want 

  to spend a little time today on cultural issues across 

  all of those initiatives.  We'll come back to that in 

  a minute too.   

       One thing about strategic initiatives is we do 

  have a strategic initiative on continuing to collect 

  data on health care reform implementation, but what we 

  have come to understand is that health care reform, as 

  I said yesterday, truly is a environment in our 

  context, rather than simply initiative.  It is 

  actually having an impact and helping to drive all the 

  initiatives, and vice versa.  So it is very iterative 

  in that process.   

       So I think that's what I want to tell you at this 

  point about strategic initiatives.  Let me ask -- Let 

  me just stop and ask a question if anybody has any 

  questions about that, and I have some other updates to 

  give you.    

       Yes, Arturo? 

       DR. GONZALES:  Madam Chair, the idea of the -- 

  not doing the workforce imitative, how is SAMHSA -- 

  how do you project that SAMHSA would monitor or 

  influence the role that HRSA would be playing in that 

  -- in that arena, particularly in terms of mental 

  health workforce development, because I -- my 

  understanding from the state level is that, you know, 

  there's such a shortage of -- there's such a concern 

  in healthcare reform about primary care capability to 

  deliver to the needy, or to any community -- or with 

  respect to health insurance, that portion is for 

  primary care medical providers, nurse practitioners, 

  etcetera, and loan repayment, working in shortage 

  areas, those kinds of things are all tended to be 

  geared towards the medical arena, and the mental 

  health piece gets kind of like a stepsister, stepchild 

  kind of status when it comes to that.  Is there a way 

  that SAMHSA can influence that so that at least loan 

  repayment to mental health workers (inaudible).   

       CHAIRPERSON HYDE:  There are two answers to that, 

  Arturo.  One is -- I think you weren't with us 

  yesterday, so we talked a little bit, quite a bit, 

  with the primary -- with the Carter Center about their 

  primary care behavioral health integration efforts and 

  ours as well.  And one of the things that we are doing 

  is about to release or about to name the technical 

  assistance center from an RFA that we put out a couple 

  of months ago.  I think it will run sometime in 

  September we had that announced.  That technical 

  assistance center is getting -- it's a primary care, 

  behavioral health integration, both by directional 

  RFA.  Our technical assistance is funded in part by us 

  and part by HRSA, and in part by some of the Federal 

  prevention dollars, the Formal Care Act Prevention 

  Dollars, and it's quite a bit of money, and that TA 

  center will help both the bidirectional integration 

  models and there's a fairly big workforce piece in 

  there about looking at how we develop the workforce, 

  both directions, to do this primary care behavioral 

  health integration.  So working on the primary care 

  piece.  Our role in it is critical.  So that's one 

  thing we're doing.  We're doing that with HRSA and 

  other partners.  

       The second thing is HRSA is the lead in the 

  Affordable Care Act for workforce development, 

  including behavioral health workforce development, if 

  they get new dollars to do that.  We're all dependent 

  on the dollars to do these things.  We will be 

  considered the co-leads on that.  They will be the 

  lead but we'll be the co-lead, so we're definitely and 

  John is our point on all things Affordable Care Act, 

  so he might be able to tell you more at some point.  

  But we are definitely in the game.  We just don't see 

  at this point that having a freestanding initiative 

  when they are really the leader.  We need to be 

  supporting them, and then all of our initiatives I 

  think should see workforce issues in.   

       DR. GONZALES:  Thank you.  

       CHAIRPERSON HYDE:  Any other questions about the 

  strategic initiatives.   

       Let me go on to a couple of other things.  You 

  all were part of history yesterday and watching us 

  jump up and down and run around and look at 

  Blackberries and stuff like that, because at noon 

  yesterday, noon central, 1:00 o'clock Eastern, BP, 

  British Petroleum, announced, and we shortly after 

  their -- that announced our pleasure that they had 

  announced a contribution of fifty-two million dollars 

  to the Gulf states and to SAMHSA to deal with -- as an 

  initial contribution -- to deal with some of the 

  behavioral health issues in the Gulf.  The journey of 

  getting to that press release and that press 

  announcement yesterday was pretty interesting.  We, as 

  SAMHSA, have been playing a very significant role, and 

  I just can't thank all the players in SAMHSA enough, 

  but especially Rick Broderick and Jerry Speer and 

  others, who were really heading up some of those 

  efforts, at getting us to a point where we were able 

  to bring the four states together.  Texas was at the 

  table at some point.  Texas at the moment has decided 

  not to participate for lots of reasons, but they may 

  come in to participate later.  But right at the moment 

  the four states that are most affected are Alabama, 

  Mississippi, Florida and Louisiana.   

       As some of you may know, I participated a couple 

  of different weeks with tours that the Surgeon General 

  and the Assistant Secretary for Preparedness and 

  Response and a representative from Secretary Sibelius' 

  in the Thad Allen group.  We toured a couple of 

  different weeks and went to all four states and lots 

  of community meetings, and it was so clear that the 

  behavioral health issues were the issue.  People are 

  concerned about the fish.  They're concerned about 

  physical health.  They're concerned about a lot of 

  things, but in terms of the population impacts as a 

  whole, between the economy, the uncertainty of what 

  was happening with the oil spill itself, and the 

  uncertainty of what the environmental impacts, and the 

  tourism impact, and the economic impacts were going to 

  be were pretty significant.   

       So we brought the four -- the five states 

  together.  We helped them revise or develop proposals 

  to BP.  We negotiated and discussed with BP how that 

  might unfold.  We worked with CDC in developing some 

  joint surveillance efforts that we proposed, and we 

  also worked with one of our contractors who does our 

  national suicide prevention line, our 800 number, to 

  add an 800 number specifically for the oil spill so 

  that there could be one number instead of twenty-seven 

  that people were trying to get out to the public.   

       And also been doing some media and tip sheets and 

  other kinds of things that we had already started.  If 

  you haven't been on our website and are interested in 

  this we have right now six web -- six tip sheets and 

  all of them have been translated in to six languages 

  for the Gulf around how to deal with the oil spill, 

  how to deal with the anxiety, and how to deal with not 

  getting in to substance because of it, and how to talk 

  to kids, how to deal with adolescents, just a variety 

  of things.   

       We are also now working on a tip sheet about how 

  to -- for teachers, on what they need to do as kids 

  come back to school, and hopefully that will be out 

  next week, I hope.   

       At any rate, the point of all this is that SAMHSA 

  has been doing a lot of work and a lot of leadership 

  in trying to help that local situation.  The states 

  have been really wonderful in working with us, and the 

  Surgeon General has been terrific.  I think everybody 

  involved from the White House to, as I said, Thad 

  Allen's group, who met with Secretary Sibelius, the 

  Secretary herself, and just everybody involved has 

  really gotten behind the understanding that behavioral 

  health issues is, in fact, if not the most important 

  issue, certainly one of the most important issues both 

  now and emergent.  So I am pleased about SAMHSA's role 

  in that.  I think other people are as well.  I just 

  wanted to let you know that we have taken truly our 

  responsibility to help respond to that in a very 

  serious way.  So we're sort of thinking that disaster 

  response issues, rather than kind of being a function 

  outside our strategic initiatives really does need to 

  be trauma initiative, recognizing that it is traumatic 

  when a disaster happens, and that that has pretty 

  profound behavioral health issues.  So, anyway, wanted 

  to let you know about that.  

       Any comments or questions about that before we go 

  on to something else?  Okay.  

       The other thing I thought would be helpful to 

  talk to you a little bit about is the legislative 

  activity.  As you know there has been major 

  Congressional activity over the past few weeks by both 

  the Senate and House Appropriations Committees looking 

  at the 2011 budget.  At this point we really expect 

  there to be a continuing resolution and at least 

  through December and perhaps in to January or 

  February.  We don't really know.  A lot of it hinges, 

  I think, on the November election.  But what that 

  means is that all the new proposals for new activity 

  or new grants, or new issues in the 2011 budget as 

  proposed by the President will really be on hold.  We 

  won't be able to initiate any of those until there is 

  a final 2011 budget.  And because the House Full 

  Committee on Appropriations hasn't met we really don't 

  have firm numbers on most of the programs, although 

  the Senate side did have a committee meeting and the 

  report from the Senate Labor HHS Ed Appropriation bill 

  is on the Web, if you are interested in that.  

       What I can tell you is -- now these numbers are a 

  little bit hard, so think -- I'll go slow but then 

  I'll try to summarize them.  The House funded our 

  Agency at 3.5, almost 3.6 billion dollars, which was 

  an -- and an additional a hundred and sixteen million 

  dollars from the New Prevention Fund, for a total of 

  almost 3.7 billion dollars.  

       The Senate appropriated about 3.6 and a half 

  billion, and an additional forty million from the 

  Prevention Fund, also for a total of about 3.7 billion 

  dollars.  So there's little difference between them in 

  terms of the exact amount, and a little bit of 

  difference in what they funded and what they didn't, 

  but in both cases it was about 3.7 billion.  The 

  Administration had requested almost 3.7 billion, just 

  a little bit less, and I think the difference between 

  when the President's budget came out and the Senate 

  and House Committees looking at the budget was this 

  New Prevention Fund.  That really wasn't in existence 

  at the point the President proposed his budget.  So 

  that was the difference.  And the HHS and the 

  President has committed additional prevention dollars 

  to SAMHSA, both for fiscal year 10 that we're in, 

  primarily for primary care behavioral health 

  integration, which is what we were just talking about 

  for the TA Center and other issues, more grants as 

  well, and then the Prevention Fund is obviously 

  something that they're looking at for possibly the 

  future.  So, once again, some indication that 

  prevention is truly a high priority.  

       Both the House and the Senate funded our 

  Homelessness Initiative at HUD.  That's the thing I 

  was telling you about a little bit earlier, at 15.8 

  million dollars, so that's good.  That suggests that 

  that is going to go forward, we hope, although you 

  never know.  It depends on how bad the budget looks, I 

  guess.   

       Both the House and the Senate funded prevention 

  at nearly the President's request, however, they 

  distributed the funds differently.  The Senate funded 

  both SCRIPSIG (sic), which is a set of grants in our 

  CSAP (sic) program and partnership awards, but did not 

  fund the New Prevention Prepared Community Fund, or 

  grants.  On the other hand, the House Subcommittee, 

  from what we understand, did include twenty-five 

  million for the Prevention Prepared Communities 

  Program, which is actually slightly more than we 

  originally requested.  So one of them is clearly -- 

  The House is clearly committed to that.  The Senate is 

  not so much, in fact, not at all at this point.  So 

  that's one of those things that really has to get 

  worked out.  

       The Children's Mental Health Initiative was 

  funded at the President's request of about a hundred 

  and twenty-six million in both the House and the 

  Senate.  Our PATH Program, which is the transitional 

  housing program was funded at the President's request 

  of seventy million, so that continues at that level, 

  which was actually a slight increase, I believe, from 

  2010.  And the SAPT and CMHS block grants were both 

  level funded in both the House and Senate.  Project 

  launch and CMS, so we have a launch program in both 

  CSAP and CMHS.  The CMHS one received a four million 

  dollar increase in the Senate.  I think this was the 

  Senate's version of we like more Launch rather than 

  the new Prevention Prepared Communities.  To be 

  honest, I think we're cutting hairs here, in terms of 

  where we're trying to go with prevention and support 

  for communities has everything to do with whether or 

  not we're leading with mental health or leading with 

  substance abuse.  It has to do with whether we're 

  going through states or not going through states, so 

  there's just some differences of opinion about all of 

  that stuff that still is in flux.  

       The Senate also provided about ten million 

  dollars for Depression Centers of Excellence, which is 

  something that we were charged with doing through the 

  Affordable Care Act, but the House did not put 

  anything in on that.  So that one is still up in the 

  air as well.   

       So that's 2011.  The 2012 process is already 

  underway, and, frankly, we will probably -- or the 

  President will probably be very close to putting out 

  his 2012 budget before the 2011 budget is actually 

  passed.  The timing of those things could get very 

  close together.    

       So the President, as you know, has announced a 

  plan to reduce most discretionary domestic spending, 

  so by definition we anticipate that budgets will be 

  smaller in 2012 than they are in 2011.  Whether they 

  are smaller than 2010 depends on how this budget 

  evolves over the next little bit.  So the point is we 

  could get new money in 2011 and face the interesting 

  dilemma of trying to increase things, only to know 

  that we are coming to a decrease in the following 

  year.  So we are struggling and trying to think about 

  how best to manage that going forward.  

       We also, frankly, anticipate that that won't be 

  the last year.  So the President's 2013 budget, as 

  well, we anticipate being also constrained or reduced.  

  So we will see how that evolves.   

       We are continuing to work with states in moving 

  towards the 2014 budget in which a lot of new people 

  will be able to come on Medicaid, and that has 

  profound impacts, as you've heard us say before on 

  block grants.  So we are starting now working with the 

  states on how that might look different and why it 

  might look different, and how we might get from here 

  to there.   

       We've spent several years supporting a fairly 

  robust discretionary portfolio to test and refine some 

  proven practices, whether it's things like systems of 

  care for kids, or ATR, or things of that nature, and 

  so now is the time for us to think about how to bring 

  those dollars in to scale in the country, and part of 

  the way things go to scale, meaning across the whole 

  country as opposed to specific communities, is through 

  the block grant.  So while the block grant is 

  changing, we're also thinking about changing our 

  relationship with the states around the block grant 

  programs and of what we ask them to do with those 

  dollars and how we direct that, the use of those 

  dollars.  Again, remember this is all in the context 

  of health reform coming to full fruition and also in 

  the context of reducing budgets.  And I think you've 

  heard me say yesterday and other times that the MOE 

  waiver requests also tell us that there's a lot of 

  reduction, almost eight hundred million, maybe as much 

  as a billion next year in reductions across the 

  country in state spending in these programs.  And 

  we're looking at all those things together.  

       So we talk about these things as having SAMHSA 

  having to have a different kind of leadership.  Again, 

  you heard a little bit about that yesterday in terms 

  of us trying to think about how we work with HRSA, how 

  we work with CDC, how we work with CMS, how we work 

  with other players is as important, if not more 

  important today, than what grants we give out, because 

  the amount of grants we have to give out is going to 

  be less by definition.  The way in which the dollars 

  have to be spent are going to be different, especially 

  for block grants, by definition, and so that essential 

  message that we have about behavioral health being 

  essential to health we're taking very seriously in our 

  leadership and pushing other things forward or leading 

  in efforts or collaborating in efforts that are really 

  going on through other agencies.   

       Let's see.  Any questions about budget?  Let me 

  stop there.  I have a few other things to tell you, 

  but I'll stop there.   

       MS. CUSHING:  I'm just wondering, Pam, if it -- 

  Oh, I'm sorry.  If it would be possible, those were a 

  lot of numbers and they're very important numbers, I'm 

  wondering if we could get a cheat sheet of some kind 

  at some point, via email, or -- soon to outline what 

  you've just said for us in writing?   

       CHAIRPERSON HYDE:  Yeah, sure, Daryl can get you 

  -- The numbers I gave you were the 2011 things that 

  are just going on in committees.  They're not even the 

  full committees yet, but, yeah, we can get that out to 

  you.  

       MS. CUSHING:  Thank you.  

       CHAIRPERSON HYDE:  Any other questions about 

  budgets and where we're going at this point?   

       Okay.  The next thing I want to tell you a little 

  bit about is SAMHSA's reorganization.  It was actually 

  effective yesterday.  It was posted in the Federal 

  Register and all the things that it has to do.  I did 

  think -- I think I said something about this yesterday 

  for those of you who were here.  We have a new Office 

  of Policy, Planning and Innovation, and we also have 

  shifted our grant review and grant management process 

  in to our financial office, so that we have all of our 

  finances, budgets, grants, review, contracts, 

  etcetera, in the same place.  That is under Daryl 

  Kade, who is here.  The OPPI leadership right at the 

  moment is an acting.  It's actually Rick Broderick.  

  Our Deputy Administrator is acting in that other role 

  as well while we post that position, and it is posted 

  now, and look for the leader for that really, really 

  critical office.  So that will be coming.  

       We also have a new name, which I think we talked 

  about yesterday for our Office of Applied Studies.  

  We'll be hearing more from Pete today in that it's not 

  just a name change.  It signals a different direction 

  about our commitment to data, and outcomes, and 

  quality of work, and we'll be talking more about that 

  later.  It's called The Center for Behavioral Health 

  Statistics and Quality.  

       We're also looking at, and this is being hampered 

  a little bit by the lack of resources, but we are -- 

  We had committed to trying to start having regional 

  presence.  There are ten regional offices around the 

  country for HHS.  Each of those regional offices have 

  representatives, sometimes lots of people, from CMS, 

  Medicaid, Medicare, from -- well, mostly Medicaid, I 

  think.  Some from ACF, which is Administration for 

  Children and Families for all 

  -- a lot of the other operating divisions have 

  presence in those regional offices to be able to work 

  more closely with the states.  As we move towards 

  working more closely or differently, or more intensely 

  over the next few years with the states, as we are 

  sort of thinking more and more about our role with our 

  sister agencies, it became pretty clear that we needed 

  to think about a SAMHSA presence.  We're one of the 

  few operating divisions that doesn't have a presence 

  out there.  I think even Aging, which is a really 

  small operating division, has regional presence.  So 

  we're starting on that process and our goal at the 

  moment is to have all ten regional offices have at 

  least one person or a person from SAMHSA who can be a 

  liaison with one person.  That's about all that person 

  will be able to do, but that's a really critical role 

  to have, that liaison role, and all the regional 

  directors are just really sort of chomping at the bit 

  now to get some assistance from us to be out there, 

  because the behavioral health issues are becoming more 

  clear.  So I wanted to let you know we are working on 

  that.  We had an initial pilot in Texas.  We're 

  continuing that pilot, although shifting that person 

  who is doing that pilot, and we hope to have four or 

  five of them out within the next year or so and then 

  within two years all ten of them, hopefully.  

       We also -- I mentioned it yesterday -- have this 

  executive exchange.  Fran and Kathryn have been brave 

  and willing to switch roles for six months, and for 

  all kinds of reasons it's been already a good 

  experience from my perspective as to what each of them 

  has brought to the new perspective or the new division 

  for them.  I think the staff are also finding that 

  energizing and interesting, and helpful, and Kathryn, 

  Fran, let me just give you two seconds to make a 

  comment or two about how you see that role and that 

  thing.  

       MS. POWER:  Well, when Pam asked us we said we're 

  totally, totally delighted and we rushed to the 

  opportunity.  And part of the exchange is that I'll 

  get a chance -- and I'll speak personally -- I'll get 

  a chance to get back into the substance abuse 

  prevention world, which I have been away from for the 

  seven years I've been at the Center for Mental Health 

  Services.  And the nexus for that change in many ways 

  for me is using the Institute of Medicine report on 

  preventing mental, behavioral, and emotional 

  disorders, and bringing that report to bear across, 

  actually, both centers.  I mean, we're trying to get 

  both the Center for Mental Health Services and the 

  Center for Substance Abuse Prevention thinking more 

  broadly about how we apply what has traditionally been 

  the substance abuse, prevention science and research 

  and practice, and bring it to bear intellectually and 

  practically, so that we can reflect the 

  Administrator's initiatives on emotional health and 

  emotional well being.  And in that way I think we have 

  an opportunity to, not only become knowledgeable about 

  the programs in each center, but also be able to 

  interact with staff about broadening their thinking 

  and being able to -- to think about division of a 

  national prevention system and incorporating emotional 

  health aspects in that national prevention approach.  

  This whole discussion about emotional health and well 

  being I think is essential to reflecting that 

  behavioral health is essential to overall health.  

  And, in fact, as we look at the variety of levels of 

  the risk and protective factors across both mental 

  illness and substance abuse we know that there are 

  some shared risks and some shared protective factors, 

  and if we can apply those factors at the individual 

  and family level, at the neighborhood and community 

  level, at the state level, and at the national and 

  federal level, I think we'll have an opportunity to 

  really make some change.   

       CHAIRPERSON HYDE:  Thanks, Kathryn.  Fran?  

       MS. HARDING:  Well, I don't think that I can say 

  I went willingly at first.  However, I have actually 

  quite enjoyed the experience over the last month.  Pam 

  was right.  The things that I'm doing are basically 

  the same as Kathryn in reverse.  One of the things 

  that I'm finding very exciting to learn about is the 

  differences and similarities around the recovery 

  process, of the definitions of recovery from a 

  consumer lead position, and from an addiction 

  position,  The whole idea of treatment for mental 

  illness and how that combines with -- where it fits in 

  the continuum of prevention, intervention, and 

  treatment, that's similar, yet a little different.  

  And, last but not least, I'm there to try to learn as 

  much as I can so we can bring the workforce of 

  prevention together.  Because there really truly is 

  only one real trained workforce for prevention, and it 

  makes no sense that they don't see how they overlap 

  and they actually are doing the work of mental health 

  promotion, in particular, and mental health prevention 

  in some ways.  So it is very exciting.  The staff have 

  been very helpful, and it just is a nice experience 

  for a couple of weeks -- months rather.  It seems like 

  weeks.  It's so exciting it seems like weeks.  And 

  looking forward to bringing back all the new knowledge 

  to the Center. 

       CHAIRPERSON HYDE:  Again, I just want to thank 

  Kathryn and Fran.  I have put them on the spot 

  innumerable times in saying what they think about 

  this, and I think the opinions are still out just a 

  little bit.  At any rate, this is a -- this is a six 

  month exchange so they will be doing these roles, and 

  they have fully embraced these roles and we've fully 

  embraced them in their new roles, as has the staff.  

  So this goes through January.  I've made it clear to 

  our executive leadership team that it won't be the 

  last exchange that we do.  I believe strongly that a 

  leadership team ought to be able to do more than one 

  thing, and that there ought to be multi-perspectives 

  in that team, and that any one of the people on our 

  team are very bright and capable and they out to be 

  able to lead any number of aspects of our Agency.  So 

  I think probably the rest of the leadership team is 

  quaking a tad and saying, oh, my God, I don't want to 

  do -- Nobody wants to do Debbie's job.  If you know 

  who Debbie is, she's my scheduler.  That's the one 

  person that everybody says, I'm not doing her job.  

  So, at any rate, it's been good and I appreciate Fran 

  and Kathryn's leadership and willingness to step up.  

       All right, just a couple of other things and we 

  need to get going on the Agenda.  You heard yesterday 

  from CDC all the kinds of things that we could be 

  working with them on.  We do a ton of work with them.  

  I thank Larke, actually, for helping us sort of 

  organize that meeting.  She actually spent some time 

  on detail down at CDC sometime ago, so knew a lot of 

  those folks and how it worked a little better than 

  some of the rest of us.  And she put a great program 

  together.  Thanks, Larke, appreciate it. 

       So there's lots more we can do with them.  And 

  tomorrow we'll have some time for you to reflect back 

  to us what you thought about that process.  That 

  process was a little different just because of the 

  nature of where we were and -- and the hugeness of 

  CDC.  But we have been trying to do those kind of 

  leadership exchanges to understand how we can work 

  differently with the other agencies.  So we'll be 

  interested in your reaction tomorrow. 

       I also want to let you know that we are doing 

  something else with you all, as an advisory council, 

  that I am excited about, which is we have three center 

  advisory councils.  So each of our centers, with the 

  exception of -- now we have four centers, we don't 

  have an advisory council, for Pete's center just yet, 

  but we'll have to think about that.  But, 

  nevertheless, we have three advisory councils, and 

  they each are advising the center itself without 

  really a lot of interaction with the other council.  

  We also have a women's advisory council, women's 

  services, and we have a tribal technical advisory 

  council.  And they all play different roles around 

  their particular area.   

       So we've asked each -- or are in the process of 

  asking each of those advisory groups to identify a 

  liaison to you all, to the National Advisory Council 

  for SAMHSA.  So the next time we meet, which will be 

  sometime in the spring, I believe, of 2011, we should 

  have with us the liaisons from those other five 

  entities within SAMHSA.  And, again, what we're trying 

  to understand and want to make sure that we do is have 

  consistent messages, consistent policy direction, 

  consistent advice, and -- and liaisons across that.  

  So I think that will be a great opportunity. 

       The three center advisory councils are going to 

  meet collaboratively in the fall.  Actually, I think 

  for the first time, maybe, meet together for a while 

  as councils.  So we're trying to do some of that work 

  as well. 

       Let's see, I think that's it on the advisory 

  councils and the partnerships at the moment.  Any 

  questions on that? 

       If not, let me just make a comment about your 

  agenda and then we'll get going.  I do want to remind 

  you that your role is advice, and the point of that is 

  it's not to just sit and listen.  So we want to make 

  sure that we have time in each of these conversations 

  to have you all react, ask questions, push back, give 

  us your thoughts, et cetera.  We have some really good 

  conversations scheduled for today.  The first one is 

  cultural issues, and I'll introduce that in just a 

  second.  Cultural issues, like some other things, it's 

  not a freestanding initiative.  It's woven through all 

  of our initiatives, and that's really critical for us.  

  We're also going to spend time on data, quality, and 

  outcomes and on peer and family issues with a focus on 

  Georgia.  And John will be leading that, but that's an 

  issue of trying to drill down into one of the 

  strategic initiatives, namely the healthcare reform, 

  to see how some of this issue might appear and family 

  issues might be dealt with in that context. 

       We're also going to spend some time on 

  communications and public awareness.  And, as you 

  know, we're going to do a listening session, which is 

  one of the sessions of the National Conference on 

  Health Communications, Marketing, and Media, which is 

  cosponsored by CDC and SAMHSA.  And there is a track 

  in it for behavioral health is essential to health.  

  So that session is actually for people who want to 

  attend that from the conference to talk to you and to 

  SAMHSA, but also to the Advisory Council about their 

  thoughts as well. 

       MS. WAINSCOTT:  Pam, can you hear me? 

       CHAIRPERSON HYDE:  Yes. 

       MS. WAINSCOTT:  Oh, I'm so glad.  This is 

  Cynthia.  I'll be quick.  But first I've got to tell 

  you that I have an extreme advantage to you guys 

  because I can see you, and it's so much fun to be able 

  to feel like I'm there.  But I have to confess, I'm 

  glad you can't see me today. 

       I made a few notes here.  I want to briefly go 

  over one.  I think there's a huge opportunity in 

  changing the block grant.  If it can be made less of a 

  compliance document and more of an actual planning 

  document, and I'm going to dream and say an actual 

  strategic planning document, it will be a gift to the 

  states.  And I think that you have a huge resource in 

  thinking about that, and that is members of State 

  Mental Health Planning Advisory Council.  You'll be 

  talking to some of those people this afternoon on the 

  panel.  They've been grappling with how to be more 

  effective in their advocacy for what is the direction 

  of the state mental health authority, and they will  

  -- they and their peers around the country will be a 

  great resource for you in that. 

       I also think that the regional offices is a 

  fabulous opportunity, and I'm so happy we're doing 

  this.  It's enormously frustrating to us out in the 

  field sometimes that the other folks do have the 

  regional offices and they are effective and sometimes 

  we can't get through the door.  This will get us 

  through the door. 

       And then the third big opportunity you talked 

  about that I want to endorse is the use of the IOM 

  (sic) Prevention Report which Kathryn talked about, to 

  infuse it into the work of both -- well, the whole -- 

  the whole SAMHSA.  And then I had to reflect, as I 

  thought about what she was saying there, about the -- 

  including quality of care for mental health and 

  substance abuse conditions, which SAMHSA helped fund 

  out of the ION, and I had the extreme pleasure of 

  working on them.  And there are venues being created 

  to move that into practice that you have talked about 

  this morning.  And I'm just -- You are to be 

  congratulated.  The whole staff is to be congratulated 

  for the changes that are taking place, for the 

  movement that's occurring.  And a couple of push 

  points I think I can help identify.  Thanks so much. 

       CHAIRPERSON HYDE:  Thanks, Cynthia.  And I hope 

  you're going to help us make sure the states 

  understand that this is a real opportunity for this.   

       MS. WAINSCOTT:  Yes.  And we have -- 

       CHAIRPERSON HYDE:  I'm not so sure they're going 

  to think of it as an opportunity, but. 

       MS. WAINSCOTT:  Well, I think it's much like we 

  talked at the last meeting.  You have some real allies 

  in (inaudible).  We have people in planning councils 

  who are influential in their states who can be part of 

  that process, and it won't happen spontaneously.  

  We'll have to give them talking points material and 

  maybe even some training. 

       CHAIRPERSON HYDE:  Terrific, thanks. 

       MS. WAINSCOTT:  Yes. 

       CHAIRPERSON HYDE:  Okay.  Well, let's move into 

  our first big discussion item this morning, and that 

  is cultural issues and our strategic initiatives.  

  Last time when we met, there were a number of comments 

  around -- around and about cultural issues.  And it 

  became clear that I thought -- at least to me, that I 

  thought it would be really useful for us to have a 

  concentrated time to talk about some of what we're 

  doing, but then get your thoughts on what we should be 

  doing as we try to weave our concerns about cultural 

  issues into our strategic initiatives. 

       I want to say this -- start this by saying that 

  Larke carries many hats, Larke Huang, but one of the 

  hats that she carries is a new one.  It's really not a 

  new function perhaps.  It's a new title.  She is now 

  the Director of our Office of Minority Health.  So 

  congratulations on a new title for doing more work, 

  right.  But the Office of Minority Health is for us 

  something that we sort of already had going as a 

  collaborative effort across our centers and across the 

  agency, but in the Affordable Care Act, there were 

  several HHS operating divisions that are now required 

  to have an Office of Minority Health.  One of whom is 

  SAMHSA.  So we were perfectly happy with that because 

  we already had that commitment, but that allows us to 

  sort of elevate that concept a little bit.    

       So in that arena, it's not only things like 

  looking at special needs of Asian-Americans,  

  African-Americans, Latino, Hispanic, but also at LGBT 

  populations, perhaps even deaf and hard of hearing 

  populations, and other populations that face 

  disparities in a variety of ways because of cultural 

  issues, whether it's language or ways of community 

  evolvement, or other kinds of things. 

       I also want to be clear that American Indian and 

  Alaskan native issues are related, but we don't have 

  them within the Office of Minority Health.  They are 

  also a group that has -- faces disparities, but we 

  have a different role, as you know, with tribes.  And 

  the federal government has a responsibility with 

  tribes that is different than other citizens.  We have 

  -- they are citizens of the United States.  They are 

  also tribal members and trustees that the federal 

  government owes some responsibilities to.  So they are 

  -- So Sheila Cooper, who is our tribal liaison, is 

  working very closely with Larke on some of those 

  issues, especially where they are related issues.  And 

  both of them will be presenting this morning. 

       There is a new Tribal Law and Order Act that was 

  just passed.  It's not part of the Affordable Care 

  Act.  It's a separate bill, but it does include a new 

  role for SAMHSA.  So SAMHSA is named in that Act as 

  coordinating some of the substance abuse issues across 

  BIA, IHS, and other parts of -- and SAMHSA and other 

  parts of HHS.  So we are in the process -- We have 

  identified Dennis Romero, who is our deputy in one of 

  our offices, who is going to help Sheila specifically 

  around the Tribal Law and Order Act coordination 

  efforts. 

       So with that introduction, I'm going to turn this 

  over to Larke and Sheila.  I'm going to ask them to 

  try to present a little faster, perhaps, because I 

  took a little longer and see if we can get to 

  discussion fairly quickly here.  So, Larke, Sheila. 

       DR. HUANG:  Okay.  Can you hear us?  Are we on?  

  Okay.   

       Okay.  Good morning.  Thanks, Pam, for the 

  introduction.  Sheila and I are going to tag-team 

  this.  We're going to try to go quickly through about 

  forty slides, so we have less than a minute for each 

  slide.  We're going to do it quickly and really just 

  to lay the groundwork on how we're looking at 

  culturally diverse populations across the strategic 

  initiatives. 

       We asked the question -- Are you getting 

  feedback, or is that just me?  Okay.  So we're asking 

  the question is how is SAMHSA meeting the behavioral 

  health needs of culturally diverse populations, how 

  we're working towards behavioral health equity for all 

  populations?  And we're looking at specific -- sort of 

  groups of populations along this first effort.  We're 

  looking at mental health and addiction issues as they 

  impact diverse racial and ethnic populations, American 

  Indians, Alaska natives, and lesbian, gay, bisexual, 

  and transgender groups. 

       You know this.  Our strategic initiatives are 

  really providing a focus for how we do our work here, 

  how we're aligning resources, creating a consistent 

  message across SAMHSA.  And as Pam has reiterated 

  multiple times, it's a constant work in process, and 

  we're continuing to refine with various kinds of 

  public input and part of the open government piece. 

       These are the strategic initiatives that you've 

  already heard this morning.  We're going to really go 

  through each one of these and look at the implications 

  or lay some of thinking around what does -- what does 

  it mean for these diverse populations.  And Sheila and 

  I are going to share in that presentation.  So we're 

  going to go through each seven and highlight some of  

  -- what the goal areas in those seven, which we're not 

  going to read to you.  I think you've heard those at 

  multiple meetings now, but also some of sort of the 

  key findings and relevance to different populations. 

       So here's the prevention, the prevention of 

  mental health and substance abuse disorders and 

  promotion of emotional health.  These are the kind of 

  five major topic areas under there.  The prevention at 

  the community, suicide, underage drinking, tobacco 

  use, prescription and drug abuse -- sorry, 

  prescription drug abuse, yes.  We also wanted to put 

  this in context of what some of our national data is 

  saying now around different populations.  Casey 

  Foundation puts out an annual kids count report.  We 

  pulled out some of the child wellbeing indicators, and 

  if you look at just four of these indicators, in terms 

  of child death rate, rates of teen death by homicide 

  and suicide, percent of teens who are high school 

  dropouts, percent of children in poverty, all related 

  to risk issues and behavioral health.  You'll see that 

  youth of color have the highest rates in each of those 

  categories. 

       When we look also at the report from the Agency 

  on Healthcare and Quality Research, where they do a 

  report annually on national health disparities, they 

  look at quality of care and access to care.  And 

  really just want -- they break it out by different 

  race and ethnic groups and by socioeconomic status.  

  So I want you to just look at the green parts of these 

  slides, in terms of the direction we're going in terms 

  of disparities, in terms of quality of care for 

  diverse populations and access.  The green represents 

  worsening conditions.  So if you look at this data 

  from 2007 in these slides and you look at it in 2009, 

  you'll see a tremendous increase in terms of the green 

  representing worsening of health disparities for these 

  populations.  And if you look at the one on the far 

  right, that's broken down by socioeconomic status, and 

  we know that poverty is also a risk for our issues of 

  behavioral health. 

       If you look at prevalence of mental disorders 

  across different populations, and this slide also very 

  nicely breaks it into subpopulations, which I think is 

  really important, we tend to aggregate across the 

  minority groups.  It shows the variation, but in 

  general, the prevalence rates related to the white 

  population are not that significantly different.  

  However, in terms of if you look in gaps in care and 

  treatment you do see widening gaps.  The slide on your 

  left shows the white population on the bottom and the 

  diverse minority populations on the other -- other 

  graphs.  And if you look at the one on the right, it's 

  a relation between Hispanic -- white on the bottom and 

  Hispanic on the top.  So while the prevalence rates 

  may not be significantly different, the gaps in 

  services and access to service, and therefore, the 

  burden of care, it varies very much in terms of 

  different populations.  And that's where we really get 

  our health disparities issues. 

