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The Substance Abuse and Mental Health Services Administration (SAMHSA) National Advisory Council convened for its 44th meeting on September 8–9, 2008, in the SAMHSA Office Building in Rockville, Maryland.  Eric Broderick, D.D.S., M.P.H., Acting SAMHSA Administrator, and Kana Enomoto, M.A., Acting Deputy Administrator, co-chaired the meeting.

Council Members Present: Marvin C. Alexander, L.M.S.W., George Braunstein, Terry L. Cross, M.S.W., L.C.S.W., A.C.S.W., Judy Cushing, Faye Annette Gary, Ed.D., R.N., Keith N. Humphreys, Ph.D., Kenneth D. Stark, Cynthia Wainscott, and Edward K.S. Wang, Psy.D. (see Tab A, Council Roster)

Council Member Absent: Thomas A. Kirk, Jr., Ph.D.

Ex-officio Member Present: Laurent S. Lehmann, M.D.

Council Executive Director: Daryl Kade, M.A.
Designated Federal Official: Toian Vaughn, M.S.W.
Non-SAMHSA Federal Staff Present: 5 individuals (see Tab B, Federal Attendees List)

Representatives of the Public Present: 11 individuals representing 8 organizations and the trade press (see Tab B, Public Attendees List)
Monday, September 8, 2008

Call to Order 

Ms. Toian Vaughn, Designated Federal Official, SAMHSA National Advisory Council, called the meeting to order at 9:00 a.m., on September 8, 2008, and announced the presence of a quorum. 
Welcome and Opening Remarks 

SAMHSA’s Acting Administrator, Dr. Eric Broderick, welcomed attendees, and Council members and SAMHSA senior staff introduced themselves.  Dr. Broderick noted that Ms. Frances Harding has joined the Center for Substance Abuse Prevention as its new director.  
Ms. Harding stated that she had worked for 26 years in State government in the prevention field.  Most recently she served as New York State’s Associate Commissioner for Prevention and Recovery Services and also served as president of the National Prevention Network.  
Dr. Broderick welcomed representatives from the Indian Health Service, the Food and Drug Administration, the National Institute for Alcohol Abuse and Alcoholism, the Suicide Prevention Resource Center, and the National Institute for Mental Health.
Consideration of the Minutes: September 2007 and March 2008 SAMHSA Council Meetings

Dr. Broderick stated that the September 10–11, 2007 and March 12, 2008 minutes were certified in accordance with the Federal Advisory Committee Act regulations.  Members were given the opportunity to review and comment on the draft minutes.  Members also received a copy of the certified minutes.  Council members unanimously approved the minutes.  
Acting Administrator’s Report
Dr. Broderick reported that Dr. Terry L. Cline, former SAMHSA Administrator, left SAMHSA in August to serve as U.S. Health Attaché in Baghdad.  In his year-long appointment, he will help to rebuild the health system in Iraq, including mental health and substance abuse services.  Dr. Broderick introduced Ms. Kana Enomoto, Acting Deputy Administrator of SAMHSA.  
Ms. Enomoto stated that she previously had served as Principal Senior Advisor to Dr. Cline and as Special Assistant to former SAMHSA Administrator Charles Curie.

Dr. Broderick explained that Dr. Cline’s departure accelerated by a few months the changes anticipated in SAMHSA’s transition to a new administration.  Until the appointment of a new Secretary and the selection of a new Administrator, SAMHSA’s civil servants and commissioned officers in the Public Health Service will serve as the Agency’s stewards.  Dr. Broderick stated that he anticipates a continuing emphasis on moving forward SAMHSA’s priority policy issues as championed by the SAMHSA National Advisory Council.  These priorities include suicide prevention and addressing an enormous substance abuse treatment gap.  In continuing partnerships with the VA and the Department of Defense, providing a safety net to meet the mental health and substance abuse needs of veterans represents another priority area, as does addressing the needs of the Nation’s indigenous people.  Dr. Broderick reported that SAMHSA's executive staff visited more than 20 tribal communities in the past year.
With the hiring of Mr. Bruce Waltuck, Senior Advisor for Process Improvement, SAMHSA has embarked on a new initiative to enhance the Agency’s internal processes.  As part of the People First initiative, SAMHSA has implemented new systems to address morale issues, and employee surveys have shown significant improvement.  To address short-term needs, all SAMHSA’s Centers’ deputy directors were temporarily assigned to other Centers and Offices to bring in new perspectives.  In addition, Dr. Larke Huang, SAMHSA’s Senior Advisor on Children and Families, will serve a 6-month appointment as liaison to the Centers for Disease Control and Prevention (CDC) in Atlanta, and SAMHSA and CDC are discussing additional cross-agency opportunities.  Dr. Broderick explained that this partnership reflects the need to integrate public health principles into the substance abuse and mental health fields. 
Dr. Broderick stated that his travels with Health and Human Services (HHS) Secretary Michael Leavitt to Texas and Louisiana after Hurricane Gustav revealed that the Nation is better prepared for disasters than it was for Hurricane Katrina in terms of the number of support staff in place, efficiency of shelter operations, and transport of people and goods.  Nevertheless, extended disruption of the power grid posed challenges.  He noted the need for increased flexibility to address triage methods for allocating individuals and staff to appropriate shelters for persons needing different levels of care.  
Dr. Broderick stressed the importance of addressing mental health and substance abuse needs in an integrated public health context in which multiple partners address underlying problems earlier.  Although the United States spends double the amount per capita that the next nearest nation spends on health care, the country ranks 24th in the world in terms of health status.  The lack of integration of mental health and substance abuse care into the general health system is a contributing factor. 

