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           CHAIRMAN HYDE:  Well, good morning everyone.  I 

      hope you all had a good evening and enjoyed Atlanta, 

      or enjoyed your dinner, or enjoyed whatever it was 

      that you chose to do, or sleep, or TV, or whatever.  

      It's good to have everyone back.  But this morning I 

      wanted to read just a couple of things before we have 

      people begin to join us.  And my guess is that people 

      will start to filter in a little bit before 9:30, 

      which is why I wanted to make sure that we got started 

      on time.   

           I think we are supposed to officially announce a 

      quorum.  So, Toian, do you want to do that for the 

      record? 

           MS. VAUGHN:  Good morning, everyone.  I'm Toian 

      Vaughn.  I am the designated federal official for the 

      SAMHSA Council.  We have a quorum, Ms. Hyde, and I'm 

      now turning the meeting over to you. 

           CHAIRMAN HYDE:  Thank you.  Mark, is there 

      anything you want to tell us about the 9:30 session, 

      just so we'll be ready for that as people begin to 

      filter in? 

           MR. WEBER:  Basically, we're looking at it as an 

      opportunity to hear from some of the Atlanta's -- some 

      of our targeted audiences, people who have experience 

      in the field, not that the Advisory Council doesn't, 

      in terms of real life, on the ground opportunities for 

      advancing our public awareness and support initiative.  

      So we're -- one of the groups we're bringing in in 

      particular are the scholarship recipients that SAMHSA 

      has brought to this conference here.  So look forward 

      to hearing from them on that. 

           CHAIRMAN HYDE:  Anybody have any questions about 

      what this is?  This is an interesting juxtaposition of 

      a conference that's going on.  And we're using that 

      opportunity for people to actually talk to you, as the 

      Council members, in addition to SAMHSA about their 

      thoughts about communication and messages.  Do you 

      have any questions about that? 

           Okay.  We had just a little bit of conversation 

      yesterday, and I will just say a word or two about 

      yesterday, and then we can open it up for other folks 

      to talk about yesterday, but the -- the message issue 

      is always a hard one.  But we didn't -- We do have 

      four messages, and we are focusing this conference and 

      the listening session on message number one, which is 

      behavioral health is essential to health.  And even 

      that message, to be honest with you, has gone around 

      and around about.  I think conceptually we know what 

      we're trying to communicate here, which is that 

      behavioral health shouldn't be separate from health, 

      that behavioral health means substance abuse and 

      mental health.  It means substance abuse disorders and 

      mental illness.  It means prevention and emotional 

      development, health development.  It means all of 

      those things, so even the use of the term behavioral 

      health has -- has gone through a significant amount of 

      discussion in our -- in the agency in SAMHSA.  And 

      then, obviously, behavioral health being essential to 

      health, we've gone from it's part of health.  It's an 

      essential part of health.  It's -- so we -- and you 

      can see just in the words that all of those have 

      slightly different meanings. 

           So one of the things that we -- let me make that 

      an I-statement.  One of the things that I struggle 

      with about some of this is we want behavioral health 

      to be part of health.  We want it to be clear that 

      issues of the brain, issues of the emotions, issues of 

      the mind, whatever words you want to use, mental 

      illness, substance abuse, behavioral issues, however 

      you want to think of it, should not be thought of 

      differently, or less, or provided less support, or 

      looked down upon, or believed less, or any of those 

      things than any other physical health condition. 

           In fact, in a couple of instances, we've actually 

      even called it physical health.  We've framed it in 

      those terms. 

           On the other hand, I think we're at a point in 

      history, and maybe we'll be at a different point in 

      twenty years, but we're at a point in history where we 

      also don't want to be subsumed.  In other words, we 

      don't want to be lost.  We don't want to have there to 

      be no focus on the issues that we care about.  And we 

      also struggle with -- I struggle with, but I think all 

      of us do, with the difference between the -- 

      essentially the primary care, or health homes, or 

      places where you might do the basics, the screenings, 

      the assessments, the basic management of certain kinds 

      of conditions, all the way to people with more severe 

      mental illness or serious mental illness, persistent 

      mental illness, serious emotional disturbance, the 

      specialty system.  It is our specialty system like our 

      disease is our specialty system, like other kinds of 

      diseases that need a specialty focus when the issues 

      gets bad enough that primary care physicians or 

      primary care settings can't handle those conditions. 

           So all of that is not well formed, I think, for 

      our field, because we've been so used to being a 

      separate system.  So this is something that we -- it's 

      more than just a conversation about communications.  

      It's really a very conceptual conversation, I think.  

      So I hope that you will listen to the session in that 

      regard.  It is about how we communicate those issues, 

      but how we communicate them really does probably have 

      an impact on where it goes over the next few years. 

           So that's the lead in to the 9:30, which I wanted 

      to tell you my thoughts about it.  Again, anybody else 

      have any reactions or comments to that before we go 

      back to yesterday?  Stephanie. 

           DR. LeMELLE:  Yeah.  You know, one of the things 

      that we've been sort of working on in the academic 

      setting in the training programs is sort of modifying 

      our training programs to be more public psychiatry or 

      community psychiatry based, as opposed to the 

      traditional way that we train psychiatrists.  And as 

      you were talking, I was just thinking that one of the 

      issues that comes up is even within psychiatry there 

      are these subspecialties.  And I'm wondering, at some 

      point, if SAMHSA might jump on the bandwagon of the 

      subspecialty of community psychiatry and not just all 

      of psychiatry, but community psychiatry, which really 

      is a different way of thinking about the relationship 

      between the consumer, the clinicians, the community, 

      the family.  And it really is a very different 

      approach than the traditional way that psychiatrists 

      are trained.  And I guess there's the pros and cons to 

      that.  You know, the pro is that it's really a 

      different structure in how you teach and the topics 

      that are covered.  And where you expect people to go, 

      when they're finished with their training.  The cons 

      would be that you're getting a smaller population 

      because there are going to be some people who choose 

      psychiatry specifically because they want to do 

      analysis, psychotherapy in a private practice setting 

      and not be in the community.  So those folks would be 

      sort of excluded.  But you would then select folks who 

      really have the same mindset and are really much more 

      community oriented.  And so it was just a thought that 

      I had.  And I don't know down the line how that would 

      play out or not.  And I don't know -- Don's involved 

      in a lot of this as well, but conceptually, I think 

      that there is a subspecialty of community psychiatry 

      in the training programs, and it's growing.  I mean 

      it's a real -- nationally it's a really -- right now I 

      think there are about ten, although not officially, 

      but there are about ten fellowship programs that 

      specifically train psychiatrists to do the kind of 

      work that we're talking about, as opposed to the 

      traditional training which is not geared towards this 

      type of work. 

           CHAIRMAN HYDE:  Don, did you want to react since 

      Stephanie gave you the opening? 

           DR. ROSEN:  Sure.  We can have a psychiatrist 

      back and forth here, and no one else will get a word 

      in edgewise.  It will be great.  Public psychiatry 

      training focuses a lot on the clinical interaction and 

      context of systems.  You start with the -- with the 

      doctor patient because it's the doctor patient center.  

      Then it's the center as it relates to other centers, 

      then city, community, county, state, federal systems 

      and all interact.  It really does attract a specific 

      type of psychiatrist and does not attract others.  So 

      I agree with -- with the points that Stephanie made. 

           I think it is -- well, I'll just leave it at 

      that.  Thanks. 

           CHAIRMAN HYDE:  Well, it's the whole issue -- 

      Kathryn, I'll call on you next.  This whole issue of 

      primary care, behavioral health integration and we 

      talk about it bidirectionally.  And obviously we're 

      talking about not just psychiatry, but also all the 

      substance abuse issues as well, all the medication 

      assisted treatment, as well as other kinds of 

      treatments are growing out of that context.  So this 

      may be a conversation.  We'll take it back up later in 

      the day, but it may be a conversation that we want to 

      think about having at some other Council meeting.  So, 

      Kathryn, you wanted to add to this? 

           MS. POWER:  I just wanted to comment that I think 

      both Don and I have had a couple of side bar 

      conversations.  And I wanted to let Stephanie know 

      that SAMHSA -- we've had this iterative conversation 

      over the last, I'm sure, ten years in terms of how do 

      we try to influence sort of the formal professional 

      training for docs.  And it's hard.  It's hard to 

      figure out ways to get into the medical school system 

      and the training system, 

      et cetera.  So the only way that SAMHSA, I think, has 

      really approached this is that we've tried to take a 

      look at the provider group, the psychiatry group, and 

      the consumer group as three groups that we want to 

      influence.   

           And each of the centers does some form of 

      leadership development.  In other words, CSAP does 

      prevention leadership.  CMHS does psychiatry 

      leadership and consumer leadership.  CSAT also does 

      leadership.  Rich can talk about that.  So we do -- we 

      cultivate these leadership programs which are very 

      small and we have relationships with groups, and -- 

      and we have a leadership and psychiatry program that 

      comes out of working with NCCBH.  They identify 

      community psychiatrists, you know, the ones that we 

      think have values that are embedded with recovery 

      principles.  And there's ten or fifteen of them a year 

      that we try to influence.  It's a very small.  It's 

      very limited, but we get at the heart of, I think, 

      your issue.  And that is trying to cultivate that kind 

      of individual in a way that will become a leader in 

      healthcare reform, you know, in psychiatry.  But it's 

      very small, and it's, you know, it's just across the 

      centers in terms of trying to influence leadership. 

           CHAIRMAN HYDE:  Flo. 

           MS. STEIN:  We are trying to do something in 

      North Carolina to try to reinstate the medicine in our 

      programs.  And a lot of our programs lost their 

      psychiatrists or had all kinds of other people needing 

      them, and they might have had a psychiatrist by 

      contract to do medication management.  But we have 

      organized a new kind of provider in our state, kind of 

      a bigger and more comprehensive provider.  And to be 

      one of them, you have to apply.  But to be one of 

      them, you have to have a medical director.  And based 

      on your -- the size of your consumer population, it 

      tells you how much you have to have.  But basically, 

      it's a full-time or part-time medical director who is 

      a psychiatrist that takes that position, or you have a 

      waiver process where another kind of physician who's 

      had years of experience, it maybe a pediatrician with 

      child mental health or something like that.  They can 

      get waived.  And one of the goals besides providing 

      the clinical leadership to kind of improve the 

      practice is to have the doctor -- your doctor 

      conversations with primary health.  And it's -- 

      because it's been a little bit of a rough road, as 

      some changes are.  But I think it's going to have a 

      huge difference as we go forward. 

           CHAIRMAN HYDE:  That's great.  This conversation 

      we definitely can take up at another time, but I just 

      wanted to raise it for two reasons.  One, is as it has 

      relevance for the 9:30 meeting, but also because it 

      has relevance for how I see you as a council helping 

      us, which is more than just advising about a 

      particular grant program or a particular direction, 

      but really helping us think in a broader way about how 

      the behavioral health field is moving and how SAMHSA 

      leads in that.  So do keep your thinking hat on about 

      that. And I also just wanted to let you know we've 

      called on a couple of you as you requested, and we're 

      going to continue to do that where we find 

      opportunities to do that to help us think through 

      certain things.  I know I've had some conversations 

      with Stephanie, which I'm now sucking her in to 

      working with Fran on some stuff and certainly with 

      Kate Aurelius has been very helpful helping us think -

      - me think a little bit about some Medicaid issues.  

      So just so you know, we will continue to pull you in, 

      but not so much to make you come to more meetings or 

      do more things, but just to help us think so that is -

      - that is an important part of your role.   

           So, Ed, I think I saw your hand.  Then we want to 

      go to yesterday's. 

           DR. WANG:  Good morning.  One of the things that 

      it's great that Stephanie, and Don, you both brought 

      this issue up, but I'm just wondering that we might 

      want to also get a sense of what's happening at the 

      state level.  I can only speak for Massachusetts, but, 

      you know, I don't think that we are that unique.  You 

      know, in Massachusetts we do actually have funded, you 

      know, two centers of excellence that provide both 

      training and research.  And my understanding is that 

      except that, you know, probably we don't call them 

      community psychiatry.  I think that's another 

      language.  We call them public psychiatry.  And I 

      personally know a number of residents are actually 

      working both in state facilities inpatient hospitals, 

      as well as in -- in the community health centers as 

      rotations and so forth.  So -- so there's things 

      happening, but I think people, again, maybe not 

      talking to each other at the state level.  And I don't 

      know whether that's also true for North Carolina and 

      other states, but you know, these programs have been 

      around for a long, long time that I can remember 

      because I was one of them being trained as a 

      psychologist. 

           CHAIRMAN HYDE:  This conversation is ripe for 

      more.  We will definitely think about how to come back 

      to that.  I want to make sure people -- now I believe 

      Cynthia is on the phone.  Cynthia, hello. 

           MS. WAINSCOTT:  Good morning. 

           CHAIRMAN HYDE:  How are you feeling today? 

           MS. WAINSCOTT:  I'm better than I should be, I 

      think. Your point about the behavioral being excluded 

      by medicine I think is a key one for us to think about 

      strategically.  I think the answer to that is 

      integration.  If you think about what happens now, 

      it's going to come down to family practice and if 

      someone is sick with depression, they get treated or 

      not.  There is expertise or not to do that.  If they 

      get really sick, they tend to disappear.  They go off 

      to a specialist, perhaps to an institution and there 

      is no value seen.  What happens next for the family 

      practice doctor?  What I think is we have an 

      opportunity to sell integration as the way to raise 

      the prestige of -- I loved the way you talked about us 

      being specialty-focused.  Psychiatrists are paid less.  

      There is way less prestige.  We, on the other hand, 

      we're integrated and fifty percent of the people that 

      walk into the doctor's office that need some kind of a 

      psychiatric care can get it right there.  And the 

      doctor and the nurses and everybody associated with 

      that practice can see the improvements occur that will 

      raise the prestige of the psychiatrist in addition to 

      raising the health of a person.  We have some 

      tremendous allies in this.  The doctors, the nurses, 

      the ER folks are out there with him because they -- 

      they are being dumped.  I talked to -- certainly it's 

      happening here, and I talked to people in many other 

      places where it's happening, large numbers of people, 

      that they are not either equipped, adequately paid, or 

      able to care for appropriately.  They are desperate 

      for help.  So I think what we have here is a selling 

      point on the one hand to the psychiatry field and 

      psychiatric social workers and others that raise the 

      prestige (Inaudible) and the natural allies we have 

      around the general medical folks are really desperate 

      for help.  So I think that this is ripe with 

      opportunities.   

           CHAIRMAN HYDE:  Terrific.  Thank you, Cynthia.  

      I'm glad you're here or on the phone.  All right.  

      Let's spend just a few minutes recapping, talking 

      about yesterday and see if you have anything in your 

      reaction.  We're going to come back to two days ago 

      later, if you can follow that timeline.  So yesterday 

      we did a session on cultural issues across all of our 

      strategic initiatives.  And then we did -- we drilled 

      down into one of our strategic initiatives, mainly 

      healthcare reform, and looked at the role of peers and 

      family-driven services with a great panel from 

      Georgia.  Then we spent time on two of our strategic 

      initiatives.  One around data outcomes and quality, 

      which is obviously emerging.  It is one that we kind 

      of know what we want to do and where we need to get, 

      but the -- the path is still emerging.  And then the 

      communications one where we spent a little bit more 

      time talking about sort of the technical things about 

      websites and such rather than the broader issues of 

      how we are communicating these messages.  And I also 

      had some other conversation about message. 

           So having done that yesterday, did anybody wake 

      up with a brilliant thought in the middle of the night 

      that you would like, at this point, to put on the 

      table?  Arturo and then Stephanie? 

           DR. GONZALES:  Buenos dias, good morning, 

      everyone.  Pam and colleagues, I was thinking of 

      something that -- that -- when we were talking about 

      the role of -- of that SAMHSA played in the Gulf Coast 

      situation with the oil spill and the emotions and how 

      there was a role for SAMHSA there.   

           One thing I wanted to bring up to my associates 

      this morning, my colleagues, is the issue that's 

      happening in Arizona with respect to immigration 

      policy.  Irrespective of where people fall on that 

      issue, it is creating, I know where I fall on it, but 

      irrespective of where others fall on it, it's creating 

      a tremendous emotional difficulty for those 

      individuals who are being -- what's the term, Dr. 