       So when we think about treatment patterns also, 

  we look at members of races in ethnic minority groups 

  are less likely to access mental health services, more 

  likely when they do to receive lower quality care, 

  more likely to use inpatient hospitalization and 

  emergency rooms, less community mental health 

  services. 

       Okay.  So we go back to our strategic initiatives  

  and look at prevention.  I'm not going to read through 

  some of this, but you -- you have these, but we can 

  highlight some of these, in that race and ethnic 

  minorities are less likely to have access to mental 

  health services, often receive the poorer quality of 

  care.  We see death rates from suicide from African-

  American men is five times that of African-American 

  women.  We see suicide attempts among Hispanic girls 

  sixty percent higher than for white, their white 

  counterparts.  We also find in our own data, from our 

  OAS new center, center -- I can't remember the name 

  yet, Pete's center, that persons of -- of two or more 

  races have the highest rates of mental depressive 

  episodes, in that we see actually among biracial or 

  multi-race individuals that in a lot of our mental 

  health and substance abuse indicators they have among 

  the highest prevalence rates.  And we see among adults 

  with major depressive disorders that the white 

  population is much more likely to receive treatment 

  than blacks, Hispanics, or Asians.  Sheila?     

       MS. COOPER:  I'm Sheila Cooper.  I'm a Seneca 

  Nation enrolled member from the Cattaraugus territory 

  in what is now known as Western New York State.  I'm 

  the senior advisor for tribal affairs, and I have 

  joined SAMHSA in the last eight months.  And I have 

  enjoyed this experience.  I am not going to read all 

  of the slide information.  You will have copies of 

  this information.  I wanted to point out, and we were 

  at CDC yesterday and we had a discussion from a 

  journalism fellowship group, and she said, "Always 

  leave them with one or two points that they'll always 

  remember."  I would say that the point I want to -- 

  for you to carry away with this is, and you'll see 

  them as we get into the further slides about data and 

  -- and research, is that there were a lot of 

  statistics on those slides you just saw that didn't 

  include American Indians and Alaskan natives.  So on 

  this slide I will say that suicide is the second 

  leading cause of death for American Indians and 

  Alaskan native youth in the fifteen to twenty-five -- 

  twenty-four-year age group.  It's two-and-a-half times 

  the national average. 

       You mentioned, Judy, that you had the opportunity 

  to have a meeting in Indian country.  Well, Pam, Ben, 

  and I just came back from Alaska.  I wish all of you 

  could have been on that trip with us because in Alaska 

  the rates are even astronomical between the tribes 

  which in the lower forty-eight and Alaskans.  Thank 

  you. 

       DR. HUANG:  Am I back on now?  Okay.  And so we 

  also have data here, in terms of the LGBT population.  

  One of the issues around population data for LGBT is 

  that we don't really have good national level 

  populations.  So many of these are convenience samples 

  or community studies, but we do see, for example, 

  rates of alcohol problems for gay men ages forty-one 

  to sixty were significantly higher than the general 

  population.  We see higher rates, significantly higher 

  rates of smoking than the general population.  And 

  then we see LGBT teens with higher rates of family 

  rejection, had higher suicide attempts, depression, 

  illegal drug use, and unprotected sex than LGBT teens 

  -- LGBT teens with little or no family rejection.  And 

  that was a major study that was done in the Northern 

  California area. 

       If we move on to our second initiative, trauma 

  and justice.  And here our goals are -- I'm not going 

  to read them.  You'll have them.  We want to also look 

  at some of what the data says around trauma for these 

  different populations.  We see that Asian, African-

  Americans, and bi or multiracial individuals twelve 

  and older are much more likely to be victims of 

  violence than their white counterparts, that women and 

  men of color are significantly more likely to be 

  significantly assaulted by a partner than their white 

  counterparts. 

       On and on, if we go down further, we know that 

  people of color are over represented in the criminal 

  and juvenile justice system.  We know that youth -- 

  that eighty-two percent of youth charged in adult 

  courts are now racial ethnic minority youth.  And that 

  many of the youth who enter juvenile justice and also 

  adults in criminal justice have high percentages of 

  both mental health and addiction disorders.  Given, if 

  we look at that, just using some of the transitive 

  property, that we have disproportionate representation 

  in the justice system.  We see a lot of behavioral 

  health issues, high prevalence, even more increasingly 

  as you go deeper into those systems.  And we see high 

  representations of people of color.  So we look at 

  this as a critical piece of our justice initiative 

  within the trauma and justice. 

       MS. COOPER:  Within tribal communities the 

  national homicide victimization against American 

  Indian and Alaskan native women are second to African-

  American women and higher than rates of most white 

  women.  Where we are hopefully making advances now 

  will be with dealing with the new Tribal Law and Order 

  Act which has significant roles for SAMHSA, but it 

  also is a real huge achievement under this 

  administration in assisting tribes and tribal 

  communities with law enforcement. 

       For example, we were in Alaska, which is in one 

  of the sub regions where it was the size of Ohio.  

  They had five law enforcement personnel. 

       DR. HUANG:  In terms of looking at trauma and 

  justice relation to the LGBT population, we have a lot 

  of data actually in terms of percentage of LGBT 

  students in schools who are victims of verbal 

  harassment, physical harassment, physical assault, and 

  a majority of those students feeling -- reporting 

  feeling unsafe in school because of their sexual 

  orientation.  We see LGBT domestic violence 

  percentages: forty-three percent for female, forty-

  nine percent for male, four percent for transgender.  

  We see same sex cohabiting couples reporting 

  significantly more intimate partner violence than 

  different sex cohabiting couples for both men and 

  women.  So around these three slides, the issue is 

  really looking at how do we really understand trauma 

  and the experience of personal trauma, of community-

  level trauma, of actually system trauma for when many 

  of these folks go into a service systems, and looking 

  at their histories of trauma and how they play such a 

  central feature in terms of the behavioral health 

  issues confronting these populations. 

       Military families, these are some of the four 

  kind of core areas of focus on the military families.  

  We see that significant percentage of populations of 

  color that served in as Vietnam Veterans suffered 

  lifetime PTSD.  We see that many of our minority 

  populations, the blacks, native Hawaiian, Pacific 

  Islanders are over represented in enlisted ranks and 

  suffered disproportionate rates of the injury and 

  morbidity.  I think that some of the tribal 

  populations in some of the Pacific jurisdictions, the 

  cultural case of being a warrior is very much valued 

  in their populations, but we also see them coming back 

  with disproportionate rates of morbidity and 

  mortality. 

       MS. COOPER:  Native Americans represent the 

  highest per capita listing of any ethnic group in the 

  United States as a historical fact.  For example, in 

  Alaska, access to care, and we learned -- we had a 

  roundtable discussion.  We had members from staff of 

  the Veterans Affairs join us during one of our trips 

  to Alaska.  And we met with several native veterans 

  who mentioned that in Alaska, of course, the only way 

  you can get around is flying.  So they can save up the 

  money to get from a small village, fly into a regional 

  hub, and then they get to Anchorage.  Oftentimes the 

  VA services there are labs.  One person mentioned that 

  they had an appointment arranged and when they got 

  there they said, "Oh, we're sorry.  We can't see you 

  this month, come back in four weeks."  Well, that 

  person had saved up, living a subsistence lifestyle, 

  mind you, and couldn't afford to come back.  So they 

  had to call back to the regional center.  Someone 

  housed them, a family member or a staff member housed 

  them.  So the access to care is -- is limited in any 

  kind of behavioral health situation.  But for 

  behavioral health, it's even more challenging.  And we 

  understood that the Veterans Affairs provides five 

  years of mental health services once they're in the 

  system, but getting them in the system is a challenge. 

       DR. HUANG:  In terms of military families in LGBT 

  populations, about 66,000 gay men and lesbians 

  estimated as serving in active duty.  This also talks 

  about the one million gay and lesbian veterans in the 

  U.S., 827 transgender military veterans.  Among 

  transgender people in the U.S. military, about twenty-

  six percent were victims of physical violence and 

  sixteen percent raped in their lifetime.  We pulled 

  out the transgender.  They don't list it because 

  oftentimes when we look at LGBT populations, the 

  transgender population is a lesser focus of that data.  

  They also see higher rates of service among lesbians 

  than among battered women in the military. 

       In terms of healthcare reform, these are some of 

  the heavy lifts that John O'Brien is doing with his 

  team. 

       Wanted to also just give a little bit of 

  information about the rates of uninsurance among 

  diverse ethnic and racial populations.  Among people 

  of color, non -- Hispanics have among the highest 

  uninsured rates at about thirty-two percent.  We know 

  that those without insurance are going to receive 

  fewer screenings and fewer opportunities for 

  prevention and treatment.  This data is also 

  aggregated by different sub populations.  If we 

  actually look within those sub populations where the 

  Asian population, for example, is reported to have 

  nineteen percent uninsurance rates.  When you look 

  within that, if you look at Korean and Southeast 

  Asians, for example, they have rates of almost thirty-

  seven percent because many of them are self-employed 

  or in small mom-and-pop kind of employment where 

  they're not in health insurance.  So these are 

  aggregate data, but we see much variation within these 

  different populations. 

       There are specific provisions in some of the 

  health reform -- in the health reform legislation that 

  target cultural linguistic appropriate explanations 

  and services by un (sic) English proficiency.  There 

  is in the maternal, infant, and early childhood home 

  visiting program a targeted set aside for tribes in 

  the school-based health centers.  They -- there is 

  language to serve medically underserved children.  And 

  the healthier community members focus on reducing 

  racial and ethnic disparities and addressing special 

  populations. 

       MS. COOPER:  In the tribal communities thirty-six 

  percent of American Indians and Alaskan natives had 

  private health insurance.  Twenty-four percent relied 

  on Medicaid, and thirty-three percent had no health 

  insurance in 2007.  In one of the visits we made to 

  our sub regional clinic within the Yukon (inaudible) 

  Delta in Alaska recently, the -- they have no running 

  water.  They use honey buckets.  They have a sewage 

  lagoon.  And there is only a flight in occasionally 

  when the weather is fine, and thank God the weather 

  was fine the day we flew in.  But if -- you know, they 

  had to fix a tire on the truck, the one of the three 

  trucks that are in the village as a vehicle to come 

  and get us, and so some of our people sat in the back 

  of the trucks to go back to the clinic setting.  And 

  what they mentioned there was due to the poor 

  sanitation, there were -- the children got sick.  They 

  got seriously sick quickly.  And if they couldn't make 

  it on a flight to a regional center or to Anchorage, 

  then unfortunately, oh, well, they didn't make it.  

  And so healthcare reform provides options for tribal 

  villages and tribal communities in looking at access 

  to healthcare through the Indian health service and 

  through tribal opportunities.  It's a myth that all 

  Indians have quality healthcare provided to them. 

       DR. HUANG:  Also, building on some of what Sheila 

  was saying, is that when we look at the twenty-five 

  million non-elderly or uninsured, about six of ten of 

  them are people of color.  When we also look at some 

  of the health reform provisions that the employer 

  mandates and the expansion of Medicaid coverage to a 

  hundred and thirty-three percent of that poverty 

  level.  We'll actually address some of the 

  significantly under coverage for people of color. 

       I feel like we're -- we're giving you a very 

  dismal look at these populations.  And as I'm 

  listening to us, I really didn't want that to be what 

  we're communicating, but -- so we want to somehow get 

  to the upbeat part of this.  But at the same time, we 

  do really want to paint a picture that we have 

  significant health disparities in our country.  And 

  that in each of these initiatives there are key areas 

  that we need to really think about in terms of focus 

  and to ensure that whether it's the military piece, or 

  the prevention piece, or the trauma piece, that we're 

  really taking into consideration the -- the lives of 

  the people that -- that Sheila is telling you 

  firsthand stories about and also what the data says 

  about that.   

       So we might kind of go through these quickly 

  because we really -- we're not going to -- I'm going 

  to flip through a lot of these, if that's okay with 

  you, so we can really get to your discussion about how 

  can we begin to ensure that the work that SAMSHA is 

  doing is also addressing these populations. 

       A number of workforce issues.  A new TRPRA (sic) 

  piece with a Medicaid letter to increase the federal 

  match for translation and interpretation services 

  under Medicaid that had just came out.  How do we make 

  sure that our providers know that and have access to 

  that?  A bit of data on just the breakout of the 

  population of color that's in the behavioral health 

  workforce.  Some of the Affordable Care Act provisions 

  that are targeted to workforce that may also have some 

  language among cultural or linguistic appropriateness 

  and demonstration projects for these populations.   

       Health information technology.  How do we bring 

  this to a capacity to community providers serving 

  these diverse populations?  We had an excellent report 

  that was released, paid for by ARC and released by 

  Institute of Medicine, on really beginning to 

  standardize racial, cultural, ethnic language and 

  actually do granular level collecting below the 

  broader categories so that we can really get a sense 

  of what the patterns are in some of these sub 

  populations at the community level. 

       MS. COOPER:  These are -- it is dismal.  This is 

  reality, however, but the great thing that we had seen 

  in Alaska was perhaps they would be a model for rural 

  America healthcare.  They utilize health information 

  technology by incorporating -- they're beginning to 

  use electric health records.  They use Telehealth for 

  one community in Bethel.  I believe the psychiatrist 

  was in Michigan and their x-ray technology person was 

  in Ohio.  And they could have real-time conversation 

  and a lag of perhaps only twenty minutes.  So they are 

  leading the race to use information technology.  And a 

  really rapid opportunity for them because that is the 

  only way that they can access healthcare in the remote 

  villages.   

       DR. HUANG:  Data outcomes only.  We're going to 

  skip through some of this.  I think it's -- we know 

  this information already in terms of our gaps and 

  really collecting, systematically collecting the 

  search and data outcomes and quality for these 

  populations.  Do you want to finish it? 

       MS. COOPER:  There are no large scale 

  epidemiology studies in the American Indians, Alaskan 

  natives, and that is what we are hoping to achieve. 

       DR. HUANG:  I think what we have learned from 

  some of our LGBT partners and a really compelling 

  event we had in June in Pride Month is that when we 

  look at surveys that it's really important, if we 

  don't ask, we don't know.  And I think that we are 

  working with the Department to really begin to include 

  LGBT identifiers in national and community surveys so 

  we can actually get a more accurate representative 

  picture nationwide.   

       In terms of the final strategic initiative, in 

  terms of public awareness and support, we feel there's 

  really a need for more culturally specific public 

  awareness and media campaigns.  Getting our companions 

  to really penetrate and also involve community members 

  in the development of these campaigns to determine 

  culturally appropriate messaging and vehicles for 

  conveying messages. 

       I was just at a -- a dinner meeting sponsored by 

  HRSA on the use of mobile technology earlier this week 

  or last week, and it's fascinating what they're doing 

  in terms of mobile technology as a way to cross the 

  digital divide.  And this is not Internet technology, 

  but it's really cellphone and mobile technology, 

  because many populations of color, and I think 

  Hispanic populations may be among the largest users of 

  cellphone technology, so they are looking at doing not 

  only health messaging, but health interventions 

  through mobile technology.  So we need to think about 

  how can we do more of that in terms of the work we do 

  and really to be able to penetrate different and 

  oftentimes harder to reach populations. 

       I do want to just highlight and kind of end with 

  a little bit of upbeat thing is that in conjunction 

  with our centers and Mark's office of communications 

  and our multicultural communities that's been part of 

  our cultural confidence (inaudible) with significant 

  community input, we did develop several multicultural 

  public awareness campaigns.  We built on the Center 

  for Mental Health Services what a difference a friend 

  makes and on the underage drinking prevention, and 

  took these to the communities, worked with them and 

  the ad council.  And we put out, I think, some very, 

  very compelling communities -- new campaigns in 

  language, and actually we unsolicited (sic) one award 

  from Global Accelerator on these multicultural public 

  awareness campaigns.  So we're also doing things that 

  begin to chip away at some of these disparities. 

       We also -- also wanted to talk to you about a 

  cross agency effort we have in this national network 

  to eliminate disparities in behavioral health, which 

  we are linking community-based organizations across 

  the country.  We started this about two years ago.  We 

  have about five hundred and six community-based 

  organizations, and these are communities serving the 

  populations we just talked about, tribal populations, 

  the diverse racial, ethnic, and the LGBT populations 

  that are -- are a significant delivery network in 

  these communities.   

       They are -- They look to us.  They take our 

  materials.  They take our interventions.  They also 

  are developing and have for many years or decades 

  grown their own interventions that they're looking for 

  support to partner with and get evidence built around 

  that.  So through this network, we're in just about 

  all states except for the -- the white states, and in 

  differing degrees depending on the shading there.  And 

  we are doing this in partnership with NIH and some 

  foundation support as a way to really look at the 

  range of social determinants that really contribute to 

  the health disparities and the behavioral health 

  disparities among these populations. 

       We now have this Office of Minority Health.  We 

  are building on our strategic initiatives.  We also 

  are responsive to the Department's Office of Minority 

  Health.  There are five core goal areas, which are 

  awareness, leadership, health system, and life 

  experience, culture and linguistic competence, and 

  data research and evaluation.   

       This graphic here is our -- our first-level 

  thinking about what this new office may look like.  

  And we -- The green pieces there are the SAMHSA pieces 

  that are already in place.  So we've had a cultural 

  confidence eliminating disparities work group which 

  has representation from all of the centers in the 

  office of that SAMHSA.  And that -- that work group 

  has coordinated work with Sheila's tribal issues work 

  group.  This also has been sort of the overseer and 

  connecting with our sexual gender minority interest 

  group.  We work and have representation from the CSAP 

  affinity groups and some other cultural specific 

  ATTC's.  We worked with the CMHS eliminating mental 

  health disparities initiative and the CSAP service to 

  science initiative and the Pacific jurisdiction core 

  group.  So we almost begin to look at this office, 

  which I'm not sure if it's an office or a person in -- 

  part of a person, as really coordinating a lot of 

  efforts ongoing -- good efforts we have that are 

  already addressing some of the disparities issues.  

  And then we do and have been reporting to the 

  Department's Council on Health Disparities, which is 

  run by the Assistant Secretary for Health.  We also 

  contribute to the HHS New Coordinating Council on LGBT 

  issues and also to the Department's Office of Minority 

  Health and their strategic plan for the national 

  partnership for action and health disparities.  So 

  right now, and we'd certainly love your feedback on 

  it, this is how we're kind of beginning our first 

  level of conceptualizing how we're going to work so 

  that our Office of Minority Health is more a 

  coordinating office of a lot of good work that was 

  going on in the centers and the offices and with this 

  cross agency work group we have. 

       So that's it.  I think we might have some 

  questions.  Okay.  So our -- some of our questions we 

  leave you with is how do we ensure that racial, 

  ethnic, tribal, LGBT issues are addressed in the 

  strategic initiatives?  Are there strategic 

  initiatives that should be prioritized for these 

  groups?  And what is doable and feasible as we think 

  about a two-year plan around this?   

       We do have to submit a report as part of the 

  Affordable Care Act legislation that created the 

  Office of Minority Health.  We do have to submit a 

  report to the Secretary after one year.  So that's it. 

       MS. COOPER:  If I may, I'd just like to give an 

  update on what the office has been doing as far as 

  tribes.  Pam has been involved in three consultation 

  sessions.  The NL Tribal Logic Consultation, SAMHSA's 

  been involved with the regional consultations 

  throughout the country, and we had a SAMHSA-specific 

  consultation in June.  SAMHSA has, during that 

  consultation, SAMHSA solicited from tribal leaders 

  feedback on our grant redesign process.  As you heard 

  us mention, our block grants are being considered as 

  to what the services are currently and what the 

  services should be, and hopes that they can be 

  responsive to tribes within their states. 

       We have also had two meetings of our SAMHSA 

  Tribal Technical Assistance Advisory Committee.  And 

  as you are facing vacancies on yours, we are also 

  facing vacancies on ours.  These are all tribal 

  leaders, and a lot of them are up for election this 

  fall.  So it makes it a little challenging to plan for 

  the next meeting.  And I can really commiserate Toian 

  on how to bring an advisory group together.  I can 

  relate to that very well. 

       Pam mentioned legislation that's impacted us.  

  The Tribal Law and Order Act has significant impact 

  for SAMHSA.  The Office of Minority Health creation is 

  another opportunity, again, for bringing people of 

  color into the consideration and to the table.  The 

  Indian Healthcare Improvement Act, which we authorized 

  -- permanently we authorized the Indian Health Service 

  has some significant items in it, as far as 

  partnership and working with SAMHSA, and as well as 

  the Affordable Care Act.  So there are -- there is 

  legislation that is supporting the growth of tribal 

  affairs within SAMHSA and which is good because there 

  was already a foundation here.  There are many federal 

  agencies that are struggling on how to engage in 

  tribes, and fortunately SAMHSA has a good record of 

  doing that already.   

       The prevention, we have considered, based on the 

  -- it's not a new phenomena anymore in Indian country.  

  And it's an unfortunate occurrence, but suicides are 

  rampant.  Tribes are declining to say it's an 

  emergency.  In the recent trip to Alaska, in the one 

  region we went to there were ten suicides since May of 

  young people between seventeen and twenty-four.  There 

  are very few tribes that aren't experiencing that type 

  of tragic loss in their community.  So based on that 

  need, and there is no, at this point, internal 

  coordination amongst federal agencies.  So SAMHSA is 

  now partnering with Native Health Service in the 

  Bureau of Indian Affairs to at least establish some 

  sort of communication protocol, so that when tribes do 

  reach out to one of the agencies we are able to 

  network.  And SAMHSA stands ready to provide resources 

  and say here are our partners and here are their 

  resources.  So it is something that is happening 

  incrementally, but it's a long time coming and it's 

  been a bit challenging.  So we've done great strides, 

  and I just appreciate the work that SAMHSA has done 

  for Indian country. 

       CHAIRPERSON HYDE:  Great.  Thank you, Sheila and 

  Larke.  Do you guys want to sit back at the table so 

  you don't have to stand there while we have questions?  

  They did a great job making this presentation.  So we 

  now have about forty minutes, and we're -- the floor 

  is open for you to tell us what you think about these 

  issues and how we can be most effective.  Arturo and 

  then Stephanie.   

       DR. GONZALES:  Well, Dr. Larke and Sheila, you 

  certainly have at least set out the immensity of the 

  problem that has to be dealt with.  Just a couple of 

  -- just a couple of thoughts from my understanding of 

  Native American country as I know it in New Mexico.  

  In New Mexico alone, certainly in the one part the -- 

  one of the tribes, ten suicides in a matter of a few 

  months in addition to Alaska.  In order to -- to deal 

  with that, I'm wondering if SAMHSA couldn't -- there 

  is some resources already, for example, in the case of 

  New Mexico, where we have the Lee Garrett Campus 

  Suicide Prevention Grants that SAMHSA has funded.  I'm 

  wondering if one way to deal with that problem of 

  suicide is to enhance those grants that are already 

  there and give them a charge to start working with the 

  Native American population, you know, rather than -- 

  rather than creating a whole new RFA and a whole new 

  funding process is to -- is to take what's already 

  there and give them the charge to further expand that 

  and collaborate with those Native American communities 

  in terms of suicide prevention.  That's one -- one 

  thought that I have.   

       CHAIRPERSON HYDE:  Interesting you should say 

  that.  The suicide lifeline contractor, actually, is 

  developing, I think if I've got that right -- Fran or 

  Kathryn, whoever knows this -- is developing a 

  specific outreach for native populations, I believe.  

  Is that not right?  So in that -- in that sense yeah  

  -- 

       DR. GONZALES:  Well, I think that's part of it.  

  The suicide hotline is part of it, but in terms of -- 

  in terms of Lee Garrett Grant, there are evidence-

  based interventions and trainings that can be done 

  with peers and with community groups to help them 

  identify and deal with suicide. 

       MS. COOPER:  There currently are tribal Garrett 

  Lee Smith Grants that have been (Inaudible). 

       CHAIRPERSON HYDE:  Make sure you talk into your  

  -- yeah. 

       MS. COOPER:  It is competitive.  So there are 

  currently a few tribal Garrett Lee grantees out there.   

       DR. GONZALES:  I know -- 

       MS. COOPER:  And specifically in New Mexico 

  though one of the great things that we did was IHS is 

  generally -- IHS generally has -- the Indian Health 

  Service generally is able to do an on-site assessment 

  where they go and speak with law enforcement and all 

  of the other resources available to a tribe and then 

  make a recommendation back to the tribe as to their 

  next steps, and, in addition, they generally do a 

  deployment of behavioral and mental health specialists 

  to that area.  SAMHSA was involved with that on-site 

  assessment in New Mexico recently, and I just felt 

  that we were beneficial to the trip.  And we hope to 

  have -- well, in those circumstances, it would be an 

  option for SAMHSA to be involved in that on-site 

  assessment.  So that is -- for me, I mean, that really 

  is a tremendous opportunity that we took advantage of 

  and that SAMHSA has never ever been involved in 

  before. 

       We don't have a huge tribal portfolio, however, 

  we do have a lot of resources available.  And always 

  it is at the tribe's discretion as to when they want 

  to involve federal assistance and who they want to ask 

  assistance from.  So take that -- 

       DR. GONZALES:  Yeah.  That's -- that's the other 

  -- the other difficulty in dealing with the Native 

  American tribal communities, is that the sovereignty 

  that they -- that they employ as well as their, you 

  know, in Medicaid 638 option to do their own services 

  really, in some ways, it complicates the issue.  And I 

  don't know how SAMHSA is going to deal with that.  I 

  guess the only suggestion I'm trying to -- I'm trying 

  to leave with you is that in those cases where, if 

  there isn't a tribal grant there but you do have the 

  other grant, is to contact, for example, LAS (sic) or 

  something and coordinate or start working together on 

  that. 

       MS. COOPER:  If there isn't a Garrett Lee Smith 

  grantee in the area, what we often try to do is get 

  our Native Aspirations Project people to get on site, 

  and they'll do community -- community exercises of 

  engagement to help them start considering a strategy 

  and a healthy approach to these concerns. 

       DR. GONZALES:  Good.  Because we didn't -- we 

  weren't notified at all, but just to be aware of that. 

       CHAIRPERSON HYDE:  Good advice.  Go ahead. 

       DR. GONZALES:  The other piece that I think is 

  really, really important is -- excuse me, for 

  dominating so much here, but the other piece I think 

  is a Telehealth piece.  We -- we were under the 

  leadership of then Human Services Director Secretary 

  Hyde were instructed to develop Telehealth capability 

  in -- in the S-SCRIPT (sic) program, which we did.  

  And we connected almost twenty community health 

  centers and something like ten school-based clinics.  

  The problem with -- the problem with the Telehealth 

  issue though is that -- And my question is, if there's 

  any collaboration taking place between SAMHSA and, for 

  example, the FCC, Department of Agriculture, and even 

  the private sector, because it's one thing to get 

  these systems set up and to get the equipment out 

  there, to get the people trained, and to get the 

  initial client activity, but then afterwards, it's a 

  nightmare trying to keep the client activity going 

  after the federal funds dry out or you can't keep it 

  going.  And the only way you're going to be able to 

  keep it going is if private industry starts working 

  with government to expand it into the rural areas. 

       For example, in New Mexico we have one site in 

  Santa Fe where we pay a monthly fee of only something 

  like six hundred dollars for connectivity.  In some of 

  the rural sites you're talking about fifteen hundred  

  -- two thousand dollars in connectivity.  I think that 

  needs to change, and I think the private sector has to 

  come to bat.  And it may be with healthcare reform and 

  the disparities that we're experiencing, that -- that 

  government could use that leverage to have the private 

  sector do its part for the rural communities. 

       CHAIRPERSON HYDE:  Thanks.  Thanks.  We haven't 

  even thought about taking that on, so that's good. 

       Let's see, Stephanie was next and then I saw 

  Terry and Kathryn and Marvin. 

       DR. LeMELLE:  I think you guys did a terrific job 

  of sort of looking at all of these issues.  And I 

  think under second-to-last slide, when you were 

  showing the different subcomponents that you're going 

  to look at, the one that I would encourage you to 

  maybe add or either loop into all of those categories 

  is the effect of the criminal justice system on -- on 

  these minority folks.  And I think that in particular 

  the sort of double minorities, the, you know, the 

  LGBT, Latino, African-American folks who end up in the 

  criminal justice system because the level of mental 

  health issues and substance abuse issues in that 

  population is huge.  And I think that a lot of the 

  programs that have been developed to help prevent 

  young folks particularly from getting into the 

  criminal justice system or helping them once they are 

  out of the criminal justice system don't really look 

  at the LGBT issue, which is a really, I think, growing 

  issue.  And I would love to see the stats on that, but 

  just from my experience in New York, it seems like 

  it's a growing population in the criminal justice 

  system. 

       CHAIRPERSON HYDE:  Terry. 

       MR. CROSS:  Well, I have several comments.  I 

  want to thank the presenters.  That was an excellent 

  job.  Some of the tribal concerns that we are seeing 

  in this -- the direction, particularly around the 

  block grants, currently tribes don't have access to 

  the block grants.  We have worked on that issue for a 

  long time.  And we're trying to get tribes direct 

  access to those block grants.  It never works to give 

  the money to states and then to try to give it to 

  tribes, so.  And so even though tribal population gets 

  counted in states, and that money doesn't make it to 

  the tribal communities.  Our -- so I would urge you 

  to, you know, work with tribal leadership in coming up 

  with a tribal block grant process.  That's -- I think 

  it's essential for those -- for those funds to reach 

  tribal communities. 

       Another whole set of challenges, and I've raised 

  this before, and I continue to be deeply concerned 

  about it, it's the whole notion of evidence-based 

  practice and how we're rolling that out, how that's 

  being implemented.  I want to say, first of all, that 

  I firmly believe in the science to practice paradigm 

  and believe that this is important, but what we have 

  going on in the many cases right now is bad science, 

  in that some of the things that are being listed on 

  that as appropriate for Native American populations 

  are -- have such a small sample size that there's no 

  way that any credible scientist would say that it is 

  relevant to tribal communities, and yet it's still -- 

  they're still being listed there.   

       The real issue is getting access to funding to 

  help tribal communities develop the kinds of evidence 

  that are needed.  We need to know what works in our 

  tribal communities.  We need to know -- what -- how 

  the practices are related.  There's strong emerging 

  data about the importance of tribal sovereignty, the 

  importance of culture and a number of different 

  issues.  Two things on suicide prevention: A recent 

  study in Canada, British Columbia, revealed that 

  ninety-five percent of the suicides in British 

  Columbia and Native -- and First Nations communities 

  can be traced back to ten percent of the tribal 

  communities, and the only correlating factor that they 

  could find in the research to divide the places where 

  the suicides were happening versus those that weren't, 

  was the degree to which the tribal communities were 

  self-governing.  So the higher the self-governance, 

  the stronger the tribal government, the stronger the 

  institutions of the fabric of the tribal community, 

  the lower the suicide rate.     

       A couple of years ago there was a Navaho study 

  showing an inverse relationship between youth violence 

  and cultural identification.  So the greater 

  involvement in culture, the lower the violence.  These 

  are things that aren't going to show up in anybody's 

  randomized control trial.  We have to figure out 

  better methodology for developing the evidence that's 

  needed to show what's happening in our tribal programs 

  and the need to be involved at a more holistic level 

  not in a narrowly defined practices, but in looking at 

  whole programs. 

       And the whole notion of trauma and justice, I 

  really would like to see that -- I'm really glad 

  that's a priority.  I want to see the issue of 

  historic trauma included in that, as well as the 

  trauma associated with discrimination and oppression.  

  And one of the reasons that Native people are victims 

  of crime is because it's -- because they're also 

  victims of discrimination and oppression.  Kids are 

  victims of bullying.  I just was in a meeting last 

  week where a member of one of the Oregon tribes, the 

  Klamath tribe, it's been struggling with the water 

  rates issues.  And the tribal leader was talking about 

  kindergarteners from the Klamath tribe who were going 

  to school being ridiculed by the non-Indian children 

  about their blanking fish and, you know, schoolyard 

  fights, Indian kids being bullied over the water 

  rights issues.  This is -- these are issues that 

  happen, I think, in various kinds of situations, but 

  the trauma and justice issue goes all the way from -- 

  from these kindergarten schoolyard bullying situations 

  through the relationships with the governmental 

  entities.  I think I'll stop there.  I have a whole 

  laundry list. 

       CHAIRPERSON HYDE:  Terry, historical trauma 

  really truly is a part of, in our mind, the trauma and 

  justice initiative, although at some point we'll come 

  back to you and get a little bit more of your thoughts 

  about what we can do about that, but we definitely see 

  that as part of it. 

       Kathryn, I think you had your hand up, and then 

  Marvin, and then Rich. 

       MS. POWER:  I did.  Thank you.  I just had just 

  an observation to make of the excellent presentation 

  that Larke and Sheila did is that, in addition to some 

  of the work that the centers is doing and that Ned 

  (sic) is doing, which I think is really quite 

  extraordinary, the -- the four national ethnic 

  organizations are actually getting together and 

  starting to talk about consumer networks.  Is that -- 

  is that right, Larke?  Okay.  So they're building this 

  notion about consumer empowerment across the Latino, 

  African-American, First Nations, and Asian-Pacific 

  Islander groups that are on a national level.  And 

  they are getting together individually and 

  collectively to start talking about a consumer 

  network, which I think is really a very powerful 

  message.  And -- and we might want to think about, you 

  know, how to -- how to engender some support for that. 

       My second comment is that with the question that 

  they pose to us is that I was struck by the fact that 

  women in the military are like a minority within a 

  minority.  That -- that here comes the repeal of 

  "Don't Ask, Don't Tell" in the military around the 

  corner.  And we have women who no matter what race 

  they are, or no matter what ethnicity, are a minority 

  within a community and don't have traditionally a wide 

  range of health equity, or you know, there's a lot of 

  health dis-equity (sic) issues whether you're an 

  active-duty woman, or whether you're a veteran, or 

  whether you're a reserve component.  So, Larke, I'm 

  going to invite you to join our military families' 

  discussion about that.  Because whether SAMHSA needs 

  to take that on or not, that's not the issue.  We can 

  raise the issue, I think from a -- from a disparity 

  perspective and perhaps bring that to some audiences 

  that might be helpful. 

       CHAIRPERSON HYDE:  Thanks, Kathryn, good point.  

  Marvin, I think you're next, and then Rich, Judy, and 

  Flo. 

       MR. ALEXANDER:  Thank you for your presentation.  

  And, Larke, I just wanted to make some comment about 

  the juvenile justice and the trauma and justice issue.  

  African-American minorities are definitely a higher 

  rate in facilities, in residential treatment centers, 

  juvenile detention centers.  But at the same time, I 

  guess through my work, one of the things that I found 

  out is that they can't read either.  So I wonder if 

  there is, you know, some collaboration -- SAMHSA could 

  meet with the Department of Ed.  And I just wonder 

  what the -- you know, what correlation or what 

  correlates exist between mental health and education 

  issues, particularly if young people are in juvenile 

  justice facilities. 

       At the same time, I'm also aware of the 

  educational conditions in those facilities that can 

  exacerbate, you know, young people not being able to 

  perform academically. 

       Secondly, I just think within the context and 

  probably within every minority group what I found is 

  that young people of transition age -- I think the 

  number of native young people who are committing 

  suicide, seventeen to twenty-four, you know, across 

  all ethnic groups, this age group is simply -- you 

  know, it's a diverse group, and there are simply much, 

  much disparity in terms of treatment.  I think people 

  really don't know how to work with this group.  I know 

  we've got a lot of technical changes.  Parents are now 

  able to carry their children on their insurance until 

  they're twenty-six, unless their parent never carried 

  them on their insurance, or they're on Medicaid, and 

  the states just hadn't caught up with the change in 

  legislation.  So if you're on public assistance and 

  you get Medicaid, you know, that still ends when 

  you're twenty-one, depending on the state that you 

  live in.   

       There's huge disparities with that group.  And I 

  just think that transition-age young people, they need 

  to be on everybody's radar.  And we need to think 

  about a different level of engagement, and we talk the 

  talk, but even, you know, starting to walk the walk.  

  What I'm thinking, you know, Arturo said give more 

  money to states on block grants so they can work more 

  with people.  I think I'm -- and this may sound crazy, 

  give the money to the people.  Give them money.  You 

  know, there are groups.  You know, I'm a youthful 

  (Inaudible), so of course I'm biased.  It's just a 

  fledgling -- a growing organization of young people 

  from across the nation who are committed to doing good 

  work, committed to seeing change.  And we struggle.  I 

  guess everybody's struggling in this economic climate, 

  but we -- we struggle.  And we go out.  We do stuff 

  for free just because we want young people's voice to 

  be at the table and in the dialogue.  Yet we struggle 

  with running the organization.  But I guess that's the 

  nature of being nonprofit.  But at the same time, this 

  is a voice that's just not in the dialogue.  This is a 

  population that is definitely losing this war, this 

  battle that we're fighting, so those are -- those are 

  my challenges. 

       CHAIRPERSON HYDE:  Thanks, Marvin.  Before -- 

  before I go to the rest of you, Larke, do you have any 

  reaction to the juvenile justice and literacy issue? 

       DR. HUANG:  Yeah.  I have a reaction to all the 

  comments, but I have them written down.  I can go real 

  quickly. 

       Around the trauma and juvenile justice, Marvin, 

  we -- you know, we were really told to sort of paint 

  the picture and not really talk about action steps of 

  what we're doing, but we actually have a number of 

  inner-agency efforts we're involved in.  We're 

  involved with one in the Department of Justice Office 

  of Juvenile Justice Delinquency Prevention, and there 

  are several subgroups to that to a major work effort 

  there.  And one is alternative education and education 

  issues for incarcerated youth, and so we are looking 

  at that issue.  There is a particular subgroup also 

  there on tribal issues.  So I'd be happy to share.  

  And we actually are going to come up with a report.  

  Across -- there are about four or five different 

  agencies involved in that led by the Attorney General.  

  So we'll -- there will be a report coming out in 

  September on recommendations around that that we can 

  share. 

       I also wanted to talk about this idea of how the 

  resources best flow to address health disparities, 

  whether it's block grant, whether it's directed 

  community, and I think that is a real challenge to 

  think about.  I think that on many of these diverse 

  populations, often times dispersed populations, often 

  not in -- sometimes in concentrated areas, sometimes 

  not, don't always get funds that flow to states. 

       I remember we were at the Latino Behavioral 

  Health Institute meeting a couple of years ago and it 

  was asked how many of you know about -- and there were 

  about eight hundred Latino providers there -- how many 

  of you are aware of ATR.  And there was a very -- and 

  this was in California, an ATR state, a very small 

  show of hands.  I think Terry was saying, in terms of 

  where tribes are in states, the funds -- the block 

  grants don't necessarily trickle down to the tribes in 

  any systematic way, even though they're counted, you 

  know, in the numbers for the states.   

       So I think that is a challenge.  I think that we 

  have huge disparities, but they're oftentimes not 

  enough political will in a particular area to making 

  sure that's where the populations are served.  So I 

  think that's a challenge to think about. 

       I want to respond to Terry's comments and 

  Arturo's about the suicide.  I think that we also need 

  to think about a lot of risk factors for suicide and 

  that we were talking with the data with IHS around 

  some of their data, and they said their data is 

  showing the number one predictor of suicide is 

  domestic violence.  You know, so as we think about 

  suicide and -- and a trauma -- But what are the other 

  precursors that are also traumatic that are 

  contributing to the suicide?  And so we might have our 

  grants focusing on suicide prevention, but maybe we 

  need to back up and look at what do we need to do in 

  terms of strengthening of families or the prevention 

  of domestic violence if that is the number one 

  predictor for suicide?  So -- Which speaks to this 

  idea of what are all those -- in a place, what are all 

  those kind of social determinants that maybe we need 

  to think broader, or how do we really put money into 

  the grants, or should they be place-based prevention  

  prepared community kinds of things.   

       And then the other piece about evidence-based.  I 

  think that there are -- there are a range of how we 

  need to think about that.  And I think certainly with 

  some of the interventions, some are not well tested on 

  diverse populations.  But some may work, but the 

  engagement strategy may not be there to engage the 

  population and then implement the intervention.  So I 

  think we need to look at that.   

       We are also through the Net, and Arturo has been 

  involved in this doing smaller communities of practice 

  or learning communities around -- we're doing project 

  interventions for tribes where we're not using grant 

  money, but we're using the resources that we have to 

  do these learning communities through teleconferencing 

  and things like that.  And then I just wanted to 

  mention and emphasize a little bit the CSAP effort to 

  really bring service to science and really building 

  their effort to take different communities and build 

  evaluation capacity.  So we're -- these things are not 

  always that well connected.  And I think it starts to 

  build into a strategy how we need to think about 

  through grants and not grants, how can we better 

  address the multitude of factors that go into the 

  disparities issues.  And there are big factors.  

  There's the health reform factor.  There are a lot of 

  other things at the community level that I think we 

  need to get a better sense of.   

       Marvin wants money for his organization.  I don't 

  know if we can do that, but I think this idea of how 

  we really move funds out so they are really getting to 

  communities that are really, as Sheila said, really, 

  really struggling with really basics and are critical. 

       CHAIRPERSON HYDE:  Okay.  Thanks.  We'll come 

  back, Larke, and let you and Sheila both have some 

  comments after you hear more of the reactions.  But I 

  think Rich you had something you wanted to add about 

  the FCC a while ago. 

       MR. KOPANDA:  Yes.  With respect to Arturo's 

  comment.  Not just to mention Dr. Clark is our 

  representative on health information and technology 

  initiative, and last week he had his first ever 

  meeting that I know of where SAMHSA met with the FCC 

  primarily on broadband access to rural areas.  But if 

  there's anything in particular that he should bring 

  up, and he set the stage for future communication with 

  them and additional meetings.  So anything in 

  particular that he should bring up during those 

  meetings we should try to do that. 

       CHAIRPERSON HYDE:  So this is terrific.  We have 

  leaders out there doing stuff that I don't even know 

  about.  I think it's terrific.  Thanks guys for doing 

  that. 

       DR. HUANG:  Can I just say something on FCC.  

  They have tons of money for hardware and land lines 

  that people don't know about.  So I think that's a 

  really untapped resource. 

       MR. KOPANDA:  Yeah, I think that's already been  

  --   

       DR. HUANG:  Yeah, absolutely. 

       CHAIRPERSON HYDE:  Quickly.  We want to make sure 

  other people who haven't had a chance to talk -- 

       DR. GONZALES:  Just two things that are 

  concerning me.  Number one is I'm not -- for some 

  reason I think that the dollars -- you're correct Dr. 

  -- Dr. Larke and also Marvin.  I'm not saying that 

  dollars should go for block grants.  I think the 

  dollars should go to the communities and to the 

  programs that are directly providing those services.  

  I'm in the same boat you are, in terms of just trying 

  to keep our agency going with the right programs.  So 

  I don't think -- I think there should be other ways of 

  doing that.  You're correct. 

       Regarding the FCC, the issue is the FCC has made 

  it so difficult to get some of those dollars out to 

  communities.  It is absolutely absurd and difficult 

  all the obstacles communities have to go through.  

  Seventeen -- almost twenty-some million has been 

  awarded to New Mexico and not a single -- and over the 

  last three or four -- the last three years not a 

  single dollar has gone out for -- to bid or to 

  implement any new services because of all the 

  obstacles.  And I can get more elaborate on that if 

  need be. 

       CHAIRPERSON HYDE:  So why don't you take that 

  conversation offline. 

       DR. GONZALES:  Yeah. 

       CHAIRPERSON HYDE:  Okay.  Judy, I think you were 

  next. 

       MS. CUSHING:  Thank you.  Sheila and Larke 

  presented us with some very, very sobering information 

  this morning.  And it's just -- I guess I would say 

  because we -- we are a part of the lifeline network, 

  the issue of youth suicide is beyond the critical 

  point.  It is beyond -- I mean you're hearing what 

  Sheila is saying about American Indian and Alaskan 

  native youth and also reflected in the African-

  American community, Latino community, LGBT community, 

  which is what we're seeing as well, and I'm sure your 

  other lifeline sites are. 

       We can't wait for the federal government, and 

  that's no one's fault.  That's just the system -- to 

  come along with funding that's going to adequately 

  address this in a way that this is a time-sensitive 

  critical issue.  And I'm thinking what is -- what does 

  SAMHSA already have in place that could possibly help 

  these young people.  You do have something in place.  

  You have the lifeline network.  And some of those 

  lifeline providers also have youth lines or youth chat 

  lines.  And what we hear from youth, and I believe 

  Sheila mentioned this yesterday, they feel isolated.  

  They feel alone and hopeless.  But they -- what can 

  help them, and many -- she was telling me -- Sheila 

  was mentioning yesterday that many of the Alaskan 

  native youth actually do have access to the Internet 

  and these lines could help them.   

       And I'm thinking could there be some sort of 

  pilot project from SAMHSA to some sites that have the 

  capacity to get something up and running and 

  connecting with youth in these populations to help 

  them and provide them support from their peers -- from 

  their peers is critical, with adult supervision.  But 

  something that can happen fairly quickly, and be 

  nimble and responsive.  It's just -- it's a thought, 

  but I -- we're particularly sensitive to this issue, 

  and it just breaks our hearts. 

       CHAIRPERSON HYDE:  Thank you, Judy.  Flo. 

       MS. STEIN:  I have two thoughts.  They're not 

  exactly connected.  Thank you very much for that 

  presentation.  It was -- made me really think.   

       About the juvenile justice system, I really want 

  to support what Marvin said, but talk about it a 

  little bit differently.  And that is that this has 

  definitely true in the South, I'm not sure about 

  everywhere else, but African-American males are over 

  represented by extreme numbers.  But in our system of 

  care projects over the years these same young African-

  American males have the highest resiliency, the fewest 

  mental health problems compared with their other 

  cohorts.  Yet they are going to jail and detention and 

  managed in the justice system more often.  So there's 

  a different kind of disparity going on there that is a 

  social justice kind of problem that we really need to 

  look at. 

       And, you know, we've tried many times to do 

  education with judges and things like that, but it's 

  something that can be looked at and we can improve.  

  These kids don't have to be in the system if we can 

  get other supports around them. 

       And then the other one is that veterans, and how 

  I think difficult it is to actually impact the suicide 

  problem, even when you have a lot of money and a lot 

  of resources.  Our National Guard had two suicides a 

  week before last, and that's after they put hundreds 

  of thousands of dollars into their program, screened 

  every single person coming back from the wars and had 

  eight-hundred-plus service members on the high risk 

  list, but these two suicides weren't on the high risk 

  list.  They somehow did not get detected because what 

  happened with them was very episodic.  And so we're 

  thinking you've got to have a much more robust 

  emergency response system to actually make a 

  difference, even though it's important to screen and 

  important to prepare.  So looking for lots of new 

  tools in the suicide prevention area. 

       CHAIRPERSON HYDE:  Thanks, Flo.  Hortensia, are 

  you on the phone? 

       MS. WAINSCOTT:  Cynthia is.  Yes, yes.  I don't 

  know if you can hear me.  This is Cynthia.   

       CHAIRPERSON HYDE:  Yeah.  I think Hortensia was 

  in line and then we'll come to you, Cynthia. 

       MS. WAINSCOTT:  Thank you. 

       DR. AMARO:  Well, that was an incredible 

  presentation.  I got in a little late because I'm on 

  the West Coast and it's very early, but I did look at 

  the PowerPoint and thank you.  There is really a lot 

  of very useful information.  I wanted to bring up two 

  issues.  One is really a question about -- perhaps it 

  was covered in the earlier presentation -- about 

  workforce development, especially in relation to 

  screening the workforce that provides services in  our 

  substance abuse treatment from the mental health care 

  system, and to be prepared to really use evidence 

  based methods for treatment of substance abuse and 

  trauma.  In my own work, with students across 

  different types of programs and different 

  universities, my experience is that the vast majority 

  of training programs in psychology, social work, the 

  ones that I'm more familiar with, really do not have 

  adequate treatment still on substance abuse and trauma 

  issues.  It's maybe one course.  It certainly doesn't 

  prepare them to actually then go to work and provide 

  appropriate services.  So that was one of the 

  questions I had.  I know a while back SAMSHA had, I 

  think it was called faculty scholar program.  Is that 

  what is was called?  Faculty training program in the 

  schools of public health, social work to train faculty 

  especially around substance abuse issues.  But anyway, 

  I'm wondering whether my first question -- How are you 

  thinking about workforce development?  Are you 

  considering some of the data on the under 

  representation of minority groups in the workforce? 

  The second issue I'm dealing with is we just worked -- 

  we're finishing a paper on sub-threshold alcohol and 

  drug dependence, and are looking at utilization.  And 

  there is a growing literature really looking at not 

  just drug and alcohol abuse and dependence and looking 

  at utilization based on that, but also looking at 

  threshold dependence, because that is a documented 

  path, but the threshold dependency.  One or two items 

  less would get them into that category and a large 

  number of disorders within a short number of years.  

  And I think it might be useful to start looking and to 

  look at data to not only look at people who need 

  services, but also look at people with such thresholds 

  because the use of brief screening and intervention  

  maybe appropriate for at least some of those people. 

       CHAIRPERSON HYDE:  Okay.  Thank you.  Let me tell 

  you where we stand.  We've got five minutes.  And I've 

  got on the list Cynthia, then John, then Marvin, then 

  Don, then Stephanie, Ed, then Sheila and Larke.  So we 

  really need to -- nobody else on the list.  I'm going 

  to go through these real fast, ask you to make quick 

  comments, and then we'll just wrap up.  And we can 

  continue this dialogue during breaks and lunch  

  etcetera, but Cynthia, you're next. 

       MS. WAINSCOTT:  Be really quick.  The one big 

  question for me is how to identify priorities in this 

  population.  I have some ideas.  It looks like primary 

  care might be in place, because there is some primary 

  care available in most communities.  But the real 

  people who know this are the people who live the life, 

  so I think we ask them.  My first thought was maybe 

  Sheila could convene a group of key informants.  And 

  then Kathryn talked about peer support activities that 

  are growing.  If we could empower that as a means of 

  gathering information from the population about what 

  are the priorities, that seems like a capital idea. 

       Second, I would like to totally back up Larke's 

  entreaty that we look at social determinants.  What 

  are we doing now to get us out of this hole so that in 

  fifteen years we will not be doing triage?  That's a 

  big -- that's a big discussion.  So let's get it on 

  the table. 

       CHAIRPERSON HYDE:  Thanks, Cynthia.  John, you 

  were trying to respond to something way earlier.  If 

  you can do that quickly. 

       MR. O'BRIEN:  I can do that quickly.  And I think 

  Larke and Sheila, one of the things that we're going 

  to have to put on our to do list is around enrollment,  

  enrollment for healthcare.  It's 2014 that most of 

  these individuals that have less than a hundred and 

  thirty-three percent of the federal poverty level, 

  incomes less than a hundred and thirty percent of the 

  federal poverty level will be enrolled.  And these are 

  traditional people -- traditionally people who have 

  not been enrolled in insurance.  As a matter of fact, 

  the message has been that you won't qualify, will 

  never qualify for insurance.  And so I think there's a 

  high degree of both suspiciousness out there around 

  enrollment, but also just the way that we think about 

  doing enrollment, in general, for these populations 

  has to be smarter than what we're doing now. 

       CHAIRPERSON HYDE:  Great.  Thanks, John.  Marvin? 

       MR. ALEXANDER:  This is just a follow up to Flo's 

  comment about African-American and fewer mental health 

  issues in African-American men.  You said there were 

  high rate of resiliency.  And I think that's true of 

  most communities who experience a historical trauma.  

  The people that had to become resilient just for -- 

  just to be -- just to survive.  And I don't know if I 

  agree that there's less mental illness among African-

  American males.  I think that maybe -- I know that the 

  workforce -- and I think, you know, Hortensia, she 

  kind of alluded to it earlier, the workforce, there's 

  cultural differences.  The lens that's used to see 

  these young people are used to see them as criminals 

  and as mischievous.  Therefore, they're more likely to 

  go to the juvenile justice system then to be -- to get 

  treatment or to get help.  And also there's this basic 

  mistrust, you know.  I can't tell you everything about 

  me because I don't know you.  And, of course, we've 

  got the Tuskegee trials that help us out. 

       CHAIRPERSON HYDE:  Trust is a very good point on 

  lots of levels.  Thanks, Marvin.  Don? 

       DR. ROSEN:  Just a brief comment.  I wanted to 

  let the group know about some of the workforce 

  development issues that we've struggled with and tried 

  to respond to in Oregon, as it addresses the 

  opportunities and needs in Alaska.  And that is that 

  we have both short-term and long-term initiatives, 

  both of which have been subject to state funding ups 

  and downs.  The short-term initiatives, including 

  building an ongoing relationship with psychiatric 

  centers in Alaska, to send our psychiatric residents 

  up there regularly to give them a better opportunity 

  to recruit. 

       The longer term initiatives that we've tried to 

  undertake have been to recruit minorities into the 

  undergraduate programs in the state of Oregon, have 

  dedicated spots for them at undergraduate levels at 

  the medical school in residency training that are 

  funded or co-funded by the states of Alaska.  Now, 

  it's been vulnerable to the funding ups and downs of 

  state government.  That is something that we tried to 

  do. 

       CHAIRPERSON HYDE:  Thanks, Don.  Stephanie? 

       DR. LeMELLE:  Marvin actually made the points 

  that I wanted to make.  The only thing I would add to 

  that is if there was a way to actually -- I think as 

  Terry mentioned also -- a way to test some of the 

  evidence of these practices and the assessment tools 

  that we use to look for mental illness and substance 

  abuse in minority populations, because I do think 

  we're missing a lot with the tools that we have 

  because they weren't developed in these populations 

  and they're not regularly used in these populations.  

  But I think Marvin hit it right on the head.  

       CHAIRPERSON HYDE:  Thanks.  Ed? 

       DR. WANG:  Yes.  A quick comment in terms of, you 

  know, just kind of from a structure and system 

  perspective, and also network perspective.  First of 

  all, congratulations.  You know, the office is 

  created.  I think it brings a lot of people that had 

  some concerns feel more at ease, because I think that 

  an office will provide not only the structure, but 

  it's also that we have dedicated functions and focal 

  responsibilities of two internal SAMHSA leaders doing 

  the work.  So I think that is great news. 

       The other thing is that I want us to talk a 

  little bit about network, is that there are a very 

  substantive network out there.  A lot mentioned about 

  NNED.  Within SAMHSA you have also, you know, 

  activities and entities that have specific 

  responsibility.  There is a very vast network outside 

  of SAMHSA that has been doing great work for years.  

  So what I would recommend is that trying to address 

  all the issues that are raised by all of you, I think 

  we need to convene a -- a kind of a network meeting 

  among some of these key players and players that have 

  great understanding about communities, about research, 

  and so forth. 

       SAMHSA has the network.  And I think that you can 

  also link up with NASHBIT (sic). NASHBIT, a number of 

  years ago had brought in a network of people 

  specifically on cultural and linguistic competence 

  issues.  NOMI as a multicultural center has done some 

  work.  I mean they -- there's a vast amount of people 

  out there doing great work.  SAMHSA needs to take the 

  leadership role of bringing them in again to develop, 

  I think the critical thing is an action plan that 

  addresses most of the issues or many of the issues 

  being raised. 

       The other thing is that this may not need a 

  resource, is that even with the Block grant report, 

  you know, emphasize the importance of what do you do 

  in each state in regard to cultural linguistic 

  competency issues and so forth.  We have done that in 

  Massachusetts.  It's not easy, but the community -- 

  the advocates are pushed by that aspect in the SAMHSA 

  Block grant report.  That goes a long way in terms of 

  giving the attention to what we have talked about.  So 

  that kind of answers the questions, number one, very 

  briefly.  What to prioritize.  You know what I think 

  that the SAMHSA top three initiatives you're purely 

  looking at risk populations in our communities.  

  That's where, you know, a lot of work can be done.  

  But I'm particularly fond of his actually initiative 

  number two, because it does actually address a lot of 

  trauma issue, historical trauma and also at risk 

  trauma issues that are very important, specifically 

  when we talk about those historic communities. 

       And, quickly, in answer to number three, what is 

  feasible, doable?  Why not just build on some of the 

  SAMHSA's excellence in the area of system of care, 

  which has done great work in the areas of cultural 

  linguistic competence, safe schools, and NCTSN.  These 

  are some of those things that I'm aware of.  I'll bet 

  there are other great programs that's been done, but 

  why not build on some existing excellence so that, you 

  know, nothing needs to be started from the ground up.  

  And then I think you already have done it,  started 

  the process of partnering with federal agencies.  I 

  thought of another example.  CDC, I believe, has 

  actually funded a Telehealth project with the 

  Cambodian community across the country, and talk about 

  what they are doing and what SAMHSA wants to achieve. 

       A lot of things that's happening.  Be the leader, 

  bring the folks together.  Thank you. 

       CHAIRPERSON HYDE:  Great.  Thanks a lot.  That's 

  really helpful and I'll tell you why that comment in 

  particular is helpful, and then I'll let Sheila and 

  Larke just do final wrap-ups.  And then I want to give 

  you a provocative comment that's going to take you off 

  to break. 

       Larke, Sheila, which one of you want to comment? 

       MS. COOPER:  Thank you for all of your 

  recommendations.  And I just wanted to say that one of 

  the interesting things I found in my position here is 

  that I like the fact that there's been this executive 

  exchange, because I see that my work cuts across all 

  three centers, and so I've had to meet with all three 

  centers disparately (sic) and then try to have them 

  understand that, you know, Native Aspirations has a 

  really great model for those communities who have no 

  capacity, let alone any capacity to do behavioral 

  health systems.  The National Native American Center 

  for Excellence does great technical assistance and has 

  an expert board of content experts in Indian country 

  that hasn't really been utilized to help inform new 

  programs or policy, and so it's just being able to be 

  a leader within ourselves and understand what we're 

  currently doing for Indian country.  That is 

  phenomenal.  SAMHSA really has done some great things.  

  And we just need to build upon that and let all three 

  centers realize what is going on internally.   

       Partnerships.  I mean it is -- like I said, there 

  is even no federal policy on coordination and 

  communication when it comes to disasters and whether 

  it is California wildfires that attacked Indian 

  country, or an incident like Red Lake, or suicide.  

  And it is just taking -- I think under this 

  administration significant legislation has been passed 

  for Indian country.  The Indian Healthcare Act and the 

  Tribal Law and Order are significant pieces of 

  legislation that will help Indian country, as far as 

  the criminal justice system, treatment, services, and 

  forcing agencies to partner.  They've specifically 

  written in SAMHSA will do this in our Tribal Law and 

  Order Act.  SAMHSA will do this in the Indian 

  Healthcare Act.  And so it is making -- and Indian 

  Health Service will reach out.  In my mind, it would 

  just be nice, but they're required to do some of these 

  collaborative efforts, and so it is a good time.  It 

  is a good time to address longstanding issues and I 

  just will always rely on your recommendations.  Thank 

  you. 

       CHAIRPERSON HYDE:  Larke? 

       DR. HUANG:  I also just want to thank you very 

  much for your recommendations.  I think we painted, I 

  think, a rather sobering, but probably realistic, 

  picture of some of the issues for these communities.  

  I think what we didn't focus on as much is some of the 

  amazing strength and cultural resiliency in these 

  communities that -- that we really need to figure out 

  how we tackle that and how we build on it.  I think we 

  need to really think about, both a very -- a very 

  thoughtful, strategic public health approach that 

  builds on understanding social determinants and really 

  looks -- really have us really think about how we use 

  the existing mechanisms we have, whether it's grants, 

  whether it's technical assistance, whether it's new 

  regulations, new health reform, to really ensure that 

  we're addressing the real specific needs and 

  engagement strategies for these populations.   

       We've taken notes on all your -- your comments.  

  I think they're very helpful, and we'll keep coming 

  back to you for more questions.  Thanks. 

       CHAIRPERSON HYDE:  Okay, great.  As always, this 

  is a really rich discussion.  There's tons more we 

  could do.  Let me just make a couple of quick comments 

  and then we'll go to break. 

       One is that part of the reason I said Ed's 

  comments in particular, and some of the rest of them 

  as well, are particularly interesting to me, because, 

  as I said earlier -- and this is hard, hard, hard to 

  think about -- unfortunately in my thirty, thirty-five 

  years in these roles have gone through times of 

  wealth, and times of growth, and times of 

  constriction.  And we are definitely in a time of 

  constriction.  So anything we think about doing, we're 

  going to have to think about doing not with the same 

  money, but literally with less money.  So as we're 

  cutting community programs, as we're cutting whatever 

  it is we have to cut, how is it that we can do things 

  we need to do.  Refocusing and that's tough, because 

  it means we're going to have to say we cannot do that 

  in order to do this.  So any time somebody gives us 

  advice about using our convening role or using a role 

  of collaborating, or using our role in behavioral to 

  bring the bully pulpit, or voice, or whatever, that's 

  going to be particularly helpful to us in this 

  difficult time.  So -- because the notion of trying to 

  think about how do you shift your focus funding is one 

  thing when you've got growth and money.  When you're 

  trying to shift and focus dollars when it's reducing 

  is even more difficult. 

       And the second comment goes to that, which is 

  this beginning conversation about block grants and 

  discretionary grants.  I think I've been sort of 

  thinking, and perhaps -- and we'll talk about this 

  again tomorrow at the end of the day or the end of our 

  time together about our next meeting in March, or 

  whenever it's going to be, spring.  I don't know that 

  we've set a date yet, but probably by then we will 

  know something about both the 2011 budget and the 2012 

  budget.  And it's probably a time that we really 

  should spend some time thinking about the -- the role 

  of block grants, for example, because we know they're 

  changing.  But we also -- I know that sometimes people 

  make comments about block grants, whether it's with 

  regard to tribal entities getting money for block 

  grants, or whether it's tribal governments wanting 

  block grants, or whether it is don't use block grants, 

  give money to the people or the communities.  Any of 

  those comments are based on today's understanding of 

  how block grants are being used or how states are 

  being allowed to use block grants.   

       We are seriously thinking about how you're going 

  to change that direction to states and how they're 

  allowed to use their dollars.  So we have to think, 

  and we -- I would really like your advice on how we 

  think through what those directions are to states and 

  how we want to see the block grants in the future.  So 

  that's one thing. 

       And then on the other side is this issue of 

  community grants.  And as wonderful as they are, the 

  fact is we can fund one of them, or five of them, or 

  thirty of them, when there are thousands of 

  communities in the nation that we're struggling with.  

  How do we get the influence of the way we want to do 

  evidence-based practices, or voice for youth, or 

  whatever else out across the whole country?  So we are 

  truly struggling and have some thoughts as we go 

  through these block grant changes.  I keep looking at 

  John because he's helping to lead on some of that, as 

  is Darryl and others.  So that may be a conversation 

  that we have more on.  And I encourage you to have 

  more conversations at break, and at lunch, and with 

  us, and with each other about this issue of how would 

  we like the block grants to look differently in the 

  future.  How would we like SAMHSA to say to states 

  here's how you should be using your block grant, or 

  engaging youth, or dealing with cultural issues, or 

  dealing with workforce, as we give them direction in 

  the future use of their block grant dollars and change 

  that.  And at the same time, how do we struggle with 

  reducing discretionary grants, not increasing them, 

  and where do we focus our attention. 

       So that's my provocative thought for you for the 

  break.  It is -- we're about ten minutes behind.  If I 

  can ask you to come back at about -- can you do this 

  in ten minutes?  So maybe twenty after.  That gives 

  you about -- well, twenty-five after.  That's a little 

  less than fifteen minutes.  Twenty-five after. 

       CHAIRPERSON HYDE:  All right.  Welcome back.  So 

  we are at about almost 11:30 and we have -- that gives 

  us about an hour to talk about data, outcomes, and 

  quality.  Do we have Kate on the phone? 

       MS. AURELIUS:  Good morning, Pam.   

       CHAIRPERSON HYDE:  Hey, Kate, hello.  How's 

  Phoenix? 

       MS. AURELIUS:  I'm actually in Wyoming, and it's 

  lovely. 

       CHAIRPERSON HYDE:  Oh my gosh, Wyoming.  That's 

  why you're not here. 

       MS. AURELIUS:  Exactly. 

       CHAIRPERSON HYDE:  All right.  Well, welcome. 

       MS. AURELIUS:  Thank you. 

       CHAIRPERSON HYDE:  We just had a great 

  conversation about cultural issues and SAMHSA's 

  initiatives, and we are about to enter into a 

  conversation about our data outcomes and quality 

  discussion.  I want to say just a couple of words and 

  then turn it over to Pete. 

       First of all, sort of like prevention, it's an 

  interesting time around performance, and data, and 

  transparency, and just the conceptual idea that we 

  would try to be looking at better services not 

  necessarily more services.  So whether you -- again, 

  if you look at the Affordable Care Act and all the 

  language in there about performance, and outcomes, and 

  quality measures, and quality services, and if you 

  listen to the President talk, and the Secretary talk, 

  and the Assistant Secretary of Public Health and 

  everybody is sort of lined up and saying that 

  government should be for transparent in the data that 

  they use and are able to report.  The data should be 

  there for communities to use, that the way that we 

  measure how our programs that are funded are having a 

  result or not, all of those issues are on everybody's 

  table.  And there's lots of conversation about that.  

  That's true in SAMHSA as well.     

       So we are -- we picked data outcomes and quality 

  as a strategic initiative in part because of the 

  opportunities and challenges around that, because 

  SAMHSA has a range of data ranging from population-

  based surveillance data to program outcome data, that 

  ranges from very well developed, to not at all 

  developed, to really good, to moderately good, to not 

  there.  I mean we have it sort of all over the map, in 

  terms of different programs, different centers, 

  different block grants, different ways that we want to 

  move forward.   

       So what we're trying to think about in our data 

  outcomes and quality initiative, at least the way I 

  think of this is, is to think about the -- the quality 

  frame.  And Pete's going to talk about this a little 

  bit, because it's still in development, the framework 

  that HHS as the lead for implementing the Affordable 

  Care Act is trying to come up with around what quality 

  is.  And, therefore, SAMHSA needs to fit into that 

  quality framework.  And I also personally think a 

  little bit about, for us, about the distinction 

  between quality and outcomes.   

       And I might set aside another function that's 

  going on for us which is our budget DPRA (sic) 

  function.  That is our function where we have to say 

  to Congress here are the things we're going to measure 

  for the dollars they give us.  Now, that is really a 

  subset in some ways of the effort and work that we're 

  doing, but nevertheless, all of these things are 

  converging for us to think about how we can take 

  advantage of that opportunity and how we can also 

  within SAMHSA strengthen our ability to have data and 

  be able to say whether the services that we fund are 

  of high quality.  And, for example, are they safe?  

  Are they efficient?  Are they patient-centered, those 

  kinds of things, but also whether they make a 

  difference.  So from the beginning, I've tried to say 

  we really need to be able to make measurable 

  differences with the limited resources that we have, 

  whether that's staff resources or whether it's dollar 

  resources. 

       So I personally sort of think a little bit about 

  the difference between quality issues and impact or 

  outcome issues.  And you'll hear Pete talk a little 

  bit about this.  So, for example, an individual 

  practitioner needs to make sure that the way they 

  deliver either counseling services, or case management 

  services, or medication services in a way that is 

  efficient and safe.  That's different than did those 

  services make any difference for the clients or the 

  populations that they were directed to serve or in the 

  business of serving.   

       We also are trying to think about where we have 

  an impact, mainly things that we serve -- or things 

  that we fund.  And so services that are directly being 

  provided because of our dollars and how do we account 

  for whether those dollars are quality and make a 

  difference versus whether or not what the country's 

  behavioral health system is doing.  Is it making any 

  difference in the populations as a whole around mental 

  illness, around suicide, around substance use, around 

  all of those issues.  So there's population-based 

  impacts.  There is program-based impacts.  And then in 

  the middle we're sort of trying to think about what 

  role do we need to play in saying to services that we 

  may not fund and may not be specifically targeted to a 

  population that we are concerned about today.  Or 

  maybe they may be funded by commercial insurance or 

  something else, but any service that is a behavioral 

  health service in this country, what should they be.  

  What are the -- what's the framework or what's the 

  basic measures that they ought to be able to respond 

  to in order to say that they are safe, or efficient, 

  or timely, or effective.   

       So we're sort of looking at all of these issues 

  and Pete definitely articulates this better than I do.  

  But I wanted to let you know that those kinds of 

  questions are a part of what's driving our data 

  outcomes and quality initiative.  And it ranges 

  everywhere from trying to get a common data platform 

  within SAMHSA to really trying to figure out what 

  those measures are that we are going to collect and 

  report, or try to influence the field with, or do 

  surveillance about in order to tell the message of 

  whether our behavioral health system is doing what we 

  hope it should be doing in our country. 

            So with that, we turn it over to Pete.  And 

       we'll have a few minutes of presentation and then 

       dialogue. 

       DR. DELANY:  First, I want to thank Pam for 

  giving me the noncontroversial initiative.  But you 

  know, the -- a couple of things I want to clear.  I 

  try to only do one slide, but Naveen would not let me 

  do it anymore.  So I've got more than one today.  So I 

  tried last time, and she just made me do more. 

       But I do want to introduce you to the Center for 

  Behavioral Health Statistics and Quality.  First I 

  want to point out that similar to Sea Biscuit, there's 

  a lot of hoopla around us.  And we're small, but we're 

  pretty fierce about getting the data out.  But we're 

  still looking for the right logo.  So we were 

  thinking, if it's not a horse, what do you think about 

  Sea Bis?  I don't know.  We're looking for a little 

  help.  If you have ideas, that would be one of the 

  recommendations.  Because I think if I use Sea 

  Biscuit, somebody's going to kind of complain.  I'm 

  sure the Campbell Soup idea is going to get me in 

  trouble later, but since that's not on the web yet, 

  don't worry about it. 

       All right.  So let me talk a little bit about the 

  initiative overall.  The whole point of this, this is 

  kind of building on the -- in previous data strategy, 

  and the whole idea is to really realize and integrate 

  a strategy that informs policy.  And I want to point 

  out each of these is really important by themselves, 

  but together they make a bigger gestalt.  It's not 

  only informing policy, but we're measuring program 

  impacts and results.  And we're looking for improved 

  quality in the services and outcomes, as Pam was 

  pointing out, for individuals, families, communities, 

  including tribal communities.  So there's a -- each of 

  those, you know, we can take them apart and have our 

  own little kind of discussion about each of those, and 

  maybe we will at a later date, but each of these parts 

  kind of pulls together to create a whole thing. 