      Wang?  Stereotyped as being non-citizens, and being 

      stopped when they are citizens, but it's also -- so 

      it's creating problems for the undocumented 

      emotionally, but it's also for those Hispanic, Latino, 

      and minority individuals that are citizens in the 

      state.  And it's creating a situation where people are 

      leaving Arizona and coming to New Mexico, coming to 

      Texas, and that's increasing the need for services,  

      etcetera. 

           What -- Pam, I guess I'm wondering is there any 

      input that SAMHSA will have with the administration or 

      with -- or would be called upon to give to Congress 

      with respect to immigration policy, or is there a 

      stance that the Department will be asked to provide 

      input with regard to that policy. I think it's 

      something that's not going to go away.  It's going to 

      be divisive to the country.  And it's going to create 

      cycles that don't need to be created.  And I think 

      there needs to be some -- some entity or some vehicle 

      by which this can be talked out, discussed at the 

      community level, the state level with some technical 

      assistance even on how to deal with these issues.   

           CHAIRMAN HYDE:  That's a very interesting 

      concept.  It reminds me of some early conversations 

      I've had with Kathryn when we were looking at military 

      services, and I said, well, how would we prevent PTSD 

      and TBI.  And I said, gosh, not go to war would be one 

      way to do it.  We're going to wage peace, and hence 

      the Carter Center, I guess.  But it reminds me a 

      little bit of that.  You know, there's no issue facing 

      our country, I don't care how big or how small, that 

      doesn't have a behavioral health issue. 

           The quick answer is nobody's asked us.  Nobody's 

      called us into that.  It might be interesting at some 

      point when we have Kate here, who is obviously from 

      Arizona, to have some conversation about that, because 

      I think it's an issue that is going to continue to 

      emerge because obviously other states are beginning to 

      take it up as it doesn't appear at least at this 

      point, it doesn't appear that Congress is ready to 

      take that on, at least not while the elections are 

      pending.  So it's an interesting thought. 

           Other people have thoughts from yesterday?  I had 

      Stephanie and then Mark.  Stephanie. 

           DR. LeMELLE:  Well, just to Arturo's point, I 

      think, you know, NPR had a special I guess about two 

      weeks ago and they were looking at families who were 

      leaving.  You know, single mom with four kids who were 

      uprooted in the middle of the night to try and get out 

      of town before, you know, she was fearful that it 

      would be discovered that they were illegal immigrants.  

      So I think it's a huge issue.  And I think the mental 

      health and the behavioral health effects are going to 

      be very, very big if this continues.  And even if it 

      doesn't actually become law, but just the fear of it 

      is going to have a huge traumatic affect on folks. 

           But the other thing I wanted to raise about the 

      cultural competence and the cultural issues is that -- 

      and I know we're not doing workforce development per 

      se, but I'm -- I think we didn't really talk about 

      diversity in recruitment and retention of minority 

      staff.  I mean we mentioned it, but we didn't really 

      go into depth.  And I think that that's really 

      something that's important.  That we shouldn't lose 

      focus on.  And if there's a way to incentivize that, 

      because I think that, you know, everybody gives lip 

      service to having recruitment or retention of minority 

      providers, but actually doing it is a whole other 

      story because it takes effort, it takes time, it takes 

      a dedicated person to go out and do it.  So it usually 

      requires some sort of funding or protected time.  So 

      if there is a way that we maybe not lose that concept.   

           And the other issue is just sort of provider self 

      awareness.  And that as we're developing projects to 

      sort of think about cultural competence on lots of 

      different levels.  Not just on the diversity of the 

      clients that we're working for, but how clinicians and 

      providers see themselves and understand their own 

      biases. 

           Even on the level of the bias against mental -- 

      people with mental illness and substance abuse, an 

      interesting study that was done was just looking at 

      whether clinicians felt people could actually recover, 

      and that there was this sort of bias often that people 

      felt people couldn't recover, that the providers felt 

      people couldn't recover.  So I think that looking at 

      people with mental illnesses and substance abuse as a 

      subculture in and of itself is an important concept. 

           CHAIRMAN HYDE:  Actually, that's interesting, 

      because when we had the workforce as a freestanding 

      strategic initiative, we were really -- one of the 

      things I really wanted to focus on was getting the 

      culture of recovery or resilience, to use Marvin's 

      term, maybe both, to be more infused in the workforce.  

      And so it's not something we've given up exactly, but 

      to the extent that we aren't going to lead that way, 

      it does raise how we get at that issue.  So it's a 

      good point. 

           All right.  Larke, you are next and then Terry. 

           DR. HUANG:  Just a quick response to Arturo that 

      the issue of immigration and ICE raids and things of 

      that sort has come up in some of our 

      Fair Agency work around disparities, and certainly the 

      impact it has on the whole population and sort of 

      tearing communities that have been living cohesively 

      together now dividing them.  And also children of all 

      -- children of color being afraid to go to school 

      whether they're undocumented or not.  So we're having 

      discussions at an inner-agency level, with CDC and 

      others on that, but it hasn't risen to any kind of 

      action steps yet. 

           CHAIRMAN HYDE:  I was reminded when Arturo said 

      that that, I mean, we know something, at this point, 

      about adverse childhood events and what it does to 

      people as they become adults.  And to the extent that 

      these children are U.S. citizens, are -- you know, 

      have the right to be here and are going to be here, it 

      does raise issues as they emerge from childhood into 

      adulthood and what that means. 

           Okay.  Terry. 

           MR. CROSS:  Yesterday you spoke of the 

      possibility of doing -- or having a liaison with the 

      Center Advisory Councils.  And I -- it struck me that 

      those liaison functions could be both directions.  If 

      -- if members of this group could attend one of those 

      center -- I'd be glad to attend a tribal session and 

      help open that dialogue and just offering that as a 

      possibility. 

           CHAIRMAN HYDE:  That's a great idea.  Thank you. 

           MR. CROSS:  The second item is -- kind of goes 

      back to our discussion yesterday.  Some about data and 

      the use of data, and the secondary analysis of 

      existing data sets and the importance of that.  We've 

      been doing some work in looking at the DSS, and 

      there's a number of databases out there that -- where 

      the Native American data has never been analyzed.  And 

      by doing -- taking a four-year period of time of the 

      for the YRDSS for a time study and isolating the 

      native sample, we were able to come up with like six 

      hundred native youth participation, which gave us 

      enough to analyze. 

           And we're finding some interesting things in 

      that, particularly around victimization.  And the 

      relationship I think is -- here is around trauma.  And 

      the -- the native youth were more likely to be victims 

      of crime than any other -- any other group.  And 

      they're also more likely to be subject of racial 

      discrimination.  Outward taunting and that sort of 

      thing, so there's -- there's some really key 

      information that I think that links back to something 

      -- there is some speculation of some of my colleagues 

      and I that there's some fundamental differences at the 

      core of cultural world view and how -- how behavioral 

      health issues are experienced.  And it looks like from 

      some of the data that we've looked at in a variety of 

      places that there are fewer disorders or severe 

      disorders of the self amongst our Native Americans and 

      more disorders of relationship.  And if our hypothesis 

      is that's related to being a member of a culture 

      that's much more group oriented then -- then 

      individualistic oriented.   

           It gets me back to this -- the psychiatry 

      discussion earlier that there's a tendency on part of 

      people who are trained in one area to -- to see that 

      which they are trained to see.  So if you're a 

      community psychiatrist you see things in a different 

      kind of way than if you were trained in another 

      fashion so that the train of people with regard to 

      these cultural issues.  I want to make sure that as 

      we're addressing cultural issues, it's not just a 

      surface sensitivity, but we get to the heart of even 

      examining and rethinking some of the theories of human 

      development and of behavioral health disorders from a 

      cultural point of view.  Because I think it's at that 

      level we start to change the -- the framework of 

      practice. 

           CHAIRMAN HYDE:  Thank you.  Very well said.  

      Interesting ideas.  Maybe something we can focus on a 

      little differently as we delve down into particular 

      parts and then bring back that issue.  I never wanted 

      to sort of take cultural issues and put them over 

      here.  I really wanted to keep them engaged in all of 

      our conversations.  So I think that will be really 

      helpful and relevant as we go forward. 

           Okay.  Anybody else got any final comments about 

      yesterday before we think about moving into this next 

      session? 

           Okay.  So some of these comments will lead us to 

      the conversation later about next time.  And I have 

      some thoughts that I'll share with you, but you've 

      already given me some more thoughts this morning.  And 

      we'll put out on the table the topics we want to try 

      to get at next time.  The other thing that we'll do a 

      little bit later is reflect on what you saw us do with 

      CDC and then Carter Center efforts that we did not 

      yesterday, but the day before. 

           Okay.  Mark, we're a minute or two ahead.  Do you 

      want to wait just for a few minutes or do we think 

      we're ready to go? 

           MR. WEBER:  Let's keep rolling. 

           CHAIRMAN HYDE:  Okay.  So this session is part of 

      the conference that's going on.  I think -- I think -- 

      Mark, I'm just going to let you introduce this and 

      remind the NAC that part of what we're trying to do 

      here is listen to folks who were at the conference 

      about how we might be dealing with messages you all 

      know and I think the audience welcome.  Our four 

      messages that we have committed to trying to push out 

      everywhere is that behavioral health is essential to 

      health, prevention works, treatment is effective, and 

      people recover.  And even yesterday we had some 

      comments and conversation about those messages, but 

      we're very interested in hearing from you all who are 

      here with us today about your thoughts about how we 

      get those messages out, and what's the best ways to 

      communicate those, and how we help others communicate 

      those messages. 

           I think the audience knows, but just to state it 

      for anybody listening through the web that we have 

      with us the members of the SAMHSA National Advisory 

      Council.  And we also have members of the SAMHSA 

      executive leadership team around the table.  Perhaps 

      we should for everyone just do a quick round of 

      introductions so everybody knows who's sitting around 

      the table up here so you know who you're talking to, 

      and then I'll turn it over to Mark.  So Steven. 

           MR. RANDAZZO:  Steven Randazzo with the Office of 

      the Administrator. 

           DR. WANG:  Ed Wang, Massachusetts Council member. 

           DR. HUANG:  Larke Huang, SAMHSA. 

           MS. CUSHING:  Judy Cushing, Oregon Council 

      member. 

           DR. DELANY:  Pete Delany, Director of Center of 

      Behavioral Health Statistics and Quality of SAMHSA. 

           MS. POWER:  Kathryn Power, Center for Substance 

      Abuse Prevention at SAMHSA. 

           DR. ROSEN:  Don Rosen, I'm a Council member from 

      Oregon. 

           MS. KADE:  I'm Daryl Kade, Director of Office of 

      Financial Resources and the CFO for SAMHSA. 

           MR. ALEXANDER:  Marvin Alexander, Council member 

      from Arkansas. 

           CHAIRMAN HYDE:  And I'm Pam Hyde, the 

      Administrator of SAMHSA. 

           MS. VAUGHN:  I'm Toian Vaughn, the designated 

      federal official for the SAMHSA Council. 

           Mr. BELTON:  I'm Ben Belton, Office of the 

      Administrator of SAMHSA. 

           DR. LeMELLE:  Stephanie LeMelle, Council member 

      from New York. 

           MS. COOPER:  Sheila Cooper, Senior Advisor for 

      Tribal Affairs, SAMHSA. 

           MS. HARDING:  Fran Harding, Director of the 

      Center of Mental Health Services for SAMHSA. 

           DR. GONZALES:  Arturo Gonzales, Council member 

      from New Mexico. 

           MR. CROSS:  Terry Cross, Council member of 

      National Indian Child Welfare Association. 

           MR. KOPANDA:  Rich Kopanda, Center for Substance 

      Abuse Treatment, SAMHSA. 

           MS. STEIN:  Flo Stein, Council member from North 

      Carolina. 

           MR. WEBER:  Mark Weber, the Director of the 

      Office of Communications at SAMHSA. 

           CHAIRMAN HYDE:  Cynthia, do you want to introduce 

      yourself?  Cynthia?  We had another Council member on 

      the phone, Cynthia Wainscott. 

           MS. WAINSCOTT:  I'm sorry, can you hear me? 

           CHAIRMAN HYDE:  Yes.  Do you want to introduce 

      yourself?  Okay.  Mark, why don't you introduce for us 

      this -- this session. 

           MR. WEBER:  Okay.  I think it is important to 

      provide a little bit of context for what's going on 

      here and the collaboration with the Council.  And so 

      I'm going to back up a couple of years.   

           Four years ago CDC convened its first national 

      conference on health communications marketing in the 

      media.  And I really wanted to go, but I didn't have 

      time.  Some SAMHSA staff went, came back, talked about 

      how great it was.  The second conference I said I'm 

      going to go check it out.  And so I went.  It was a 

      great opportunity just to lay low, check out what was 

      going on.  And throughout the entire conference, 

      talked about improving the nation's health, and 

      advancing and  protecting the public and all these 

      things.  And I looked through the conference agenda, 

      and I said, you know, there's nothing in here about 

      mental health or substance abuse.  The leading causes 

      of disability in this country, so -- so with all due 

      respect to my colleagues at CDC, well, how are they 

      going to advance and protect health, if they aren't 

      dealing with the leading cause of disability.   

           So I went and I had met with the head of the 

      communications department at CDC after the conference 

      and -- and I said essentially that.  I said, you know, 

      no substance abuse, no mental health.  You know, how 

      are you doing all this?  And -- and how are you going 

      to achieve the goal that -- that you say you are going 

      to achieve?  And -- and at the time, it was Jay 

      Bernhardt.  Jay said, well, what do you want to do 

      about it?  And I said I want to cosponsor the 

      conference next year.  And he said okay. 

           So which led to cosponsoring the conference with 

      CDC.  And, you know, rather than -- I mean, the other 

      part is then you have to start to figure out how to 

      infiltrate the ranks.  And so that year we worked with 

      NASADAD and NASMPH to identify scholarship recipients.  

      Really pushed out the message about getting the 

      substance abuse and mental health communities to 

      submit abstracts so they were presenting as part of 

      the conference.  And I have -- I have a personal goal 

      in terms of, you know, maybe next year I want people 

      to leave this conference saying, gosh, I thought I was 

      going to a general health conference, and all I heard 

      about was mental health and substance abuse, but I 

      haven't quite gotten there yet. 

           So anyway, worked with NASADAD and NASMPH to 

      bring some people from across the country so that we 

      could provide an opportunity for the -- the 

      individuals that we work with to form a stronger 

      network with us here at SAMHSA, a stronger network 

      with CDC, and -- and -- and, you know, learn about the 

      latest in health communications.  Again, this year we 

      expanded it, cosponsored the conference, expanded our 

      scholarship recipients to we also worked with CADCO 

      and made sure we brought in some of our community 

      coalition folks.  And -- and are setting up -- we 

      actually had a couple of opportunities to listen.  I 

      mean the bottom line here is we're very much 

      interested in connecting and listening.  There's going 

      to be a reception this evening that you all are 

      invited to from 6:00 to 7:00 in the Redwood Room where 

      we're going to have all of the scholarship recipients.  

      So we'll go around the room and talk about, you know, 

      why they're here, what they plan to -- what they want 

      to achieve and get back, and -- and how we can work 

      together to stay connected so that -- so that as all 

      of this evolves, we keep the communication going. 

           The -- you know, a couple of the examples, and I 

      mentioned it yesterday around in terms of the 

      importance of collaboration and working with CDC.  

      Having had the opportunity to participate with the TB 

      conference and -- and one of the, you know, the issue 

      that they were dealing with is as they're working to 

      help people to be compliant, you know, they keep 

      running into this drug and alcohol issue.  You know, 

      it's like they don't know what to do with it.  So 

      just, again, if you're going to achieve the objective 

      of health, we need to be incorporating in behavioral 

      health. 

           And I think as we met with the CDC leadership on 

      Monday, we heard about a number of areas of 

      collaboration.  And as -- as we continued our 

      conversation and then we turned to the -- the 

      scholarship recipients to get some ideas, we're going 

      to continue the dialogue with CDC, have a meeting on 

      Friday with the head of the communications department 

      at CDC. 

           One of the things that -- that -- you know, I am 

      very proud of all the things that SAMHSA has 

      accomplished in terms of communication and the -- the 

      outreach that we've done.  And we've done that with 

      the -- with an awesome staff and some great program 

      folks.  And -- and the one thing that I want to also 

      put on the table is that CDC's communications 

      operation is bigger than SAMHSA all -- all together.  

      So -- and what is great is the willingness and, you 

      know, CDC looks at SAMHSA and it's like, how do you 

      get away with doing these things?  And -- and they're 

      interested in learning how we work with the 

      Department, get messages out and information out.  And 

      so building on that collaboration and then the other -

      - the other concept behind this collaboration is, you 

      know, how can we, behavioral health field, take 

      advantage of the CDC infrastructure to push out 

      messages and information in a much larger way. 

           So sort of the -- the bottom line is -- is 

      building that bridge with CDC.  They've been awesome 

      partners.  And in working with CDC to build -- again, 

      take advantage of the infrastructure that CDC has and 

      building and maintaining a national network of health 

      communications folks working in the field so that -- 

      so that SAMHSA has ready access.  And -- and that's 

      the -- the goal of bringing in the scholarship 

      recipients. 

           So with that, one of the things I would like to 

      do is if I could get the scholarship recipients to 

      stand up.  Will you do that?  Thank you very much.  

      We're really glad to have you.  And we're going to 

      have lots of opportunities to hear from you.  And what 

      -- what I would like to do is give you an opportunity.  

      I mean this -- this is -- this is awesome because not 

      a lot of folks get this opportunity to present to the 

      SAMHSA Executive Leadership Team, our Advisory 

      Council, and -- and, you know, give us some of your 

      ideas about how can we help you push out the messages 

      that will help advance behavioral health in your 

      communities, in your state.  What are the things that 

      SAMHSA can be focusing on and -- and -- and what do 

      you think of our messages?  I mean are -- are they 

      going to work?  And -- and -- and -- and how we're 

      going to work with them, I guess is a better way, to 

      help -- help you do your jobs at the state and local 

      level.  And I'm going to need a first volunteer to 

      come up and give us --  

           CHAIRMAN HYDE:  One of our volunteers -- the 

      first volunteer is coming up.  Why don't we just, 

      Mark, take a few comments and then stop and let the 

      Council react, and then we'll take some more comments.  

      We'll do it that way. 

           MR. WEBER:  Absolutely. 

           CHAIRMAN HYDE:  All right. 

           MR. WEBER:  And the floor is yours.   

           MR. HERNANDEZ:  Good morning.  My name is Eduardo 

      Hernandez.  I'm with CADCA, and I'm really 

      appreciative of the opportunity to be here.  Yesterday 

      in one of the sessions that I attended there was some 

      ample discussion of the new national action plan to 

      improve health literacy.  And I say new because 

      apparently this was released in may.  And the 

      presentation was moderated by Dr. Cynthia Bower from 

      CDCP.  I like to say "P" and put prevention on the end 

      of that. 

           And one of the things -- and part of the research 

      was there I think as applicability for the discussion 

      this morning.  In looking at how health literacy can 

      be improved in our country, there was discussion of 

      looking at partnerships and building collaboratives.  

      And one of the researchers indicated that in looking 

      at specific instances, that there was a goal of 

      working with community-based organizations, and faith-

      based organizations, and pushing out information from 

      either CDCP or SAMHSA, whatever it might be.  And the 

      example of the research was H1N1.  And in attempting 

      to push out information -- that information, there 

      were several research findings I think is important. 

           Number one, they found out that the federal 

      agencies and the local health departments were not 

      prepared to work with CBOs or FBOs.  That's important.  

      There was no previous plan.  How am I going to get 

      information to target audiences using FBOs and CBOs. 

           Number two, they found out that the CBOs -- and 

      the researcher mentioned CBOs and FBOs wanted to 

      participate.  They wanted to be conduits of 

      information.  They wanted to -- to have their 

      stakeholders.  They wanted to have their people be 

      recipients of the information, and when they asked, 

      there was not even an effective response  That was the 

      second thing. 

           The third thing was there were a small minority 

      of local health departments in this case that had 

      prior planning.  So I think that's a challenge to us 

      is to be involved in prevention as we look towards 

      getting prevention information out there.  Prevention 

      works is the message.  We need to look at, I believe, 

      this research which shows that we have natural 

      conduits out there.  We have drug-free communities of 

      -- what is it, seven hundred and fifty of -- seven 

      hundred and fifty of these now.  We have faith-based 

      networks, but we need to have a prior -- prior plan -- 

      prior methodology of using these folks.  Because as 

      this researcher was indicating, they want to be part 

      of this.  They want to be the conduits.  They want to 

      be the people that -- that do that.  So I would -- I 

      would challenge all of us to do a better job of -- of 

      using those people that are on the ground to get our 

      prevention message or whatever message we have out 

      there.  Thank you. 

           CHAIRMAN HYDE:  Thank you.  Who's next?  Go 

      ahead, come on up.  Who's next? 

           MR. WEBER:  You all are not shy people.  I know 

      that. 

           MS. GREEN:  Hi, my name's Melanie Green.  And I 

      work for a local county government in Clark County, 

      Washington.  We manage our local public mental health 

      system.  And I just -- I really appreciate the free 

      resources that are available through -- through your 

      website.  They are really helpful for me to be able to 

      have brochures and things like that at meetings or 

      events for providers, and family members, and people 

      who are receiving services.   

           And I have just a fairly simple suggestion.  That 

      is when you're ordering things from the website, a lot 

      of times you can't tell what's actually in stock.  So 

      you'll place an order and then just half of it won't 

      come, which is really frustrating.  And also I kind of 

      found out through the back channels that a lot of 

      things you can only order one copy of off the website, 

      but if you fax in the form, you can order fifty.  And 

      it's just really confusing and frustrating because 

      they're great resources, and I love getting those out 

      to my community.  And it should be a simpler thing to 

      do and more transparent. 

           CHAIRMAN HYDE:  Thank you.  Good operational 

      advice, which Mark will take into account and fix. 

           MR. WEBER:  This is your chance.  The door is 

      always open.   

           MS. SMITH:  Hi.  I'm Gigi Smith, Deputy Director 

      for the California Department of Alcohol and Drug 

      Programs.  I'm really excited to be here.  Thankful 

      for the scholarship. 

           You know, when we talk about crafting the right 

      messages, it's important that we have the right data, 

      which means we have to have the right information 

      systems to collect the right data and drive the -- the 

      decisions that we need to make.  In California, we're 

      working with our providers.  We're working with mental 

      health and primary care with the Department of 

      Healthcare Services to identify, from a holistic 

      perspective, the kind of information we need to 

      collect together in a collaborative way. 

           So my question is from a federal perspective, 

      what are you doing from an IT perspective and 

      identifying the kind of information systems that we 

      need? 

           CHAIRMAN HYDE:  Rich, do you want to take -- 

      that's a question.  Do you want to do this for Wes? 

           MR. KOPANDA:  Well, I think part of it is also 

      Pete in terms of our national survey data. 

           CHAIRMAN HYDE:  This is called passing the buck. 

           MR. KOPANDA:  Well, first let me say, we are 

      working with the Office of the National Coordinator at 

      the Department in terms of the healthcare reform and 

      the electronic health record system to see how that 

      will play in -- I mean, we're really thinking that the 

      data we collect now is going to be very different than 

      what we collect in the future.  We need to be part of 

      that electronic health record system.  And there's 

      going to be information coming in to those health 

      information exchanges, which is going to be very 

      valuable.  I mean it's going to be providing us 

      information at various levels.   

           And Dr. Clark is working very closely to ensure 

      that behavioral health system is part of that.  We've 

      not been an integral part so far.  I mean he's 

      attending meetings, but we haven't had the resources 

      dedicated to be able to dedicate to behavioral health 

      providers to establish their electronic health record 

      systems.  And we're -- you know, we're working hard to 

      make sure that that continues to happen. 

           There's also the issue of what we collect, what 

      kind of data we collect, how we code it.  And we're 

      going to be working together with the Council and with 

      providers to -- to establish that.  And Pete and his -

      - his new unit will be key in terms of that.  And now 

      I'll pass the ball to him. 

           DR. DELANY:  Can I just say yes?  No. 

           CHAIRMAN HYDE:  You guys might remind the 

      audience who you are. 

           DR. DELANY:  I'm Pete Delany, the Director of the 

      Center for Behavioral Health Statistics and Quality.  

      We're the statistical unit within SAMHSA.  There's a 

      couple of pieces to the -- well, actually, there's 

      three.  One is the electronic health record, which is 

      -- I think Rich would agree is an evolving kind of 

      almost -- I'm thinking Ice Age evolving process right 

      now.  But there are two issues that are -- are 

      related.  One is within SAMHSA we're developing a 

      common data platform that is specific to our grants 

      and in terms of that, but related to that, we're 

      working on what are the right measures that we're 

      going to be collecting on those.  So that's -- that's 

      one component of it and pushing that back out into the 

      community.  Because there's knowledge just in that.  

      Just in knowing how those different programs are 

      working to understand.  There's a component of the 

      National Registry of Emerging -- or Effective Programs 

      and Practices, which is a resource that the community 

      can look at just as part of moving forward and its 

      information.  But there's another level that -- that 

      we work at.  That we -- we run the -- the treatment 

      episode data set.  And we're working with Mental 

      Health Services to conceive of now a complete 

      behavioral -- behavioral health episode dataset where 

      we're going to actually have mental health and 

      behavioral health as kind of a -- kind of a large 

      scale episode information system.   

           And one of the areas that we worked with is we -- 

      we're now going through regional meetings again with -

      - we just had one, two, and three.  And I think four, 

      five, and six is coming up in -- in late September.  

      And we're looking at some of the common data questions 

      for -- for right now with alcohol and drug, but we'll 

      be adding mental health soon.  And I think this is 

      kind of a -- there's a -- there's an issue of both us 

      kind of helping think through where the data needs to 

      be in ten years.  As we're -- we're trying to think 

      that far out.  At the same time, we also recognize the 

      reality that when you've seen a state data system, 

      you've seen a state data system.  And then you have 

      the county data systems under that.  And, you know, 

      it's -- it's one of the really interesting things.  We 

      have some states that are very far ahead with having 

      coordinated MIS systems.  We have some that are -- you 

      know, you have an MIS system within the alcohol and 

      drug program sometimes, or it's in the mental health 

      program.  And they do stuff for mental -- or it's in a 

      totally different part of the -- the organizational 

      system within the state.  And nobody has control over 

      their own data.  So it -- there are a lot of things 

      that need to be ironed out.  So I think it has to be 

      kind of a real collaboration going up and down for the 

      state organizations to start reaching out to -- not 

      only to their partners in mental health, but in the 

      partners in Medicaid and Medicare, and to say can we 

      come up with our own.  It can't just be a top down 

      federal system.  It really has to be grass roots.  The 

      local governments and the local systems have to be 

      working with you to come up with a -- a common set of 

      measures.  Because at some point, what happens is once 

      you start moving the data upstream, it gets meshed 

      with other data and it doesn't communicate well.  So 

      it has to be both we'll work from the top with our 

      colleagues here and with our colleagues at ONC, but 

      remember health records is this issue over here.  But 

      right now we have the MIS system challenges.  And I 

      think that's -- that's where actually you can be also 

      effective is if we start to come get a grip on leading 

      the way on the measurement issue, there has to be some 

      grassroots where both at the state and local level to 

      collaborate in ways that you've never done before.  

      It's not just healthcare.  It's the information that's 

      going to drive healthcare.  And but, you know, feel 

      free to call me at any time.  And that's something I'm 

      really happy to -- to chat with is -- or, you know, 

      maybe meet with one of the persons on the team that 

      comes out with our regional meeting next.  But feel 

      free to work on that with me, because it's -- it's a 

      real hard question. 

           CHAIRMAN HYDE:  Are we answering your question?  

      Are we getting at your issue? 

           MS. SMITH:  Well, really what I want to do is I 

      want to get plugged in.  Because you're right.  It's 

      going to take a collaboration with state, local, and 

      federal levels to come up with this.  So I really want 

      to talk with you, get plugged in because we -- we've 

      done a lot of work so far.  We're working with our 

      providers, our counties, Department of Healthcare 

      Services, Department of Mental Health to kind of 

      figure out this thing, but we -- we don't want to do 

      it in a vacuum.  And California's so large, we 

      certainly want to have -- we want to be plugged in to 

      the federal system as well, see what other states are 

      doing so that we're making the best choices so that we 

      can satisfy the electronic health record requirements 

      in 2014.  So I would like to get your contact 

      information, and I'll call you. 

           DR. DELANY:  Yeah, and then -- yeah, please do, 

      because I can hook you up with some other things. 

           CHAIRMAN HYDE:  I think -- I think if Wes were 

      here, he would say the word interoperability here.  

      And I think the reason he would is the way I think of 

      this in my simplistic mind is if you can go on the web 

      sitting in your house and buy a plane ticket picking 

      from any number of companies, and then if you go to 

      the airport and your plane is late, and you can check 

      in at home, you can do a kiosk from the airport, but 

      if your plane is late, they can actually bring up all 

      the other systems and get you a plane on a different 

      airline to get you to your destination.  If they can 

      do that, we should be able to have your doctor 

      prescribe something and walk across the street to the 

      pharmacy and have it -- the information over there.  

      So if we could figure that out, and then have the data 

      available so that when you go to a different doctor, 

      you're not given the wrong medication that's going to 

      interact badly.  I mean that's a simplistic example, 

      but I think that's the issue.  And, Rich, do you want 

      to add to that? 

           MR. KOPANDA:  Yeah.  Just in terms of the 

      thinking through, as I'm sure you are, the information 

      that the provider is -- is putting into the system.  

      What we want to avoid is multiple reporting systems.  

      You know, providing SAMHSA, you know, information on 

      grants that's different and goes beyond -- well beyond 

      what they're providing through, you know, the Medicaid 

      and through the electronic health record system and so 

      that they're all coordinated.  And that's what we're 

      trying to do so that they are all part of the same 

      system and the systems are synchronized. 

           And as I think Pete -- Pete and ONC will be 

      looking at from that perspective.  And that will 

      provide the kind of interoperability that Pam is 

      referring to. 

           CHAIRMAN HYDE:  Give her your contact 

      information.  Wes handles our HIT or health 

      information technology and electronic health records 

      initiative and Pete manages our data outcomes and 

      quality initiative, and they're related, but they're 

      different. 

           MS. SMITH:  Thank you. 

           CHAIRMAN HYDE:  All right.  Let's take another 

      comment or two, and then we'll open it up to the 

      National Council. 

           MS. McCAY:  Good morning.  My name is Mimi 

      Martinez McCay.  I'm the Director of Communications 

      for Mental Health and Substance Abuse for the state of 

      Texas.  And I have two comments where I'd like to 

      solicit yourself.  One is that this body, SAMHSA, 

      helped the states recognize the value of social 

      networking.  Yesterday I was here at the conference, 

      and I'm really pleased to be here and happy SAMHSA was 

      involved with inviting us here.  I was seeing all 

      kinds of really good information on Facebook and on 

      Twitter.  And I was encouraging my staff back home to 

      take a look at these sites.  Our staff can't access 

      them.  It turns out that staff is not appropriate use 

      to be looking at social networking in many of our 

      states and governmental offices.  And that said, I get 

      a lot of nods of concurrence here.  And so it was 

      really frustrating for me.   

           I think that the value, especially in terms of 

      behavioral health, for people to be able to access 

      these sites and be part of this dialogue is essential.  

      And so leadership from SAMHSA on that front would be 

      really important for our states to be able to hear 

      that message. 

           And I just was hearing the gentleman at the 

      morning session talk about how the credibility of 

      message, of course, is transparency.  And it also is 

      sharing the good, the bad, and the ugly.  He was 

      talking about how, you know, when -- when it turns out 

      sugar isn't good for you, the sugar organization ought 

      to be out in front of that message.  So it's also -- 

      and it's very important for our states and the federal 

      government to be sharing good news and also sharing 

      good news that isn't so good sometimes so that we do 

      have that credibility in messaging.  Thank you. 

           CHAIRMAN HYDE:  That's terrific.  Why don't we 

      have Steven -- raise your hand, Steven.  Why don't you 

      get together with this person and afterwards talk a 

      little bit about what we're also struggling with and 

      what we have been struggling with to get past the 

      firewalls.   

           Okay.  One more comment, and then we'll open it 

      up to the National Council and we'll do a little 

      dialogue here. 

           MS. PETERSON: Hi, good morning.  I actually have 

      two comments and two invitations.  My name is Denise 

      Peterson.  I serve as vice president for the National 

      Association of State Alcohol and Drug Abuse Directors.  