       So we initiated a data strategy in 2006 to better 

  promote.  And then with the coming of the AC -- the 

  Affordable Care Act and other issues coming in this 

  administration, what we've done is take the 

  revitalized interest in data activities and the new 

  technologies.  And what we're seeking to do is 

  establish a voice for SAMHSA as a voice for behavioral 

  health, not only within our programs but across the 

  nation.  I think Pam alluded to that is that it's not 

  good enough anymore just to say, here, we talk about 

  what we're doing and it's good.  It's we really have 

  to help make a voice for the field to say will the 

  field be able to make its case, not just from what we 

  do. 

       But be aware that every study, every evaluation, 

  and pretty much every new policy, is beginning to 

  raise questions about will our demand exceed our 

  capacity.  We need to pay attention to that so that we 

  can start looking at those questions and answering. 

       There's an emerging framework that's coming, and 

  I'll talk about this a little bit more.  There's an 

  emerging framework that's beginning to happen that 

  builds on the IOM, but takes it a couple of steps 

  further.  And I think that's what Pam says.  It's -- 

  we're not -- we don't have a set yet.  We're still 

  kind of moving that, but there's a couple of 

  principles that are really critical that are emerging.  

  But they're -- let me kind of go through the different 

  goals of the strategy and then hopefully we can have a 

  little bit more of a discussion. 

       Okay.  So the first one is to implement an 

  integrated approach for the collection and analysis of 

  data to build emotional health and reduce impact of 

  substance abuse and mental health illness.  Okay.  So 

  a couple of things that we're doing that are key, one 

  is we've reorganized OAS into the Center for 

  Behavioral Health Statistics and Quality.  That's -- 

  that happened Monday.  We're actually internally 

  reorganizing to kind of remake -- reshift our focus.  

  That's not happened yet, but we're working on that.  

  But also to integrate mental health data and address 

  key information and data gaps within the behavioral 

  health field.  So one of the -- is there's kind of an 

  imbalance over historically at SAMHSA about the data.  

  So we're really not only having -- we're really trying 

  to build a large -- a greater parity where there is 

  more integration of mental health data but also that 

  we have a little bit to reflect better in what we do. 

       And finally, as we're going into building an 

  internal analytic capacity for its strategic 

  initiatives and inform health reform implementation.  

  So part of that is that internally within the new Sea 

  Biscuit we will be building some analytic -- analytic 

  capacity, but also working in a different way with the 

  other centers, our colleagues in the centers, to use 

  their resources to work with us in a way that helps 

  get at questions that in a different way that's both 

  practice relevant, policy relevant, but also quick, 

  more accessible than we may have done it in the past.  

  And I think actually the discussion that happened 

  today with Larke and Sheila is really kind of key to 

  it.  I mean we need to look at social determinants, so 

  why don't we work and try to figure some of that out 

  with -- with their colleagues, and also help to drive 

  some of the field over at NIH as well, because they 

  also have a lot of money that we should tap into. 

       The second goal, which is trying to create some 

  common standards for measurement, both for data 

  collection.  And the goal is to meet multiple state 

  focal needs.  So what Pam was talking about is helping 

  -- is moving toward a broad but manageable set of 

  behavioral health quality and outcome measures for use 

  by those receiving both agency discretionary and block 

  grant funds to look at encouraging the use of those 

  measures by behavioral health payers and providers 

  more generally, and then work with the stakeholders to 

  help clarify unlimited set of measures that 

  characterize resilience recovery within the context of 

  healthcare reform efforts, building on the national 

  outcome measures platform. 

       So let me -- this -- there is several staff in my 

  office and the centers who are heavily involved in the 

  different quality measurement committees.  And I 

  think, at this point, I am up to four committees that 

  I am sitting on.  Kevin Hennessy gets to sit on a lot 

  more and a couple of other members from different 

  centers are sitting on some.  Matter of fact, I'm 

  going back tomorrow to deal with that and another 

  healthcare measure. 

       But there are some core principles that are 

  emerging from the -- the HHS move building on -- on 

  the IOM platform that Pam was talking about.  One is 

  that it -- that the core principle of being patient-

  centered and family engaged at all times.  That the 

  measurements must address health disparities in care 

  and that we align both public and private service 

  centers.  So -- and I think those are some really 

  important principles that not -- not have a set for 

  the public sector and a set for the private sector, 

  but we're all kind of riding in the same direction, if 

  not in the same lane. 

       And the goals at the end of the day are that we 

  have better patient care, the care is more affordable, 

  and that we improve the health of the population.  So 

  those are kind of the core principles and the core 

  goals.  As Pam pointed out, this is really critical, 

  it's still -- it's not a moving target, but it's a 

  moving process.  So -- but the key here is that we're 

  really focusing on being transparent.  There's a 

  stakeholders' meeting on the 25th of August that's 

  going to start bringing that out and having some 

  feedback.  But, you know, we can't assume that if it's 

  quality care is provided that people are going to 

  improve, but we can start looking at making sure that 

  the quality of care is good, and we can measure it, 

  and then we can measure how people are doing in those 

  services. 

       The next goal is improving the quality of 

  behavioral health evaluations.  So we're going to be 

  looking at having a common policy within SAMHSA to 

  begin to look at -- that our designs reflect 

  sufficient methodological quality given the aims of 

  the projects, that we have appropriate technical 

  assistance to our staff, that dissemination plans are 

  developed and findings from the evaluations are 

  communicated in a timely way to the appropriate 

  entities.  And we know some -- and here's where I'd 

  like some guidance, because this is one that's kind of 

  -- kind of we're still evolving with.  But some of the 

  candidates for evaluation include programs that have 

  multiple sites, obviously, involve significant 

  expenditures, are Congressionally mandated.  Again, 

  what's the level of need of the data and then are 

  anticipated to continue beyond one grant cycle. 

       Finally, another goal here is to improve access 

  to the high quality state and community data 

  information.  So one of the things we'll do by the end 

  of this fiscal year is that we should have a common 

  data site where all the different state reports that 

  each of the centers have, actually exist in one place 

  so you don't have to go searching around the website 

  anymore.  It's like so the data sets from Sea Bis are 

  going to be in one place with the same reports from 

  CSAT and CMHS and CSAP. So that will be a link for 

  them.  And we're going to try to drive that using some 

  frequently asked questions.  We're also going to 

  develop dashboard strategies over time to permit use 

  of up-to-date data generating customized user-driven.  

  That's going to take a little bit longer.  There's 

  about -- I don't know if anybody's noticed.  There's 

  an open.gov -- open.gov site where we have a lot of 

  different dashboards.  And we're still trying to 

  figure out what's going to be the common dashboard, 

  because we don't want to have people go to multiple 

  different dashboards and at the end of the day have to 

  know different places. 

       And related to this is also -- related to this is 

  we're also developing a common data platform where 

  we're going to have one site where we will enter data 

  from -- each of the states will have one site where 

  there's going to be a CMHS, CSAP and CSAT, where we'll 

  have one common data platform and we'll be able to 

  help look across each of the centers and gather their 

  performance and outcome data in one place so that it 

  improves the ability, and it gets a little bit also in 

  helping some of the questions we're having about how 

  do we move the states along with the block grants that 

  we have common data information across there. 

       We'll have some unique issues that are relevant 

  to each of the different centers, but you'll be able 

  to look across what a state has.  You'll be able to 

  look across at what's going on in each state.  What's 

  going on in each discretionary program, so there will 

  be a great deal of information in one place, and 

  hopefully we'll have some efficiency. 

       So that's about where we are.  We've got some of 

  this already in play.  I think over the next two 

  months there's going to be a great deal of information 

  coming out.  We should have a -- hopefully a final 

  working framework on the quality measure approach 

  within the next two months.  And it's a really 

  exciting time, but it's also an interesting time.  And 

  we've got it. 

       CHAIRPERSON HYDE:  Thanks, Pete.  That was -- 

  there's a whole lot packed in to what Pete did in a 

  very short period of time.  So I think you heard that 

  we're working on infrastructure issues.  We're working 

  on process issues.  We're working on principle issues.  

  We're working on measure issues, just conceptually how 

  we both impact the field as well as how we impact the 

  outcomes of our own programs that we deliver or 

  provide funding.  So the floor is open. 

       Kathryn? 

       MS. POWER:  So I'll start.  Sort of my 

  observation and it may be a question to Pete is that  

  -- 

       CHAIRPERSON HYDE:  I don't know if we have your 

  thing on.  Can you try it again? 

       MS. POWER:  I guess I start with an observation 

  about the fact that as we talked further today with 

  John and Brian about healthcare reform and the 

  Affordable Care Act and the fact that we're all trying 

  to look from sort of 2014 backwards, you know, how 

  that impacts some of the areas, Pete, that -- that you 

  talked about, in terms of the fact that we have -- if 

  we took currently what is, and we didn't think 

  anything was going to change, we might come up with 

  different decisions about all of the areas that you 

  raised.  But because we're in a moving environment 

  from the 2014 back, we, I think, representing centers 

  and portfolios, would have probably different answers 

  to whether or not what measures we would include.  If 

  it was a formula grant, a block grant, or a 

  discretionary grant.  And so how -- how do you see, as 

  -- as the leader of this, helping bring us to some 

  level of discussion about that, when, in fact, I'm not 

  sure that all the evaluations we do really merit 

  continuation, you know, in terms of the discretionary 

  portfolio, or whether the measures that we use for -- 

  currently for the block grant or the formula grant 

  really need to change because we're in a different era 

  of behavioral health and a different era of healthcare 

  reform?  So I'm -- I'm just, you know, want to -- want 

  to just -- and I know you probably can't answer this 

  question in the way I'm asking the question, but you 

  answer it whatever way you can answer it and say we're 

  going to get to that.  Yes, we're going to decide that 

  soon.  No, we're going to put that off.  You know, 

  what is -- what is sort of the level of decision 

  making that you see happening across those four goals, 

  but most particularly about the evaluations and the 

  measures.  I guess that would be my question. 

       DR. DELANY:  Yes, we're going to get to that.  

  You set me up.  You know, I think -- there is so many 

  -- there are so many things going on across each of 

  the areas that we're working on.  In terms of the 

  evaluations, obviously there are going to be some 

  programs that are, as suggested, that there's going to 

  be a decrease in discretionary.  But at the end of the 

  day, an evaluation of our discretionary work is 

  probably -- as well as our block grant really has to 

  show what it did, what impact it had.  And that has to 

  be in relation to the goals of each of the projects, 

  whether it's a discretionary project or a block grant.  

  So there has to be some flexibility in how we do it.  

  I think the key to me is -- is how the centers all 

  work together to make sure that these are high quality 

  evaluations, that they're methodologically sound and 

  they meet -- we don't -- let me harkens back to when I 

  was at NIH.  We had a lot of grantees that had the 

  tendency to collect every piece of data that was 

  possible, and then they published four studies, and 

  then they went on to the next grant, and there's a ton 

  of data there that's never touched.  We can't -- we 

  can't function in that environment.  We have to 

  function in an environment where we're really picking 

  up some of the key issues to make sure that what we 

  did had an impact and it met its goals.   

       And so the -- in terms of evaluation, we have to 

  have some -- we will have some common principles for 

  how we work together.  And this is still up -- this is 

  when we have to get there -- whether we have kind of a 

  coordinated center council, center-driven council 

  group to help me to give everybody feedback, or that 

  we have a core evaluation group within SAMHSA, I don't 

  know that.  That's got -- that's a -- one that we 

  probably need to have some off line discussions.  And 

  maybe there are some comments from -- from the 

  Council. 

       The measures, I think there's some guidance 

  coming down as we kind of settle into what are the 

  quality measures that are going to be required and 

  what are -- the outcome measures I think we have a 

  couple of levels of outcome measures.  One is kind of 

  for the short-term, and I think John Bartlett was 

  talking about this yesterday.  There's kind of the 

  tyranny of outcomes.  You could get to the point where 

  you're trying to get too many outcomes, or you can get 

  to understanding which measures are going to help you 

  understand what you -- the program you're doing, or 

  whatever you're doing, is going to have long-term 

  outcomes.   

       So but at the same time we need to be thinking 

  about recovery and what that means.  So there's a -- 

  so we're going to probably have to have recovery 

  measures work that cuts across to figure out how we 

  define each of these areas, recovering, resiliency.  

  We're starting -- we've almost finished our own white 

  paper, and we came up with twenty-two different 

  definitions of recovery and probably a lot more 

  resiliency.  So we'll settle into that, and I think at 

  the end of the day we'll come up with where we want it 

  to be.  And then we're going to have to, as an agency 

  and as a council, promulgate that into the field and 

  say here's where we're going.  Let's move together. 

       CHAIRPERSON HYDE:  So just before you go, Terry, 

  one of the things I didn't say earlier is, you know, I 

  am -- I frequently say the point of SAMHSA is not the 

  services we fund, it's the people's lives that we 

  touch.  So we can deliver services all day long, and 

  if people's lives aren't different, or better, or 

  improved then there's no point.  So the services are 

  not the goal.  The people's lives are the goal.  And 

  the way we've been starting to frame that life issue 

  is people's -- Do people have a home?  Do people have 

  a community or social supports, or whatever you want 

  to call it?  Do people have, essentially, health?  And 

  do people have a purpose, whether that purpose is a 

  job, or school, or volunteer work, or creativity in 

  art, or whatever it is, but a purpose in life?  So if 

  you think of those four things, then there will 

  frequently be people who say back to me, wait a 

  minute.  If I'm supposed to be seeing -- I'm a doctor.  

  I'm supposed to be seeing the patient and providing 

  them with medication that controls symptoms, why are 

  you holding me accountable for a person's home, a 

  person's purpose in life, a person's community, et 

  cetera?  So there is a distinction between the 

  individual physician, for example.  This is the best 

  example I can give.  It's not the only one.  An 

  individual physician who is providing medication.  

  That we want to make sure that medication is safe, and 

  appropriate, and people can get it in a timely fashion 

  effectively, et cetera.  That's different than what 

  the behavioral health system that we fund.  We've got 

  to be trying to make sure that we're doing for people.  

  Otherwise, why are we bothering to deliver the 

  services, if their lives are not getting better in the 

  process and then everything in between. 

       So we're -- we're trying to look at that whole 

  continuum.  I think the conversation that Pete and 

  Kathryn just had is how are we measuring whether or 

  not the system is actually making a difference in 

  people's lives and then how do we measure whether the 

  populations are getting better.  So if we deliver 

  great systems and everybody we serve is getting 

  better, their recovery is good, or at least their 

  measures on that is good, but the population is 

  continuing to use more alcohol and drugs, they're 

  committing more suicides, they're, you know, feeling 

  more depressed then what's -- what are we missing?  

  What's the point?  I mean are we not doing enough 

  prevention?  Are we not -- that's the kind of struggle 

  we're trying to do in looking at all of this across 

  the individual practitioner, the individual program, 

  the system, the population, the whole schtick.   

       Terry, I think you were next. 

       MR. CROSS:  Thank you.  Just a couple of things I 

  wanted to bring up.  For a number of years I served on 

  the Council for Collaboration and Coordination at the 

  Child and Adolescent Families Branch at the Center for 

  Mental Health Services.  And the -- one of the 

  subcommittees that I served on was the research 

  committee, and that committee really was examining how 

  the data from the national evaluation for the 

  comprehensive choice community mental health measures 

  were used, not only what could -- how could you turn 

  that data back into quality in those grant programs, 

  but in one of the topical areas that I think is really 

  under utilized or under explored is the relationship 

  between quality outcomes of grantees and the data 

  that's available and those evaluations around 

  technical assistance, and how does technical 

  assistance enhance the outcomes of those grantees. 

       Now there's now years of data there, so there's 

  an opportunity to do some mining particularly around -

  - they have systems measures, and cultural competence 

  measures, and to be able to look back.  I was very 

  intrigued yesterday with our conversation at CDC 

  around some of the computer modeling they're using 

  with policy change.  I think some of those same 

  processes might be used to help inform us better.  So 

  I'm hoping that places where data currently resides 

  that it is -- under utilized can be -- we can get some 

  value out of it. 

       DR. DELANY:  As we build the analytic capacity 

  internally to collaborate across the centers and it's 

  -- really one of the goals is to look not only 

  internally at our data systems beyond -- and this is 

  beyond just my center's data systems -- but to look at 

  the data that's available across the centers.  But 

  also the part of the other goal of what Pam has 

  charged me with is what other data sets out there from 

  CDC, from ACF, from other groups can we pull together 

  and make sure we kind of paint a comprehensive 

  picture, because I think Kathryn just leaned over and 

  said the gap analysis.  And I think that's where we're 

  going to do is pull these -- start figuring out where 

  the gaps in all our information systems are.  And I 

  don't really feel incumbent to do everything, but I do 

  feel incumbent to start identifying where we can 

  partnership in better ways than we are doing now. 

       MS. POWER:  I think your example here is a 

  perfect one because here you have CHMI, which is a 

  very big system and a very long -- long -- long-term 

  grant program.  And the questions that Pete and I 

  begin to talk about or were asked about, when we have 

  a long-term program that's really proven itself, and 

  how -- how much more do we have to prove itself to 

  Congress or to anyone.  And so that makes us pause and 

  say, okay, you know, how can we mine the data set that 

  we have, but at the same time do we have to repeat it 

  again after ten or fifteen years in order to prove it.  

  And then at the same time that throws in, okay, now 

  that we have those measures and we know that this 

  program works, we're not just doing evaluation now to 

  improve a grant program, which is really the intent 

  originally.  Now we're going to try to get at some of 

  these issues about individual outcomes and population 

  improvement, which is different than improving the 

  grant program.  And I think that's a really key issue 

  about some of Pete's work. 

       CHAIRPERSON HYDE:  Yeah.  I really want to 

  emphasize that.  We really have asked ourselves on a 

  time of limited resources should we continue to 

  evaluate the same thing over and over again.  I mean 

  that's not necessarily a good use of dollars. 

       Okay.  Next I have -- let's see, we did Terry.  

  Stephanie. 

       DR. LeMELLE:  I'm not sure that this fits in 

  here, but I'm going to throw it out anyway.  And I 

  guess it's an issue around workforce development 

  issues and about looking at healthcare providers as 

  stakeholders, which I think often is not done in a lot 

  of these outcome studies where we're looking at -- 

  we're not really looking at the -- the provider's 

  perspective.  And I think if we're really going to 

  make a change in the culture of our mental health care 

  and substance abuse care, we have to affect the -- the 

  culture and the sort of theoretical models that we use 

  in the workforce development side.  And I think the 

  only way to get that is to actually ask them, and talk 

  to them, and include them in some of the outcome 

  analysis that we do. 

       And in particular, I'm thinking about one of the 

  basic issues that SAMHSA is always trying to work 

  with, which is trying to bring substance abuse and 

  mental health into the same arena.  Part of the 

  biggest resistance to individuals getting joint care 

  is that the providers don't think that way, and it's a 

  cultural difference.  It's a cultural change that we 

  really need to affect to get to that.  And I think 

  that using outcome data that's based on the provider's 

  perspective of these changes, as we're trying to do 

  them, would be helpful, because if we don't get buy-in 

  from the providers, we're not going to be able to 

  affect the change in the consumers outcome. 

       CHAIRPERSON HYDE:  Thank you.  I've got Larke and 

  Arturo on the list, and then I'm going to come to the 

  people on the phone because we have Kate, and 

  Hortensia, and Cynthia on the phone.  So Stephanie, 

  Larke, and then Arturo. 

       DR. HUANG:  Stephanie already went.  Pete, thanks 

  for the plan.  I have a question about just -- you 

  know, I'm your biggest fan in your state.  We used to 

  do state-level data.  They do need to be found easier 

  on the website, but.   

       CHAIRPERSON HYDE:  So the staff are beginning to 

  engage with each other. 

       DR. HUANG:  But we often hear requests, actually 

  from community-level data, and more sub-state level 

  data or more accurately community defined in different 

  ways.  So I'm wondering if that's something in the 

  future.  I think I mentioned at some point that CDC 

  has this -- in combination with HRSA -- has this 

  community health data indicators website where they 

  have community level data on different kind of health 

  data as well as social factors data, and it would be 

  great if we had behavioral health data in that. 

       And I think there are so many different data sets 

  at CDC.  And strategically linking with some of them, 

  I think they really do either want our data or want to 

  play with us on that.  I think it would be really good 

  to navigate through NCHS around that.   

       And then I think, in terms of building on Terry's 

  comment about a very mature evaluation system out of 

  CMHI, I had the opportunity before coming to SAMHSA to 

  really build in a quality improvement, almost kind of 

  report card system, for grantees on that, which could 

  then inform their TA needs.  And it was really 

  becoming data-informed technical assistance.  So it 

  has gone beyond just evaluating a concept to really -- 

  and it has an interactive site that all grantees can 

  access and access their own data, as well as different 

  levels of aggregate data for doing their own reports 

  for their own states and for their own sustainability 

  needs. 

       So -- so it's not just that it's an evaluation 

  system that has already proven a concept, but it now 

  is a strategy that has taught a lot of community level 

  people to use data.  So it's built a data capacity 

  there in the community, but also to do constant 

  quality improvement and also informed technical 

  assistance.  I think sometimes our technical 

  assistance is not particularly data informed.  So I 

  wouldn't want to -- I think that process or that 

  mechanism as part of an evaluation needs to be 

  considered, as you kind of look at the different kinds 

  of evaluation quality in the centers. 

       DR. DELANY:  One of the things that Charles 

  Reynolds is kind of on loan right now and not being 

  able to drive the platform, and one of the things 

  we're doing in the platform is developing a mechanism 

  where people can download the data back on a constant 

  basis to see how they're doing.  And we're trying to 

  do it in a dashboard style so they put together 

  multiple reports.  The only thing I can say is yes. 

       DR. HUANG:  I mean some of them have real-time 

  immediate reporting, and so if you want to -- 

       DR. DELANY:  That's being built.  So the answer 

  to like almost every question or thing you came up 

  with is yes, that's where we're going.  It's -- I 

  truly believe that one of the things -- you know, as -

  - as a non-recovering clinician, the idea of -- and 

  one of the few people who was actually, when I came up 

  through the system, was trained in doing data 

  collection, and I was actually tracking how my clients 

  did by having them fill out short reports every week, 

  I know that level.  But also as a program level as 

  well as a grant level, having pretty regular progress 

  reports is the only way you can figure out if you're 

  on track. 

       And that's what I think John Bartlett is getting 

  at in this measurement issue.  It's not just getting 

  the right measurement.  It's making sure the people 

  that you're working with have the right measurement to 

  go a long way.  And I think that's where we're -- 

  that's where we're evolving to over time.  It's not 

  only getting better information back to our grantees, 

  but actually further out getting -- so that people can 

  kind of pull it together for themselves. 

       That's another principle that's really driving us 

  with the open government kind of approach is that we 

  really have to make this available, and not just to 

  our grantees and not just to us.  We have to make this 

  available to the public, and that's really part of the 

  whole process.  The question is how -- and this is 

  just the -- the balancing act is how do we get it done 

  in a timely fashion but also protect certain pieces of 

  data, as well as make sure it's good data.  Because, 

  you know, again, we can collect a lot of data and it 

  doesn't help us.  We have to make sure -- it's the 

  same thing as you can do a lot of services and still 

  not have anybody get better.  We can gather a lot of 

  data and it still doesn't help.  We have to make sure 

  -- and that's where we have to have that -- a long-

  term interaction. 

       And my sense is this is not a -- it's not an 

  event.  Developing data systems is an ongoing process.  

  And once we get it up, we'll test it for a while.  And 

  once it's -- if we find out we need to tweak it, we'll 

  tweak it.  And as we go along, we're going to have to 

  keep evolving this because the environment will 

  change.  And it's going to -- that's the one thing 

  I've learned down at all these meetings at HHS is I go 

  one -- if I go to one meeting on quality, I've gone to 

  one meeting on quality. 

       CHAIRPERSON HYDE:  Okay.  Pete, I'm going to have 

  -- I'm going to go back to the Council now.  Arturo? 

       DR. GONZALES:  Thanks, Pam.  You know, Peter, I'm 

  really struggling with this issue of collection of 

  data.  So my comments are going to be like the data, 

  all over the place I think.  Because I'm not sure what 

  I'm struggling with, but I think it's -- it's 

  struggling with two issues.  One is when you say we're 

  going to have a meeting with the stakeholders to take 

  over, who are those stakeholders?  You know, my 

  colleague here said providers are a stakeholder very 

  definitely. 

       CHAIRPERSON HYDE:  Arturo, let me answer that 

  because that's a very specific group that John is 

  working with around healthcare reform implementation.  

  So we should have been a little bit clearer about 

  that.  It's a set of stakeholders that represents 

  providers, states, and who all? 

       DR. DELANY:  Consumer groups. 

       CHAIRPERSON HYDE:  Consumer groups, family 

  groups, advocates.  I mean it's just a whole bunch of 

  stakeholders that are helping around healthcare reform 

  implementation. 

       DR. GONZALES:  Okay.  Well, that leads to my -- 

  to where I was confused -- not confused, but concerned 

  on the second point.  It seems that the data you're 

  going to want to collect is going to be driven by 

  where healthcare reform is going.  In other words, 

  what's going to be expected in this healthcare reform 

  legislation where you have integration of behavioral 

  health, medical care, all these kind of things is 

  going to set the agenda, number one, for what services 

  SAMHSA is going to be able to provide, I think, and 

  then secondly, what are you going to look at in terms 

  of the outcomes or the quality of what healthcare 

  reform is going to do.  And that seems to be a -- you 

  know there's so much data -- to be real clear on what 

  is going to -- to -- to be needed for healthcare 

  reform.  Because right now I think sometimes we're 

  just -- you know, analysis becomes paralysis.  You 

  can't do anything because you've got so much data 

  coming in.  So I mean I'm just expressing a trouble.  

  I hope we can get more clarity on that. 

            CHAIRPERSON HYDE:  Good point, Arturo, thank 

       you.  I'm going to go to the phone for a minute 

       here.  Kate -- we'll start with you, Kate.  Do 

       you have any comments? 

       MS. AURELIUS:  I do.  I hopeful as we develop 

  principles and measures that we look well beyond the 

  services that SAMHSA is funding through any mechanism, 

  and consider, of course, from my perspective Medicaid, 

  which has a rich database of information available 

  about these services, and is a huge funder of them and 

  are confronted with the very questions that we're 

  trying to answer with this data.  So, you know, do 

  these services work, should taxpayers be paying for 

  them, are people's lives improved?  In our state 

  recently the biggest issue was around mental health 

  and substance abuse and budgets are cut for treatment 

  services.  Are there impacts on courts and 

  correctional systems, and it's a -- I just want us to 

  think really, really broadly since you're considering 

  measures and not limit it to grantees or other 

  recipients of SAMHSA funding but be sure to include 

  Medicaid and I guess some HHS leadership on this as a 

  possibility. 

       CHAIRPERSON HYDE:  Yeah.  John, I'm going to let 

  you react to that because you're dealing with Medicaid 

  a lot. 

       MR. O'BRIEN:  Both to Kate as well as Arturo, 

  because I think that there is a couple of important 

  steps that HHS is taking on over the next few months 

  that are actually going to shape some of the things 

  like outcome measures or dashboard indicators that 

  they're developing as it relates to healthcare reform.  

  So one of the things that they are doing, back to the 

  meeting next week, is that HHS, including us, are 

  doing focus groups for the next two months on what 

  should be the dashboard indicators at the national 

  level around healthcare reform, both in terms of 

  implementation, because there will be some process 

  things that we want to pay attention to.  Did the 

  number of people we want to get enrolled actually get 

  enrolled?  And then there will be specific indicators 

  around quality of care, which will go to some of the 

  things that we're talking about here.  They really 

  want to hear from us.  And we saw the opportunity to 

  say we've got thirty-five, forty groups in a room that 

  can give you lots of good ideas as it relates to those 

  indicators. 

       And then to Kate's point is she's right.  There 

  is lots of good information both in terms of the 

  claims data that Medicaid has as well as other 

  information that Medicaid collects or wants to collect 

  as part of a way to figure out are the things that 

  we're doing, the services, actually making a 

  difference in people's lives?  And that's the next 

  generation of conversations. 

       CHAIRPERSON HYDE:  Kate, I would like to ask you 

  a question, because having dealt with a lot of 

  Medicaid claims data and based on what John is saying, 

  and we are definitely committed to trying to have an 

  influence on anybody's behavioral health, not just the 

  people we fund the services for.  But how have you, in 

  your experience, moved from the claims data and what 

  that tells you -- it tells you something about how 

  often people got services or whether they came back, 

  when they were supposed to, and whether they got the 

  kind of medications they were supposed to and a bunch 

  of stuff like that -- but how have you moved from that 

  to the impact on people's lives stuff?  Do you do that 

  as a separate data collection process, or do you do it 

  as a special contract that somebody does for you, or 

  how do you do that? 

       MS. AURELIUS:  Well, you know, we struggled with 

  that.  Claims data from medical care is very helpful 

  because there is well established evidence-based 

  guidelines that you can easily match up data against 

  and see, you know, the medical community has already 

  made some decisions about how if care is delivered in 

  a specific way you will have good outcomes, and so 

  that's fairly easy from a claims perspective.  But 

  when you start talking about the lists that you 

  identified earlier about are people's lives better, do 

  they have a purpose, those things are not coming in on 

  claims data and so you have to do something else.  And 

  for both in our state and in our mental health system, 

  there is an extensive separate data collection 

  methodology that the providers will tell you is quite 

  burdensome.  And I, from time to time, worry about the 

  accuracy of it, because if everyone is complaining 

  about the burdensomeness of it, I'm not sure it's easy 

  to implement and convenient for people to comply with 

  in terms of getting the data in there.  And similarly 

  in our long-term care program where we have 

  (Inaudible) individuals  living the community, what we 

  care about for them doesn't come out in the claims 

  form either.  So we've developed a pretty significant 

  survey process for that population. 

       CHAIRPERSON HYDE:  Excuse me, whoever's on the 

  phone talking, can you mute your phone until you're 

  ready to talk with us.  Somebody's on the phone.  Can 

  you mute please, we're hearing you.  Okay.   

       Kate, so at some point, Pete, and Kate, and John 

  you guys may want to talk a little bit about it, 

  because I know Kate's done a lot of thinking and work 

  about this in Arizona.  It might be worth seeing how 

  they've done that especially in the behavioral health 

  arena.  Because the issue, Kate, that you raised about 

  the medical side having -- having established that if 

  certain things happen, you could expect good outcomes, 

  and you could measure that in claims data, we don't 

  have that in behavioral health.  And, in fact, it's 

  one of the things that Pete and I talked about taking 

  on is trying to establish for the behavioral health 

  system what would be the things we would measure as a 

  system, as a field, that would tell us something like 

  that.  So either Kate or others, if you've got 

  thoughts about that, we'd love to hear them. 

       (MS. AURELIUS:  You know, I can tell you right 

  off the bat I know that that's a struggle to get 

  there, but it lends such credibility to the entire 

  process to have some of those.  I mean, no one would 

  go to a brain surgeon and say, you know, do you 

  understand how to do brain surgery and if he said, 

  well, no, not so much.  I have my own way of doing it, 

  would you agree.  So to the degree that we can create 

  I think evidence-based practice might not be the right 

  term, but something similar to that for mental health 

  systems, it just lends so much more credibility to 

  what you're doing.  And I think it makes it, again, 

  easier to measure things.  And you don't want to throw 

  the baby out with the bath water, in terms of not 

  allowing for individual clinical judgment, and 

  innovations, and those kind of things, but some 

  generally recognized here's what's good for people, 

  here's what generally works, here's what we know is 

  not helpful, I think would -- would just take up the 

  whole industry a long way. 

       CHAIRPERSON HYDE:  Well, I would only answer that 

  question depending on if the doctor was House or not.  

  Okay.  I've got next Hortensia, Cynthia, Flo, and 

  Stephanie. 

       DR. AMARO:  Hi.  I've had these thoughts.  I just 

  wondered whether this would even be considered.  One 

  has to do with the need to better integrate behavioral 

  health measures with other types of health measures 

  using the data system, both in terms of the measures 

  that are going to be developed or within SAMHSA, and 

  so that was, you know, one question.  I think that the 

  health measures that exist now, for example, are 

  really limited, and clearly within our ability to stay 

  with the services SAMHSA provide to the grantee 

  actually improve health and decrease unnecessary high 

  cost -- you know, high-end cost of healthcare 

  utilization.  So that's one point under that.  Better 

  integration of behavioral health measures and physical 

  health measures. 

       The other is SAMHSA is working with other 

  agencies I think would be to try to integrate better 

  behavioral health measures, you know, other than just 

  data sources like national health surveys that usually 

  don't include behavioral health measures.  So that is 

  the major point about the integration of those. 

       The other issue that I wanted to talk about was 

  the need for having multiple outcome points -- 

  measuring points.  Because in whatever study SAMHSA 

  does so that we can have better -- are able to utilize 

  more sophisticated analytic strategies to look at we 

  need changes over time not just in pre and post.  But 

  if you have one for -- be able to look at measurements 

  and outcomes, for, say, a six-month period. 

       And I think related to that, but somewhat 

  simpler, is the issue that was discussed about what is 

  it that behavioral health services -- what kind of 

  outcome is reasonable to expect.  And I think we 

  should be very thoughtful and careful about that in 

  terms of functioning, for example, employment and 

  housing, which really has to do with parameters 

  external to the behavioral health field.  There are a 

  lot of factors that impact that.  And oftentimes the 

  populations we serve have very longstanding conditions 

  and impairments that would require either a long time 

  to see or multiple interventions at different levels, 

  not just behavioral health.  And in thinking about 

  this, we should really kind of keep the parity 

  framework in mind.  You know, what are the kinds of 

  proximal and distal outcomes that may be reasonable to 

  expect that behavioral care services should result in?   

  What kind of improvements and functions?  Try to be 

  really careful about not overstretching ourselves to 

  ways of functioning or, you know, things that have to 

  do with employment and housing, for example, that 

  really are impacted by so many external factors. 

            CHAIRPERSON HYDE:  Just a quick comment, and 

       then I want to ask Daryl to talk about the GPRA 

       stuff. 

       Hortensia, I think the point you raise is really 

  critical and something we probably need to talk about 

  some more, because I think systems, behavioral health 

  systems, often react and get concerned about being 

  held accountable for everything from school outcomes, 

  to housing, to support of employment and those kinds 

  of things.  And yet there's a part of me that says if 

  we're delivering services over, and over, and over to 

  kids who have serious emotional disturbance and we're 

  not helping them do any better in school, then 

  shouldn't we be doing something a little different, 

  even if it's engaging schools differently, or engaging 

  families differently, or helping kids know how to 

  study differently or whatever.  So there is some 

  combination of not overstretching ourselves and yet at 

  the same time stretching ourselves a little more.  And 

  I think we need to just find the right balance. 

       Daryl, I wondered, could you just give me two 

  seconds on how the GPRA measures are changing that 

  we're trying to reduce them and we're trying to focus 

  them.    

       MS. KADE:  Yes.  We have a marvelous opportunity 

  with ONB this year.  They have shifted their emphasis 

  on parts -- The ONB contract has changed this year 

  with a new performance officer in place.  And instead 

  of continuing with the old parts reviews and with the 

  old GPRA measures, they have challenged us to come up 

  with a different system more like a dashboard system.  

  What information do you really need, not only to 

  determine how effective your individual program is for 

  the clients, but also the goal of the program, when 

  you have reached fulfillment of that goal and it's 

  time to move on or change?  And so we have taken a 

  proactive role in this and actually have reviewed our 

  almost two hundred GPRA measures and in this -- I can 

  -- I can talk about this in terms of 2012.  I think 

  we've gone through a reduction exercise and we're 

  proposing to reduce really down to almost half, over a 

  -- over a hundred measures.  But in doing so, we are 

  specifically focusing on the efficiency measures and 

  dropping them.  We feel and we've tried to make the 

  case with ONB, and now we -- I think we've made a 

  successful case with the Department that looking at 

  efficiency, which really is no more than either 

  average cost or marginal cost, is not the way to look 

  at how effective your programs are.  It certainly 

  doesn't give you a quality denominator that would let 

  you know when you're not spending enough to get the 

  results that you need, and it certainly will not give 

  you an indication as to when you're spending your 

  money on the wrong program, especially within the 

  totality of what your mission is with regard to 

  SAMHSA.  We haven't talked about that in terms of how 

  do you then go into your separate measures for 

  individual programs, aggregate a lot to determine 

  whether or not SAMHSA in total, or as maybe proponents 

  of SAMHSA, are achieving goals and where should you 

  put your investment. 

       ONB has emphasized that they are really looking 

  back to the -- to the agencies to determine -- it 

  sounds very similar to the healthcare reform logic 

  model.  What do you really need to know in order to 

  manage not only day-to-day, but year-to-year and to 

  plan?  That the measure is put in because some analyst 

  thought they were good is not good enough, because 

  they're not managing the programs and they're not 

  developing planning.  That's it in a nutshell. 

       CHAIRPERSON HYDE:  So the point here is there's 

  that -- there's that environment.  There's the 

  Affordable Care Act environment, and then there's our 

  larger, just wanting to know whether we made a 

  difference environment.  So there's a lot of these 

  pressures going on.  Flo, I think you were next. 

       MS. STEIN:  We have the beginning of a system in 

  North Carolina that matches claims data on the 

  physical health and behavioral health side.  And 

  fifty-four percent of all the people receive Medicaid 

  services, health services in North Carolina also 

  receive a behavioral health or DD (sic) service.  And 

  so on the community care North Carolina side where 

  they're trying to manage obesity, asthma, and 

  diabetes, and hypertension, they can see that their 

  outliers are also our people.  And so we are working 

  very hard to pull that together.  And we're on an 

  alert system that when somebody is really having a 

  problem on the physical health side, they call our 

  intermediaries, our local mental health centers, and 

  say, please send your care coordinator out there to 

  see what's going on.  And so we're really, really 

  trying to pull that together where we have the 

  weakness, they know that if we're not managing on the 

  behavioral health side, they cannot meet their goals 

  on the health side. 

       It's not vice versa yet though.  We have done 

  very well on saying what could -- what else could we 

  see that would be saying our people on the behavioral 

  health side were actually meeting all the things that 

  they would want in their own lives as you were talking 

  about before.  So there's some articulation that needs 

  to be done on our side, but lots of data with 

  assumptions that could be looked at to see if we could 

  figure something out. 

       CHAIRPERSON HYDE:  Thanks, Flo.  Okay.  We're 

  down to one of those we've got five minutes left.  

  We've got Cynthia, Stephanie, Arturo, Ed, and then we 

  have one comment I'm going to take from the audience.  

  Cynthia? 

       MS. WAINSCOTT:  Can you hear me? 

       CHAIRPERSON HYDE:  Yes. 

       MS. WAINSCOTT:  I thought the horse race analogy, 

  in fact, matter of fact, it sounds like you're off to 

  the races and keep at it because if you can pull this 

  off, it will be a gift to the field.  I would like to 

  say my biggest concern about it is a -- (Inaudible). 

       CHAIRPERSON HYDE:  Cynthia, you're getting soft.  

  Can you speak up? 

       MS. WAINSCOTT:  Yes.  Can you hear me now?  Can 

  you hear me now? 

       CHAIRPERSON HYDE:  Yes. 

       MS. WAINSCOTT:  I think our biggest danger is 

  that there is a tendency of people who work in large 

  systems and only control part of that system to do 

  exactly what happened to you, Pam, where the doctor 

  said how can I be responsible for the housing or 

  whatever.  I've had two experiences lately that really 

  enforce that to me.  About two years ago I had a 

  psychiatrist who was knocking the recovery.  He had 

  crossed his hands and said to me, "I am not a social 

  worker."  Back a year-and-a-half ago, I had a mental 

  health commissioner cross her arms, same body 

  language, and say, "I don't do housing."  I'm not 

  having to deal with either one of those people 

  anymore, and that's a good thing. 

       CHAIRPERSON HYDE:  You will, Cynthia. 

       MS. WAINSCOTT:  Yeah.  But we have to watch out 

  for that, because unless we keep our eye on the lives 

  of the people being served, the -- the desire of the 

  people in the system will be overlooked.  That's a 

  human trait.  It's natural.  And our job I think is if 

  we articulate it well, and it's going to take a lot of 

  sort of grit to do it, and there's going to be push 

  back against it, is to say do people have productive 

  things to do in the daytime?  Do they have a social 

  milieu their comfortable with?  Do they have a safe 

  place to live?  And if they don't, the system is not 

  working unless -- And maybe one way to approach that 

  is to say which part of the system needs to be 

  adjusted or better connected so that that works rather 

  than criticizing that system, although sometimes, of 

  course, that is necessary.  So just go get them.  I 

  think it's a wonderful step you're taking. 

       CHAIRPERSON HYDE:  Okay.  Stephanie, you're next. 

       DR. LeMELLE:  As a demonstration, a model for 

  some of what we're talking about, I think what Kate 

  mentioned to John about Medicaid data, in New York 

  there's a program called Psyckes, and it's P-s-y-c-k-

  e-s.  And Psyckes is a combination of Medicaid data 

  and Office of Mental Health data that has been put 

  together, and it can be sorted by program.  It can be 

  sorted by practitioner and prescriber and it can be 

  sorted by consumer.  

       One of the projects -- they have two projects 

  that they're working on right now -- one is looking at 

  cardiovascular risk factors, which gets to what Flo is 

  saying, which is the mental health side, looking at 

  the impact of medications on obesity, diabetes, 

  cardiovascular disease risk factors that the 

  clinicians have access to.  So the clinicians actually 

  have access to this data, can track it to the 

  individual, can track it to other prescribers who were 

  prescribing cardiac meds and other antihypertensive 

  meds. 

       The other project that they're working on is a 

  polypharmacy study to look at folks that are on 

  multiple medications.  And through that one of the 

  things, one of the benefits that we find is 

  prescription drug abuse.  And it's helped us in New 

  York to sort of track folks who are abusing 

  prescription drugs and notifying other providers that 

  this is happening.  But it's through this database 

  that -- and the fact that we can sort this data based 

  in multiple ways. 

       A new project that they're working on that's 

  coming down the line for next year is allowing 

  consumers to have access to their own data so that 

  they can then track their progress through the same 

  mechanism, and they're using it in emergency rooms 

  right now.  So it's a fabulous model.  And it really 

  is taking two very large databases, putting them 

  together, and making it really real-time usable. 

            CHAIRPERSON HYDE:  That's a great example.  

       We should talk to CMS about that.  All right.  

       Arturo, and then Ed, and then we'll wrap up. 

       DR. GONZALES:  Well, I just want to go back to 

  the point of, you know, that the medical field knows.  

  You know, they have the protocols and they can tell 

  you what's going to work or what's not going to work.  

  The brain surgeon kind of analogy here.  I think 

  behavioral health has that also.  It's just we haven't 

  -- I'm just thinking -- I just want to say do we know 

  when SAMHSA, with pilots that have already been done, 

  and projects they have already been done, what have 

  been effective?  What have worked?  And I'm sure we 

  do.  And -- and it -- you know, I'm thinking of ISPRA 

  (sic) integration of primary care and mental health, 

  those kinds of things.  There are things that we 

  learned there that add to the medical community that I 

  think we should be proud of and take to the table as -

  - as evidence-based that at least things work.  

  Particularly with HHS if -- I mean particularly with 

  HRSA, if they're going to be pushing the healthcare 

  reform, that you do have something to take to the 

  table.  Maybe it's just developing a compendium of 

  those things that HRSA has done that does work so that 

  we have that to model. 

       CHAIRPERSON HYDE:  Thanks.  That's a very good 

  point.  Okay.  Ed and then we're going to take a 

  comment from the audience, Claire Ricewasser, if I'm 

  reading that right.  So, Ed, you're next. 

       DR. WANG:  I just wanted to share a state example 

  of some of the discussion that was generated.  In 

  Massachusetts, the Department of Mental Health, which 

  I belonged, and in terms of our procure mental health 

  services, we actually focus in terms of client's 

  outcomes.  And since we are, as a Department of Mental 

  Health, are held responsible of the clients or the 

  people in recovery that we served, we actually have 

  indicators specifically on employment, education, and 

  stable housing, and other indicators as well, because 

  the people that we serve, they are telling us that, 

  you know, they want to be seen as a whole.  It's not 

  just about behavioral health services.  It is about 

  education.  It is about employment.  It is about 

  stable and safe housing.  So that actually becomes a 

  performance measure, dashboard measures for the 

  Department of Mental Health. 

       So what happens is that based on the dashboard 

  our programming, actually for the past year, have been 

  redesigned.  They specifically focus on one of the 

  model type.  It's called community-based flexible 

  support.  Our providers are held responsible, both in 

  terms of behavioral health interventions, as well as 

  in terms of employment, housing, and so forth.  And 

  those are the dashboard indicators.  Now, how are they 

  going to achieve that?  We -- you know, certainly we 

  assess some of the processes through auditing and so 

  forth, but those are the results they need to 

  demonstrate back to us. 

       Pete said the same thing.  I just want to add a 

  little bit more about disparities.  Is that with the 

  disparities, in terms particularly with racial and 

  ethnic language group, I also added in terms of a 

  dashboard indicator of language assess.  The reason 

  for that is because if you cannot speak the language, 

  you cannot get those services including housing, and 

  employment, and so forth.  So that sort of defines for 

  some specific group.  And that actually is sent off to 

  the Executive Office of Health and Human Services, 

  which the one thing that our Secretary -- our 

  Secretary did at a very early of her -- of her job, is 

  actually called the EHS results that requires not only 

  the Department of Mental Health, but it's also the 

  Department of Public Health and other agencies under 

  the Executive Office of Health and Human Services, 

  again to demonstrate the same results and maybe some 

  other similar activities.  So I just wanted to provide 

  an example at the state level. 

       CHAIRPERSON HYDE:  Great.  Thanks, Ed.  That's 

  really good.  We're going to take one comment from the 

  audience now, and we'll take more comments later, but 

  Claire Ricewasser.  Do I have that name correct? 

       MS. RICEWASSER:  Correct, Ricewasser.   

       CHAIRPERSON HYDE:  Great. 

       MS. RICEWASSER:  I'm from Al-Anon Family Group 

  Headquarters and the discussion on data as research is 

  very interesting, because Al-Anon, for many years, as 

  most of you know, we're very rich in anecdotal 

  testimonials from our members as to the effectiveness 

  of Al-Anon as a community resource and the impact of 

  somebody else's drinking on members' lives.  And this 

  time we've stepped it up because we realize that there 

  has to be evidence-based data to support our program 

  and what living with active drinking is doing.  And so 

  we have a new membership survey which shows we 

  measured like nine negative and positive emotions.  

  Members responded before attending Al-Anon and after 

  attending Al-Anon over twenty physical problems, which 

  I think is probably very important to you in the work 

  that you do, that actual illnesses that members have 

  and the improvements even that they see after 

  attending Al-Anon, and their ability to physically, 

  and emotionally, and spiritually improve their lives 

  as a result of receiving help.  And improvements in 

  daily functioning and -- and also some other important 

  data besides standard demographics, married, education 

  level.  We found fifty-one percent of our members have 

  feared for their physical safety.  So that gives you 

  some real hard facts with -- in terms of domestic 

  violence, and, of course, verbal abuse.  But we're 

  very excited to be able to offer this kind of data to 

  the health, mental health, and medical health care 

  communities and social workers, this type.  And it is 

  on our website, posted on our website, www.al-anon, A-

  l, dash, A-n-o-n, dot o-r-g.   

       And we also wanted to let you know that we have 

  now an information analyst.  And the other service 

  that she provides is that we have a large number of 

  Al-Anon members who have volunteered to be research 

  participants for studies in health.  And so we urge 

  you to contact our office, if you are doing research 

  on families and children with alcoholics. 

       CHAIRPERSON HYDE:  Great.  Thank you very much, 

  Claire. 

       Okay, Pete, anything you want to say to wrap up 

  here?  Okay.  Once again this is a really rich 

  discussion.  It raises more questions than it answers, 

  which is exactly what it should do from your advice to 

  us.  So thank you.  We'll take all of this back and do 

  some more thinking and come back to you later.  Okay.  

  Lunch is -- Toian is going to tell us about lunch. 

       MS. VAUGHN:  Okay.  Lunch is at the Prime 

  Meridian Restaurant.  Some of you ate there.  They 

  served breakfast there this morning.  It's on the 

  lobby area in the South Tower.   

       CHAIRPERSON HYDE:  It's a buffet. 

       MS. VAUGHN:  It is a buffet, and you will be 

  seated in a section just for the Council members and 

  SAMHSA staff. 

       CHAIRPERSON HYDE:  Okay.  So we're just a little 

  bit behind, but if we can at all, let's try to get 

  back here ready to roll at 1:30 because we have a 

  panel from Georgia that John will be managing for us.  

  We'll see you then. 

            (Recess).  

       CHAIRPERSON HYDE: This afternoon is a 

  panel that I'm going to turn over to John here pretty 

  quick.  But we wanted to take healthcare reform, which  

  is such a huge issue, and try to highlight just a 

  little bit of one issue that we might have some 

  interest and concern about, which is peer and family 

  supports and how they play a role in our services or 

  our good and modern service paper and other things 

  that we're dealing with, and Georgia has some work 

  they're going -- they're doing in that regard. 

       So, John, we turn it over to you and let you 

  introduce our guests.  

       MR. O'BRIEN:  Before I introduce my guests here, 

  I was going to just spend a little time doing an 

  update on healthcare reform, and then I was going to 

  segue in to the panel.  Because last time I was here, 

  which seems like a long time ago, but it was actually 

  only about four months ago, we had just passed the 

  Affordable Care Act, and we were talking about the 

  four hundred and fifty plus provisions that were part 

  of the Affordable Care Act and trying to highlight 

  what at least we thought was significant as we began 

  to look into our crystal ball of implementation.   

       So now it's fast forward.  We're at a hundred and 

  fifty days, give or take a few days, implementation of 

  the Affordable Care Act, and I think that there are a 

  couple of things that are worth highlighting, both in 

  reference to the conversation that we're about to have 

  around recovery support services, but also some of the 

  things that we had talked about earlier today, and 

  probably what you're going to talk about tomorrow.  

       The first thing that I think is important to know 

  and some of the staff know it because they've lived it 

  is, the good news is that we have had -- the 

  administration has had all the benchmarks that it was 

  supposed to have, in terms of doing implementation of 

  various activities of the affordable care act over the 

  first hundred and fifty days.  Actually, the magic 

  number is one eighty.  Six months after the Act was 

  passed there is a ton of stuff that gets done, and, 

  again, that I think some of the staff in the room, 

  because of having reviewed that ton of stuff, know 

  that we are well on our way towards implementation.   

       What I thought would be helpful is to talk about 

  what are some of the major themes that I think we're 

  going to hear over the next six months as it relates 

  to the roll out of healthcare reform, talk a little 

  bit about what is SAMHSA's role as it relates to 

  healthcare reform, talk a little bit about what we've 

  done so far, because we talked a bit about it three or 

  four months ago, but I wanted to give you a sense of 

  what staff are doing, and then what's our homework, in 

  terms of what's going to be needed, and I take this 

  into bite sized pieces, over the next six months to 

  get some of what needs to get done done.   

       So in terms of themes, and, again, these are 

  probably not anything that you haven't heard, but 

  there are some major drivers that are affecting our 

  work and obviously affecting HHS work that, as I begin 

  to talk about the impact of healthcare reform and our 

  homework we'll put this into context.  Obviously, one 

  of the major themes is that more people will have 

  insurance.  Again, we often talk about the thirty-two 

  million people -- the additional thirty-two million 

  people that will be getting insurance, as it relates 

  to the affordable care act, and that, again, is a big 

  driver in our system.  

       Pam said this earlier.  Medicaid is going to play 

  a bigger role in mental health and substance abuse 

  disorder and prevention than ever before.  I liken it 

  to dating.  We have gone on many dates and we seem to 

  be doing very well, in terms of our dating with 

  Medicaid.  We're not quite ready to talk about moving 

  in together, but, frankly, they have been tremendous, 

  in terms of including us, not only in the things that 

  we share custody of, in terms of provisions, but also 

  those things that they come to us and see SAMHSA as 

  the expert on, or should be the expert on.  You can't 

  go through a day at SAMHSA, or, frankly, at HHS, 

  without talking about the interface between primary 

  care and specialty care coordination, and, again, for 

  our role it's primary care and behavioral health care.  

  Although not highlighted lots in some of the 

  discussions that you probably hear on CNN, or CSPAN, 

  or Fox News, whoever you watch, there are a lot of 

  provisions in there around long term care and long 

  term support services that I'm going to highlight 

  because they play a huge role, I think, in terms of 

  our we think about the block grant and, frankly, how 

  they're thinking about spending their money, and there 

  is a lot of money still left in long term care, 

  especially on the Medicaid and Medicare side.   

       And last but not least, preventing diseases and 

  promoting wellness is a huge theme throughout the 

  legislation, and, frankly, in a number of the 

  implementation activities that have occurred over the 

  last four or five months.  

       What's the impact of the affordable care act, 

  again, I think about it on the populations that we 

  serve?  Here's some fast facts, and that is thirty-

  nine percent of the individuals that are served by 

  state mental health authorities have no insurance now, 

  and sixty-one percent of individuals served by state 

  substance abuse authorities have no insurance.  Many 

  of those individuals, when we get to January 1st, 

  2014, will have either some Medicaid coverage or they 

  will have -- or they will participate and be able to 

  get insurance coverage through the state exchanges.  

  We're trying to figure out and we're actually going to 

  work with the states to try to figure out how the 

  folks that are being served now who are the folks that 

  are most likely to be able to transition to Medicaid 

  and/or transition to private insurance through the 

  exchanges.   

       Some of the services that are being paid for 

  under the block grant will be services that are 

  covered by the benefit plans that will be offered in 

  2014.  Again, a decision that has yet to be made.  

  It's one of those things that HHS and we believe 

  require some thought, and I'll talk a little bit about 

  what we're doing around thinking about benefit 

  packages in a second.  And, again, 2014 is magical in 

  some cases for a lot of folks, but there are a number 

  of states that are already moving forward with trying 

  to cover low income folks, single adults below a 

  hundred and thirty-three percent of the federal 

  poverty level, and they can do that now.  Medicaid 

  will allow them to do that now.  They won't get the 

  higher match.  

       A couple of other things that are on the impact 

  of the affordable care that I just wanted to 

  highlight, because, again, it really helps us focus 

  our work.  One is the focus on primary care.  There 

  are five different initiatives throughout the Bill, 

  and, frankly, being done by different agencies that 

  focus on medical home or health home.  And one of the 

  things that we're trying to do both in SAMHSA, as well 

  as across HHS, is to try to get our arms around those 

  things that were already preexisting, in terms of this 

  type of work, but also in terms of what needs to get 

  done over the next couple of years.  

       Enhanced federal incentives, both for Medicaid 

  and Medicare for these initiatives.  States, I can 

  tell you right now I just got two requests this 

  morning from states who are thinking about wanting to 

  do health homes for Medicaid that I'll talk about in a 

  second and want technical assistance from SAMHSA on 

  how to do it for behavioral health services or for 

  individuals with behavioral health needs, focus on 

  home and community-based services.  You know, there's 

  a number of places that expand Medicaid to cover 

  additional home and community-based services, and for 

  a time, actually provided additional incentives, 

  physical incentives, for those states that want to 

  begin to think about using less institutional 

  services, so less services that are provided in 

  psychiatric residential treatment facilities, that's 

  the PRTF, or for institutions for mental diseases, the 

  IMD's, are a target of actually the money follows the 

  person project, which, again, was re-released last 

  week by CMS with a huge focus on behavioral health.  

  We're going to actually facilitate a call tomorrow 

  with the states, the states' Medicaid directors and 

  mental health directors, and the states' substance 

  abuse directors, on how to think about money follows 

  the person, especially for kids and adults who have 

  some pretty significant behavioral health needs.   

       So in moving the implementation of the affordable 

  care act forward, I talked a little bit about health 

  homes, and I know it's a constant thought there that I 

  think this is befuddling.  We're actually trying to 

  get a one-pager out about what a health home is, 

  because there is, I think, lots of confusion about 

  what it is.  But, for the most part, it is a place of 

  accountability in the community for someone's health 

  care.  It is not a residential program, because a 

  number of folks have been concerned that when you talk 

  about homes you talk about residential programs.  But 

  it is a place of accountability to be able to get your 

  medical care. 

       We are responsible, according to the legislation, 

  for providing technical assistance to states who are 

  interested in health homes.  Initially, it was going 

  to be just those states that were going to show an 

  interest in behavioral health homes, and what Medicaid 

  and we have decided is that any state plan that comes 

  in that doesn't include behavioral health needs to be 

  reviewed by us and needs to be asked the tough 

  questions about what are you doing about health homes 

  for individuals with serious mental illness?  What are 

  you doing about health homes in terms of screening for 

  depression, or screening for alcohol or drugs?  So, 

  again, really important things.  States can start this 

  program or get approved for this program as of January 

  1st.  And so we are working internally to come up with 

  the technical assistance package, including the 

  technical assistance vendor that's going to be awarded 

  in the next few weeks to help with that consultation.  

       Lots of work to do here.  The state Medicaid 

  director, SMD letter, should be out in the next few 

  weeks, and hopefully that will help states with some 

  clarifications about what is and isn't a health home 

  and what are the expectations.  

       Developing growing measures for healthcare 

  reform, that's pretty much what we spent the last half 

  of the morning talking about.  But, again, as Pete 

  said, there are multiple groups that are trying to 

  address this issue because it's so big.  But, again, a 

  big time, or a time factor, or a big time line 

  benchmark is January 1st that there will be a plan to 

  the Secretary -- or from the Secretary to Congress 

  about what are some of the critical measures for 

  healthcare reform.  And they have asked us to provide 

  input on that as well.   

       Primary care and behavioral health integration, 

  bi-directional, the expansion of the current sites 

  that are being funded by Center for Mental Health 

  Services, proposed expansion, I think, for more sites.  

  I think that number might be different.  I did this 

  slide before I was sure whether or not we got some of 

  the prevention trust fund money.  But the point is 

  there will be more sites.  We have the technical 

  assistance center and done the work, as I just 

  mentioned, between CMS and the health home around 

  this.  

       The home visiting program that Larke mentioned 

  and has been incredibly involved in, it was put out 

  for bid about two months ago.  We got a fair amount of 

  -- or HRSA, right, got a fair amount of applications.  

  The states' substance abuse directors had to sign off 

  on it because it was targeted to those families that 

  were either at risk of addiction or had some addiction 

  issues, and so there's lots of work that SAMHSA doing 

  as it relates to those grantees and it's multiple RFA 

  process that Larke and others are working on.   

       A couple of other things that I'll just mention.  

  You can see prevention, prevention, prevention is big.  

  There are a number of regulations that are coming out 

  as it relates to prevention that either identify what 

  are some of those services that are preventive 

  services that have to be covered by insurance 

  companies, and/or what are those services that won't 

  require a copay, over in, you know, six months or four 

  months that are being covered by insurance companies.  

  Now, it's the individual prevention level and there is 

  still -- we recognize a need for talking about, you 

  know, community prevention efforts and larger 

  prevention efforts as well.  

       A couple of other things.  Pam mentioned good and 

  modern.  There was a piece that we put out a couple of 

  months ago in draft that talked about what's a good 

  and modern mental health and addiction system.  One of 

  the reasons that we did that is because we wanted to 

  get ahead of the curve, as it relates to saying these 

  are the services that we think comprise a good mental 

  health and addiction system.  We used good because we 

  want to get to ideal, but we know we've got to start 

  with good and we'll get to ideal.  We used modern 

  because we really wanted to have the frame of what is 

  it that we should be buying now versus, you know, what 

  were we buying in 1980 that we might not think works 

  anymore?  Actually, I get the most grief for the good 

  and modern, especially from younger staff who think of 

  it as kind of an old fogy's term, but somehow it's 

  sticking.   

       But we use it as foundational work for a lot of 

  things we're doing, and I just, "A", had the pleasure 

  of talking to Mimi (sic) from Texas who's here, who 

  said she took that and she said that she's using that 

  and applying that in terms of how they're thinking 

  about some of their mental health planning and 

  substance abuse planning.  CMS has used it as well in 

  a positive way, in terms of thinking about how systems 

  look.  And it's not just a piece that says here's what 

  Medicaid should buy or we should buy or HRSA should 

  buy.  It's really collectively what should this system 

  look like?  What are the services that this system 

  should have in order to produce the outcomes that are 

  needed in order to be able to have a healthy system.  

       You know, obviously one of the things that we're 

  also trying to do is to get the field to come to some 

  agreement on what makes sense to deliver in 2010, and 

  that's no easy task.  But what of what we're saying is 

  we're putting out is good and modern, and maybe not 

  perfect, but it is -- we put the tent pegs in the 

  ground.  And, believe it or not, we're getting a fair 

  amount of agreement on it, which we're very happy 

  about.  

       A couple of other things.  Again, there were some 

  behavioral health measures that were included in the 

  first round of meaningful use as part of what is in an 

  electronic health record.  And, again, it was 

  something that SAMHSA and especially SAMHSA leadership 

  pushed hard, in terms of getting those in there.  

  There's going to be a couple of rounds of these 

  meaningful use and we're in round one.  And 

  specifically looking at screening for depression and 

  screening for alcohol as part of those first measures, 

  and there's more to come.   

       Prevention trust fund we mentioned.  We are 

  getting dollars from the prevention trust fund, and 

  for a number of things, including the enhancement of 

  primary care and behavioral health integration, with a 

  particular focus on those individuals that are in 

  those projects that are still smoking.  Smoking 

  cessation is going to be a huge part of what gets done 

  there.  

       And then work plans for the provisions that we 

  have responsibility for.  So, let me just go through 

  this quickly.  Again, we've had more meetings that we 

  really care to count and, so, there are the initial 

  meetings with CMS regarding the health homes.  You 

  know, I know this sounds really bureaucratic, but 

  there were twenty eight regulations reviewed and 

  vetted by SAMHSA staff.  On average, those regulations 

  were two hundred and fifty pages long.  On average, we 

  had somewhere between 24 and 48 hours to turn those 

  around, and to either stop them and say, you forgot 

  about behavioral health, or to say, you might want to 

  think about this, or to say, that looks good.  And, 

  again, I can't thank the staff enough who worked on 

  that because it was a pretty quick turnaround time.  

       We're getting the ability to comment and really 

  provide further comments from CMS on the state 

  Medicaid directors on those things that are behavioral 

  health oriented, and I think that's really important.  

  Again, they've been a terrific partner over the last 

  five or six months.   

       And then block grants.  There is a ton of work 

  that we're doing on block grants, both in terms of 

  trying to figure out what are the block grants going 

  to look like, you know, the year after next and the 

  year after next, but how to think about redirecting 

  the block grant in this era of healthcare reform where 

  you're going to have more people that are covered that 

  are probably getting most of their service or much of 

  their service purchased with block grant dollars, and 

  also that some of these services are going to be 

  covered by Medicaid or by exchange.  It's not all of 

  that.  There are probably many services that are 

  bought now with block grant dollars that might not be 

  covered by Medicaid or the exchanges, but we have to 

  figure out how to use those dollars differently, in 

  order to be able to wrap around individuals, wrap 

  around families, and support them in their treatment, 

  their recovery, and their resiliency.  

       So a couple of things that I want to talk a 

  little bit about as a segue into our panel, and I'll 

  leave the last bullet -- or the first bullet for last.  

  There are a variety of things that we are working on 

  right now that we are going to be releasing over the 

  next couple of weeks, specifically as it supports a 

  number of organizations, and groups, and individuals, 

  around healthcare reform.  And if I think about it I 

  think about what do we need to do in order to be able 

  to support the states, what do we need to do in order 

  to be able to support the providers, and also then 

  what do we need to do in order to be able to support 

  individuals, and families, and others who are still 

  struggling with, oh, my, gosh, what is healthcare 

  reform.  

       So one of the things that we're going to do is a 

  road map for the states.  We've got it.  We're going 

  to get it out soon.  And it really is kind of a map.  

  Think about it -- I don't know if any of you ever use 

  triple A, but you get the trip text.  And if you want 

  to go from Atlanta to Denver, you know, you get twenty 

  pages printed out of where you go.  You always know 

  you're going to go to Denver, but you're not quite 

  sure where you're going to go in between.  And so this 

  road map isn't what do you do now for the next three 

  and a half, five years.  It's really what do you do 

  now in the next six months in order to prepare 

  yourself for the next three and half or five years, 

  because, frankly, there is so much that you could pay 

  attention to, you get lost in the weeds or lost in the 

  clouds.  And we're trying to say, here's the things 

  that if you invest some time in these four, five, six 

  places the dividends will pay off when you get closer 

  to 2014 and 2017.  So that's one thing that hopefully 

  we're going to get out of the door next week.  It's 

  done.  It's not bad.  No, it's not bad.  You know, 

  there are a lot of road maps out there.  That was the 

  one thing, I'll just say, I'll digress for a second.  

  It's like we talked about the road map.  A week later 

  then we saw an article come out about a road map.  The 

  next thing I've seen six road maps, and, you know, 

  they're not bad.  But what they kind of don't do is 

  kind of go down and give folks something to hang onto, 

  in terms of what do I do next.  And I'm hoping ours 

  will.  

       I'm going to talk a little bit about the 

  addiction donut hole, without confusing you all.  I 

  don't know if I'll be successful in that.  But there 

  is another donut hole that's out there.  We call it 

  the addiction donut hole, and, frankly, between 

  healthcare reform and parity there will be good fixes 

  as it relates to the availability of addiction 

  services.  But for current Medicaid eligibles that 

  don't participate in managed care, right now neither 

  parity nor healthcare reform is going to fix that.  So 

  if you're a state that doesn't have good coverage on 

  the addiction side in your Medicaid program and you 

  don't have managed care, or are you participating in 

  managed care, your benefit package doesn't attach.  So 

  we've identified that as a donut hole, another donut 

  hole, and we're sizing that hole.  What states are 

  most at risk of being donut holed?  How many people 

  are in that donut hole?  How many people are likely to 

  use services, etcetera.  

       We're also looking at lessons learned from six 

  states.  There are a number of states that have done 

  healthcare reform.  We've expanded eligibility, and 

  we've seen some of the studies around, just general 

  healthcare, but we're really focusing on what was the 

  experience for those states, specifically related to 

  behavioral health.  What was the benefit package?  

  What were things that individuals that were in 

  recovery, families' experiences as they enrolled, as 

  they got or didn't get services, etcetera.  

  Association provider, infrastructure support, we've 

  brought the National Association of Providers together 

  in the room and said tell us the four things that you 

  need to pay attention to, or you think you want to pay 

  attention to over the next few years in order to 

  figure out -- so if the National Council is doing 

  something on compliance, then the state substance 

  abuse association should probably use what the 

  National Council is doing around compliance, rather 

  than developing their own compliance curriculum, 

  etcetera.  And that's kind of a little bit of what 

  we're trying to do there. 

       Then healthcare reform basics.  The middle of 

  next month we're going to start a series of Webinars 

  on just the basics.  So the first ones are going to be 

  around what are health homes.  The next one is around 

  what is high risk pools?  What is an exchange?  Those 

  terms that I don't think we're very familiar with that 

  we need to get more familiar with, because they're 

  going to be in our vernacular for the next six, 

  twelve, fifty years until someone else comes along and 

  calls it something different.   

       Then let me go to the last piece, because that's 

  really the segue into our panel discussion.  In the 

  good and modern paper one of the things that we 

  realize is that there are a number of service types 

  that we believe have good evidence or the promise of 

  good evidence, but that we should take some leadership 

  role with the recovery community, in terms of defining 

  some of those services in a little bit more detail.  

  And so we decided that we would embark on a process by 

  which we would do some work internally around 

  describing or defining what various recovery support 

  services were.  And we asked our stakeholder committee 

  to give us some ideas about what those should be as a 

  start, and universally what they came up with, in 

  terms of recovery support services is that it would be 

  really helpful if there were some definition or if 

  there were some clarity about what the role of a peer 

  specialist was, or the role of a recovery coach was, 

  or recovery mentor was, or a family navigator.  And so 

  now we are in the process of actually working on some 

  of those service definitions in order for us to be 

  able to try to give some clarity, both, frankly, 

  within SAMHSA, but also to some of the payers and the 

  rest of the community out there.  It's hard.  We're 

  not trying to do this in silos.  We're putting 

  everyone in the same room.  It's the Dominoes theory.  

  Do you know the Dominoes theory.  This is not about 

  the game dominoes.  You put everyone in the room and 

  say we want you to get on the same page because 

  Dominoes delivers.  You're not leaving this room until 

  you're done.  And so they're working real hard, in 

  terms of trying to figure out how to get past some of 

  the nomenclature and past some of the differences in 

  order to be able to come up with things that really do 

  work across both kids and adults, to the extent that 

  it can, and across both mental health and addiction, 

  and it's hard, but it's getting there.   

       So anyway, that's a little bit about the work 

  that needs to get done, and, again, a nice segue in 

  terms of some of what we're doing.   

       We have asked a pretty illustrative panel -- 

  illustrative panel from the state of Georgia, who I've 

  had the pleasure, at least with the exception of 

  Charles, who I'm sure I'll work with for many years to 

  come, to work with over the last ten years in Georgia 

  in different capacities to talk a little bit about the 

  recovery support services, or the family support 

  services that are in existence in Georgia, as well as 

  both some of, I think, what it looks like and some of 

  the struggles that they had.  But, more importantly, 

  what are some of the opportunities that they've had.   

       So I've got Sue Smith from -- who is the chair of 

  the Foundation on -- Foundation -- Federation of 

  Families for Children.  I butchered that, Sue.  I'm 

  sorry.   

       I have Neil Kaltenecker, who is the President of 

  the Georgia Addiction Providers Association.  You 

  probably have a more glamorous name than that, but I -

  - that's what I remember you being called.   

       And then Charles Willis, who is the Georgia 

  Mental Health Consumer Network.  He's the program 

  director for Self-directed Recovery.   

       And I thought I would have them talk a little bit 

  about their programs individually, and then open it up 

  for comments.   

       MS. KALENDECKER:  How do you like that?   

       MR. WILLIS:  I like that.  I was (inaudible) to 

  the beautiful women.  Good afternoon, and thank you 

  very much for assembling here in the Metro Atlanta 

  area.  We welcome you to the state of Georgia.  We're  

  really happy that you chose to have your meeting here.  