      That's a a mouthful.  One thing I wanted to follow up 

      with what Mark said.  Again, thank you, SAMHSA for 

      allowing us -- especially to be a scholarship 

      recipient, but Mark has been working hard.  He kind of 

      shared this morning the history of bringing SAMHSA 

      together with CDC.  And he didn't pay me any money, 

      but I really wanted to say, again, Mark needs help and 

      -- because he is the only voice on that planning 

      council to make sure that substance abuse disorders 

      and prevention is included in the planning and the 

      continuous information that's shared here at this 

      conference. 

           I'm really excited that the Advisory Council is 

      here.  This gives us an opportunity to showcase 

      SAMHSA.  And I'm hoping that you all will continue to 

      look at ways to collaborate more with CDC.  So that's 

      my first comment. 

           The second one is that we have a website 

      health.gov, and it talks about how you allow patients 

      and consumers to access those websites.  And there's 

      some real neat kinds of things they can do to even do 

      a flowchart and a decision tree about their health 

      conditions, diabetes, cancer, and so forth.  Would 

      like to see more substance abuse disorder information, 

      addiction information, prevention information in those 

      kinds of websites to help lead them to other things 

      and what do you do about your heart, or strokes, or 

      cancer.  So those are the two comments. 

           The two invitations really is recognizing that 

      health literacy month is in October.  

      Preventionologists tend to take every opportunity to 

      try to get the word out.  And we use October as a 

      Prevention Awareness Month.  Prevention across the 

      state making folks aware about all the initiatives 

      that not only SAMHSA, but NASADAD, and NASMPH 

      together, and the other national organizations 

      participate in.  So taking a look at that, and of 

      course, prescription drug abuse month is -- is 

      celebrated during October and also Red Ribbon Week, 

      the end of October.  So taking a look at that and the 

      opportunity to take Health Literacy Month initiatives 

      and help SAMHSA to be more productive in bringing some 

      messages during that month as well.  

           And the last thing, the National Prevention 

      Network is planning to have its national research 

      conference here in Atlanta, hopefully next September, 

      and we can invite you again to be a part of that.  And 

      we'll hopefully have the Council also meet at the 

      National Prevention Conference in September here in 

      Atlanta.  Thank you. 

           CHAIRMAN HYDE:  Great.  Thank you.  Let me open 

      it up to the National Council members.  Anything 

      that's peaked your interest at this point that you 

      want to comment on?  Judy.  If you just could just 

      remind the audience where you're from. 

           MS. CUSHING:  Judy Cushing, Oregon.  Thank you, 

      Janice, for reminding us of October and the 

      opportunity to promote good health and prevention.  I 

      wanted to respond to Eduardo's comments about 

      attempting to push information out and get public 

      health involved with CBOs and FBOs.  I'm very curious.  

      You know what our situation is in Oregon and perhaps a 

      couple of the other states, but I'm very curious to 

      ask our scholarship participants have regular, 

      consistent interactions with their public health 

      departments. 

           That's certainly not the case in our state.  That 

      doesn't mean those people aren't good people.  They 

      are.  There's just been a longstanding disconnect 

      between mental health, substance abuse prevention, and 

      our public health folks. 

           And I want to commend Mark for his leadership in 

      having SAMHSA be a partner and sponsor of this 

      conference.  And this is some really great stuff 

      because it exposes everyone to what they're doing.  

      But what -- what are other states experiencing? 

           CHAIRMAN HYDE:  Are you asking a question of the 

      audience? 

           MS. CUSHING:  I'm asking a question of first the 

      audience and then I would love to hear comments from 

      other Council members. 

           CHAIRMAN HYDE:  Okay.  Audience, do you know what 

      the question is? 

           (UNIDENIFIED SPEAKER:  I do.  

           CHAIRMAN HYDE:  You're going to need to come to 

      the microphone because we have people from the country 

      listening by web.  And we want to make sure they can 

      hear you. 

           MS. SHAW:  My name is Rita Shaw.  I'm from the 

      state of Washington and SAMHSA is my employer.  I work 

      on the Mental Health Transformation Project and I'm 

      the social marketing coordinator.  And to answer your 

      question, Judy, I'm a rookie, frst time with the state 

      for the last couple of years.  One year on the 

      Transformation Project.  So I come to this out of a 

      private, nonprofit healthcare, public relations, 

      marketing communications work.  So I -- I'm new to 

      government work.  So this is an observation. 

           I think that there -- there is so much good 

      information coming out of the federal government on 

      health communications and promotion and it's like -- 

      it's voluminous information.  And it filters down to 

      the states into a funnel that's about this wide.  I 

      think I might be one of may a dozen people in our 

      entire state part-time -- devoted part-time to 

      communicating on mental health issues.  And I'm 

      through -- I'm paid through a federal grant.  We do 

      not have a director of communications dedicated to 

      behavioral health recovery specifically in the state 

      of Washington.  And in terms of working with our 

      Department of Health, our actual -- our director of 

      communications, Tim Church, is here.  They hold most 

      of our funds for communicating with the public on 

      public health campaigns.  We should be working with 

      them more closely.  We tend to be more media relations 

      heavy in responding to our -- our working press on the 

      issues that they want to find out about.  And I would 

      encourage us to look at our infrastructures internally 

      to look at being more proactive so we can get these 

      messages out.  And that is my observation for the day. 

           CHAIRMAN HYDE:  Good observation.  So the answer 

      to Judy's question is not a whole lot. 

           Anybody else have a response to Judy?  The 

      question again was just what people are doing about 

      relationships with community-based organizations and 

      faith-based organizations around mental health 

      communication -- mental health subsidy communications? 

           MS. CUSHING:  Actually, the question is are the 

      folks working in community-based organizations and at 

      the state level -- state and county level, are -- is 

      public health and their -- are they linked?  Are they 

      -- do they communicate regularly?  Do they work 

      together on the projects?  They have a lot of common 

      things, but are they working together?   

           CHAIRMAN HYDE:  Okay.  Anybody else from the 

      audience, and then I'm going to go to Flo.  Yes? 

           MR. PARK:  Good morning.  My name is Demetrius 

      Park.  I'm with the CDCP, and I'd like to offer what I 

      believe to be a solution.  Tim Church, are you here -- 

      is also a member of the National Public Health 

      Information Coalition and the CDCP has a cooperative 

      agreement with NPHIC as we call them.  And the NPHIC 

      membership are the states' Public Health Information 

      offices.  So that would be a great place, I believe, 

      to begin the conversation about how federal, local, 

      state, tribal, and territorial Public Health 

      Information officers can meet on this subject matter 

      and talk about solutions.  

           CHAIRMAN HYDE:  So I'm hearing a real strong need 

      for us to be more -- partnering more with public 

      health folks, which is the folks who tend to do the 

      health promotion or health communications.   

           Yes, and then, Flo, you're next. 

           MS. RITCHIE:  Hi.  My name is Cameron Ritchie, 

      and I'm an Army psychiatrist about to retire after 

      twenty-four years.  We have had many conversations 

      within the Army and with Guard and Reserve both about 

      working with faith-based groups.  And so I think we 

      have some models in that area that's worth looking at.  

      The question, which is a slightly different I wanted 

      to put before the Council is one of the things that 

      Army soldiers and veterans struggle with is the label.  

      And I put label in quotes of post traumatic stress 

      disorder and the association at times with violence, 

      with suicide, and with homicide.  And the question I 

      would raise to this group is have you considered 

      working with the Department of Defense, with the VA in 

      their communication elements precisely going back to 

      your key messages, prevention works, treatment is 

      effective, people recover and using the natural 

      experiment, which is going on right now for a large 

      number of soldiers and veterans with post traumatic 

      stress disorder.  Thank you. 

           CHAIRMAN HYDE:  Kathryn, do you want to take a 

      crack at that answer, and then I am going to get to 

      you, Flo. 

           MS. POWER:  It's delightful to see you, Colonel 

      Ritchie, always a pleasure.  And actually, Colonel 

      Ritchie's been involved in some of our discussions at 

      the Defense Center of Excellence Work that the 

      Department of Defense is doing.  And we are just 

      beginning, Pam, that discussion with some of the 

      component parts within VA, DOD, and several of the 

      free-standing component military units, and the Guard, 

      and the Reserve.  And the messaging piece is going to 

      actually become a larger part of what will soon come 

      out from the President's office, from the White House 

      about how do we communicate with members of the 

      military and what are the incumbent messages that are 

      going to resonate across that population.   

           So, yes, there is some beginning discussion 

      between SAMHSA, and DOD, and VA around communications 

      and messaging.  And we're just beginning to take a 

      look at what has worked, particularly within the Army 

      and the Marine Corp in terms of engaging people and 

      trying to combat the discrimination and the perception 

      about access to care.  And I think it's a world of 

      opportunity. 

           I think our whole strategic initiative around 

      military families has helped us.  I think we're going 

      to learn a lot from the military about how they're 

      thinking about this because obviously the connection 

      between mental illness and violence is something that 

      we have struggled with as a field for a long time.  So 

      I think that we're going to learn a lot from the folks 

      we're working with in the various military branches as 

      well as hopefully us providing some input and 

      collaboration with them. 

           So, okay.  Flo, I think you were next. 

           MS. STEIN:  It is great to see Colonel Ritchie.  

      She has also been a great help in North Carolina in 

      our message to our legislature about how we can better 

      work with the military and our practice equipment 

      collaborative, so great to see you. 

           I wanted to talk about the Health Department.  We 

      kind of have a long history of working together where 

      we have -- the key, I think, always to working 

      together is sharing their dollars.  I think if you 

      share dollars somehow, you get relationships.  So I 

      hope the Department leads our Project Launch.  We have 

      a lot of women's treatment programs that work 

      together.  We have Health Department people on our 

      advisory board for prevention.  So we have a lot of 

      activity going on.  And it has been important. 

           What I want to say is that it's all changing 

      right now because is so much in the lead and health 

      reform that we're having trouble getting back to the 

      table.  We say, hey, we've always been working with 

      you.  Now we need you to work with us and give us 

      access to some of the HIT dollars, some of the 

      planning -- the prevention planning and that has been 

      a little bit more difficult.  So maybe there's 

      something that SAMHSA can do leadership-wise to get 

      that communication opened up. 

           CHAIRMAN HYDE:  This whole issue of being at the 

      table is a theme that we've had because focus on 

      primary care is important, necessary, critical, has to 

      happen between now and 2014, but having behavioral 

      health at the table while they do that has been 

      critical.  I think that's why they work with John at 

      least at the leadership level.  And John has a whole 

      team behind him. 

           Okay.  Other people from the Council want to 

      react to anything you've heard so far?  Fran. 

           MS. HARDING:  I would just like to -- 

           CHAIRMAN HYDE:  Make sure you remember to tell 

      people who you are. 

           MS. HARDING:  Oh, Fran Harding, the Director of 

      the Center of Mental Health Services.  I just wanted 

      to let you know the work that's going on within SAMHSA 

      and external to SAMHSA around the development of 

      bringing together all our community-funded agencies 

      and groups so that we understand, and this is sort of 

      a follow-up, Eduardo, to you and both to Judy, that we 

      understand the power of the community.  And we are 

      working very hard within the three centers to connect 

      all of the communities that we've fund.  We have been 

      working in the past in silos, but that's no longer the 

      case. 

           And in mental health, what we're -- we're doing 

      is the -- the main projects that we're looking at is 

      Project Launch, where the Center of Substance Abuse 

      Prevention and the Center of Mental Health are working 

      together to bring those two community structures 

      together.  Also, the Safe and -- the Safe Schools 

      Helping Students Program.  We're also working with our 

      tribal communities, our expert communities on the 

      treatment side. 

           On the outside of SAMHSA, we are working 

      collectively and collaboratively with several federal 

      agencies.  Someone -- when Administrator Hyde brings 

      us together with our other federal partners, 

      communities always end up coming up in conversation.  

      So when you were talking to ACF, or we're working with 

      HRSA in blending our community structure.  We're 

      working with the Department of Education and Justice. 

           And lastly, our -- our other goal is to help our 

      states better connect with our communities so that we 

      can focus heavily on the sustainability of our 

      community efforts.  As most of you know, some of our 

      community efforts just get started and then they end 

      up stopping because the money goes away.  So we're 

      linking -- linking each other up with them.  And 

      yesterday or two days ago, when we had the 

      conversation with CDC, we talked about their community 

      programming. 

           So we -- we understand the value of communities.  

      We want our communities to be the leaders in the 

      health reform.  We want them to be leaders in 

      connecting both mental health, public health, 

      substance abuse, and overall behavioral health.  So 

      we're -- we hear you and we are going to continue to 

      try to bring these communities together along with our 

      faith-based communities. 

           CHAIRMAN HYDE:  If I could just add a quick 

      comment about that.  Thank you, Fran, for saying that. 

           The way we framed our mission at the moment is to 

      reduce the impact of substance abuse and mental 

      illness on America's communities.  And we also have 

      community, or social network, or whatever right word 

      you want to use, not to get confused with the social 

      media and all of that stuff, but we have the concept 

      of community as part of our notion of people's lives 

      that we're trying to support.  And at the same time, I 

      just want to reinforce what Fran said we're trying to 

      understand.  We cannot disconnect our communities from 

      our states.  The states set policy.  They set 

      resources.  They set direction.  They do regulations.  

      They do all kinds of things that have impacts on our 

      communities.  So we're trying to figure out what those 

      right balances are.  At the same point -- at the same 

      time be very committed to community both in a personal 

      sense of community and in a community location sense 

      as well as a population sense. 

           DR. GONZALES:  I'd like to thank -- 

           CHAIRMAN HYDE:  Arturo, remind the people who you 

      are.  Sorry, I didn't do that either. 

           DR. GONZALES:  Who am I?  Yeah, who am I.  Again, 

      Arturo Gonzales.  I'm from New Mexico.  I want to 

      share with you something that we try -- that we not 

      only tried, but we implemented in New Mexico as a 

      result of SAMHSA's funding of our screening 

      intervention and treatment program and get your ideas 

      on how to continue to do this. 

           One of the things that we did was that we 

      allocated time for public health information spots on 

      a local community radio station called Que Suave 

      radio, the bilingual voice of the great Southwest.  

      And Madam -- Madam Chair here has been on that show 

      several times as one of our guests, when she was in 

      New Mexico. 

           What we did was we got -- I am the host along 

      with another person in behavioral health, who's the 

      co-host.  And we've had a lot of communication with 

      the Public Health Office.  Particularly the 

      secretaries of Department of Health and the 

      secretaries of Human Services.  And we've interviewed 

      them.  They have free access to the microphone.  They 

      come on and they talk about what's going on, what's 

      not going on.  And -- and I would, as a member of the 

      Advisory Council, I'm kind of taking it on myself 

      after Dr. Rosen's suggestion that we can be the 

      liaisons and advocates to our communities where I went 

      there and we discussed the ten strategies, at that 

      time, of SAMHSA.  What they were doing.  You know, I 

      kind of gave a weekly -- for example, when I get back, 

      I give a report on what the National Advisory Council 

      was doing and what work is being done.  We'll have a 

      special to dedicate that every other Friday.  And we 

      have live interaction.  So we've been very fortunate 

      that that community radio station that's involved in 

      the community -- that community-based station has 

      allowed us to do that.  I think we're -- we're very 

      famous co-hosts now, Larry Martinez and myself, but I 

      think we're the only co-hosts in the country that has 

      to pay to be on the radio.  They don't pay us, you 

      know.   

           But just your thoughts if that's effective.  I 

      think it's been effective.  We get a lot of good 

      comments.  How do we keep it going because right now 

      some of it -- you know, how do we keep that kind of 

      thing going? 

           CHAIRMAN HYDE:  I do want to acknowledge that 

      there are about forty people on the web watching 

      today.  If any of you have a comment or want to make -

      - have a question or want to make a comment, you need 

      to do the process, which is -- how do they do that?  

      So there's a phone number, and it's on the web.  And 

      they have to call and say they want to make a comment, 

      right?  Okay.  So if anybody on the web wants to do 

      that, please do that now.  We have another fifteen or 

      so minutes, and we want to make sure we get any of 

      those who want to make a comment or ask a question. 

           Reactions to Arturo's question?  Richard, are you 

      trying to react to this or something else? 

           MR. KOPANDA:  I think I had something earlier. 

           CHAIRMAN HYDE:  Okay.  Let me see if anybody had 

      a reaction to Arturo's comment about is the use of 

      public radio and the way he described it, or local 

      radio, is that a potential vehicle or effective in 

      your mind?  Anybody else doing anything like that? 