  I would like to begin by thanking our lawmakers for 

  thinking it beneficial that they come out and be a 

  part of this session, along with our president and 

  chairperson of our Planning and Advisory Council, 

  Margaret Bather (sic).  Along with Danton Sealy, who 

  was the administrative assistant for Mental Health 

  Planning and Advisory Council. 

       I bring greetings from the Georgia mental health 

  consumer network, where Sharon James Tucker who is our 

  executive director, and for those of you who don't 

  know, Sherry has in two consecutive years won national 

  awards, both from Mental Health America and the United 

  States Psychiatric Association.  So we're really proud 

  of the leadership that she has exhibited here in the 

  state and across the nation.  But we contributed quite 

  a bit of that with her finesse in creating 

  opportunities and relationships.  And I just can't go 

  any further about also welcoming the great Kathryn 

  Power, who really has been very supportive of the 

  movement here in Georgia and has been here a number of 

  times to be a part of some of the programs that we 

  rolled out, and so we're really grateful for what 

  SAMHSA and CMHS has done to us or for us in the 

  recovery process here in the state of Georgia.  

       I bring you greetings, of course, from the 

  Georgia Mental Health Consumer Network, where we are 

  about four  thousand strong now, consumers living with 

  mental health services.  We are one of the larger 

  consumer networks throughout the nation.  We got our 

  humble beginnings back in 1991 when a group of thirty 

  people got together at a kitchen table and decided 

  enough was enough, and decided through advocacy, 

  education, and support for recovery and employment 

  that something could be done.  And as a result of that 

  we have grown to now celebrate next week our 

  nineteenth consumer conference, whereby between four 

  hundred and six hundred consumers across this state 

  gather together at St. Simons Island, Georgia to 

  celebrate recovery and to learn and participate in the 

  process that is ever -- ever getting better.  

       We would to also thank the leadership, the state 

  leadership, as it relates to RAW (sic).  Of course, 

  RAW is our legislative body for supporting us in this 

  effort, as well, because I think Georgia members of 

  the legislature get it and understand what recovery is 

  all about.  They've been really supportive of our 

  efforts to expand programs that SAMHSA has funded in 

  the past with several grants, and have found it 

  necessary to continue those same, about which we're 

  truly grateful.   

       Our mission course is to promote recovery through 

  advocacy, education, and employment, empowerment, and 

  peer support, and we are really happy to talk about 

  the inception here in the state of Georgia of the 

  Medicaid Reimbursable Services for Certified Peer 

  Specialists that began here and is now being used 

  across the nation.  In fact, twenty-six other states 

  have, in fact, put into practice the utilization of 

  persons living with mental health services to deliver 

  programs and support services, so we're really happy 

  about that.  

       We also like to say that the trained workforce 

  that are certified peer specialists that we have here 

  in Georgia came as a result of a state networking 

  grant that we received from SAMHSA and CMHS.  And at 

  the time we talked about the possibility of using 

  persons living with a diagnosis to support other 

  people living with a diagnosis to get well and stay 

  well.  That was the brainchild of Larry Fricks (sic) 

  and Ike Powell, who wrote out the grant request and 

  got with the representatives here in the state and the 

  state representatives of then the Mental Health 

  Developmental Disabilities and people receiving 

  services agreed that if we were able to put this 

  together they -- they would support it if we got it up 

  and running.  Of course, we did just that.  So we know 

  that it has created an opportunity for persons living 

  with a mental health diagnosis to become empowered in 

  supporting other people.  It's given us an opportunity 

  to get off the poverty rolls, as it relates to going 

  to work, maintaining relationships, regaining family 

  support, and doing other things that for some of us we 

  thought we would never be able to do.  So we are truly 

  grateful for the work that Larry put together.  And 

  we're also proud of the fact that he has left the 

  state of Georgia to expand what he envisioned here in 

  the state to be a promise for those of us living with 

  mental health diagnoses to live in a community and be 

  treated with dignity and respect.  So we are truly 

  grateful for the work that he has done and the work 

  that he continues to do.  

       Over the last ten years we've trained over eight 

  hundred consumers of mental health services, with over 

  five hundred of those persons actually receiving 

  certification.  We have over three hundred that are 

  currently working in the mental health system here in 

  the state of Georgia, and the Georgia mental health 

  consumer network, which is one of the larger consumer 

  organizations in the nation.  I'll boast that we have 

  forty consumers or certified peer specialists working 

  in our organization, and we boast that this is the 

  largest group of consumers working with any 

  organization in the world.  So we are really happy for 

  that.  And that has been because of the relationships 

  we built, we've developed both with the state and also 

  with the federal government.  

       Now, the certified peer specialists here in the 

  state of Georgia serve in all types of roles.  In peer 

  support, it widely supports other persons living with 

  a mental health diagnosis.  Also it's a part of acting 

  in the community, CSI teams in the community, and also 

  public mental health providers.  We also have program 

  directors, peer mentors, whose role is to help 

  transition persons out of the mental health hospital, 

  the state mental health hospitals in Georgia, and 

  Georgia has seven regional hospitals, which are state 

  hospitals, transition consumers out of the hospitals 

  into the communities to live a life free of 

  hospitalization, or at least that is our goal.  

       We also have certified peer specialists that 

  facilitate recovery programs, which are Twelve-Step 

  programs, that addresses both mental health and 

  addictive disease needs.  We also have a certified 

  peer specialist who is in the role of our executive 

  director of the Georgia Mental Health Consumer 

  Network.   

       In addition, Project Grape (sic) which is a 

  program that we have with the Medical College of 

  Georgia, whereby certified peer specialists work in 

  conjunction with doctors in the education of upcoming 

  doctors in training.  And we're really happy about 

  that, because this is one of a -- one of a program 

  throughout the nation that's being looked at and being 

  looked at being duplicated, so we're really happy 

  about the opportunity, of course, with SAMHSA's 

  Kathryn Power allowed us to have.   

       And also the state wide Mental Wellness 

  Initiative, of which I am the director.  And the thing 

  about this particular project is one that we are 

  actually wrapping up for the last three years.  And 

  what it was, there was a study conducted by National 

  Association of State Mental Health Program Directors 

  that indicated that persons living with a mental 

  health diagnosis were dying twenty-five years earlier 

  than the general population.  And as a result, we 

  applied for a grant to increase the longevity of those 

  persons receiving services here in the state of 

  Georgia because of poverty, and because of living in 

  rural conditions, and homelessness.  And SAMHSA gave 

  us that opportunity to do just that, and we have 

  started to be a part of the new Ten By Ten campaign, 

  which is being used across the nation to address that.  

  And the Ten By Ten campaign simply says that in ten 

  years we will eliminate ten of those twenty-five 

  years, and here in the state of Georgia we are well on 

  our way.  We realize recovery is holistic, mind, body, 

  and spirit, and we know that some of the side effects 

  of medication, of course, impact our life and 

  mortality and morbidity, but also poverty and the 

  opportunities to be successful in the community also.  

  But, again, we're really happy about the leadership 

  here in the state of Georgia that has made it possible 

  to receive the recovery perspective to create a new 

  commission known as Behavioral Health and 

  Developmental Disabilities, where our new 

  commissioner, Dr. Shelf (sic) is doing a great job of 

  expanding the leadership roles here in the state.   

       We also take part with other mental health 

  stakeholder groups throughout the state and throughout 

  the nation, who always look at opportunities to 

  expand, opportunities to bring in new ideas that will 

  support the recovery of the persons living here in the 

  state. 

       We have a one of a kind in our newest project, 

  and that is funded by the state, and it's the Peer 

  Support And Wellness Center.  This is a respite house, 

  so to speak, in as much as we have three respite beds 

  for persons who find it difficult to continue 

  successfully in the community and need to back away, 

  but who do not want to go to the hospitals.  And so 

  this particular program is run by certified peer 

  specialists, and what we do is support consumers or 

  peers in meeting their needs in the event that they 

  find themselves in the position where support is 

  needed.  The Peer Support and Wellness Center also has 

  a Warm Line.  Now, the benefit of the Warm Line, as it 

  relates to other Warm Lines throughout the nation, 

  Georgia's Warm Line is connected to the behavioral 

  health link, which is the crisis line or the one call 

  in the crisis that links people to services.  Now, we 

  are the Warm Line, which means there have been 

  opportunities for us to actually talk with people who 

  thought they only needed another live person to speak 

  with, but found that they were actually in a crisis 

  situation.  So we have the relationship with the 

  behavioral health folks who are handing those phone 

  calls over and will stay with that person through the 

  transition process.  And, of course, that same 

  opportunity exists with behavioral health link as 

  well, when they also transfer calls to us from persons 

  not in a crisis, but generally just need to talk or 

  share with another individual.  We only have the one 

  here in the state of Georgia, but it is our goal to 

  (inaudible).  And recently Georgia has committed to 

  establishing six regions across the state.   

       We are really happy about the opportunity for 

  peers to come together in education opportunities, to 

  also find alternate ways to address their needs in the 

  community to peer with others and establish networks 

  and organizational structure, in terms of partnering 

  with people to utilize the resources that are here in 

  the community.  We believe in linking people back to 

  the community, as opposed to actually just having 

  persons just drop in to our facility, and it is not a 

  drop in center.  We've had several states and some 

  countries to come in to look at our program and find 

  it remarkable how we are able to provide the services 

  that are needed to individuals in a respectful way.  

  So we're really proud of the work that's being done 

  here in the state of Georgia, but we wouldn't be able 

  to do that without the relationships or the 

  opportunities for establishing relationships.  We 

  pride ourselves in the fact that we've worked hard to 

  ensure that people understand the needs of the 

  consumer organization, and the consumers in the 

  community, and have reached out beyond the confines of 

  the state to enlist supports that we know that are 

  being benefited throughout the nation.  And, again, we 

  thank SAMHSA for allowing us to take risks in 

  developing programs that have proven to be really 

  successful.  So, again, we're really proud of the 

  relationship that we have with our legislative body, 

  our leadership, and the other stakeholders in the 

  state.  Thank you very much.   

       MS. KALENDECKER:  Good afternoon.  I'm Neil 

  Kaltenecker.  I'm the Executive Director of the 

  Georgia Council on Substance Abuse.  Write that down.  

  I actually don't have a provider association right 

  now, but we will one day.   

       I'm also a person in long-term recovery from 

  alcoholism, and what that means for me is that it has 

  been, actually two weeks ago, it was twenty years.  

  It's been my twentieth anniversary since I had a drink 

  or an illegal drug.  I know that you're saying to 

  yourself that she got sober when she was nine.  That's 

  not true.  I talk about my recovery because I feel 

  like everybody should have an opportunity to get well, 

  and that certainly isn't the case in our state.  I do 

  want to thank SAMHSA for having their meeting here.  

  This is great.  Director Hyde it's good to see you 

  here.  So glad ya'll are here.  I hope you're enjoying 

  everything that Atlanta has to offer and then some.  I 

  also want to thank Representative Jay Neal for coming 

  over, and we apologize for not being here this 

  morning, but we had a recovery month proclamation 

  designating September as National Alcohol and Drug 

  Addiction Recovery Month, signed by the Governor.  He 

  came out and greeted us in the Rotunda of the Capital.  

  We had over a hundred and twenty people there, so that 

  was really exciting to do and to see the power of 

  recovery actually happening and having our legislative 

  and executives see that is really amazing.  So we're 

  very sorry to miss it, but that's where we were.   

       Representative Neal is one of our champions that 

  we have in the legislature and we need more, 

  obviously.  But I also talk about my recovery because, 

  like Charles, we need to be saying that people are 

  living in communities every day all day every day for 

  years and years and getting well, and we don't see 

  that quite enough.  So one of the things that John was 

  talking about earlier was, you know, what can we do?  

  How do we define what it is that we do and what the 

  decision that you're making, as leadership in your 

  states and in the federal agencies right now is going 

  to affect our service delivery system for years to 

  come.  So I hope -- It's so nice to be invited to this 

  table and to see that we do have that kind of 

  leadership and ability to invite us and keep inviting 

  us, because we really do know what we need.  

       I live in a state where one in thirteen adults is 

  under some form of correctional supervision.  We lead 

  the nation.  So we have a big donut hole in our 

  treatment delivery system, and it's filled by jail 

  beds and prison beds.  If you're a person of color in 

  this state, one out of seven of you are under some 

  form of correctional supervision.  The national 

  average is one in thirty-one adults.  So that's a lot.  

  Our de facto treatment system is prison and jail.  I 

  think approximately fifty-seven thousand inmates in 

  this state and less than five percent of our prison 

  beds are dedicated towards treatment.  I was just 

  talking to a woman at the Capital today who said, 

  "What do I do?  I'm on parole.  I have a year and a 

  half of sobriety.  I cannot get a job."  It's hard 

  enough in these economic times to get a job if you 

  don't have a felony record, but when you do, it's near 

  impossible, and when you are in recovery and finally 

  believing the benefits of recovery and you don't have 

  anybody giving you a chance because of your record, or 

  you're frozen out of housing, and different supports.  

  That's just not the right way to go.  So we need to be 

  talking about that more too.   

       I missed the talk, the talk about outcomes today, 

  and I hope we're not just talking about outcomes in 

  the acute care model.  We need to be thinking about if 

  we believe addiction is a preventable, treatable, 

  chronic health disorder that can be managed over time, 

  are we treating our outcomes that way.  And I would 

  suggest that we probably are not in most ways, that we 

  are looking at did this person finish treatment, did 

  this person graduate from the program.  That's one of 

  my pet peeves to say we've graduated, because we know 

  we don't usually graduate from a program but we 

  commence.  And we need that support to say that we 

  know that the treatment affects, the acute care 

  treatment affects diminish over time.  So are we 

  measuring that at all?  And one of the things that -- 

  We love the national hospital survey that comes out 

  regularly.  It tells us what kind of drugs thirteen 

  year olds are using, you know, this year, and what 

  kind of drugs are popular, and what the prevalence is 

  and all, but what we don't have, in terms of outcomes 

  or in terms of those kinds of reports is what keeps us 

  sober.  What was it in my life that helped me get and 

  stay in recovery.   And we need to be asking more and 

  more of those questions, because I think the answers 

  will become really clear, but it is a very, very 

  holistic approach.  So when we start discussing 

  quality measures I'm hoping that we start looking at 

  what is the quality over the length of time, and not 

  just saying that fourteen, sixty, ninety days of acute 

  care.  

       A lot of my comments -- I also want to 

  acknowledge someone in the audience.  Hopefully -- 

  I'll look and see if he's still there.  Yes, he is.  

  David Whiters would you wave your hand?  He's sitting 

  two rows back.  David Whiters is someone who received 

  one of the first recovery community support program 

  grants back in 2001, right David, 2001?  And also 

  subsequently got the next round of grants.  He's being 

  doing this recovery, management and recovery support 

  work for years and years and has a lot of good 

  knowledge about that.  And there are several people 

  around the country in states that you come from and 

  SAMHSA you gave these grants out, that really are 

  doing great work in that discretionary model, and we 

  hope to see more and more of that.  Maybe some of that 

  will filter across to the block grants, the block 

  grant supporting more of the recovery support 

  services, as well. 

       So we have a lot of expertise in this area and 

  we've been growing that expertise since the early 

  2000's.  So I think we need to draw on those 

  discretionary programs to see what those learnings 

  were, because there were -- there were many.  And what 

  we know is that if we're going to help folks manage 

  recovery over time that they need more than just one 

  treatment episode, that maybe they're cycling in and 

  out of treatment here and there, and are our systems 

  set up to support that.  I would submit that mostly 

  they are not, but many times so we diagnosis someone 

  with an addiction or substance abuse disorder and then 

  we kick them out of that treatment for confirming a 

  diagnosis.  I see that time and time again.  

  Hopefully, some policies and some consideration will 

  be given to that as well.  

       The peer stuff that Charles just talked so 

  eloquently about is -- Georgia is on the forefront of 

  that on the mental health side.  One thing I didn't 

  mention.  It's so funny.  I'm so out about my 

  recovery.  But what I didn't mention is that I'm the 

  former SSA in charge of -- I was the state director 

  here for two and a half years.  I don't say that often 

  because I have a stigma that's attached to that.  The 

  stigma is attached to that.  I was the first director 

  of the Office of Addictive Disease here in Georgia in 

  2005 and 2008, and I tried desperately at that time to 

  get our Medicaid authority to add people with 

  substance abuse disorders to our peer specialist 

  service definition and had no luck.  Our response to 

  that was when we asked, the response was, well, those 

  of you in recovery have a Twelve-Step sponsor.  You 

  don't need a peer specialist.  I know.  I know.  After 

  we gasped like that and tried to explain that many 

  people do get better through a Twelve-Step process; 

  many people do not.  There are many pathways to 

  recovery.  So when we start thinking about how do 

  people get well, let's ask.  Let's ask us, and it will 

  become abundantly clear pretty quickly that there are 

  many, many ways that people get and stay sober, and 

  stay in recovery.  

       So, as of today, as it stands in Georgia our 

  service definition for the peer support does not 

  include people with a stand alone substance abuse 

  disorder, but it does someone with a mental illness or 

  a co-occurring SUV.  So we're trying to get that 

  changed, and we will.  We'll have success with that.  

  Georgia is this close from having a peer certified 

  addiction recovery specialist.  We're working with our 

  current SSA on doing that.  My agency has been chosen, 

  or has offered, or has -- drew the short straw or 

  something, to develop that service along with what we 

  agreed to do was, let's make it a parallel system to 

  the current system that's already working with the 

  certified peer specialists on the mental health side.  

  Why do anything new?  So we're going to be working 

  very closely with Charles and the Georgia Mental 

  Health Consumer Network to develop standards, to 

  develop a training program, so we can certify 

  addiction peer specialist as well, that hopefully if 

  you come back next year, if you ask me in six months 

  I'll say, yes, we are well on our way to do that.   

       We also are well on our way to have the first 

  recovery center, and I just want a word of caution.  I 

  think we need to be careful not to just plop in 

  programs, whether it be pro-evidenced based practices, 

  or we see something good like some of the great work 

  that Sue and Charles are doing, and we're doing, and 

  just plop it in an agency, plop it into a slot in 

  Georgia.  Let's -- This system desperately needs a 

  transformational approach where we have both 

  leadership who says, yes, we welcome those of you in 

  recovery to the table.  You are the solution.  How do 

  we do this?  As well as people getting empowered from 

  the ground up.  I'm really not trying to talk in 

  flowery language, but to actually ask people and to 

  give them the authority, the funding, the necessary 

  support to make this stuff happen.  Because we have a 

  lot of healing to do in our communities around mental 

  illness and substance abuse disorders, and we don't 

  necessarily want to keep telling people what they need 

  when we could be asking them what they need and 

  provide it.  Again, it's more of an empowerment model 

  that we believe is more transformational and long -- 

  and will sustain over time, rather than just saying do 

  this program.  So by that I mean we have offered to go 

  into communities, and I don't know how you get funded 

  for this, but I think we've got smart people working 

  on this.  How do you go into a community and say 

  what's there?  How do you know what's there?  Do you 

  know when you're putting a program up in an area, or 

  you're giving an agency money to do it, how do they 

  know what's around, and what recovery supports are 

  available, and what are not?  I would submit that they 

  probably don't.  So going into communities, asking 

  what's around, inviting people to the table, saying 

  you may not have done it the way you wanted us to in 

  the past, but tell us how to do it.  Again, open those 

  doors.  They are there. 

       A quick example of that is that we have a 

  homeless commission here in Atlanta that was charged 

  with -- to eliminate homelessness and poverty.  That's 

  a great goal.  That's a great goal.  But because 

  someone has a home doesn't necessary mean that they 

  are clean and sober, or that their families are 

  healing, or any of that else is going on.  However, 

  they are complaining constantly about there is no 

  services out there.  Well, we started a recovery 

  group.  We said, well, let's just go.  We'll find a 

  church who has got a space, and we did that and for an 

  hour every day we sit there on -- So we are sober, and 

  we are in recovery, and we are talking about recovery 

  to a group of homeless people.  We started with 

  sixteen folks who were living in a shelter.  They came 

  to our first meeting and as of last Friday we have an 

  average of forty-two people showing up.  The only 

  thing that cost was the cookies and juice, and a lot 

  of white chips that get cycled in and out.  But there 

  are things like that that are happening all over the 

  city.  We need those on every block.  So now we have 

  people referring to our group.  We have a lot of long-

  term recovery being built on them as well.  And, 

  hopefully, that will be a feeder into our peer 

  specialist program eventually where folks are helping 

  folks.  So there is a lot of potential there.  

       I want to say that a peer model that is similar 

  to what Charles talked about, if you heard those 

  numbers, four thousand folks have been trained --  

       MR. WILLIS:  No, it's eight hundred.  

       MS. KALENDECKER:  Eight hundred have been 

  trained.  Three hundred are currently working in the 

  system.  So those of you working in the substance 

  abuse delivery system you know that our workforce is 

  diminishing.  This is a perfect way of having peer 

  supports, or peer specialists, are a perfect way to 

  start building that workforce, to build it in a way 

  that's sustainable over time.  What we run into, of 

  course, is when you start talking about Medicaid 

  service definitions you have to have a licensed 

  person, a doubly licensed person, and triple licenses, 

  and everything you have to have to meet these service 

  definitions, so please keep your eye on that as well, 

  because we are a workforce that are ready.  It can be 

  ready very quickly.   

       We talked about the block grant versus 

  discretionary funding.  You know, I guess I just want 

  to say in closing, because I'm running out.  Give me 

  the hook, John, I'm sure.  You know, we're here.  Use 

  us. Invite us to every table.  Invite us to every 

  access to leadership from states, and if you don't 

  invite us be okay when we burst our way in, because 

  we're starting to tell people, don't wait for an 

  invitation.  Just show up.  And when you do that you 

  realize the magic that is recovery.  You realize that 

  the power of recovery is there, and we are here, and 

  we're everywhere, and the more we show that we have 

  folks like me, like Charles, who are living in long 

  term recovery, that's the lens we need to be seen 

  through  Again, that's the holistic lens.  It is 

  possible, a preventable, treatable, chronic health 

  condition that can be managed over time.  We truly 

  believe that.  Ask us to the table and we're there.  

  We're here to help you.  Thank you.  

       MS. COOK:  Gosh, I'm not sure there's anything 

  left to say.  I don't have as many words as Charles 

  and Neil have.  First, welcome, welcome to Atlanta.  I 

  can't resist it.  Welcome to Atlanta where the players 

  play.  Does anybody listen to rap? 

       We are the Georgia Parent Support Network, which 

  is the state organization of the Federation of 

  Families for Children's' Mental Health, and I am the 

  national president of the Federation of Families for 

  Children's' Mental Health, which is, indeed, an honor 

  and burden.  These times have changed with so much 

  opportunity.  I read -- I will get out the Federation 

  stuff and I will read and I will think, okay, the time 

  is now.  The people are now.  The opportunity is now.  

  What can we do to make a difference we've not made in 

  the years past?  Our organization is twenty-one years 

  old, and I have been there all twenty-one of their 

  years.  I was thinking about what could I possibly say 

  to you, the people who will be in charge of the 

  division, to some extent, that would make a 

  difference?  And I want to say a couple of things, 

  because thoughts in different areas have come up.  I 

  am always concerned with the culture of the families 

  that we serve, and something happened the other day.  

  I come from a family of storytellers, so to me almost 

  everything is a story.  The other day I was in a 7-11 

  and the man behind me was a young, black man, and the 

  man in front of me was somebody probably approaching a 

  hundred years old, a very elderly person.  And the 

  young man behind me reached around me and said to the 

  man in front of me, the elderly man, he said, "What's 

  it been like being an African-American in a country 

  with so much opportunity?"  And the elderly man looked 

  at the young man and said, "I am not an African-

  American.  I am a Negro.  I was born a Negro and I 

  will die a Negro."  The young man was just very taken 

  aback.  He said, "Well, I don't really understand 

  that, because I was taught that that was a term that 

  one shouldn't use."  And I listened to this 

  conversation go back and forth in a very unfriendly 

  manner, and I thought, I think I've heard the world's 

  great leaders on cultural competence, and the writers, 

  and the people who have written the books, and I'm 

  still not sure I at all understand how to serve the 

  people that we serve in our community every day in the 

  most appropriate manner.   

       I say this just because it's one of those things 

  that I think needs a lot more thinking about before we 

  get where we need to be.  And I'm certainly not 

  throwing out the answers.  I have none.  It's just 

  this conversation sort of started me thinking all over 

  again about how much I don't know about how to do what 

  I do.  

       Okay, now, that was one thought I had.  Now I 

  want to talk about some of the things that we do here 

  in Georgia.   

  We're the state wide family network, and in that vein 

  we do a lot of things.  We answer about seventy phone 

  calls a week from people needing help, wanting help, 

  looking for help, trying to help.  Our schools just 

  started back.  Monday morning between 9:00 and 9:30 I 

  had three calls from people looking for any kind of 

  services for a child who had autism, and apparently 

  some severe mental health challenges.  And if you're 

  from this state you know there aren't many of those 

  services.  We answer calls sort of like the Warm Line, 

  Charles.  We try to help.  We do the best we can.  We 

  put people in touch.  We use the resources afforded, 

  and we've been around long enough to know many of 

  those resources.  We're not just -- You know, every 

  family that we serve brings us new resources that we 

  learn.   

       We do other things.  We have a peer center.  Our 

  peer center is mostly funded by the block grant, and 

  our peer centers are for transitioning youth.  That's 

  one of the things I am most proud of.  They are our 

  shining stars.  It's a group of young people and they 

  come from the most challenging situations, and we only 

  take youth who there are no other services for.  If 

  something already exists for them then we don't build 

  something for them.  These are youth who have 

  basically been excluded or been through every system.  

  One of the young men -- just a little background -- 

  had stolen twelve cars when he got to us at the age of 

  twelve.  And this is sort of funny, so I will throw 

  this in, because I think if we do not have humor in 

  our work we will not continue our work.  When we would 

  ask him what he wanted he would say, "I want to 

  drive."  He always said that.  What do you want?  I 

  want to drive; I want to drive.  So when he got old 

  enough and we managed to keep him safe, if he didn't 

  steal any more cars after he came to us, the first 

  thing we did was we got the money and sent him to 

  Taggert Driving School, got an old car donated, got 

  some insurance donated, and let him drive, and he has 

  not committed any more crimes, and he didn't go to 

  prison for a long time.  He has gotten his GED and he 

  is doing rather well in life.  I say that to say that 

  if we do not listen to what the people we are serving 

  tell us they want, we're not likely to get to know.  

  The young man also had significant mental health 

  challenges.  In the midst of promising him his 

  driver's license and his car, we got him to go to 

  therapy and take the appropriate medication, continue 

  his education.  If we had just continued to -- He 

  would have gone up for hard time just very shortly 

  after he committed more crimes.  And we were able to, 

  using a variety of community services, get him to the 

  services that he desperately needed, and able to sort 

  of walk him softly into a productive life.  That's 

  sort of what we do in our peer center.  We walk people 

  softly into their plan for their life, not our plan 

  for their life.   

       I think that as we talk about home and community 

  based services, and I was thinking about that, John, 

  when you were talking about measurement, they're much 

  harder to measure, than concrete services.  When you 

  try to put numbers on home and community-based 

  services, peer supports, it's hard.  It's not as 

  concrete.  The recovery is harder to track, I think.  

  And I have been watching this for a bit, thinking 

  about it with my profile from the past.  We work with 

  parents.  We have a couple of peer mentors in one of 

  the Medicaid projects, and our job is to, I think, I 

  will say stabilize the family so that the children may 

  flourish and the family may flourish, and they become 

  more productive.  And I don't even know -- I mean, 

  this is where it becomes sort of controversial when 

  you talk about funding and services.  There has to be 

  an array of flexible things that come with the 

  services.   

       Another short story, just because my life is made 

  of stories.  A woman called me on a Friday afternoon 

  and she said, "I need to talk to you about my son."  I 

  said, "Okay," and she starts telling me about this 

  child.  All of a sudden she said, "I've got to go 

  now."  I said, "Well, what's happening.  I don't want 

  to lose you.  Give me your name and number."  She 

  said, "No, I'm being evicted.  Right this minute they 

  are going to put my stuff on the street, but I'll call 

  you back in a little while, as soon as I figure out 

  what I'm going to do."  And so I actually called her 

  back a couple of hours later.  I was able to get a 

  truck, take her stuff of the street, but there were a 

  number of steps that had to be addressed before her 

  son could secure the services that her son desperately 

  needed.  It's not always as easy as can you get to the 

  nearest clinic, or can you take your medications, can 

  you afford a copay.  It's just getting harder and 

  harder for people right here in this state.   

       I was thinking about, as we move back and forth 

  between the things that you're talking about, the 

  impact of Affordable Health Care.  I'm in charge of 

  buying insurance for our small office.  It ranges 

  between, on a good year a hundred people, on a not so 

  good year it's forty-five or fifty people.  I can't 

  even buy -- you know, I cannot even buy a health care 

  insurance policy that's reasonable.  It isn't like 

  would I buy one that had therapy.  I can't buy it.  

  It's not there.   

       The other thing that I was going to say is as you 

  consider, because I certainly will not be in charge of 

  figuring out what to do with healthcare.  I have all 

  the greatest hopes in the world.  But three years ago 

  our insurance policy for our small company went up 

  twenty-three percent.  Two years ago it went up 

  thirty-seven percent.  I have not seen the latest 

  figures, but if it does that again we'll be in bad 

  shape.  We won't be able to afford it at all.   

       So these are just some of the things that I would 

  have you think about.  I want to go back to what we do 

  as a state family network.  We try to represent 

  families, and this is a -- a fair number of families 

  that we have who have chosen to become involved, and 

  chosen to make a difference, and we serve on many 

  committees.  We serve in many bodies and in many 

  different capacities.  We know people in the education 

  department.  All the departments where our families 

  might be helped, they might get direction, they might 

  need guidance, we try to make our department known.  

  And we partner with a great number of community people 

  also.   

       I know that tonight I'm going to think of forty 

  thousand different things I wanted to say to you, but 

  I do want to say along the way that the young people I 

  was talking about that we've been able to do a great 

  amount for, often -- We had one one day that was 

  having an emergency and just had to have something 

  immediately.  I called over to the Wellness Center.  

  They immediately said come on over, but they had never 

  really had anybody that young.  He was probably 

  seventeen or eighteen.  And we went there and instead 

  of hospitalization we were able to have him stay three 

  days in what he described as heaven.  He came out 

  knowing how to breathe deeply, how to say uh-huh, how 

  to just take a step back and the cost was something 

  far less than any hospital bed.  And he came out a 

  calmer, better able to deal with person.  This is my 

  little plug for the Wellness Center.  It works.  It 

  works for the younger people that we have.   

       I would say there is strength in numbers.  I 

  would say that the family movement is, of course, my 

  dream.  I've put a lot of time and effort in to it in 

  the last years, but I think it is also a lot of other 

  people's dream.  Your member who is not here, Cynthia 

  Wainscott, has been an incredible force behind 

  changing and supporting the children's' movement in 

  this state and across the nation, but particularly 

  here she has made an incredible difference.  So, two 

  paws up, Cynthia.  We all have dogs.  So I would just 

  say welcome again, and I would also say, being part of 

  the state wide family networks, as well as other 

  initiatives, that thanks for all you do.  Looking 

  forward to the new plans for the way things will be 

  delivered and how you thought about it, and I have an 

  incredible amount of hope in my heart.  These are hard 

  financial times, but we are not scarce on human 

  resources, ideas, and ways to think about what we've 

  been doing.  Thank you.   

       MR. O'BRIEN:  Thanks, Sue, Neil, Charles, thank 

  you very much.  I can't tell you how much I appreciate 

  your being here and telling your stories and how 

  powerful they are individually and then collectively 

  for the folks that are in your various organizations.  

  So let me stop there and, I guess, open it up to 

  questions.  

       CHAIRPERSON HYDE:  Let me add my thanks, as well, 

  to all of you.  You've given powerful testimony to 

  what we should to be doing and working on, so we're 

  pleased that you're here and thank you for sharing 

  with us.  

       Does anybody on the Council have questions?  Yes, 

  Flo. 

       MS. STEIN:  Just a comment.  And thanks to 

  Georgia.  Thanks to all of you.  With help, a few 

  years ago, we took your definition, your peer support 

  definition, in North Carolina, the same CMS services.  

  One of the great mysteries of life, and we got both 

  substance abuse and mental health through, and I think 

  we had the same definition.  We used their 

  certification, plan, and curricula, and so it has been 

  wonderful for us, and so, thank you.  

       CHAIRPERSON HYDE:  John, do you want to say a 

  little bit, while people are getting ready to raise 

  their hands here, about how you're working with CMS 

  around trying to encourage willingness to pay for 

  these kinds of services that have been described? 

       MR. O'BRIEN:  Well, yeah, that was a tough row to 

  hoe in some respects, as you go state by state, and 

  both being in Georgia and being in North Carolina, it 

  really was playing Mother May I lots.  And I think a 

  number of us in SAMHSA, as well as some folks in CMS 

  are beginning to ask themselves, given that we cover 

  these services or a number of services in a lot of 

  states, why don't we think about maybe having 

  something that talks about some standardized coverage 

  for mental health and addiction services, or at least 

  standardized definitions, so that, you know, when CMS 

  looks at it at the regional office, and looks at it at 

  the central office, you know, that they're really 

  asking the right questions about the service versus 

  saying did you mean for or and in that sentence?  Did 

  you mean, you know, this or that?  And there are some 

  openings to it.  And part of the impetus of a good 

  paper really was CMS asking so what is it that we 

  should be paying for?  And, again, I thank some of the 

  leadership and CMS, and I will say in particular Bob 

  Edwards, understands these services, and someone who 

  came from a state that had some good Medicaid benefits 

  understands the importance of these benefits, and is, 

  I think, very interested in having a dialogue among 

  her staff at the central office, but also with the 

  regional around what makes sense out there.  

       CHAIRPERSON HYDE:  I just want to add my comments 

  about that, because I feel very strongly about this, 

  and John knows this because he consulted with me back 

  when I was at a state level working with Medicaid.  Is 

  that the notion that somebody at one regional office 

  would approve something, and somebody at another 

  regional office would not approve the exact same thing 

  made absolutely no sense.  It's never made sense to 

  me.  So this notion that we could come up with some 

  reasonable definitions that CMS would then agree to, 

  so that we still have the issue of whether or not you 

  can get your state to agree to it, but assuming the 

  state agrees with it, if they want to use that 

  definition it ought to be approvable.  So those are 

  the kinds of things that the good and modern paper is 

  not sort of a conceptual paper, but it really will be 

  a very practical next step to trying to get some of 

  those definitions we can use, and not only for 

  Medicaid, but for other payers.  So that will be a big 

  move.  

       I saw a hand or two, but while I've got that -- 

  Okay, Marvin is next and then Cynthia is on the line, 

  and then anybody else who's got their hands up.  Okay, 

  Marvin.  

       MR. ALEXANDER:  Thank you very much, and thanks 

  to Sue.  I'm glad to see you.  One of the things that 

  Sue, that she does, she's the board chair for the 

  Federation of Families, and the Federation of Families 

  house youthful -- It's already for me, you know, it's 

  perplexing to be at the table where there are 

  discussions about peers and families and nobody 

  mentioned, you know, teenagers.  We have peer support 

  groups, and we have, you know, those consumer 

  networks.  I want to ask you just kind of how you guys 

  are working with teenagers who don't necessarily -- 

  Where is peer support when we're talking about 

  teenagers?  You know, how does that work?  And I would 

  like to think that one of the reasons that Sue is so 

  cool and she know rap music is because she has a 

  federation of families.  There is a different culture 

  to the work when you're working with children and when 

  you're involving them in discussions and what's 

  happening.  It's just a totally different atmosphere.   