           Arturo, I've always thought you and Larry were 

      pretty unique in what you did in that station, so 

      thank you for -- 

           DR. GONZALES:  Do you mean in a positive way or 

      negative? 

           CHAIRMAN HYDE:  Maybe we needed to get you on 

      national radio in some fashion. 

           Rich, let's go on to you. 

           MR. KOPANDA:  I just wanted to mention very 

      quickly, and it may be a little bit obvious, but the -

      - we look kind of at SBIRT which is Screening, Brief 

      Intervention, and Referral to Treatment as kind of an 

      entree or a bridge between the public health and the 

      behavioral healthcare systems. 

           SBIRT, you know, we -- we're working in medical 

      schools training medical students where it's part of 

      the Administrative -- I mean the Affordable Care Act 

      that's going to be reimbursed, at least in part, under 

      healthcare reform.  We're working with the community 

      health centers to integrate SBIRT into their programs.  

      And it is a way to both increase awareness and the 

      working together to assist those.  And it's so -- 

      SBIRT is -- we say SBIRT, every time we turn around, 

      someone else is doing it.  And to some extent that's 

      true.  But to the extent that it provides that kind of 

      awareness in working together.  The referral part 

      certainly makes the -- the general medical 

      practitioners and physicians much more aware of the 

      psychiatrists and other behavioral health 

      practitioners in their area.  And so we see that 

      really as a way that -- that we can move in that 

      direction.  And I just wanted to make that point. 

           CHAIRMAN HYDE:  Thank you.  I'm going to ask 

      Marvin to make a comment about communicating or 

      communications with youth.  We've had a lot of 

      conversation over the last couple of days about that.  

      And I thought it might be helpful if you make a 

      comment or two, and then I'm going to go back to the 

      audience. 

           MR. ALEXANDER:  First, I want to say I think Mark 

      did a good communicating or engaging young people as 

      young people, not kids.  Engaging -- engaging young 

      people in the dialogue about what messages to reach 

      that specific population.  Many times the adults 

      around the table or even in this sphere.  I don't know 

      the age range of people who were selected for 

      scholarship, but many times there's a message that 

      goes out.  And it's over the head of the youth.  Or 

      there's a message that goes out and there's no young 

      person that was involved in creating the message that 

      was sent out.  Therefore, we totally missed the boat.   

           So my comment is just simply just remember those 

      populations and engaging them in creating the message.  

      And not just thinking about, oh, how do we reach this 

      population.  Well, let's engage those people. 

           CHAIRMAN HYDE:  The thing I always love about 

      those conversations is it's so relevant not only to 

      young people, but to everybody.  And when we're trying 

      to make comments or communications to anyone and we 

      try to sit and think about how to do the messages, and 

      that's not a good way to do it. 

           Okay.  Anybody else out in the audience have 

      comments, questions, things you'd like us to pay 

      attention to or listen to?   

           MS. HOLLIS:  Good morning.  My name is Deborah 

      Hollis.  I'm from the great state of Michigan.  First 

      of all, I'd like to say we have an excellent working 

      relationship with public health.  We're working on 

      Project Launch, TB, HIV.  We were helpful with their 

      MCH Block Grant, so -- pain management.  We're at 

      several tables. 

           My question and comment is -- and I think our 

      message is great.  And my question is is the message 

      for our field?  Are we the target of the message?  

      Because when I take that message to other systems, 

      they ask what does it mean.  And so then I get to the 

      data and all that.  But so that's -- I came here to 

      help frame the message better, to engage other 

      systems.  And so I'm asking with our great message, 

      are we doing that. 

           And then my other takeaway from this conference 

      is maybe we need to attach our message to other 

      positive messages, so we can get in the door.  Because 

      the stigma is still great.  And we still are in 

      denial.  And people, when I talk about SUD and mental 

      illness, it's like it's over there.  It's not my 

      problem.  Even -- so even with our budgets we're 

      getting cut.  Primary health is number one.  

      Prevention is great, but this is an issue that we need 

      to work on now.  So my question is -- the message is 

      great, but do we need to attach our message to 

      something else for our youth to address, for parents 

      to get a handle on. 

           An example is going back to school.  There is all 

      kinds of commercials and everything on back to school.  

      Well, our kids are going back to school with more than 

      just books.  So how can we attach our message to help 

      educate our people? 

           CHAIRMAN HYDE:  Anybody have a reaction to that?  

      I do want to say I think the fact that people are 

      asking what does the message mean is a positive thing.  

      I mean, I think to a certain extent the messages are 

      for the general public or for people other than the 

      behavioral health field, and yet there's some 

      questions within the behavioral health field about 

      what do you mean?  There's so many people who don't 

      understand or know that there's science behind 

      prevention and we can actually prove that it works.  

      There are some people both within our field and 

      outside of our field who don't believe that we can 

      really treat people with mental illnesses and 

      substance abuse disorders.  There are people who 

      certainly don't think about people being able to get 

      beyond that and do what actually I think the state of 

      Missouri calls procovery. 

           So whether it's use of the term resilience or 

      recovery and just getting at those issues.  So I think 

      it's great that people are asking what do you mean.  I 

      think that's an opening.  But the question is should 

      we attach this to something else.  Stephanie? 

           DR. LeMELLE:  Stephanie LeMelle, Council member 

      from New York.  We had a discussion yesterday about 

      cultural incompetence, and language, and getting 

      messages out.  And I think one of the things that Ed 

      had raised yesterday, which kind of touches on what 

      you're talking about, is instead of using sort of the 

      language that we tend to communicate about or use when 

      we're communicating, but using descriptive information 

      instead of labels.  So in describing, you know, as you 

      said, you know, going back to school with more than 

      just school books.  You know, that sort of opens the 

      conversation, well, what else are kids bringing back?  

      Substance abuse, depression, anxiety.  You know, so 

      using descriptive terms, I think, and describing the -

      - what the person who is going back to work, or 

      school, and whatever maybe is behaving like, or 

      feeling.  You know, it's more descriptive terms and 

      not just using the behavioral health language that we 

      tend to use, but using descriptive might address some 

      of those issues. 

           CHAIRMAN HYDE:  Any other comments about that?  

      Yes, Ed. 

           DR. HUANG:  Thank you for actually commenting 

      about yesterday, the discussion.  I think that in 

      terms of the messaging, these are the core messages, 

      which are very important.  But what I found is that 

      when I take that piece to the community, various 

      different type of community because of let's say lower 

      socioeconomic or because of, you know, race and 

      diversities, and so forth, what I found is that the 

      message is still important, but it's the attaching 

      that to real examples and real life of people.   

           Such as some -- you did mention about back to 

      school.  And it's important to talk about what does 

      that mean to back to school.  You know, if your child 

      -- it's the first time going back to school.  You 

      know, the level of anxiety that maybe the child has.  

      Or even saying that, you know, in a high-crime 

      neighborhood, what is that like, you know, for a child 

      to walk to school and so forth.   

           So by attaching to the people's real life or 

      neighborhood's real issues, I think that much more -- 

      that makes much more sense in terms of these messages.  

      So I just wanted to add that. 

           CHAIRMAN HYDE:  Yes, Marvin.  And then I'm going 

      to go to a person on the phone. 

           MR. ALEXANDER:  Marvin Alexander, Arkansas.  I 

      think there's also a discussion that we had about 

      social determinants to -- to health issues or 

      particularly disparities in mental health care.  The 

      positive message, you know, I agree with Ed.  It's 

      real life.  And it's really a notion of -- I know we 

      all think how does this relate to me?  In certain 

      communities how -- who does our message go to.  I know 

      we say -- I mean this sounds to me like this is a 

      message for everybody.  Behavioral health is 

      essential.  Recovery, it works.  Those are messages 

      everybody can get.  But very specifically, you know, 

      what does this mean for me?  And how -- what -- what 

      are the real issues?  I think CNN has done a good job 

      of opening a discussion of race.  I think that there 

      are hard conversations, but somebody has to take 

      leadership in having those conversations. 

           And the message may not always come across to, 

      you know, people are dependent on your lens as a 

      positive message, but -- and it may even be 

      uncomfortable.  But being able to stay there and sit 

      in that discomfort and have those discussions -- have 

      the discussions about mental health.  Have those 

      discussions because it's real.  You know, the 

      statistics, they're real.  The level of awareness, you 

      know, I think that -- I don't know what stamp out 

      smoking.  I'm trying to think where was the positive 

      around, you know, how we got that national movement 

      going.  You know, smoking cessation, I don't know what 

      positive message other than, hey, tobacco is killing 

      people.  That's the truth.  It's harsh, but how do you 

      tell the truth and have people feel that, you know, 

      I'm not just reading a bunch of garbage from, you 

      know, these experts that know everything.   

           CHAIRMAN HYDE:  Okay.  I'm going to go to the -- 

      thanks, Marvin.  I'm going to go to the person on the 

      phone.  Angela Vickers who is with the Florida 

      (Inaudible) Council. 

           MS. VICKERS:  Yes.  This is Angela Vickers, and 

      this may seem too simplistic, but when you want 

      children to know that the earth isn't flat, we teach 

      them in school.  When we want them to understand that 

      their eyes, their teeth, their heart can have medical 

      problems and then get well, we put it in their 

      curriculum from kindergarten on so they understand it 

      because they learn it in school. 

           In 1988, when I was in my first mania, I was sure 

      there was no such thing as psychiatry because I hadn't 

      learned about it in law school, and I hadn't worked in 

      it, when I was working in hospitals as a medical 

      technologist before going to law school.  If we can 

      only put things in school, then there wouldn't be so 

      much denial.  There would be much more understanding.  

      So surely with some of these people with power out 

      there, the mental illnesses in themselves and their 

      leveling, surely someone can work with the Department 

      of Education, and with SAMHSA's money and power to 

      have a greater -- to have a pilot, to have a school 

      superintendent or school principal somewhere that will 

      get some data out, that if you teach the children, 

      they'll grow up to be the lawmakers, develop the right 

      laws and the right funding, and solve many of our 

      problems. 

           CHAIRMAN HYDE:  That's a great comment.  Thank 

      you, Angela.  We do have a lot of work going on with 

      education, but I don't know that we've, Mark, taken 

      that to the point of how do we get this infused into 

      curriculum at the really young ages so that it's just 

      a normal part of the health curriculum growing up.  

      That's a great idea.  Thank you, Angela. 

           We are getting close to the end of the -- we are 

      at the end of this hour.  I want to make sure that the 

      audience -- does anybody else have anything?  This has 

      been very helpful.  I think, as you can see, the part 

      of our point here with the Council is to think, and to 

      listen, and then to have the Council advise us at 

      SAMHSA.  And you all are a critical part of that.  So 

      final comment? 

           MR. WHITERS:  Yeah.  I'll make this quick to -- 

           CHAIRMAN HYDE:  A couple maybe -- 

           MR. WHITERS:  Good morning.  My name is David 

      Whiters, and I just want to say that I've had a 

      wonderful time here the past two days.  And I self 

      identify as a person in long-term recovery.  I want to 

      start by saying that.  That I have more than twenty-

      six years in recovery. 

           And I just want to say a couple things that -- 

      one, if the message is prevention works, and treatment 

      is effective, and people recover, one of the 

      suggestions I would like to make is that we have 

      people in recovery work at all levels of this 

      including as members of the National Council.  And I'm 

      disappointed that in two days, I have yet to hear 

      anybody identify as a person of long-term recovery.  

      So that's one of the suggestions I would make. 

           Also, two, I just wanted to comment on Mark's 

      passion for making sure the young people are 

      represented here.  Today I realize that every day of 

      my teenage year I spent dependent to heroine.  I'm a 

      recovering injection drug user.  I quit school.  

      Dropped out of school in eleventh grade to be an 

      addict full-time.  I didn't figure I needed a high 

      school diploma to do what it is that I was destined to 

      do, which was to overdose and die like many of the 

      folks who were among my cohort. 

           As a result of my personal recovery, as a result 

      of treatment and being exposed to long-term recovery.  

      And I sustain my recovery through both 12-step support 

      groups and actively being involved in my church.  

      They're both equally as important.  Neither one is 

      more important than the other.  As a result of my 

      personal recovery, I've been able to earn, I think, 

      five degrees.  The one that I'm most grateful for is 

      my GED.  I spent a lot of time at the law library in 

      Michigan where I got my graduate -- earned my graduate 

      degree in social work.  And I just recently earned a 

      Ph.D. in social work at the University of Georgia.  

      Now some of you are going to think that they're going 

      to complain about me putting in that little plug for 

      them, but the point I'm trying to make is that as a 

      result of my personal recovery, I've been able to 

      obtain goals and achievements that I've never believed 

      were achievable. 

           And so I feel like it's part of my responsibility 

      to let the whole world know as often as I can that 

      recovery does work.  And that there are people who 

      find themselves in hopeless situations who have no 

      clue that there are different ways to live.  I see 

      them every single day.  Meeting individuals who have 

      had several unsuccessful experiences at treatment, we 

      think that they'll never be able to recover until we 

      show them that there are different ways to recover 

      other than going through treatment.  They'll tell you 

      that we know more -- I know more than the treatment 

      folk, but there are different ways for people to 

      recover.  We find people who show up at faith 

      institutions, for example, and made a commitment to a 

      faith approach to overcome the disease and never, ever 

      used drugs again. 

           So I just wanted to be on record for saying that 

      recovery does work.  And if that's truly part of the 

      message that we're trying to share here today, then 

      for me, it would be good to see some recovery people 

      as a part of this Council. 

           CHAIRMAN HYDE:  Let me just make it very clear 

      that we have six Advisory Councils.  And we have 

      people in recovery of various sorts on all of them.  

      Whether they choose to lead their comments by saying 

      that they are that person is their choice.  And we 

      also have lots of staff who are in recovery from 

      various -- in various and sundry ways.  So we leave it 

      to those individuals to determine whether they are 

      going to, again, lead their comments with those or 

      not.  But just so you know, we are committed to that, 

      and we do have such individuals on all our councils.  

      We'll continue to do so. 

           All right.  We have one or two more things I'm 

      going to try to wrap up.  Thanks a lot for all of your 

      comments.  Terry, you have one of -- 

           MR. KOPANDA:  Well, I just want to thank the 

      gentleman, and I am one of those people who don't 

      always lead with that, but with twenty-four years of 

      recovery, I'm proud to serve on this Advisory Council 

      and bring that perspective. 

           I also wanted to make sure that we remember in 

      this process that there's a broad variety of people 

      using different forms of media in very different 

      locations across the country.  And in Indian country, 

      the best way to reach people with prevention messages 

      is still radio.  There are seventy Indian-owned and 

      operated radio stations in the country.  And then it 

      is -- and many more with Indian markets.  So it's 

      important -- well, the social media is gaining 

      momentum and our young people are using cell phones 

      and all of that. 

           We heard from a gentleman yesterday who helped us 

      remember to pay attention to our elders in the aging 

      population.  And that's extremely important.  And our 

      elders tend to listen to the radio and to get their 

      information through the radio and through print media.  

      So we have to continue.  And there are some real, I 

      think, opportunities to link things going on now in 

      the web with radio.  So I just offer that. 

           CHAIRMAN HYDE:  Great.  Thank you, Terry.  

      Arturo, do you have your hand up?  Can I see hands of 

      anybody on the Council who wants to make any final 

      comment on this, and then we'll wrap up the session.  

      Okay.  Arturo. 

           DR. GONZALES:  I didn't have a comment.  I just 

      wanted to get -- I didn't get your name, Doctor, what 

      was your name? 

           MR. WHITERS:  First of all, nobody ever calls me 

      doctor.   

           DR. GONZALES:  Well, get used to it. 

           MR. WHITERS:  My first name is David and my last 

      name is Whiters.   

           CHAIRMAN HYDE:  Thank you.  By the way, David, I 

      am a University of Michigan grad as well.  So I think 

      that I have some connection to about twenty-five 

      states at this point. 

           All right.  Well, thank you.  This has been a 

      really terrific session.  Thanks to the audience.  

      Thank you for your provocative comments and thoughts.  

      We've got notes.  We're taking ideas, and you're 

      really helpful in that.  And enjoy the rest of the 

      conference about the conditions conference.  And, 

      Council, we will move back into the next and our final 

      session.  So anyone who in the audience wants to stay, 

      you may, but we're going to move back into Council 

      session. 

           Okay.  Council members, you should have lots of 

      things in front of you.  One of the things that we 

      asked you to either pick up, or I guess it got left 

      here on our chairs, is a summary from yesterday and a 

      summary from -- so you should have a summary from -- 

      the Council highlights and action items from 

      yesterday.  And then you should now have action points 

      or summaries from I think the Carter Center and the 

      CDC.   

           My main interest actually, and I think I want to 

      start by asking you what your reaction was to the CDC 

      session.  And there's two reasons I want to ask you 

      that.  One is because CDC is huge -- and as you heard 

      here today and yesterday, a huge partner of ours.  

      They're doing a lot of stuff.  They are -- I think I 

      may have said it in that meeting, but they have 

      literally more than twice our budget and about twenty-

      times our staff.  So the way they use their money is 

      different than ours.  Their charge is different.  So 

      they do a lot of things through staff, while we do a 

      lot of things in putting dollars out into states and 

      communities. 

           But a lot of the topics that they deal with and 

      that we have an interest in overlap.  You've heard 

      that everything from data and surveillance, to 

      suicide, to work with communities, and states, and 

      grants, and transformation.  A whole bunch of stuff. 

           One of the things I -- you witnessed is, as I 

      said I believe yesterday we actually have done several 

      of those kind of interactions.  That one was a little 

      different because Tom Friedman, at the last minute, 

      was not able to be there.  But the interactions we've 

      had have been myself and the lead from that agency 

      sitting with our respective management teams together, 

      leadership teams together and talking about -- just 

      getting to know what we do and talking about potential 

      ways we can collaborate. 

           And we did that with HRSA.  We did it with Indian 

      Health Service.  We did it for the Administration for 

      Children and Families.  We had it planned for CDC.  We 

      also have a -- we are planning to do one with AHRQ, 

      which is the Agency for Health, Resources, and Quality 

      -- Research and Quality -- Health Research and 

      Quality.  And then there are maybe some other agencies 

      that we want to do. 

           We also have a whole lot of work going on with 

      the Assistant Secretary for Public Health who does a 

      number of things.  We have an inner agency being on a 

      coordinating council that we co-chair with Dr. Howard 

      Koh, who is the Assistant Secretary for Public Health.  

      So we're trying really hard within HHS.  And we're not 

      even talking here about other federal agencies.  We 

      can do that at another time.   

           So I'm interested in your reaction to what we 

      did, how we did it.  That was a little different 

      because Tom wasn't there, but also because it was a 

      lot of show-and-tell.  A little bit more than usual.  

      We do that a little bit more usually in a smaller 

      group with a little bit more just dialogue and 

      interaction. 

           So the floor is open.  What do you think, as an 

      Advisory Council, what were you reactions about both 

      the process and the content of what you heard around 

      the CDC?  Stephanie. 

           DR. LeMELLE:  I felt the content was impressive.  

      I didn't realize there was so much overlap in terms of 

      the types of programs that they're -- initiatives that 

      they are working on and the things that SAMHSA's 

      doing.  And it's always mind boggling to me that in 

      this day and age, we still exist in silos.  And I 

      think from that perspective, having this sort of 

      meeting where we can share that information was really 

      valuable.   

           I guess my only thought is that -- and this is my 

      own bias.  That it's a little rushed to go and visit a 

      site like that because there's so much that we could 

      have gotten had we had more time.  And because time is 

      an issue, I think sometimes it's more efficient or 

      effective to have programs come to us and present as 

      opposed to us going to them.  Just because you can 

      eliminate travel time.  You can eliminate, you know, 

      walking around.  And I think you can get more 

      information shared if we're stationary and they come 

      to us. 

           But I think that the information is really 

      important for all of the organizations to share so 

      that we can optimize and not duplicate programs. 

           CHAIRMAN HYDE:  Thanks.  Other Council members 

      have a reaction to the CDC interaction?  Judy?  I saw 

      you kind of trying to jump in, but I wasn't sure. 

           MS. CUSHING:  I'm not sure whether I should.  I'm 

      just going to convey again that I'm not certain that 

      the good leadership at CDC maybe fully understands the 

      on-the-ground challenges and the disconnect between 

      local public health -- and even at the state level 

      between public health, mental health, behavioral 

      health and the fact that what can be done?  What can 

      SAMHSA and CDC do to push that collaboration more. 

           CHAIRMAN HYDE:  I think that's very well taken 

      because we've had the same problem.  I mean we tend to 

      go with our mental health commissioners and our 

      substance abuse directors.  And we have, of late, I 

      think the disaster stuff has really forced us, in some 

      ways, to realize that we have to work more.  I think 

      that frankly the surveillance work probably works more 

      across public health and behavioral health than this 

      sort of programming does.  But I think this is an 

      issue on both sides.  And I think your issue about 

      travel is something we'll -- maybe we'll come back to 

      it at the end of the morning, when we decide what to 

      do next.  Because there is always this balance we 

      struggle between getting out there to see something 

      versus optimizing time.  It's a hard thing. 

           Judy, do you want to say anything else?  Then 

      we'll go to -- 

           MS. CUSHING:  Yeah, just one other comment in 

      where I see opportunities for really strong work 

      across both entities, and that's in the area of 

      suicide and the military with SAMHSA taking the lead.  

      Because in our state with funding, all the suicide 

      prevention funding goes to public health.  I don't 

      know how that works in other states, but SAMHSA's 

      certainly taking the lead and with the military with 

      your two major initiatives around the prevention of 

      suicide and then with the work with military families.  

      And I think that there -- there are opportunities to 

      bring public health along because in some cases 

      they'll have some funding and some other resources 

      that maybe the local mental health and behavioral 

      health entities don't. 

           CHAIRMAN HYDE:  Yeah.  And you're -- you're 

      raising an issue.  Let me also be a little provocative 

      here because it will come up later.  I really do think 

      a lot, especially in this time of limited resources of 

      where SAMHSA needs to own an issue with both feet and 

      all of ourselves versus where do -- we may be 

      relevant, but either the resources we have available 

      or the fact that somebody else is doing something 

      that's twenty hundred times bigger makes more sense 

      for us to -- to support our sister agency than doing 

      it ourselves. 

           And one of those areas came up briefly yesterday 

      or two days ago which is fetal alcohol syndrome.  We 

      have about seven million dollars or so, I think -- 

      Rich, is that right?  That we have in fetal alcohol 

      syndrome program and yet CDC has huge efforts in that.  

      And it raises a question for me how much value are we 

      adding, and should we just be supporting them in what 

      they do versus suicide.  It's a great example because 

      everybody now is trying to touch suicide, and that's 

      great.  But somebody's got to get this coordinated in 

      a way that there's a national strategy that moves 

      forward in a logical fashion.   

           So IHS is dealing with suicide issues.  DOD, the 

      Department of Defense is dealing with suicide issues.  

      All important and from their perspective of their 

      population, and so -- but that's an area that I 

      believe SAMHSA really owns not in a possessive sort of 

      sense but in a responsibility sense of trying to 

      coordinate and collaborate those efforts.  So those 

      are examples.  And we may come back to some of that 

      discussion a little bit later. 

           I think, Marvin, I saw your hand. 

           MR. ALEXANDER:  I really enjoyed the tour of the 

      facility.  And I think it was a lot of information in 

      a really short period of time.  I think kind of what 

      my thought went to just a collaboration between not 

      just CDC but also HRSA.  I recently went to the 

      National Health Service for their meeting.  And while 

      there was mention of SAMHSA, there was really not a 

      SAMHSA presence there.  And that became particular of 

      interest to me because they had thirty-five percent of 

      their new awardees were behavior and mental health 

      providers.  So I think that's also just across HHS.  

      And it's opportunities to collaborate and even getting 

      in.  Maybe it's not creating something of what we 

      know, not creating something new, but just presence 

      sometimes.  I mean that was a great opportunity to get 

      these people.  Now there was some mention, you know, 

      this is one of our sister agencies, but we weren't 

      there.  So being there where people are is important.  

      And I think as far as workforce development is 

      concerned and as far as a lot of the other issues that 

      we talk about, the culture.  I mean everybody is doing 

      the same thing.   

           CHAIRMAN HYDE:  Okay.  I think it's Flo and then 

      Terry. 

           MS. STEIN:  I'm sorry I missed the visit, and I 

      just have a question.  When we relate to public health 

      in our state, we're not relating it to CDC.  CDC is a 

      grant maker and sets some policy and does research, 

      but isn't -- this is -- is it the governing -- it's 

      not a governing body like you guys are with programs 

      or policy, or are they? 

           CHAIRMAN HYDE:  I think they do fund public 

      health entities a lot.  They do -- obviously, as you 

      can see from the staff, they do a lot of stuff 

      themselves, but they also do make some grants, I 

      believe. 

           MS. STEIN:  They make a lot of grants.  I'm not 

      sure they set policy for health departments. 

           CHAIRMAN HYDE:  They are apparently the ones that 

      give out the Public Health Block Grant. 

           MS. HUANG:  They give out the Public Health Block 

      Grants, but what states use those for are often up to 

      the states.  They don't -- they don't require certain 

      things usually, but they do make up -- they are grant-

      making agencies. 

           CHAIRMAN HYDE:  Okay.  I'm going to take Flo -- 

      Flo, you just -- Terry, and then Ed, and then I'm 

      going to also open up the conversation about the 

      Carter Center. 

           MR. CROSS:  Yeah.  I also thought that the visit 

      with the CDC was really an important visit.  And in 

      child abuse prevention, there's a concept known as 

      giving away the problem.  And I thought this was a 

      good example of that.  That in that concept, the more 

      people you could get interested in doing your job and 

      taking pieces of it, the more likely you are going to 

      be effective in reaching a growing population. 

           And I really like the move towards a public 

      health approach to behavioral health.  And there is 

      efforts in child welfare and child abuse and neglect 

      prevention in the same regard.  The -- I think CDC has 

      great capacity for the surveillance and for the public 

      messaging.  And I want to commend Mark for his 

      encroaching on that territory and getting them on 

      board with -- with your -- your work here.  That's -- 

      I think that really speaks to this giving away the 

      problem issue. 

           But in the area that I think that CDC may be most 

      helpful in is in the area of messaging that has to do 

      with the origins of behavioral health disorders and 

      the task of stigma reduction that may be able to be 

      accomplished with that -- with that type of education. 

           Basically, they're saying -- saying to the 

      general public, if X conditions exist, then Y is the 

      outcome.  And that there is something that you can do 

      about it.  And I think that's what CDC is so effective 

      in doing.  And I think cooperating and establishing 

      that relationship is -- is a really, really important 

      one.  I just want to emphasize that. 

           CHAIRMAN HYDE:  Thank you.  Ed. 

           DR. WANG:  Again, actually thank you for the 

      opportunity as a Council member actually watching 

      SAMHSA and its leadership team interacting, I guess 

      the term being used for speed dating, CDCP executive 

      leadership team as well.  I kind of saw it, as a 

      Council member, as a show-and-tell, that you, Pam, and 

      your staff set it up for us.  But I think this show-

      and-tell actually it's quite, I think, exciting.  And 

      I think it actually breaks down the silos. 

           Of course there's going to be a lot of hard work 

      in the future among your executive team, yourself with 

      CDCP.  I guess Larke probably was the Marine that 

      landed on the beachhead, for whatever, you know, 

      spending, you know, six months infiltrating, 

      understanding, you know, that system.   

           So I think the reality is, as I said -- and then 

      I don't know.  I mean this is just my guess about 

      federal government as well as state and local 

      government, tribal and territorial government as well.  

      It's that, you know, I think the good old days are 

      over.  I think really we are being forced into 

      collaborating and partnering. 

           With that said, I just want to go back to 

      something I said before about partnership.  And I 

      think it's -- I'm always kind of a half-full -- glass 

      half-full person rather than half empty.  I think the 

      partnership with CDCP and other federal agencies that, 

      you know, the Council will probably witness in the 

      future.  It's really in a sense of giving them or 

      consulting with them in terms of SAMHSA or our 

      behavioral knowledge and expertise.  And I don't think 

      -- I don't think that's a static for us.  I think we 

      will continue to have that excellence in terms of 

      behavioral health knowledge and expertise because we 

      have, you know, individuals that are focusing on staff 

      development, workforce development training and so 

      forth. 

           So, you know, the community -- professional 

      community as well as the peer recovery community will 

      continue to support our excellence.  And that's the 

      excellence of SAMHSA.  But reciprocally, I think that, 

      yeah, we are giving them, so to speak, our expertise, 

      and knowledge, and so forth.  But reciprocally, I 

      think that we actually can utilize these opportunity 

      to scale up our behavioral knowledge and as well as, 

      you know, the SAMHSA portfolio.  You know, I'm just 

      hearing SBIRT, SBIRT, SBIRT by CDCP staff and so 

      forth.  And I think we have much more than just SBIRT 

      to offer. 

           And I think this is a way for us to scale up, you 

      know, our program portfolios.  Our models, really, in 

      terms of behavioral health because we are -- we will 

      have a much smaller budget than CDC.  I can put a bet 

      on that for the next ten, twenty years.  Our SAMHSA 

      budget will not be more than CDCP budget. 

           I know that there's a concern, and I often hear 

      as a concern at the state level in regard to, you 

      know, when -- when we -- are we losing our identity?  

      You know, public health are very, very strong.  And 

      they are doing excellent work in terms of reaching out 

      to the communities in Massachusetts.  They are able to 

      engage a lot of what I call minority CBOs -- racial, 

      ethnic CBOs that I don't have the resources to reach 

      out to these folks.  You know, this is where it also 

      would be cultural linguistic competence, the reduction 

      of disparities come into play.  I don't have their 

      resources.  But I'm looking at DPH, Department of 

      Public Health.  You know, they are getting into the 

      community. 

           So when I go into the community like, you know, 

      whether they are the Cambodian's community, the 

      Latino's community and so forth, they know Department 

      of Public Health much more they know about Department 

      of Mental Health.  And that's a very challenging task 

      for me. 

           The concern about, you know, the integration of 

      behavioral health into primary care are we losing our 

      identity?  I don't think so.  Now even though I see, 

      you know, the parentheses say both directions, I think 

      it shows a little of our fear that if we do that, are 

      we losing our identity.  I don't think so.  You know, 

      behavioral health, our science, you know, our recovery 

      movement, peer leaderships, young people like Marvin 

      and others.  I think we will continue to excel in 

      terms of what we do well.  I don't think that CDCP or 

      any other agency have invested and continue to excel 

      in those area.  We have a lot, you know, to -- to 

      provide to other agencies.  In fact, we also can gain 

      a lot from them because of their amount of resources. 

           The other things that I think we have to take 

      responsibility at SAMHSA is this.  When I go to 

      actually talk to some of our providers, contractors in 

      the community, they don't know what SAMHSA is.  They 

      even don't know SAMHSA.  I have to say, well, that's 

      the federal agencies that we got funding from.  That 

      we work very closely with them.  Providers of mental 

      health, some of them do not know what SAMHSA is about.  

      So our messaging, in some sense, has to get to that 

      level as well. 

           And, you know, I'm just speaking from a very 

      personal experience.  I don't know whether that's 

      across the country.  And I can only share with you, 

      you know, a number of states that I've worked in and 

      now in Massachusetts.  So it is our responsibility -- 

      it's our strategy to really selling -- no sell, 

      terrible word.  Marketing, you know, our brand names 

      of branding to those that are actually working in some 

      sense for us.  Thank you. 

           CHAIRMAN HYDE:  Thanks, Ed.  Those are wise 

      comments.  And I -- it's sort of the comment we made 

      yesterday where we sort of talked to ourselves.  Our 

      field talks to ourselves, and I -- I've talked with 

      Mark.  And I really committed myself to try to make 

      sure that just from a point of view where do we give 

      speeches.  Just that simplistic notion that we would 

      stop talking to ourselves so much and talk a little 

      bit to people who might not have thought about having 

      a SAMHSA speaker.  So we're -- we are going to try to 

      think about that.  But your comments are well taken. 

           Let's move to the Carter Center.  What was your 

      thoughts about the Carter Center?  We'll take five 

      minutes or so to talk about that.  Then we'll move 

      into a discussion about next week.  Yes, Larke? 

           DR. HUANG:  Can I actually say something about 

      the CDC? 

           CHAIRMAN HYDE:  Did you hear me say that we're -- 

      oh, go ahead. 