       So, I guess anther thought that I had was also 

  this notion of recovery, recovery, recovery.  But I 

  think that's a bit disempowering, and I know that 

  language is important, that people go back and forth 

  on language, but for me, I would rather look at 

  resiliency, because I think there's something about 

  the human spirit that people are able to bounce back.  

  Yes, twenty years, I did this for twenty years, but, 

  hey, I was able to come back, and that's just 

  something that is empowering.  So maybe, you know, 

  some folks also use resiliency.  I know I'll probably 

  say it every time.  I will continue to say it every 

  time.  But, you know, some young people, I think of 

  children, seven  year old children, who greatly suffer 

  from adverse, you know, childhood experiences, that, 

  you know, one of every kind.  I always ask what are 

  they recovering from.  The fact that they grow up and 

  just continue to develop and move on with the rest of 

  their lives lets me know that it helps, that they're 

  resilient.  There's something about people that will -

  - they want to thrive.  Our role, our goal and our 

  role should be to support resiliency, to enhance 

  resiliency, and not just to hope for some recovery.  

  And I somebody made the statement, you know, what 

  keeps us sober?  I think it was Neil.  There's not 

  enough out there that's real.  There's not enough 

  information about what keeps us sober.  I think that's 

  a very noble thing to focus on.  You know, society 

  typically focuses on all those things that make us 

  sick, and what keeps us sick.  We have a big old 

  center that studies diseases that we were able to 

  visit yesterday, but we don't have very many centers, 

  well, we have some, I don't know if they're as big and 

  as beautiful, but, you know, to study, well, what 

  keeps them well, what keeps them going.  Of course, 

  there is some centers of excellence all over the 

  nation.  Administrator Hyde, what can we do?  How do 

  we keep peer support service?  What's a Center for 

  Excellence for, you know, youth and family and 

  consumer services, and support?  I will allow you some 

  time to answer the question, because I'm very 

  interested in knowing how, you know, the organization 

  supports young people.  And, you know, we've had these 

  dialogues all over.  SAMHSA has actually, they say 

  facilitated, but I thought it was more like a 

  mediation, a dialogue between young people who have 

  had experiences with mental health services and an 

  older generation that had experiences.  There's not 

  always that gel, you know.  There's not always that 

  sense of comfort.  It doesn't feel that it's 

  appropriate for young people to be in that same 

  environment.  Many people don't give young people 

  those same opportunities even to be a support for 

  another peer.  Of course, there is a lot of legality, 

  about, you know, somebody not eighteen years old being 

  able to be a support for somebody else.  There is tons 

  of debate.  So help me understand this, how you guys 

  are doing it.   

       MR. O'BRIEN:  Thanks.  Thanks for bringing up the 

  issue.   

       MR. WILLIS:  Actually, our theme for the upcoming 

  conference next week is resiliency, moving forward 

  with recovery and wellness.  Because of the grant that 

  we're concluding here in the state of Georgia, a state 

  wide wellness initiative, actually our focus has 

  shifted from recovery to wellness.  And it's working 

  in two folds.  Number one, you seem to eliminate some 

  of the stigma that's associated with mental health.  

  Because I think it is everyone's, every person's 

  desire to be mentally well.  So if we focus on 

  wellness we're not excluding anybody, which makes it 

  more acceptable to focus on wellness.  Number two, we 

  have, our mission has been that of addressing the 

  needs of adults with mental health services.  But the 

  question is what happens to youth?  Well, they become 

  adults if they live long enough.  One of the things 

  that we've done, and we're proud of the fact that we 

  reached beyond boundaries -- Sue talked about how we -

  - how she, rather, was able to access services at the 

  Wellness Center, despite the age of that individual.  

  I just recently as last week did a wellness recovery 

  action plan, rap session, with some of the youth in 

  her program after hours.  So we have these working 

  relationships already, because we do understand the 

  dynamics of what recovery is all about, what wellness 

  is all about, and I think for youth to see someone who 

  models wellness, who has a story to share about what 

  their life was like, but how it was able to transition 

  to something different, gives them hope, and it gives 

  them the opportunity to take personal responsibility 

  so that they can more determine how they would like 

  their lives to look for themselves.   I think one of 

  the points that Sue made, generally, when it comes to 

  you especially, we pretty much set the standard for 

  what they ought to be doing, as opposed to asking what 

  they truly want to do, and I realize that if a person 

  truly wants to do something, if that's their actual 

  plan, the likelihood of them actually following up and 

  completing that plan is pretty high.  So I would just 

  respond to say that we are, here in the state of 

  Georgia, going beyond boundaries, so to speak, working 

  out of silos, because I think the silos in the past 

  have kept us separated, but we're doing all that we 

  can to work through those barriers and to enhance the 

  opportunities for people looked beyond the tunnel 

  vision sometimes and just provide services that are 

  needed.  So, thank you again for your question.  

       MS. COOK:  I want to add to that just one little 

  bit.  You've heard about the Consumer Network 

  conference.  It's going to be on St. Simons Island.  

  All of our peers will be there, and they have been 

  each year, so.   

       Well, I need to explain that.  The one Angela was 

  telling you about, our peer centered is funded by the 

  block grant, seventeen to twenty-five year old 

  transitioning youth.  

       CHAIRPERSON HYDE:  I hate to be the bearer of bad 

  news, but we're at that five minute mark again and I 

  have a list, so, Neil did you want to comment on this, 

  but if --  

       MS. KALENDECKER:  Just real briefly, I appreciate 

  your comments too and I agree that if you talk to a 

  fourteen year old who's smoking weed every day about 

  recovery and sometimes they look at you weird, and 

  that's not just the weed talking, right?  It's -- You 

  have to meet kids where they are and we -- In Georgia 

  we do have a clubhouse model.  I think our weakness 

  there is that we don't engage families very well, 

  because recovery and resiliency can be very 

  destabilizing for a family in a lot of ways, and I 

  think maybe we need to acknowledge that as well, and 

  maybe we need to do some more empowerment around 

  families so they start -- so they talk a lot more 

  about what's going on with that child, that kid, that 

  young person that they're using or choosing not to 

  use.  I think you have to develop the language for 

  that too.  But thank you so much for your comments. 

       CHAIRPERSON HYDE:  Okay.  I have just a few 

  minutes.  I've got Cynthia on the line, and then Fran, 

  and then Arturo, and then Stephanie, and then we'll 

  wrap up.  

       MS. WAINSCOTT:  I'll be very brief.  Can you hear 

  me?   

       CHAIRPERSON HYDE:  Yes.  

       MS. WAINSCOTT:  All right, what I want to do tell 

  you something that none of those wonderful people up 

  there did, and that was how closely the victims of 

  (inaudible) and sexual abuse community worked with the 

  mental health community advocacy in Georgia.  I don't 

  want to ramble.  Sue is one of our advisory council 

  past chairs.  She's also been chair of what we view as 

  health services coalition.  Neil Kaltenecker is the 

  incoming chair of the renamed Behavioral Council 

  Services Coalition.  We're going to alternate and 

  substance abuse advocates and a mental health advocate 

  every two years in and out of that position to serve 

  others to make sure that we're really focusing on the 

  whole person.  Charles served with me on the Mental 

  Health America of Georgia board and there's a very 

  strong, clear substance abuse recovery message there.  

  (Inaudible) who is a substance abuse provider and one 

  of the stars in our crown is not there today, but he 

  is the current chair of our Mental Health Planning and 

  Advisory Council.  I'm not sure that's duplicated 

  anywhere in the country where you have someone who's a 

  substance abuse provider who is also chair of the 

  planning council.  I'm really proud of the way we've 

  done that.  Because of the personalities and wisdom of 

  the people up there that has happened.  I want them to 

  get credit for it.  Thank you.  

       CHAIRPERSON HYDE:  Actually, Cynthia, I just have 

  to tell you -- I can't resist -- in New Mexico the 

  Mental Health Planning Council is a behavioral health 

  planning council and it is chaired by a person in 

  substance abuse recovery.  

       MS. WAINSCOTT:  That is so great.  Let's make a 

  big deal out of that and maybe more people will start 

  doing that.  That's great.  

       CHAIRPERSON HYDE:  You have to be on one of our 

  advisory committees.  You will love her.  Okay, great, 

  thank you, Cynthia.  Okay, Fran.  

       MS. STEIN:  This will be pretty fast after 

  Cynthia's remarks.  Thank you, Cynthia, for making 

  those remarks.  But first let me just say thank you 

  very much.  It is panels like you, both who take the 

  time and the courage to come out and help us 

  understand what it is that we should be doing, or 

  encourages us to continue to do what we are doing 

  correctly, and I thank you for that.  

       My issue is pretty much the same thing Cynthia 

  just asked.  It's very impressive to see three people 

  doing similar but not the same thing, and not feeling 

  antagonistic, not looking at each other weird, but 

  actually working as a team.  We've been doing a lot of 

  speaking and planning around health reform, bringing 

  behavioral health into focus, bringing substance abuse 

  and mental health together.  My question to you is how 

  did you -- Do you have any advice for us?  We had a 

  comment earlier this morning that said if we don't get 

  to the providers and help our provider network, and 

  our workers learn how to work together in behavioral 

  health under substance abuse and mental, we are not 

  going to get the change we're looking for.  Do you 

  have any quick advice?  If not, I'll follow up with 

  you, in the interest of time, which is probably a 

  smarter thing to do.  But I do thank you, and in a 

  word, so don't leave until I get to you.   

       On a last word, Charles, on wellness, one of the 

  real difficulties with the word wellness is we have to 

  define it, but that can be done.  One of the real 

  strengths of wellness it will help us communicate with 

  primary care that much easier.  So thank you very much 

  for bringing it up.   

       CHAIRPERSON HYDE:   Quick comments?   

       MS. KALENDECKER:  It's hard.  

       CHAIRPERSON HYDE:  Well, why don't it offline, 

  because we're running out of time.  

       MS. KALENDECKER:  It's just the realization that 

  we have more in common than we have -- than our 

  differences make up, so you just have to focus on the 

  things that you have in common first.  

       MR. WILLIS:  And let me add too, one of the roles 

  of the certified peer specialists is to educate the 

  providers for whom they work.  We're in a unique role 

  to be able to provide services, but to also educate 

  the clinical staff on what the benefits we bring to a 

  treatment setting and the supports that we bring to 

  individuals.  So, it's part of our training, part of 

  our being able to be a part of the management team, or 

  being considered a part of the team, that I truly 

  think will make a difference in the long run.  

       MS. COOK:  I think it's because we're all the 

  same people and we're all working for the same people.  

  My daughter is one of Charles' peers.  I mean, we're 

  all the same people.  

       CHAIRPERSON HYDE:  Terrific.  Thank you.  Arturo? 

       DR. GONZALES:  Thank you, Pam.  I was going to 

  mention about New Mexico being the other state that 

  crosses that chasm, so to speak.   

       I just wanted to thank -- I want to thank you 

  individuals for a couple of things.  One is, first of 

  all, I think the simplicity of the message -- it's a 

  very complex issue -- that you have been able to 

  implement some relief in simple kinds of ways.  You've 

  done it in ways that are effective by getting someone 

  a car, getting him a license, you know, those kinds of 

  things, and the thing that impresses me is the 

  simplicity, but I wish Peter was here, because I was 

  going to say those are the data, those are the things 

  that are effective, but it's very difficult to 

  communicate that to legislators and to the 

  policymakers, but those are the things that are going 

  to make people better.  And I hope that we, as SAMHSA, 

  not SAMHSA individuals, as SAMHSA commissioners or 

  whatever we are, that we take to heart what you're 

  talking about.  I mean, you've told us what works here 

  today.  I hope that we can somehow incorporate that 

  into our discussions with HRSA and our healthcare 

  reform legislation, because I think that's very 

  important.  I think, for example, your ability to get 

  the peer specialists, which also are being done in New 

  Mexico at this point, your ability to get them 

  Medicaid certified or paid for by Medicaid, I believe 

  in healthcare reform, and I still say this again, if 

  we're going to have screening that we look at 

  depression and early alcohol that we ought to get the 

  Medicaid codes, although they've been approved by CMS, 

  that SAMHSA has a big role to play with the states to 

  get those certified through the Medicaid programs and 

  paid.  I think that SAMHSA has the leverage to do 

  that, and I hope we will get the will to do that.   

       Lastly, I just have a question.  What happens to 

  your programs when SAMHSA funding ends?  Do you have 

  sustainability for those programs at the state level?  

       MR. WILLIS:  We have benefited from the fact that 

  the leaders in the state realize the impact that the 

  services that we provide within the community, how 

  they -- how people in the community have benefited.  

  Again, it's the working relationship whereby, you 

  know, we seize an opportunity, we get an 

  understanding, and we produce.  I think that is the 

  heart of what has happened in the past.  We were given 

  an opportunity, we suited up, we showed up, we 

  demonstrated that we have the capacity to deliver, 

  and, in doing so, we sort of put people on the spot.  

  So in doing that, I think we've sort of shown that it 

  could happen, we could do it, and people are --  

       DR. GONZALES:  I applaud you for that, and if you 

  can have that sustainability from the state after the 

  federal funds are over, that's what it's all about.   

       MS. KALENDECKER:  That is tough, but I also want 

  to say for the mental health consumer network is that 

  they do get state support.  We're getting -- I hope 

  we're going to get some state support in the near 

  future, but also, one thing that the state has done 

  that I think has been really smart, is they invented 

  peer specialists in contracts that the community 

  mental centers have to employ peer specialists.  

  That's just -- If you're going to contract with the 

  state you will do this, and I think that is some 

  infrastructural things that can be done that -- It's 

  not an option.  If you want to buy it, define it.  

  It's one of the things John taught me, you've got to 

  define what you want to buy and then buy it.  You set 

  it up that way.  

       DR. GONZALES:  Congratulations.  

       MS. COOK:  I do think the state is going to be 

  able to pick up and continue a lot of the things 

  through new definitions, Medicaid billing, just 

  changes in the way the state does business.  

       DR. GONZALES:  Good.  

       CHAIRPERSON HYDE:  Okay, Stephanie?  

       DR. LeMELLE:  Pam, thank you.  It was a very 

  timely presentation.  Just over lunch a group of us 

  were having a discussion about respite programs, and I 

  know we don't have time -- maybe we can take this 

  offline -- but I would be really curious to find out 

  how you funded your peer and respite program and sort 

  of your success with that.  

       The other comment has to do with what Fran was 

  saying, which is that we really need to get the 

  providers on board with working with peers, and I 

  actually found guidelines that are put out by the Rand 

  Corporation, and I'm not sure if you're familiar with 

  that or not.  It was something that was raised at the 

  last meeting, but the Rand Corporation actually has 

  guidelines for providers on how to work with peer 

  specialists.  And I think it's part of the educational 

  system that we need really have a standard in 

  educating providers, because it's not something that's 

  intuitive.  It's not something that's taught, you 

  know, in school.  It's something that we do have to 

  teach people, though, how to do it, because we need 

  peers.  We absolutely need peers, so we have to learn 

  how to do it the right way.  So anything that you guys 

  can put together, in terms of guidelines for providers 

  would be really, really helpful.  And the rest I'll 

  ask offline.  

       MR. WILLIS:  Let me respond just a bit about the 

  respite program.  It came at a time when the 

  Department of Justice was looking into our mental 

  health, state mental health facilities.  And for every 

  cloud there's a silver lining, and the silver lining 

  was looking and addressing the needs that the 

  Department of Justice had identified that were at the 

  hospitals, or the lack of treatment and can, and they 

  gave us an opportunity to be in and venture out across 

  the nation to see what was working toward an 

  alternative to hospitalization, saving money, 

  supporting people in the community where they are 

  around supporters, and friends, and family.  And the 

  idea went over well with the state funders, who, in 

  fact, funded that particular program.  Our need now is 

  such that it's been utilized so often that we're 

  hoping that the state will feel the need to want to 

  put one in the regions, but it has totally been a 

  state funded program.  

       CHAIRPERSON HYDE:  Okay, we're going to end.  I 

  just want to say, because I don't think John would do 

  this, John spent a whole lot of time consulting with 

  Georgia during a period of time when folks were trying 

  to get this embedded into Medicaid and paid by 

  Medicaid, and such as that.  I got an opportunity at 

  that time to do about this much consulting in Georgia 

  while they were doing that, and I think I learned ten 

  times more from Georgia in the work that you're doing 

  than I contributed, but certainly the credit goes to 

  all of you in Georgia, and John just reminds me how 

  pleased we are to have you and your experience at the 

  national level now, helping us try to do this country 

  wide.  So, thank you all, and we will -- We're a 

  little bit -- John, did you want to say any final 

  words at all?  So we're a few minutes behind.  It's 

  about ten after.  If I could get you to meet us in ten 

  minutes we'll be close to back on time.  So if we 

  could come back about 3:20.   

       (Recess).  

       CHAIRPERSON HYDE:  I want to start as close to on 

  time for two reasons.  If I can get your attention?  

  Those of you in the back of the room who are having 

  conversations, could you step out into the hall, 

  because we want to get started again.  

       The reason it's important that we stay on time is 

  just because it is.  Some people need to know when 

  they need to present and such, but we have people who 

  may want to make comments, at a particular time.  So 

  the public needs -- We need to stay on time so the 

  public knows when they can give a comment.  

       All right, so our next -- There he is.  Our next 

  conversation is about public awareness and support, 

  and this -- this strategic initiative comes from 

  several things, one of which is that one of my top 

  leadership expectations, lead number one leadership 

  expectation that I have for our executive team is one 

  team: one voice.  And I learned a long time ago, 

  perhaps at the knee of political pollsters, but 

  nevertheless, I learned that you can't say the same 

  thing six different ways and expect to remember it.  

  You have to say the same thing over and over and over 

  again in the same way, the same message, in order for 

  people to start hearing it.  And it struck me, as I 

  began to work with a really, really good programs and 

  people at SAMHSA, is that we were saying much of the 

  same thing, but in a variety of different ways, with a 

  different look, feel, message, etcetera.  So we've 

  come up with some common messages that we are really 

  trying to push, and we have a strategic initiative 

  around communications and public education, and it's 

  focused on trying to get those four messages out, that 

  is focused on trying to get attitudes changed, and 

  help seeking behaviors for the public, and help 

  seeking paths out there to try to use new technology, 

  to try to focus on the communications we need to do 

  for each of the strategic initiatives.   

       So, Mark's going to talk to you about that a 

  little bit.  You've heard it high level last time, and 

  we're going to have a conversation again with you 

  about how you would advise us to go forward.  So, 

  Mark.  

       MR. WEBER:  Excellent, thank you very much, and I 

  really appreciate this opportunity, and to be a person 

  who practices what I preach, I've been receiving some 

  text messages that say if you make shadow puppets here 

  it's a great thing on the Web for individuals to 

  watch, so I can see that.  So, anyway, so that's for 

  my text messaging fans.   

       Also, I am happy to say again, practicing what we 

  preach, we're SAMHSA is co-sponsoring the National 

  Health Communications Conference on Marketing and 

  Media here at the same hotel, so just across the hall 

  there's a thousand people leading experts in health 

  communications gathered and a large SAMHSA contingent, 

  as well as a number of people from the states are 

  participating.  And we are twittering live from the 

  event, as well as posting constant updates on our 

  Facebook page.   

       So, getting into the spirit of all of this, I 

  think that the biggest challenge that we see is using 

  the communications infrastructure available to SAMHSA 

  and actually leveraging some of the infrastructure 

  that's available to CDC and our federal partners to 

  get out the message, behavioral health is essential to 

  health, and prevention works, treatment is effective, 

  and people recover.  And we're going to talk a little 

  bit about that at a super session tomorrow at the 

  conference, but I'm going to dig into some of the 

  weeds around our strategic initiatives here.  

       I always like starting out with the desired 

  state.  I mean, can you imagine a country where we 

  achieve the full potential of prevention, that people 

  recognize mental and substance abuse disorders and 

  seek assistance with the same urgency as any other 

  health condition, and where recovery is the 

  expectation, and I'm going to add recovery and 

  wellness, and I will get into the definition, because 

  that's what we've got to work on to make that common 

  definition.  

       We've got a couple of goals for the initiative, 

  that, again, based on a lot of feedback we've been 

  receiving, in order to increase the capacity for the 

  American people to understand and access treatment, 

  recovery, and supports, create a cohesive SAMHSA 

  identity and presence, and, you know, I cannot say 

  thank you enough to Pam for her leadership and pushing 

  and saying, you know, this is the way we're going to 

  move forward.  It's creating that consistent message, 

  image.  I'll touch on that in a second.  Lead the 

  field through communications around our strategic 

  initiatives and the departmental priorities, get 

  information to the workforce, and increase social 

  inclusion, and reduce discrimination.   

       We have a couple of objectives within each of 

  these goal areas, and I'm really not going to go 

  through all of these, but, you know, basically, it's a 

  matter of raising awareness as we increase the 

  capacity, you know, getting -- making it more easy for 

  people to access services, and one of the best ways we 

  can do that is using emerging technologies and social 

  media to engage and inform the public.  

       We're -- One of the major ways we're going to be 

  doing this is through streamlining and coordinating 

  SAMHSA's Web presence, and I'll come back and touch on 

  that, the common and feel.  I think you noticed the 

  PowerPoint presentations today.  There's all looking 

  good.  I'm going to take care of that.  I was like I'm 

  sitting there freaking in my seat, so maybe I'll get 

  the memo on that on again.  And, you know, a new, you 

  know, the new facts sheets, everything again, 

  consistency, consistency, consistency of message.  But 

  it's a very competitive marketplace out there for 

  ideas and innovation.  

       Looking through, digging through communications, 

  and one of the things is it's just engaging 

  stakeholders to inform the direction is a basic bottom 

  line point around here.  And then measuring and 

  recording on a regular basis American attitudes about 

  mental and substance abuse.   What are they thinking?  

  I would guess the attitudes and opinions have been 

  changing in the right direction over the years.  We 

  need to make a move in the right direction even 

  quicker, and we need to track and record it so that we 

  can make sure that all of these great efforts that 

  we're doing are combining to have a national impact.  

       Working with the workforce.  I mean, there are 

  many ways to reach the workforce beyond a tool kit and 

  a massive manual.  I just can't imagine these 

  treatment providers, the ones that I've visited, with 

  the caseload they have having time to read a big, huge 

  manual and implement if effectively.  And so how can 

  we better reach the workforce, and design user 

  friendly products and support services and promote 

  adoption.  

       And the big issue all along is increasing social 

  inclusion, reducing discrimination.  You know, what is 

  it about mental illness, and what is it about 

  substance abuse that -- that people aren't able to 

  treat it like any other health condition, and why are 

  people afraid of seeking care?  And, you know, 

  understanding the concept that denial is a part of a 

  substance abuse disorder.  But, you know, there's got 

  to be a way of cracking that through communications 

  and appropriate planning and programming.  

       So this is sort of what I feel like our challenge 

  is.  We need to go from an era of Gutenberg printing 

  presses to PDA's, and cool new kids, and how they 

  receive communications.  Currently, and I'm proud of 

  this fact, but it's got to change.  You know, we have 

  a warehouse that looks like Raiders of the Lost Ark at 

  the end.  I mean, it really -- We have a thousand plus 

  different titles.  We shipped mail, US Postal Service, 

  fifteen million products last year, and -- and, you 

  know, there's a demand.  We're not just sending this 

  stuff out.  We've gotten over the days of unsolicited 

  mailings at SAMHSA.  That was quite an achievement.  

  But, you know, anyway, we already got there.  We got 

  through it.  But, but that is a vast wealth of 

  knowledge that, once we get it digital in a format 

  that is easily accessible -- I'm going with my next 

  page here -- the power of our reach can be awesome.   

       So this is sort of the environment and the 

  rapidly changing world.  In addition to health reform 

  changing everything on us, you know, our consumers are 

  looking for the right product, or service to satisfy 

  their unique desire at the precise moment.  So I'm 

  looking for it now.  I want it now.  I want to know 

  where it is on my digital device, and even if I'm 

  using a phone to order something, I want it now.  I 

  want it emailed to me.  The opportunity that then 

  presents for us is delivering the content when, where 

  it's needed, and in the process, brand SAMHSA as a 

  leader.  Being able to provide that information that 

  is desired when it's desired.  I think the key to 

  doing this and my biggest headache, because we have a 

  half a million webpages, is creating a content-rich 

  website where that brings everything together in a 

  format that is designed around our customer needs.   

       So how do we take a half a million pages -- I 

  think a couple are going to disappear -- and 

  reorganize that and restructure it around a SAMHSA web 

  presence.  We have some folks, and we're all learning 

  as we go here, you know, putting a new label on top of 

  a page still keeps the webpages.  It's not about 

  creating a web presence in the leadership that the 

  Agency -- we're desiring to create.  

       A transmedia approach is required.  I mean, some 

  people still want books and we need to be able to 

  provide books.  And some people want it, you know, in 

  less than a hundred and sixty characters on their 

  cellphone.  So how we reach people is going to largely 

  depend on the audience and what they desire.  And the 

  one hundred percent proven way of doing this is 

  audience engagement.  You know, if you want to reach 

  moms and dads, you've got to talk to moms and dads.  

  You don't talk to the people at One Choke Cherry.  

  It's just the bottom line.   

       We did a survey about two years ago, and 

  basically broke down who -- what is SAMHSA?  Who are 

  SAMHSA's audiences?  And this is about a basic way I 

  can break it up, or have broken it up.  Obviously, 

  totally, all of this is open to your comments, 

  opinions.  It's a work in progress.  I really want to 

  deliver it on behalf of achieving that ultimate goal 

  for people who need to seek it and seek out help and 

  are looking for services.  And, I guess I boiled it 

  all down.  Success is going to mean engaging SAMHSA's 

  audiences in a unique way, to change the way America 

  thinks about mental illness and substance abuse.  

  That's sort of what I think we're about and trying to 

  do. 

       So with that, I look forward to your comments, 

  opinions, ideas, you know, how we're going to go about 

  this.  Thank you.  

       CHAIRPERSON HYDE:  That was quick and to the 

  point.  Great.  You got us back on time.  So, Judy, 

  you're up first.  

       MS. CUSHING:  Mark is going to be surprised I'm 

  asking questions.  

       MR. WEBER:  I love it.  Everybody's questions are 

  great.  

       MS. CUSHING:  There have been a number of 

  contractors over the past few years --  

       MR. WEBER:  Don't get me started.  

       MS. CUSHING: -- working, working on what sites, 

  and things, and I don't know what the end product 

  exactly has been there.  But I'm wondering if you are 

  looking or are already involving young people and 

  making young people one of the targets of a certain 

  sub-area of the website or not?  I just thought I 

  would throw that out, because there are young people 

  and future workforce members who could be using the 

  website for research and just all sorts of different 

  things.  It's just a lot.  And then, but mostly the 

  question is around how -- how quickly you feel like a 

  really revamping of the website can happen and how and 

  when? 

       MR. WEBER:  You know, a key principle in 

  government is to never give a date certain.  And I'm 

  learning to enjoy breaking all the rules.  The initial 

  launch is set for September 17th, of a revamped SAMHSA 

  web presence.  Does that web presence mean we're 

  perfect and ready to go?  No.  The task at hand and 

  this new openness and government transparency will get 

  me in trouble.  The task is to have it eighty percent 

  right, and deal with the other twenty percent, in 

  terms of a clean-up mode while we go through a more 

  systemic and sustained process of keeping that 

  presence up to date, in line with the audiences that 

  we're working to reach.  And, so, you know, we could 

  study it for anther five years.  I mean, I've been 

  through all those studies and studies lead to studies 

  and studies lead to action plans, and by the time 

  we're done with the action plan we have a new action 

  plan.  So we're just doing it, and we have a bunch of 

  really smart people at SAMHSA who know how to do these 

  things and are taking up the charge, so September 

  17th, we're going to give the staff a week in advance 

  to be engaged with the new site, point out things that 

  they want to see that aren't there, so we have an 

  opportunity to fix things that need to be fixed before 

  we launch.  

       Then the next challenge is changing the way we do 

  things.  It's changing the mind set within SAMHSA, 

  including myself.  Again, this is a new way of doing 

  things.  The program will be developing development 

  content that will go into a SAMHSA presence, that not 

  every contract creates a new website.  Not every 

  contract creates a new publication.  And that's like, 

  and on top of that we need to be looking at and are 

  looking at what are SAMHSA product lines.  In no way 

  do I want anybody to construe about there is anything 

  wrong about the great work that has been done.  I 

  mean, a lot of the materials that we used have been 

  used in communities across the country, and moms and 

  dads use them to talk about with their kids, and those 

  conversations are going.  But there's a better way to 

  do it, a more efficient way, and a more systemic way 

  that we can have a much greater impact.  So it's a lot 

  of change and I'm really excited about it and the huge 

  opportunity.  So product lines, web presence, you 

  know, Facebook, twitter, we really going to use those.  

       CHAIRPERSON HYDE:  Mark, I think part of the 

  question was how are you thinking about youth, and I 

  know we do have a couple of young people in the room, 

  including Steven, who has been really quiet down here.   

  He's our kid on the staff and he's charged with 

  helping us think about social media issues as well.  

  So I don't know if you want to say anything, Steven.  

  You don't have to, but if you want to jump in you're 

  welcome.  But can you talk about how you're thinking 

  about engaging youth on the website or on the other 

  social media stuff?   

       MR. RANDAZZO:  You take the web; I'll take social 

  media.  

       MR. WEBER:  Okay.  Well, initially the way we 

  have traditionally engaged youth is when we were 

  designing campaigns and public education journals 

  designed for you.  We would basically start out with 

  focus groups, in terms of what was important to them 

  and messages that were designed to reach them.  Most 

  recently we did a lot of work around suicide 

  prevention.  We talked about a very sensitive process 

  we had to go through with the young people that we 

  involved.  We wanted to reach out to individuals who 

  were at high risk for suicide.  You know, it just ends 

  up in terms of this is actually the first time one of 

  these young people talked about it.  And one of the 

  things we quickly learned, and we all want to host a 

  website, you know, SAMHSA's suicide prevent website.  

  Well, they don't want a suicide prevention website.  

  They wanted to talk with peers about how they dealt 

  with getting through tough times.  Fortunately, we 

  linked up with a group called Inspire, who does 

  constant work with young people, in terms of their 

  website.  So that we used a campaign that SAMHSA 

  developed in partnership with Inspire and the ad 

  council to drive traffic to that youth page.  And so 

  the campaign ended up being about you can help us.  

  And it's young people talking to other young people 

  about how we get through tough times and talk about 

  suicide, but, obviously, for those who are looking for 

  additional resources, we would have the suicide 

  prevention hotline.  And then the other thing, just a 

  huge mind shift.  Anyone in here knows people in their 

  early 20s and teens, they don't use telephones to 

  talk.  And this was actually our first campaign where 

  we did not give an 800 number.  We gave a text, so 

  text here and that would link in kids.  So how we 

  bring in youth is we start with youth when we're 

  dealing with a youth oriented campaign.  We currently 

  don't have on the drawing board a youth section of the 

  SAMHSA website.  It certainly would make sense to have 

  one.  And we'll have to figure out how to work on 

  that.  

       MR. RANDAZZO:  And then in regard to social media 

  and how we're engaging youth, you know, I think it's a 

  huge medium, and, you know, a lot of adults use social 

  media, but a lot more kids use it right now.  And this 

  provides, you know, a way for SAMHSA to really engage 

  people in a way not seen before.  You know, 

  historically, you know SAMHSA hasn't done this before.  

  So right now we're kind of grappling with that, and 

  figuring how we're going to use it effectively, but, 

  you know, we do have Facebook.  We do have twitter.  

  We have U-Tube.  We have Flckr.  We're starting up -- 

  You know, Mark mentioned a text campaign, and, you 

  know, we're going to start to use mobile a lot more, 

  because I think it gets to the disparities in income, 

  and ethnicity and race, and also by age.  So, you 

  know, I think those mediums are there, but, you know, 

  being, you know -- There's a -- The US is huge, so -- 

  and there are so many messages going out there, and, 

  you know, social media is constant.  It's 24/7.  So as 

  an organization we really have to focus on what we use 

  social media for so we don't water down the messages 

  to youth.  And I think it's going to be a great way to 

  engage people, and, you know, I think we just really 

  need to focus and pare out what to really concentrate 

  on. 

       CHAIRPERSON HYDE:  I would say one of the things 

  we're going to try to do in the disaster issues in the 

  Gulf is use some social media to try to get the kids 

  going back to school, which they are back to school 

  this week, I think.  So we're going to be doing some 

  of that as well.   

       That was Judy.  Marvin?  

       MR. ALEXANDER:  I know it's hard not to use kids, 

  but, you know, young people don't like being called 

  kids.  They are referred to as youth.  That's just a 

  side bar.  

       I just want to --  

       MR. WEBER:  Did Steven say kids or was it me? 

       MR. ALEXANDER:  Both.  I say kids sometimes.  I 

  mean --  

       CHAIRPERSON HYDE:  It's probably me, because I 

  used kids because the kids I worked with didn't like 

  youth or children.  They liked kids.  It depends on 

  who you're talking to.  

       MR. ALEXANDER:  Yeah, and where you're at.  My 

  real question is about the mission, the messages.  You 

  know, behavioral health is essential to health, 

  prevention works, treatment is effective, people 

  recover.  Is that message a message -- I know it 

  probably went through fifty work groups and it's been 

  -- well, not fifty, but twenty.  But is there any 

  message or could there be a recommendation to make a 

  change to promote empowerment, more empowering 

  language?  

  I think language is important.  You know, people 

  recover.  So I'm just wondering.  It may be something 

  that people are resilient.  I'm on a kick, on a 

  resilient kick.  I just wonder.  I don't know what the 

  process is, but I just think the name is more 

  empowering if the messages to help with promoting 

  wellness.   

       CHAIRPERSON  HYDE:  Does anyone want to react to 

  that?     MR. WEBER:  I will follow your lead.   

       CHAIRPERSON HYDE:  These pretty much are the four 

  messages right now.  That means that we could spend 

  fifty more groups and come up with fifty more opinions 

  about messages, and at some point we have to land and 

  move, and these are the messages we're landing and 

  moving.  That doesn't mean that as we explore what 

  does people recover mean, or it doesn't mean we can't 

  explore what is behavioral health essential to health, 

  what does that mean?  Because there is a resiliency 

  construct in there.  Prevention has definitely a 

  resiliency construct.  We talk about resilience and 

  protective factors all the time.  So we do use that 

  language, but there comes a point at which the 

  messages have to be really short, and they have to 

  relate to whatever it is we're trying to do at the 

  moment, and we -- So these are the messages for the 

  moment.  But I've heard you and I think that we have 

  to figure out ways to talk more in that regard.  And, 

  frankly, it tends to be youth and children's programs, 

  or kids, whatever word you want to use, who say the 

  word recovery doesn't work for them so much.  Then, on 

  the other hand, in the addiction field, recovery 

  really is a very strong, committed word, and in the 

  mental health field it has been.  We can also look at 

  the word consumer.  I can remember, because I helped 

  be there.  I helped be there to get that.  It was the 

  cutting edge word fifteen years ago, twenty years ago.  

  Today people hate that word, and so, you know, it's 

  like the behavioral health word.  Some people hate 

  that word and some people love that word, and so we've 

  really struggled with terms and we will continue to 

  struggle with terms and messages.  But part of the 

  issue is we can't keep changing in order to then 

  define the message and try to get on with trying to 

  get the word out.  So that's where we are at the 

  moment, but I think we can incorporate the construct 

  in lots of ways, on the websites, in the messages, in 

  ads and all kinds of things, so.  

       I had Cynthia next and then we'll go to Arturo.  

  Cynthia, are you on the phone? 

       MS. WAINSCOTT:  Yes, I am.  Mark, you're to be 

  congratulated for what you're doing.  It's a mammoth 

  undertaking.  I think we have two very ripe teachable 

  moments right in front of us.  One is the BP fifty 

  million dollars.  I assume there's going to be a lot 

  of hoopla about that, and a lot of messages around 

  that.  My thought is perhaps through HHS be in charge 

  of some of the messages.  It's great that we do not 

  use divisive language.  In other words, to the degree 

  that we say things like you just said, Mark, and I 

  wrote down that we want people to seek treatment for 

  mental illness, substance disorders, like for other 

  health conditions.  If use language like that, and 

  don't use language like physical health and mental 

  health, and find that somehow the brain is not part of 

  the body.  It's going to be amazing news, a lot.  So 

  it's a huge teachable moment.  

       And I think the other teachable moment is the 

  healthcare reform process.  And people are thinking 

  and talking more about mental health and substance 

  abuse disorders in the healthcare reform process.  If 

  we can get HHS to adopt our language, which again, is 

  an inclusive language, not saying it's two things, 

  physical health and mental health, but it is health 

  and we are part of it, it has the opportunity to 

  really reach the public, I think.  Part of that we're 

  in charge of.  Part of it is leveraging in our 

  partners to understand why it's important to us.  Go 

  team, go.   

       MR. WEBER:  Thank you.  

       CHAIRPERSON HYDE:  Actually, when we were in the 

  Gulf, as I think I said earlier when we were there and 

  listening to folks and we were trying to use language 

  that wasn't specific, there were people who when we 

  used the word mental health, they just went ape.  They 

  didn't like that at all.  So we started using the term 

  emotional health, and people were really -- or 

  psychological health, and people were reacting to that 

  positively.  I'll bet you a dime to a donut if we kept 

  using emotional health and psychological health, in 

  five years people would be upset that we were saying 

  it was emotional.  

       MS. WAINSCOTT:  I can agree with you, and think 

  we've just found a place where we just have move.  I 

  think we, if we can get the language to be inclusive, 

  that's the thing that we can teach the public, is that 

  it's part of health.  It's not their health, the 

  people who have what they call physical illnesses and 

  our health, the people who have illnesses that are 

  related to the control of the body, and it's a huge 

  teachable moment, so I'm excited about it. 

       CHAIRPERSON HYDE:  Yeah, we probably will have 

  won when we don't have to have this term conversation.  

       MS. WAINSCOTT:  Right.  

       CHAIRPERSON HYDE:  All right, Arturo next and 

  then Steven.  

       MR. RANDAZZO:  I just wanted to respond to 

  Cynthia. 

       CHAIRPERSON HYDE:  Okay, turn on your mic.  

       MR. RANDAZZO:  Okay.  Cynthia, you said how you 

  think HHS should, you know, embrace this new language 

  and I just want to let you know that I think they are.  

  I think they are very open to what SAMHSA says, 

  because, actually, there's going to be a blog post 

  either today or between today and Thursday on 

  healthcare.gov, which is the new web portal for health 

  reform.  If you haven't been there, please go.  It's a 

  great site, all about health reform.  But on there 

  they do have a blog and they're featuring it on 

  different parts of HHS and this week there's actually 

  a post from Pam, and it's talking about what we're 

  talking about today, you know.  It's inclusive 

  language, you know, it's a part of health.  It's not 

  something different and how important it is.  

       CHAIRPERSON HYDE:  Okay, Arturo.  

       DR. GONZALES:  Well, just to ad a bit more.   I 

  really think for me, I think the term is behavioral 

  health.  It's the key word that says you've got to be 

  healthy in your behaviors and not if you're on 

  substances or alcohol you're behaviors are not going 

  to be healthy, but, anyway, that's just a side bar.  

       One of the things that I think we ought to take 

  advantage of is I've seen a lot of ads coming out on 

  the negativeness of health care reform.  You know, do 

  we really want to close hospitals at this time?  I 

  mean, they show people getting hospital care.  This 

  guy's had a heart attack and he's going home, and it 

  says, do you really want to have healthcare reform now 

  and close hospitals.  That's what the opponents are 

  saying with respect to healthcare reform that it's 

  going to close down critical medical care kinds of 

  facilities because we can't afford them.  I think it 

  would behoove us to take the positive approach, as of, 

  you know, these road maps for the states come out of 

  HHS and HRSA, that we emphasize that for once now 

  behavioral healthcare is going to be provided through 

  healthcare reform.  It's not just medical care, but 

  we're expanding this out to deal with some of the 

  facts that sixty percent of hospitalizations are 

  caused because of substance use, and use that track as 

  a roll up to healthcare reform, to also build up the 

  fact that it's expanding to behavioral healthcare.  I 

  mean, the road maps and healthcare recognizes that 

  it's going to be provided.  I think that would be very 

  important.   

       CHAIRPERSON HYDE:  Okay, thank you.  Anybody 

  else?  Larke? 

       DR. HUANG:  Thanks, Mark.  I have a couple of 

  questions.  In terms of a new roll out of the website, 

  is there going to be any kind of organization around 

  the strategic initiatives?  Are you going to want 

  information from SI leads or anything like that?  

  Those are all my questions.  

       MR. WEBER:  Yes.  It will be organized around -- 

  well, partially organized strategic initiatives, and 

  the other information that we have available, and 

  we'll be checking with each of the initiative leads.  

  Again, it's not going to be content heavy.  We are 

  really good at putting out five page pdf files, and 

  that's not what those are going to be about.  So, as 

  we -- We'll get our paper out, which will be 

  consistent and define boundaries of what we're putting 

  up.  We can talk further about what you're thinking, 

  because I'm not answering -- I don't think I'm 

  answering your questions, so.  

       DR. HUANG:  We can talk offline.  

       MR. WEBER:  Okay.  

       DR. HUANG:  And I just want to mention that there 

  is a very cool site.  Mark, actually has a cool site, 

  which they call their innovation center on their site, 

  and it's kind of full of interesting things, and I 

  like to think about how we can also borrow and learn 

  from the websites.   

       The other thing is, I noticed that I'm not on any 

  of your work groups, because I there is a little age 

  discrimination here, because I'm not in that modern 

  technology, whatever, I'm over -- I'm on the higher 

  end of the life span here.  But I do want to say that 

  I think this area -- I mean, if I were ever invited to 

  your group, I think that -- 

       MR. WEBER:   You ask too many questions. 

       DR. HUANG:  I know.  

       MR. WEBER:  I love your questions.  

       DR. HUANG:  I think there is tremendous potential 

  here, and I don't claim to know technology at all, 

  but, and I think that -- At this dinner around this 

  HRSA thing and they brought in like computer 

  scientists, and engineers, and Sesame Street was 

  there, and Sesame Street knows about SAMHSA.  Sesame 

  Street wants to do stuff with SAMHSA.  And the Texts 

  for Baby founders were there, and the private sector 

  was there, and it was very interesting, a very 

  different group of stakeholders talking about health 

  messaging.  And geographers were there, and on one 

  hand we need to kind of push our boundaries and really 

  think, what is the breadth of what we can really do 

  through this mobile health stuff.  You know, ever 

  since we learned about Texts for Baby we're going to 

  have sixty-five thousand subscribers keyed to babies 

  and pregnancies, and then the year after for 

  developmental staging and messaging, they've asked us 

  actually to do some early trauma stuff now.  But I met 

  the founder of (inaudible) and I said, well, can't we 

  just take that continually up stage, developmental 

  stage, so we can look at all those developmental 

  milestones and social and emotional stuff, and it 

  turns out he has two four month old twins, so he says 

  as they grow up they'll take it up.  

       But I think about texts for messaging, like texts 

  for teens around underage drinking.  I mean, my kids 

  don't answer a cellphone, but they will reply to text 

  messages.  I mean, so I think that that whole thing 

  around prevention, around reaching people who 

  sometimes don't necessarily want to be reached, or 

  different ways of accessing care.  I mean, I think 

  there's education through mobile health, but there's 

  also delivery of service.  One of the people at this 

  dinner was saying they are actually doing work with 

  people with schizophrenia to just do reminders about 

  medication through texting, and that they have some 

  good data on that.  So I think there's a huge world of 

  sort of different kinds of thinkers who aren't 

  necessarily in the behavioral health or even the 

  mutual communications world, that are just getting on 

  board, because the health is a new arena.  So I would 

  love to get with some of those things if I'm ever 

  invited to your work group.  

       MR. WEBER:  I'll make sure you stay off that 

  email list.  No, you're obviously very much welcomed.  

  And that's really why we're here with CDC right now 

  and SAMHSA co-sponsoring.  You just heard a 

  fascinating presentation on smoking cessation, and it 

  was an online program combined with the patch, and if 

  the individual -- Anyway, they just went through this 

  whole study, and it was like if the individual 

  received a personalized message, and depending on how 

  personal it got, the success rates were dramatically 

  increased, I mean, it was pretty phenomenal.  But they 

  even made the point of the typical public health 

  brochure where they show people walking on the beach, 

  and the message is, even though they were tailored, 

  didn't work.  But if you are a middle-aged, as you go 

  through the online program they talk about your age 

  and demographics, and if you're a middle aged white 

  male, a picture of a middle aged white male pops up on 

  the screen as you're getting your particular message 

  about your life and what we need to be doing around 

  smoking cessation.  But if you didn't have the right 

  picture the success rates dramatically declined, and 

  it was all about the engagement with the text, the 

  picture, the way the brain works the learning process 

  makes it easier to learn if the picture looks like 

  you.  The technology and how SAMHSA decided to invest 

  its resources, in terms of creating the content that 

  will allow us to reach those audiences in such a 

  segmented way is one of the things we're going to have 

  to address.  I've been through a bunch of wonderful ad 

  council campaigns.  We've done great things in pockets 

  across the country, but I think the charge is now to 

  use technology that has a national impact, as opposed 

  to a bunch of great things. So we all need to help 

  each other on figuring out we can do that.  

       DR. HUANG:  One thing around that.  On the 

  messaging for these text message studies, the message 

  were all developed by the consumers, that they would 

  get them to just generate all the messages. 

       MR. WEBER:  Absolutely, that is the highest rate 

  of success, absolutely, self-generated messages.  It's 

  even for people generating them for themselves so that 

  when things weren't going as well as they wanted them, 

  that their own messages were the ones that could help 

  reinforce the behaviors that they were trying to do.  

       CHAIRPERSON HYDE:  Okay, so part of what we're 

  hearing here, and I've got Jerry or Jerome and Kathryn 

  on the list here, but part of what you're hearing is 

  we've got some work here on this that's about to pop 

  out that even our staff hasn't seen yet.  So there's 

  going to see it in a little bit, but you're hearing 

  about it.  And I want to emphasize what Mark said, 

  which is what pops out isn't' the end.  It is a new 

  look to the website.  It's not by any means the end of 

  anything.  So there's lots more work that we have to 

  do.  And trying to figure out how to spend our limited 

  resources, because we don't have money for huge 

  marketing campaigns.  The issue is how to spend our 

  limited resources to make the most out of it, and 

  obviously, we'll be learning as the process unfolds.  

       One of the things that I am very committed to 

  though is when you think about -- I'll make this an I-

  statement.  When I think about things like poison 

  control I think of CDC.  They are not by any means the 

  only one who does poison control, but that's who we 

  think of.  When you think about immunizations you 

  think about CDC, and they're not by any means the only 

  ones who do immunizations, but they are branded to do 

  that.  I could go on and on with who do you think 

  about in the federal government, and it frequently is 

  CDC, because they do a lot of public messaging.  And 

  the reason it's important to me to brand SAMHSA in 

  that way is not to make SAMHSA a big deal.  It is 

  because the public needs to know where to go to get 

  behavioral health issues.  And one of the things 

  actually we're trying to do is not recreate wheels.  

  So if we know that somebody else has a bulimia website 

  I don't want to create anther one.  I want to build 

  off of theirs or share the content, or do the links, 

  or something.  So it's not so much that it all has to 

  be SAMHSA, but it does have to be if the public wants 

  to know something about behavioral health they ought 

  to know where to go to get it.  And we are the logical 

  place for that to be, in terms of the government.  

  There are a lot of other places that are not 

  government.  Nevertheless, so that's of the theory 

  around that. 

       And we have been spending so much money from 

  contracts and other things on different websites and 

  different 800 numbers, etcetera, we are really trying 

  to figure out a way to focus our resources so that we 

  get more out of the limited dollars we have.  

       Terry, I think you were next.  

       MR. CROSS:  Yeah, I just want to emphasize the 

  importance of this for Native American populations as 

  well.  We have a research budget that's funded by OJGP 

  in partnership with Provencal, Miss America, and 

  Purdue University, an online survey of Native youth 

  eighteen to twenty-four.  We're looking at the 

  relationship between victimization and delinquency.  

  Actually, the survey is much wider than this.  Another 

  partner that's doing this is the National Congress of 

  American Indians Youth Commission.  They helped us 

  design the survey to help us design the website, and 

  helped us conduct the viral campaign for getting youth 

  to participate in this online survey.  We launched it 

  June 22nd, and by July 7th we had over a thousand 

  Native youth of that age group that participated in 

  the survey.  We were blown away.  So we will have a 

  data set of over a thousand Native youth that we just 

  were -- It was just incredible that they came forward 

  in the way they did.  So we know the work to be done, 

  and the twitter, the Facebook, everything driving kids 

  to the website worked just great.  

       I also mentioned that when we were at the Carter 

  Center we didn't have an opportunity to talk about the 

  term for the mental health campaign, and the possible 

  links with the journalism program there, but it 

  certainly seems like there's some real opportunities 

  to link all of this together, and the campaign has 

  done an amazing job of getting, not only getting the 

  word out, but of building a network of people who are 

  knowledgeable about social marketing and the use of 

  media to get messages out.  So however that might fit 

  with what we're doing with this, and I couldn't agree 

  more with the notion of campaigns being tailored to 

  individuals, particularly individual groups.  We have 

  been trying to do that in Indian country for a long 

  time.  There are just so many materials that aren't 

  tailored that people pick it up and think it's 

  somebody else's plan.  

       CHAIRPERSON HYDE:  Thanks.  Arturo. 

       DR. GONZALES:  Yeah, I just was thinking in terms 

  of getting the word out, probably, you know, I mean, 

  correct, you know, if you think of immunizations you 

  think of this, you think of CDC or whatever.  Well, 

  they're always getting interviewed.  They're always 

  getting interviewed on CNN or whatever.  It seems to 

  me that since we're here in Atlanta now I think that 

  if there's a meeting that could take place between CNN 

  and you or the media here and say, you know, whenever 

  you have something with regard to like what you did in 

  the Gulf Coast there, that you went along and there 

  were mental health issues, you know.  If it would have 

  been CDC they would have been on television talking 

  about that, and I think it would be great to have you 

  talking about that and interviewing you about that 

  instead of CDC.  So I think in some ways you need to 

  be a little bit selfish about that and say,  yeah, I 

  want to get interviewed, because that's for the good 

  of the Agency, and if somehow something could be 

  worked out with CNN, and I know CDC is in Atlanta, so 

  they get all the breaks, but you have CBS and ABC in 

  Washington and why can't they give you a call every 

  now and then when there's a major thing that needs 

  some mental health advice or is a mental health issue?  

  Just a thought.  

       The other thing is I think it would be good for 

  Mark to make some contact with the executive director 

  of the American Mental Health Association, because 

  every year the American Mental Health Association has 

  a link major, major convention, and they're talking 

  about ways to get information out about health, 

  diabetes, and everything else like that, and if you 

  could get something out as a member, associate member 

  or whatever, and use some of the technology that they 

  have with respect to doing that, and I can give you 

  the name of the president.  Dale Ellerson is from my 

  state who got elected president.  You could probably 

  get some time to be on one of those groups or 

  whatever, communicate with them to get the mental 

  health message out there.  I think that would be 

  really, really helpful.  Just two suggestions.  

       CHAIRPERSON HYDE:  Thanks, Arturo.  It actually 

  was quite gratifying actually in the Gulf to have the 

  Surgeon General be the spokesperson for behavioral 

  health.  So I was more than pleased not to be on 

  camera.  She was doing a terrific job in that case, 

  and she has such a high profile in the public health 

  world.  We were teasing her and calling her the rock 

  star of public health.  She was just being swarmed 

  when we were down there.  So to have her be out there 

  talking about mental health was pretty special.  

       Kathryn, I think you're next.  

       MS. POWER:  I came back in the room and Mark was 

  already answering questions, so I obviously missed 

  your brilliant presentation and I apologize.  But I 

  heard some of it before, so I wanted to just raise the 

  issue about the fact that some of the terminology 

  that's used in this particular strategic initiative 

  includes social inclusion and social determinants of 

  health, which I think are really very powerful and 

  really belong to behavior health.  In other words, you 

  may have other components talk about social inclusion 

  and social determinants of health, but I really 

  consider it to be an ownership of behavioral health, 

  and the notion that Cynthia raised about making sure 

  that we talk about this in a way where we talk about 

  conditions of health, I think is really powerful, but 

  then there's this larger sort of social and emotional 

  issue around how the community reacts on a behavioral 

  health level, and how all of those things contribute 

  to this concept of the social determinants of health.  

  So globally these are very sophisticated constructs 

  and there's been a lot of debate about them, and so 

  how we take those and use the public support 

  initiative to be able to refine and simplify the 

  behavioral health aspects of social inclusion, I think 

  is going to be one of the unique that SAMHSA can, 

  frankly, and I think that that's fabulous. 

       And then you move into this environment where, 

  and I haven't heard this term in a long time, but 

  universal coverage.  We move into this environment in 

  healthcare reform where lots of people have lots of -- 

  or have coverage in a way that is almost universal 

  healthcare coverage, how are then going to be nimble 

  enough and adaptive enough to then change our 

  messages?  And I think, Mark, that's going to be 

  incumbent upon all of us to figure out that we have to 

  nimbly shift and adapt some of these messages as we 

  move -- as we move into a greater understanding, 

  because the terms are recovery, resiliency and social 

  inclusion in sort of an interesting evolution.  And as 

  we evolve but healthcare reform is implemented we're 

  going to adapt, I think, some of those messages along 

  the way, because I'm hoping that there will be some 

  acceptance level for social inclusion, social 

  determinants of health, the construct of recovery, and 

  moving into, you know, sort of health conditions under 

  healthcare reform.  So I really applaud the work that 

  you're doing and I, you know, really think that our 

  ability to adapt quickly and be nimble about some of 

  these products is really going to be a part of our 

  message.  

       MR. WEBER:  I think as we move forward with this 

  one of the key audiences will be the provider 

  community, in terms of the provider community that we 

  haven't traditionally reached out to.  And one to 

  anticipate as the health system moves more towards 

  outcome bases versus purchasing the quantities, an 

  individual who has an underlying mental or substance 

  use disorder that's contributing to that health 

  condition, that the team will have to make sure that's 

  addressed.  I feel compelled to tell this, that I was 

  down here in Atlanta last week at the tuberculosis 

  conference and CDC invited me to speak around these 

  issues, and a new person in the field, who it's her 

  role to make sure that the patient was compliant with 

  treatment, and the question was, well, what do you do 

  with the substance abuse stuff, because all these 

  people with tuberculosis have substance abuse problems 

  and that's why they're not compliant.  I was like, you 

  know, so it's like that expanding and getting to the 

  out -- And the answer, what I believe the answer is, 

  when you're talking about the individual, what does 

  the individual need, and then the services that get to 

  that probably stay in the outcome.  So I think that's 

  the wedge, a wedge, not necessarily the only wedge. 

       CHAIRPERSON HYDE:  Thank you.  One of the issues 

  that Mark and I have talked about is trying to get -- 

  and it kind of goes to Arturo's point earlier, and a 

  little bit to yours, Kathryn -- is trying to get some 

  of us, all of us, because all of us at SAMHSA do a lot 

  of speaking, to try to get us into situations where we 

  aren't just talking to ourselves.  I mean, we're 

  constantly talking to our field and with our field.  

  So trying to get us in front of chambers of commerce, 

  in front of healthcare providers, in front of people 

  who aren't typically our field is something we've 

  thought about and we probably haven't done a very good 

  job at that collectively.  So, it's not just me, 

  because all of do lots of speaking, so we need to 

  think more about that.  It's a message tool, and, 

  frankly, for providers or for middle aged and senior 

  people, which hasn't been spoken about too much today, 

  seniors.  Some of us are in the latter part of our 

  careers instead of the early parts of our careers, 

  maybe another way to get at it.  But, anyway, those 

  are issues we have to look at too.  

       I've got two more people on the list here.  I've 

  got Ed.  Ed, did you have your hand up a while ago?   

       DR. WANG:  I actually just want to -- First of 

  all, Mark, excellent presentation.  I loved your 

  slides, specifically the one saying much work ahead.  

  That's my side.  Well, when I look at the other side, 

  this young man with bellbottomed jeans, I was looking 

  at Mark, and I said that if Mark takes his glasses off 

  that's the character of Mark.  I don't know whether 

  there's a kind of self-conscious, unconscious thing 

  that you put up.  

       MR. WEBER:  Now you're really playing with me.  

       DR. WANG:  But, anyway, I think it was a great 

  presentation.  The only thing I just wanted to ad is 

  in regard to general public awareness and support, 

  communication strategy and messaging, I think SAMHSA 

  is doing a great job now in terms of how we have 

  translated materials and information on the SAMHSA 

  website.  Congratulations.  Excellent.  But I wonder 

  maybe the future staff is actually have a more 

  dedicated area specifically for the cultural 

  linguistic community.  Part of it is not just about 

  translation of, you know, Kathryn mentioned about, you 

  know, some more technical terminology.  Some of these 

  terminologies are so foreign to some language groups 

  and so forth.  So I'm wondering whether there's a way 

  to actually have a little bit more dedicated area of 

  the SAMHSA website that actually can relate, you know, 

  to various cultural linguistic groups in the language 

  that they can understand.  What that means is that, 

  actually, there will be some level of cultural 

  translation that has to be done, and some of that is 

  actually not that hard.  It is actually about giving 

  people examples.  When we talk about emotional health 

  and I try to think if I'm going to translate into 

  Chinese, well, it's going to be a little tough.  But 

  if I can give example what emotional health means to a 

  family, I think that is much more easy to understand.  

  You know, as you know, information is power, and one 

  of the issues of not having access to care is because 

  we don't understand, in terms of some of our 

  terminologies and so forth we've established.  So I 

  think this is something worthwhile to think about, in 

  terms of thinking outside the box, in terms of what 

  can be done.  We are in the CNN tower.  You know, they 

  have CNN Spanish, and there are many other stations 

  that have that.  You know, I think we need to get 

  beyond that now to say what can we do, not only about 

  translation, but it's also talk about cultural 

  translation, in terms of behavioral health.  

       CHAIRERSON HYDE:  That's a very good point.  Good 

  advice. Don? 

       DR. ROSEN:  In the name of full disclosure, I 

  sent my first email when I was forty years old.  My 

  children say -- thank you -- and it was a while ago.  

  My children look at me and go, you didn't have the 

  Internet when you were a kid?  What's the point?  And 

  one of the things I've wanted to say was that I 

  thought about my role as a National Advisory Council 

  member, and Pam has been wonderful at asking us to 

  give advice to this group.  And another possible 

  function of the National Advisory Council is to carry 

  messages from this group.  I'm affiliated with a 

  fairly substantial public psychiatry training program.  

  It would be very nice if we had a simple product that 

  we could orient trainees to regarding access through 

  public psychiatry to this website, because they're the 

  ones -- I mean, I'm a middle aged guy teaching younger 

  people, and my faculty is filled with middle aged 

  people teaching younger people.  And so the gap that I 

  was just speaking to is endemic throughout the 

  academic medical community, and if we could leverage 

  the training programs to take the word out, the 

  Council members to carry that forward to academic 

  medical centers and to public psychiatry service 

  centers in our districts, it may help build a kind of 

  momentum.  Because someone was saying a little while 

  ago we are with ourselves and talking to each other.  

  But it's how to get it to the next generation and 

  beyond it.  And in academic medical centers we have a 

  built in pathway for that.   

       CHIRPERSON HYDE:  So are you asking for like a 

  product, to use that term, but it could be an 

  electronic product, that -- that -- that faculty could 

  use teaching younger -- obviously, that's almost by 

  definition that students are usually younger.  Not 

  always, but often.  

       DR. ROSEN:  Yes.  

       CHAIRPERSON HYDE:  Is that what you're asking 

  for? 

       DR. ROSEN:  Yes.  

       CHAIRPERSON HYDE:  So it would be like either a 

  website or an electronic media, or something you could 

  use to get these messages across?  

       DR. ROSEN:  Yes, and then if I go to speak at the 

  Oregon Psychiatric Association I've got the canned 

  presentation with me.   

       CHAIRPERSON HYDE:  Interesting.  Okay.  Anybody 

  got a comment they want to make here?  Okay.  Well, 

  this is great.  This one ended right on time.  Thanks, 

  Mark, that was a stimulating conversation, obviously.  

  All of these were all day today, so I really 

  appreciate it and I continue to -- I can't tell you 

  enough how much advice means to me, because I've been 

  on a jillion advisory committees and listened to a 

  jillion advisory committees, and have always thought 

  it was the dialogue and the input that was really 

  valuable.  I don't know if that feel that way to you, 

  but I just want to really continue to reinforce to you 

  that your time, effort, and opinions, and the back and 

  forth, and all of that is very helpful to us, and 

  thank you for doing it.  

       It's time for public comment.  So I think we have 

  at least one person.  I want to remind everybody who 

  is on the website, or anybody who's in the audience, 

  we need you to sign up if you're interested in doing 

  that public comment, because we're going to call you 

  off here.  So if you are not on the list you need to 

  get on the list.  Can we tell people how to do that?   

       UNIDENTIFIED SPEAKER:  How do we get on the list 

  to speak today?   

       CHIARPERSON HYDE:  Yes, go out to where the 

  registration is.  We have to have a list.  Sorry about 

  that.  We have to have a record of who we're listening 

  to and what we're doing here.  So we have one person 

  on the line, and we'll start with that person.  

  Anybody else in the audience who wants to comment we 

  need you to sign up at the registration desk so we 

  have a record of who is commenting and where you're 

  from. 

       So the first person, however, online is Peggy 

  Moses, a mental health advocate from NOMI.  Peggy, are 

  you listening?  

       MS. MOSES:  Can you hear me? 

       CHAIRPERSON HYDE:  We can.  Go ahead.  

       MS. MOSES:  Okay, that's great.  I'm listening 

  all day and I want to tell you I am (inaudible).  I've 

  been to social inclusion conferences, and I've been in 

  trying to change the dialogue, and you've come so, so 

  far in social inclusion.  If nobody today even thought 

  about social exclusion, so this is a wonderful, 

  wonderful group.  I had one question.  I've been 

  working cooperating with people in the medical field 

  to put together a grant for integrative primary and 

  behavioral healthcare.  I saw that the Senate had 

  okayed the funds, but don't know when a grant would be 

  available to apply for.   

       CHAIRPERSON HYDE:  I'm sorry.  Are you asking 

  about something the Senate just did recently?   

       MS. MOSES:  Yes, in July they approved funds for 

  integrative primary and behavioral healthcare.  

       CHAIRPERSON HYDE:  Okay, those are dollars that 

  are for 2011, which means that they have to pass both 

  Houses and be signed by the President, and we're a 

  long way away from that.  It could be December, 

  January before that action happens in Congress, and 

  then after it happens in Congress it has to get to us, 

  and then we have to go through a fair number of 

  gyrations.  So we're probably talking, assuming it 

  stays in the budget and gets through to us, we're 

  probably talking a good nine months from now before 

  something like that would be available.   

       MS. MOSES:  Okay.  

       CHAIRPERSON HYDE:  But keep tuned, stay tuned.  

       MS. MOSES:  Okay, thank you so much.  

       CHAIRPERSON HYDE:  Thank you.  Okay, anybody else 

  on the line?  Okay, the next person, Sheila Scott, 

  SAMHSA regional consumer education between states.  

  Consumer, I think is what that says.   

       MS. SCOTT:  Okay, thank you.  

       CHAIRPERSON HYDE:  We can't hear you.   

       MS. SCOTT:  I really appreciate being able to 

  make a comment.  About three weeks ago we had a pretty 

  general SAMHSA consumer meeting here in the Southeast.  

  It was extremely helpful to us.  Those participants 

  have -- many of them are beginning to share between 

  the states, so I'm really looking at their being 

  active in sharing information, especially those things 

  that are working, those things that are not working, 

  and the states actually supporting us to continue that 

  collaboration, so that is something I am very excited 

  about.  

       The other thing is thinking large here, that 

  SAMHSA is large.  CNN, of course, is a leader and it 

  would be wonderful to think about in today's reality 

  TV if we could have a mental health station that 

  someone would want to go into and look and learn and 

  that is about education as well.  So that is just a 

  thought.  

       CHAIRPERSON HYDE:  Great idea.  Mark, can you get 

  that done?  Mark will put it on his list.  That's a 

  great idea.  Alan Goodman, Georgia Mental Health 

  Planning Advisory Council about older adults.  

       MR. GOLDMAN:  It's Goldman.  I don't write very 

  well.  

       CHAIRPERSON HYDE:  Goldman, sorry about that.   

       MR. GOLDMAN:  It is a privilege to have the 

  opportunity to hear you in person, and I'm so pleased 

  ya'll came down to Atlanta.  I am on the Mental Health 

  Planning and Advisory Council, and I was a little 

  disappointed today, in terms of what I heard and what 

  I read.  When I picked up the strategic initiatives 

  there was mention of kids, that was the word, 

  children, youth, adolescents, adults, working age 

  population, but nothing about older adults, and 

  certainly, no one around this table, with the 

  exception of the Chair who mentioned seniors ever 

  referred or talked about older adults, and this is 

  despite the fact that our society is aging, the 

  population is doubling.  In the next twenty years the 

  baby boomers and the age wave is pushing us off the 

  charts, and there needs to be a greater recognition of 

  this population.  Particularly as it relates to mental 

  health services they have chronically been an under 

  served population, and I would hope that when one 

  thinks about substance abuse, suicide prevention, 

  homelessness, incarcerated adults, that older adults 

  receive some recognition, as far as being a target 

  population.  There are disparities and being old is 

  one of them.  And with that in mind, I certainly would 

  hope that SAMHSA provides some leadership, and 

  certainly there are opportunities within the 

  Affordable Care Act, as it relates to building 

  supports in the homes and communities, as in a better 

  interface and integration of primary, acute, and long 

  term care, that you all provide that leadership, and 

  also that you hold the states more accountable 

  relative to serving older adults.  It's just not 

  happening, and I hope that you can move the mark a 

  little bit.  Thank you.   

       CHAIRPERSON HYDE:  Thank you for your comments, 

  Alan.  Danton Sealy, Georgia Mental Health Planning 

  and Advisory Council, website simplification.  

       MR. SEALY:  Yes.  Thank you.  My name is Danton 

  Sealy.  I support the Georgia Mental Health Planning 

  and Advisory Council.  I'm under the supervision of 

  the Georgia Mental Health Consumer Network.  I'm also 

  a person in recovery.  My sobriety is not all that 

  long.  I've been given an opportunity to support the 

  Council under the supervision of Sherry Jenkins 

  Tucker, who is the executive director, and I'm just 

  expressing this publicly because she has given me the 

  opportunity, even though my sobriety is not all that 

  long.  I suffer from co-occurring disorders, mental 

  health disorder and substance abuse.  I've overcome 

  many barriers to get where I am and she's been quite 

  supportive.  In supporting the Council we had members 

  and representatives who went to the National Better 

  Block Grant Conference and the good and modern 

  addiction system was referenced there several times.  

  And I heard Mr. Weber talking about the simplification 

  of the site.  My Council members could not find that 

  by going on to the SAMHSA website.  I had to do some 

  research and just simply Google it and then tell my 

  Council members where they could find to reference 

  this site so they could read it and they can know what 

  was going on with SAMHSA.  So we look forward to 

  simplification of the website so people can access it 

  when they want to.  Thank you.  

       CHAIRPERSON HYDE:  I just have to tell you a 

  story about that and you'll see why we are working on 

  the website.  When the Gulf Coast disaster stuff 

  started Mark and I were sitting in an HHS office 

  needing to get some tip sheets that we knew existed 

  off of our website and we couldn't find it because we 

  were using the wrong word.  So we finally found it and 

  finally made it easier to find, but that's exactly the 

  point.  The website is actually a great website.  It's 

  gotten awards.  Lots of good stuff on the SAMHSA 

  website, but it is sort of time to make it more 

  searchable and more able to find things on it, so 

  thanks for that feedback.  All of you, all of the 

  public comments.  

       Are there any other comments from the public, 

  either online or in the audience.  Okay.  It's just 

  about time to end.  I want to give the Council 

  members, anybody have anything to say today, this 

  evening?  

       Okay, let's talk real briefly about tomorrow.  We 

  are going to start really promptly at 9:00 because we 

  need to be ready by 9:30 for the public listening 

  session, and we've got just a couple of things to do 

  at 9:00 o'clock.  So please -- Your breakfast is on 

  your own, and it's in the same room, Toian?  

       MS. YOUNG:  Yes.  

       CHAIRPERSON HYDE:  So please try to be down here 

  about five until 9:00 ready to really start the 

  meeting at 9:00, if that's all right.  We'll do a 

  listening session that goes to about 10:30, and we'll 

  have a few minutes' discussion, and that's the time 

  when I really want your feedback about what you 

  witnessed yesterday, any other kinds of thoughts you 

  may come up with later sleeping tonight about what 

  we've discussed today, and then we'll have a little 

  bit of conversation about our next meeting.  There are 

  some ideas that have come out of this meeting today 

  about what I think, given what I know will have 

  happened between now and spring that we may want to 

  put on the agenda, so I'll also propose some of that, 

  but we'll want your feedback about that.  So we'll 

  have some good more discussion tomorrow, and you're on 

  your own for dinner this evening.  Are there dinner 

  plans?  Okay, so Irene is already getting some 

  highlights from today ready for this evening, so watch 

  -- so you may want to -- Irene, do you have a point in 

  time that you want to tell us those might be ready?   

       MS. GOLDSTEIN:  When you need them.   

       CHAIRPERSON HYDE:  This evening.  What's your 

  time frame? 

       MS. GOLDSTEIN:  Midnight.   

       CHAIRPERSON HYDE:  First thing in the morning?  

  Would that be better? 

       MS. GOLDSTEIN: Yes.  

           CHAIRPERSON HYDE:  So in the morning you might 

      want to stop by the desk and get -- we'll just have a 

      pile there or something.  So at the lobby desk check 

      if you want to get those and read them at breakfast, 

      whatever, and we will see you ready to rock and roll 

      at 9:00 o'clock in the morning.  

           (Adjourned at 4:28 PM) 
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