           DR. HUANG:  I just wanted to say that the CDC is 

      huge, monolithic.  It's not a monolithic and there 

      were six campuses.  People came from six different 

      campuses.  We didn't anticipate that many people.  It 

      spread among them that SAMHSA was coming down.  They 

      wanted to talk about their work.  And it was a speed 

      dating thing.  And we've actually -- actually had some 

      dinner with CDC folks afterwards debriefing and -- 

      informally, and there have been overtures for the next 

      date on new areas of their work.  And I think they 

      look at SAMHSA, in some ways, as a different delivery 

      system as consultants also on what they're hearing 

      from their grantees of the states around the mental 

      health and addiction issues. 

           So I think they're -- it's sort of targeting 

      those next level of activities that we can focus on 

      that.  

           CHAIRMAN HYDE:  Thank you.  Larke is a great 

      emissary to many agencies.  She does a terrific job at 

      that. 

           What about Carter Center?  Don, did you want to 

      make a comment?  I think I had you on the list and 

      then didn't let you talk.  Do you want to talk about 

      CDC or the Carter Center? 

           DR. ROSEN:  I wanted to say that I thought Monday 

      was incredibly well spent.  I thought that not only 

      did we learn a lot about both institutions and how do 

      we dovetail now, but we laid the groundwork for how we 

      might dovetail in the future.  I think there are going 

      to be a lot of opportunities for synergy and for 

      collaboration that we don't yet know about because 

      we're on the cusp of enacting healthcare reform. 

           And to me, one of the -- the benefits of onsite 

      visits for both of those institutions was that we did 

      go to them and that the mutual exchange of show-and-

      tell was on their turf.  And the expertise that was 

      from the leadership team was well demonstrated to 

      them.  And I felt Larke's point that people came from 

      all over Atlanta to come reflected the value that the 

      Center showed to SAMHSA in a way that wouldn't have 

      been noticeable as much as if -- if they had come to 

      us. 

           And so I thought that the synergies that were 

      there in the room were an important aspect of this and 

      the synergies that are yet to be discovered are -- 

      hopefully will meet a more important aspect of this. 

           CHAIRMAN HYDE:  Other comments about the Carter 

      Center?  Okay, we have the health integration, the 

      journalism, words issue, touring the facility, 

      comments?  Fran. 

           MS. HARDING:  First, I just want to say that the 

      Carter Center for me was quite striking and 

      impressive.  I didn't personally -- I've heard of the 

      Carter Center.  I had no idea the depth of the 

      programming that they did there.  And so I was very 

      enlightened and very happy that I heard what they had 

      to say. 

           I'm frustrated that because it is the Carter 

      Center that the focus is mostly exclusively on mental 

      health and not broadening into the behavioral health 

      concept.  I'm not sure that it's our place, our right, 

      or what we would do about that.  I think we work with 

      that.  And what it did for me is the evening after, 

      kind of lost track of days, but I was thinking 

      wouldn't it be nice if we were to go out and search 

      and see if there were another type of a center or area 

      that would focus more on behavioral health model. 

           At the same time, I think SAMHSA has an 

      incredible amount of programming and expertise to 

      offer the Carter Center.  In particularly around their 

      fellowship program, their literacy program, and of 

      course, the awards that Kathryn has led in SAMHSA for 

      so many years.  I think that we might even be able to 

      blend those in some way and help them raise -- raise 

      their focus or maybe even raise ours one way or the 

      other.  So I thought that -- I'm going to echo Don's 

      words.  Very well spent the whole -- the whole. 

           CHAIRMAN HYDE:  John Bartlett did mention that 

      they're trying to be more sensitive to and inclusive 

      of substance abuse issues.  If you read Rosalyn 

      Carter's recent book, which was -- is very readable.  

      If anybody wants a quick history in what difference 

      we've made, it's an amazingly readable and quick-read 

      book about mental health and how far we've come, but 

      she does talk about substance abuse in there.  

      Obviously not as much, so there's no question that it 

      -- I think it started as a mental health only kind of 

      focus and then has grown as its understood standing 

      relationship.  But -- but they do have a ways to go on 

      that. 

           Okay.  I do want to take a couple of more 

      comments about the Carter Center, and then I want us 

      to move into a conversation about next meetings, both 

      location and content.  Larke, I think I had you on the 

      list and Stephanie. 

           DR. HUANG:  I think John Bartlett actually comes 

      out also as substance abuse, so I think he's trying to 

      work that into the primary care behavioral health 

      initiative.  I just wanted to mention about the 

      journalism program.  And that's just actually one of 

      my favorite programs down there.  And I don't think 

      you got a full flavor of it.  When you actually see 

      what they're doing and how they are around 

      particularly mental health issues, reaching audiences 

      that we don't reach.  I mean they are -- they, through 

      print, through multimedia, they have had some amazing 

      projects.  And the journalism journalists often stay 

      in behavioral health.  For people who are in the DC 

      area, I don't know if you -- if you read the Post.  

      Jack (Inaudible) who was a journalism fellow, he 

      always writes around behavioral health issues.  And 

      it's not just about mental illness or stigma, he's 

      writing about a lot of other issues.  Kids in juvenile 

      justice who have mental health issues, you know, or 

      the behavioral health sequel they have decision-

      making.  And things like -- you know, so he's really -

      - and he's so high up in the Post now that he really 

      commands front page or A section stories.   

           And similarly with LA Times and then smaller 

      newspapers, I think we need to figure out how we get 

      some of our messaging through them because they -- 

      they produce these hundred journalists who stay in the 

      field and have a very different reach than we do and 

      can say messages in ways that the people in the 

      communities and people in public can get it.  I think 

      it's an untapped resource for us. 

           CHAIRMAN HYDE:  That's a good point, Larke.  And, 

      you know, Mark, it's a -- it's a good idea.  And we 

      might try to get with the Carter Center and get all 

      the past journalism awardees and see if we can bring 

      them together or something and talk about our messages 

      and how we'd like them to get out or something.  I 

      don't know what the means or mechanism -- maybe we can 

      even do that through some electronic communication 

      means, video conference, Webinar, whatever.  That's a 

      good point. 

           Okay.  Any other comments about the Carter 

      Center?  Terry -- you're next and then Terry. 

           DR. LeMELLE:  Well, again, I guess two points.  

      One is I think the Carter Center was fabulous.  I 

      actually just am more familiar with the Carter Center, 

      and I do think we missed a lot in -- in being there.  

      There's a lot of programs that they do.  I mean all of 

      the things that they do are broad.  There is a huge 

      program there -- an international program that we 

      didn't really get much information about, which I 

      guess goes to my second point, again, which is how -- 

      how useful these sorts of experiences are.  I mean 

      it's wonderful we toured.  It's fabulous to see these 

      places up close, but I think, you know, as Larke did, 

      having someone who actually infiltrates a program for 

      a period of time, whether that could be something that 

      maybe the Advisory Board could do where individuals 

      might spend a whole day or two days in one place and 

      then come back and report to the whole group.   

           I think that there are other ways of getting, you 

      know, to the real heart of the information.  And also 

      thinking of SAMHSA's role in all this, I guess partly 

      I see SAMHSA as advisors to these organizations about 

      substance abuse and mental health issues and building 

      on what they already have.  The second role is 

      probably as a collaborator where we might jointly fund 

      certain programs with them or, you know, add 

      consecutive funding.  Which is something that I think 

      some of us had talked about I guess yesterday or the 

      day before.  You know, that -- that, you know, we do 

      these five-year sort of funding programs.  And other 

      organizations may do it through a five-year funding 

      program and then the funding stops.  So if there's a 

      way to collaborate with some of these other 

      organizations and piggyback our fundings.  So we would 

      do five years.  They would do the next five years, or 

      something like that.  Might be something else to think 

      about in terms of how you would work with them.  And 

      then obviously the third is really just not 

      replicating things that already exist.   

           CHAIRMAN HYDE:  Yeah.  I was struck with their 

      primary care behavioral health integration, some of 

      the stuff they were doing and how much we could 

      potentially overlap from not a positive point of view, 

      if we don't collaborate with them.  So it was good, in 

      that sense, to hear what they're doing so maybe we can 

      prevent that from happening and add value. 

           Other comments?  Let's see, Terry, you're next. 

           MR. CROSS:  I was struck by the difference 

      between the CDC and the Carter Center.  And my -- the 

      emotion that came into my head was CDC, with regard to 

      our issues, seems to be the sleeping giant and the 

      Carter Center the mighty niche -- niche of, you know, 

      Margaret Mead's small group of committed individuals 

      making a difference in the world.  And I -- it also 

      struck me that they're both here in Atlanta and both 

      friends of SAMHSA at this point.  I think that that we 

      find some good history there, but I'm -- I wonder if 

      we might engage the Carter Center as our agent in 

      helping the sleeping giant awaken to our issues. 

           CHAIRMAN HYDE:  That's an interesting idea.  I 

      haven't thought about that.  Good idea.  All right.  

      Anybody else about Carter Center?  I want to move into 

      what's next. 

           We do -- we have a person on the line who wants 

      to make a comment about none of this, just a public 

      comment.  So I want to make sure we give that person 

      an opportunity.  So let's go ahead and take that.  

      It's Jean Cannon, Community Friendship and Georgia 

      Association, and can't read the writing about an 

      employment initiative.  So Joan -- Jean, come forward. 

           MS. CANNON:  Thanks for letting me speak.  First 

      of all, I think that your work is tremendous.  I've 

      worked in the field for so many years, thirty-five 

      years.  I work for a local agency, Community 

      Friendship.  And I'm also vice president for Georgia 

      Association of People in Support of Employment.  And 

      going back to yesterday and your initiatives, and you 

      know, the wonderful work that you do I'm so impressed, 

      but the employment you're taking off of one of your 

      initiatives, and I feel like, you know, that's what 

      recovery is about.  And so I'd like to request you 

      maybe reconsidering that and putting it back.  So 

      that's my only request.  Thank you. 

           CHAIRMAN HYDE:  Thanks.  I appreciate that.  It's 

      a tough decision for us to try to figure out where and 

      how to focus and to recognize that an area that needs 

      so much attention doesn't have any resources.  And 

      we're not going to get any resources in that area for 

      a little bit.  So that's -- those are tough, tough 

      decisions. 

           We think of that as an emerging initiative, and 

      it may very well be something that we try to position 

      SAMHSA to take on a different role in the future to 

      the extent that we can get to a place of being able to 

      ask for or partner up with some resources that would 

      let us have an impact.  So hopefully you can -- don't 

      think of that as us letting go of it, but perhaps 

      scratching our heads for a while on what's the best 

      way to take that on given that we don't have a lot to 

      put at it at the moment. 

           Let's see, Cynthia, you're on the phone.  Do you 

      want to make a comment?  Cynthia, are you on mute?  

      When we hear the dog barking, we'll come back. 

           All right.  So let me -- let me just tell you -- 

      let me start the conversation about where next or how 

      -- what next in a couple of ways.  Cynthia, did you 

      come on?  I thought I heard a pop. 

           Two things.  One is we're sort of having a little 

      bit of a conversation about the CDC -- or the CDC, 

      Carter Center and thinking a little bit about 

      location.  Us going to them, them coming to us kind of 

      stuff and then also, obviously, we need to talk a 

      little bit about content. 

           We've continued to, and I will continue to try to 

      have our conversations focus around our strategic 

      initiatives because that's where we are putting our 

      efforts.  And so getting your advice and getting an 

      opportunity to just spend time with you thinking about 

      these issues is just, again, I can't tell you over and 

      over again how much it's sort of a blessing that is.  

      It forces us to step back.  It let's us step back.  It 

      gets your advice and counsel, stimulates our thinking, 

      so it's incredibly valuable for us. 

           The issue about whether or not to have the 

      meetings in DC or somewhere else are always hard.  

      It's fun to go out.  It's interesting.  We try to make 

      sure that in this particular venue that we not only 

      got the opportunity to see something, but we actually 

      got some work done.  So our relationship with CDC was 

      actually work we needed to get done.  And to the 

      extent that we don't have a lot of time, and effort, 

      and resources, that's important to us.  So in terms of 

      where we are and where we can get work done, that's 

      always going to be something we care about. 

           On the other hand, we probably would not have had 

      as easy a time having the incredible panel we had 

      yesterday had we not been out here.  So that's also an 

      issue, and obviously wouldn't have seen the Carter 

      Center. 

           In DC, we get more SAMHSA staff able to hear and 

      interact with you, which is a tradeoff also.  We can 

      bring the executive team, but it is more costly for us 

      to bring the executive team out away from DC in -- in 

      DC and Rockville, we can make them show up.  That's 

      not so much true.  We have to spend money to get our 

      executive team out to around the country.  So those 

      are just issues to take into account. 

           Also, there is other SAMHSA staff who will pop in 

      and out or hear parts of our conversation that won't 

      hear our conversation out and about.  So those are 

      things that we struggle with as we think about this. 

           The next meeting will probably be in the spring 

      sometime.  Whether or not we have it -- we are 

      anticipating having representatives from the other 

      councils, as we said.  And I thought Terry's comment 

      about having some of you participate in those councils 

      is a fascinating idea.  We'll -- maybe I'll leave that 

      one with any of you who have an interest in either the 

      Women's Council, the Tribal Council, as Terry has 

      already volunteered for, or the -- any one of the 

      three Center councils, CSAT, CSAP, or CMHS.  Why don't 

      you let Toian know if you have that interest and let's 

      sort of think about whether that is -- makes some 

      sense.  Or maybe I'll even come back to that at the 

      end of this morning for a second. 

           For next time, if I think about spring, what will 

      have happened or where will we be on some things that 

      we ought to probably think about interacting with you 

      about.  And there's two or three things.  One is we 

      should have a 2011 budget by then, and we should have 

      a public 2012 proposal -- a presidential proposal by 

      then.  Those are huge issues.  Not just because it's 

      more money or less money, but because I just am 

      telling you to the extent that I can -- I'm allowed to 

      tell you that the way we are doing our budget in the 

      future and the amount of it is significantly 

      different.  And it's going to be significantly 

      different.  So I think it bears some conversation with 

      our advisory committee about that.  With our federal 

      budgeting process, we are unfortunately not able to 

      come to you and say, hey, we're thinking about doing 

      this, what do you think, before we do the budget 

      process.  We actually have to do the budget process in 

      private and then come back to you and say we did it, 

      what do you think about it, which is kind of a 

      backwards way, but it's life in government. 

           So it will be important, I think, to have 

      something about the 2011 and '12 budget and what that 

      means to SAMHSA and to SAMHSA's role in the field to 

      have that on our conversation.  Because just because 

      of the way we do the budget or the amount of the 

      budget, it leaves lots of questions about the best way 

      then to take those concepts and go forward out into 

      the world.  So we want to do that. 

           Part of that is we anticipate in the things that 

      are extremely coordinated between budget and 

      legislation is our reauthorization, which there is a 

      reauthorization bill that has been introduced in 2010.  

      We don't know even just the state it covers.  We are 

      sort of doubtful that that will go forward in 2010.  

      We are anticipating it's more likely that a bill would 

      go forward in 2011.  And we think, as it does, we're 

      going to want to make some changes to the bill in 

      terms of the way it was originally proposed.  So -- so 

      that's another issue.  And it's tied to the budget.  

      Because the way we're authorized and the way we're 

      budgeted are very tied together. 

           The other issue, it's very related to budgets.  

      And you can see where the theme is here.  Money and 

      role, I guess.  Money and -- and mission, money and 

      SAMHSA's view or not SAMHSA's role in the world.  This 

      issue of -- which we've talked about with Block Grant 

      changing so much or needing to change so much as we 

      move to 2014, and we are always a year or two ahead in 

      terms of planning and application processing and such.  

      This issue of the role of states, and the role of 

      communities, and the role of Block Grants, and the 

      role of discretionary grants bears some conversation.  

      Funding is one of the major things SAMHSA does, but as 

      you can see, we don't believe that it's the only thing 

      we do by any means.  And we believe, especially as the 

      dollars constrict, some of our other roles are just as 

      important, if not more important.  Our leadership 

      role, our voice role, our practice improvement role, 

      our regulatory role, our communications role, public 

      education role.  We have all of these other roles, and 

      -- and we have to pay attention to those as dollars 

      constrict. 

           So this issue of the role of states, the role of 

      communities, the role of discretionary grants, the 

      role of Block Grants and the -- and our theory of 

      change, if you will.  How we anticipate these things 

      work together to keep moving the field forward is all 

      related to budget.  And we think that it bears some 

      conversation. 

           Then there is a couple of other things in terms 

      of strategic initiatives.  Those two things affect all 

      of our strategic initiatives -- affect our entire 

      organization.  But there's two other -- a couple of 

      other strategic initiatives then that we can focus on 

      because we anticipate things have to happen -- things 

      will be happening or have happened.  Military families 

      has a lot of stuff going on that will be more public 

      and more in the implementation phase and more out 

      there by then. 

           The prevention initiative, you know, we have 

      several areas.  Prevention prepared communities, which 

      is a budget item.  We either get it or we don't  And 

      we could have a House/Senate split on that.  We could 

      spend more time on that.  Our tobacco work, our 

      suicide work will have some public announcements about 

      what we're doing about that soon.  So by the spring, 

      we'll have lots to talk about there.  Prescription 

      drug abuse, there's efforts going on there in a 

      variety of ways that we think we can talk about.  And 

      then underage drinking and alcohol policy efforts, 

      which we are doing.  All of these things we do with 

      other partners.  So there's lots of things we could do 

      there, if you want and have lots of advise and 

      conversation.   

           We could have other -- if we do it in DC, we 

      could have other people at the table who help us with 

      these things whether it's NIDA, N-I-D-A, on the 

      prescription drug abuse, or whether it's MIAAA and 

      CDC, frankly, on alcohol policy.  So just other 

      partners that we might be able to bring to the table.  

      Frankly, if we talked more about workforce issues, we 

      could probably get someone from HRSA there to talk 

      with us a little bit.   

           But anyway, so budget and all that other stuff 

      has got to be an issue.  We need your help on those 

      conversations.  And then military families and 

      prevention, there's two strategic initiatives we could 

      focus on or we could just do updates. 

           The other areas that have come out in our 

      conversation are the primary care/behavioral health 

      integration.  We are doing a ton of stuff.  We hope to 

      announce the TA Center by then.  We can bring in HRSA 

      and some of our other partners, if you wanted to talk 

      about that.  The school issue of community psychiatry 

      and how we think about providers and stuff that 

      Stephanie you've been really articulate about this 

      time raises issues for me.  And we couldn't bring in 

      HRSA and talk a little bit about what they are doing 

      about workforce issues or recruitment retention 

      because they're going to have roles.  And they're 

      going to have issues, I imagine, in their budget too 

      that are either public in the 2011 process or not yet 

      public in the 2012 process that will be by then.  So 

      that may be a variance in conversation, and then this 

      issue of behavioral health issues and immigration, 

      especially in Arizona, but in general. 

           Which means our partners in that would be not 

      only our Advisor Council member from Arizona, but 

      people like the Administration for Children and 

      Families, folks like that.  So that's a lot to say, 

      but I wanted to just lay out both place and content 

      and then have you guys react to me on completely other 

      thoughts about what you'd like to discuss.  And again, 

      we'll try to get you to give us advice on stuff we're 

      working on.  So, Arturo, I'll let you start. 

           DR. GONZALES:  Thank you, Pam.  Obviously, I 

      think -- well, first of all, based on what you laid 

      out as a potential agenda, in my view, I think that 

      the place to meet would be Maryland or Washington 

      because you have the resources of the other federal 

      bureaucracies to bring in.  So that would be my first 

      comment in terms of place. 

           With regard to aspects of the agenda, I -- I feel 

      that obviously the budget reauthorization, Block 

      Grants, that has to be on the table for us as a piece 

      of the agenda.  I would request, however, with respect 

      to the Block Grants, if there is a general overview on 

      how those operate with the states that could be given 

      to the National Advisory Committee prior to the 

      meeting so that we could understand how some states 

      are utilizing, or what -- what restriction they have, 

      or what sensibilities they have.  And that would at 

      least allow me to give better input into what 

      alternatives we might recommend. 

           I think that the other piece that obviously is 

      important is the healthcare reform update.  And -- and 

      within that piece, I really think I would like to see 

      something on the primary care/mental health 

      integration and have representatives from HRSA there 

      specifically as they related to that integration, 

      because I think that as I read the healthcare reform 

      bill, there is going to be a large amount of money 

      going towards the development of community health 

      centers and things like that.  And we -- I think we 

      need to understand how maybe HRSA or even the National 

      Association of Community Health Centers would be using 

      those dollars and how they want to take care of the 

      behavioral health piece and/or collaborate with SAMHSA 

      on that through its programs.  I think that's very 

      important. 

           And so -- and lastly, something at least to begin 

      the discussion on the immigration issue I think is -- 

      we'll be able to get some thoughts on that.  That 

      would be my input.  Thank you. 

           CHAIRMAN HYDE:  Okay.  Thanks.  Flo? 

           MS. STEIN:  This is definitely from a state 

      perspective, but what I really benefit from is your 

      articulation and your leaderships team articulation of 

      the changing role of SAMHSA and how you're negotiating 

      it and defining it because that's exactly what's going 

      on in the states.  And we're trying to model some of 

      what you're doing and use what you say as, you know, 

      our own bully pulpit.  So we really need that kind of 

      help. 

           CHAIRMAN HYDE:  We keep referring to it as a new 

      kind of leadership.  You don't get to give out so many 

      grants, but you get to, what I call, leadership by 

      nuisance.  It's going to be an every day things.   

           All right.  Who else?  Thank you.  Cynthia, are 

      you on the phone? 

           MS. WAINSCOTT:  Yeah, I am.  I solved the 

      technical challenges here with the help of the folks 

      online.  A couple of -- a couple of observations.  A 

      real shift has occurred there.  Not in -- not in 

      Georgia, but in SAMHSA with two things relating to 

      prevention.  One is language and the other is 

      conceptual framing.  I've heard it over, and over, and 

      over, and over again.  I think being at some distance 

      has actually helped me further analyze that.  I 

      remember very clearly when prevention was a dirty word 

      in the mental health community.  It is now more the 

      number one on the list, and you are to be 

      congratulated for the way people's thinking has 

      shifted. 

           Second, an idea.  I spoke at a conference about 

      ten years ago that was partially sponsored by SAMHSA 

      that brought together mental health commissioners and 

      Medicaid commissioners.  You can imagine what we where 

      thinking and talking about.  It was very, very 

      fruitful.  We may want to think about the idea of 

      pulling together mental health directors and public 

      health directors cosponsoring with CDCP.  And I'm 

      going to start calling them CDCP.  And I'll be the 

      only guy in Atlanta that does that, but today it 

      changed my language in that regard.  I think that 

      could be an extremely fruitful thing because I think 

      there are a couple of people that said CDC is at the 

      top.  We deal with local public health people, and we 

      -- the dialogue would change, I think, if there were 

      some leadership limited to say, come on, guys, let's 

      do some things together.   

           However, so the question right in front of us  

      where to meet.  I believe, and I have experienced this 

      for a long, long time.  When you go to someone's home, 

      it creates a different feeling, a different level of 

      trust, and that leads to a different level of 

      communication that can be extremely valuable.  So I 

      hope we won't give up the idea of going out.  I think 

      I heard that a lot of people from CDC came from the 

      various sites and visited with you guys.  That's very, 

      very significant because what that means is our 

      message there, thank you, Larke and the other people, 

      have gotten out and people recognize there's an 

      opportunity.  That wouldn't have happened if we had a 

      couple of them come to us.  So I hopefully we won't 

      give it up although I recognize economy. 

           Another thing is the next meeting topics.  I 

      think we have to talk about money at our next meeting.  

      I think right at the beginning, Pam, you talked about 

      the change in the Block Grant and I mentioned national 

      and state councils as allies in that.  I realize since 

      then that another huge opportunity is with the 

      National Association of Mental Health Planning and 

      Advisory Council.  And to the degree that they are 

      beginning to be infiltrated, maybe that's not quite 

      the right word, but with people who are specialists in 

      substance abuse disorders.  That can be extremely 

      useful.  They could help us understand what is 

      possible to do.  What is possible to do.  What it is 

      possible to sell to make happen in the state and to 

      begin to make it happen. 

           I also endorse the idea of discussion of 

      immigration and workforce has to be part of that.  

      It's wonderful to be part of this.  Thank you for 

      letting me do that electronically.  Again, sort of an 

      observation from afar is the balance of information 

      and discussion has created an extremely rich 

      opportunity for exchanges, and you are to be 

      congratulated for the way that has occurred.  

           CHAIRMAN HYDE:  Okay.  Thank you a lot, Cynthia, 

      that's helpful.  Other people have reactions about 

      either place or content?  Some of the things I thought 

      of as Cynthia was talking, but some of the others of 

      you too there's -- one thing we could do is try to set 

      up -- and I think again, Stephanie, you may have made 

      a comment about this.  We could try to set up -- you 

      know, we asked you to be here two-and-a-half full 

      days.  It's like three days out of your life not to 

      mention the travel time, but one of the things we 

      could do is try to set up a situation where people 

      could come in and do -- split up.  Two or three of you 

      might want to deal with prevention.  Two or three of 

      you might want to deal with military families.  Two or 

      three of you might want to deal with workforce or 

      whatever else and try to do some of those issues in 

      groups of two or three so it's really much more 

      concentrated and have some time to come back and 

      report back, if you will.  And then do these broader 

      things like budget, and role of SAMHSA and Block 

      Grants, and community programs and such together where 

      then you all have a little bit more drilled down 

      information on a particular area to bring back to that 

      conversation.  We could do some of -- some of that 

      kind of splitting up as well.  So I don't know if that 

      raises either positive or negative responses to you 

      too.  Terry? 

           MR. CROSS:  Well, in the spirit of thinking out 

      into the future and especially with regard to these 

      tightening budgets, I think there may be some -- some 

      other places to give away the problem.  And that's 

      last year -- the last couple of years, the part of 

      funds that came to the CAP program, the emergency 

      funds.  One of the uses that was authorized by ACF of 

      the emergency funds was for mental health treatment -- 

      mental health and drug abuse treatment for TANF 

      recipients, if it helped them get a job.  Now, that's 

      not anywhere in the regular TANF.  It was something 

      that was approved out of emergency funds, but TANF is 

      coming up for reauthorization.  And it makes sense for 

      as many federal entities to be responsive to the -- to 

      the needs of people with mental -- behavioral health 

      issue.  It's possible. 

           Another one of those is Title IV, the Social 

      Security Act, it's the federal reimbursement program 

      for foster care.  And if a caseworker spends his or 

      her time in any kind of mental health services, that 

      time cannot be counted towards reimbursement.  So it 

      reduces the rate of reimbursement that the state gets 

      for that -- for that service. 

           The -- and I know that that's got to ripple 

      throughout the system.  And it's an issue of silos and 

      where funding comes from.  And if some of those can be 

      broken down so that -- what we're really talking about 

      is I think breaking down the stigma, normalizing this 

      issue that people do recover.  That treatment works.  

      And if that's going to be the case, that's got to be 

      integrated throughout the whole system of funding from 

      every agency and having it be okay to spend money on 

      people's behavioral health. 

           CHAIRMAN HYDE:  Great.  Thank you.  Other 

      reactions, comments?  Do you like the idea of having 

      some of the initiatives -- to break down some of the 

      initiatives into smaller groups and have you spend 

      some more concentrated time on that.  Maybe an 

      afternoon before a full meeting or something.  Does 

      that make some sense?  Yes?  No?  Yes?  It looks like 

      some yes's.  Arturo? 

           DR. GONZALES:  I think it depends on the area and 

      assuming those commissioners that want to participate.  

      For example, there's only one person that's going to 

      want to talk about meeting with HRSA about behavioral 

      health and integration, that's problematic to me. 

           CHAIRMAN HYDE:  Yeah.  Now, I would see that more 

      as something with one of our major sister agencies as 

      more of a Council-wide thing.  I was thinking more 

      about the conversation about prevention and how we're 

      thinking about it.  So looking at, for example, I 

      could see Fran and Kathryn doing a thing about IOM and 

      Pete,  prevention prepared communities, and how we're 

      -- and the programs we have and how we're just 

      conceptualizing this and having some more conversation 

      with a couple of you who care about that. 

           On the other hand, we will have three or four new 

      members also next time.  So there's always going to be 

      -- we're always going to be integrating new people 

      into the process.  So we'll -- we'll think about that.   

           Toian may send out an email to you both in terms 

      of potential dates and in terms of if you had an 

      interest, and we could then just sort of poll you a 

      little bit to see if you had an interest in particular 

      areas that we could do some pre meetings, if you will, 

      with.  And if we do, if we have enough interest, we 

      can do that.  That might be a way to do it. 

           MS. WAINSCOTT:  This is Cynthia. 

           CHAIRMAN HYDE:  Yeah, Cynthia.  Go ahead, 

      Cynthia. 

           MS. WAINSCOTT:  I think one of the advantages of 

      that is people who can spend the time doing it and 

      don't have the interest came, and those who chose not 

      to.  I think it's a great idea.  And I hopefully will 

      explore it having some of the small groups. 

           CHAIRMAN HYDE:  Okay.  Good.  We'll figure out 

      your interests by email, so watch for that.  Anything 

      else?  I mean, I think we've got lots of thoughts and 

      ideas.  We'll just have to come up with an agenda that 

      makes some sense. 

           My sense is, and I -- you know, this back and 

      forth about where, my sense is that if we want to do 

      some of the topics we've talked about, that DC and 

      Rockville is best next time because we really do want 

      some of our Rockville partners.  HRSA literally is a 

      couple of miles from us out in Rockville.  We might do 

      that. 

           I heard some conversation also about CMS.  They 

      have been a terrific partner.  And it occurred to me 

      that as we do an update, we might have John see if we 

      could get Barb Edwards to come over and talk together 

      about how we're approaching Medicaid, which is an 

      amazing partnership that's emerging there.  So there's 

      some -- lots of possibilities, and we'll just sort of 

      try to put this together in a way that makes sense for 

      you, but also makes sense in what we need from you 

      because we are always trying to suck you dry and get 

      all your ideas.  Yes, Terry. 

           MR. CROSS:  Just the last point in reaching out 

      to include Indian Health Service.  Particularly with 

      the reauthorization of the Indian Healthcare 

      Improvement Act and with -- with the healthcare 

      reform.  All of the issues involved in that. 

           I had the experience about two months ago 

      visiting one of our Circles of Care Grant sites where 

      the IHS service unit director actually told me that 

      they couldn't accept referrals on suicidal youth from 

      our Circles of Care program because, quote, they 

      weren't a medical agency.  And I think we've had some 

      rough challenges to break down barriers between those 

      service structures. 

           CHAIRMAN HYDE:  Yeah.  IHS and Evette Rubio and I 

      and their leadership came to SAMHSA.  And we spent 

      some time together.  And we're very clearly trying to 

      break down barriers.  Some of it starts at our level.  

      Some of it happens out there.  Sheila is working very 

      closely with Rose -- last name?  Biachi, who is their 

      behavioral health person.  And then Rose and Evette 

      have come over and spent time with Sheila and I just 

      talking.  Just literally trying to make sure we're 

      figuring out how we can move forward together on 

      things like suicide in Indian country.  We obviously 

      have a broader interest in suicide, but our 

      relationship with them in Indian country is really 

      key.  So we -- we are trying to do that work, Terry.  

      But that's where I think having people from the 

      different Advisory Councils will really enrich our 

      conversations because they're going to be focusing on 

      a particular thing.  Whether it's travel issues or 

      whether it's women's issues, which obviously not 

      exclusively, but certainly care a lot about the trauma 

      issues.  And we had a good conversation about trauma 

      issues here the first time we did it.  So there's just 

      lots of ways in which I think having those other 

      advisory committees represented with us will be also 

      enriching. 

           Any other comments?  I think we have enough to go 

      on in terms of trying to create an agenda.  So again, 

      thank you very much.  We -- we'll continue to call on 

      you a little bit at a time, one at a time in helping 

      us think through some other things.  So thanks for 

      your good work and your good thoughts.  I think we're 

      adjourned.  Do we need to do anything else?  Do you 

      want to say goodbye to Cynthia?  Cynthia, we are 

      leaving.  Thank you so much. 

           MS. WAINSCOTT:  It's been a gift to be on the 

      phone with you this last day-and-a-half.  Thank you so 

      much.  And I'm so sorry not to see your faces, but I 

      look forward to our meeting in the spring. 

           CHAIRMAN HYDE:  Well, you've been a terrific 

      electronic host.   

           CHAIRMAN HYDE:  Continue to get well.  We'll see 

      you soon.  Thanks.  Thanks to everybody. 

           (Adjourned at 11:38 AM) 
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