SAMHSA’s Hurricane Emergency Preparedness: Update
Ms. Terri H. Spear, SAMHSA’s Emergency Coordinator, stated that the recently issued National Response Framework represents more than a decade of lessons learned in emergency preparedness.  The framework incorporates substance abuse and mental health in two categories—mass care, and public health and medical services.  Since April 2008, at SAMHSA’s urging, the framework’s language reflects the integration of mental health and substance abuse into medical and public health services, which opened the dialogue on emergency preparedness and meeting the mental health and substance abuse treatment needs of disaster victims and responders.  In addition, the National Response Framework has shifted the primacy of response from Federal to State and local entities.  Also implemented in 2008, proven compliance with the National Incident Management System (NIMS) is required for eligibility for preparedness funding.
SAMHSA participates in all planning, communication, and coordination efforts of the Department, and communicates through a virtual emergency operations center platform called WebEOC.  Under this system, SAMHSA instructs its partners and constituents on how to connect to resources through local communities.  Local needs are expressed to States’ emergency management agencies, but if these agencies prove unable to meet those needs, requests then go to the Incident Response Coordination Team and perhaps then to the HHS Secretary’s Operations Center, at which point SAMHSA becomes involved.  SAMHSA’s contributions return through that framework, making all parties aware of what is occurring throughout the duration of the disaster. 

Ms. Spear updated Council members on SAMHSA’s preparedness activities for the series of recent hurricanes.  Plans for Gustav had just closed out and demobilization was underway.  In Louisiana, many response teams and Federal medical centers continued their operations, while other resources were returned to centers to prepare for Hurricane Ike.  Minimal damage from Hurricane Hanna enabled States to handle the response without Federal assistance.  Hurricane Ike was expected to be a major storm, for which activity included pre-positioning staff, personnel, and pharmaceuticals near the expected landfall site.  At the time of the Council meeting, 20 percent of SAMHSA’s commissioned corps officers were deployed in preparedness activities.
Council Member Updates

Council members described their recent activities.  Mr. Kenneth Stark announced that he has accepted the position of Director of Human Services in Snohomish County, Washington.  He noted the faltering economy’s adverse impact on the State and county.  For residents, lack of health insurance leads to lack of health care, compounded by the challenges of inadequate transportation, alcoholism/drug addiction/mental health problems, and other local and personal issues.  In addition, the local health care system screens inadequately for mental health and alcohol and drug use.  Mr. Stark emphasized the need to work together across systems.  He also urged SAMHSA to discontinue the use of the term “behavioral health,” which he considers to separate the field from the overall health system. 

Ms. Cynthia Wainscott noted that Georgia’s mental health care system is in serious disarray, with child and adolescent services, Medicaid services, and hospital conditions in crisis, and a Department of Justice investigation ongoing.  The governor has ordered a reorganization and creation of a new Department of Behavioral Health.  Nevertheless, Georgia enjoys a strong peer specialist program.  More than 300,000 people have accessed the State’s model access line, a single point of entry into the system.  Ms. Wainscott reported that the National Council on Disability plans to publish a major mental health and substance abuse report in 2010.  She also noted that Mental Health America participates in the Partnership to Fight Chronic Disease.  She concurred with Dr. Broderick that suicide, the substance abuse treatment gap, and veterans’ care will be well served by the integration of health care systems.
Mr. Terry Cross commended Ms. Holly Echo-Hawk’s, Senior Mental Health Consultant, National Indian Child Welfare Association, study on financing and sustainability in system-of-care communities, which highlights the importance of making policy based on tribal sovereignty; infrastructure to enable tribes to serve as mental health service providers and to undertake the associated financial underpinnings; and workforce capacity.  Mr. Cross observed that CMHS’s work on systems of care has produced positive impacts on these factors, which foster advocacy efforts among tribal leaders to show the link between systems of care and the well-being of their children and families.  Congress is recognizing tribes’ role in taking care of children and families; the House of Representatives passed child welfare reform legislation to reimburse tribes for child welfare services, fund kinship care, and fund services for 18– to 24- year-olds who age out of the child welfare system. 

Ms. Judy Cushing discussed an initiative sponsored by 100 college presidents that recommended lowering the legal drinking age.  The prevention community is mobilizing constituents to convince thousands of other college presidents to reject the idea and to inform them on sound approaches to address the problem of underage drinking.  She urged SAMHSA to help its constituents make the case; the National Highway Traffic Safety Administration and others have developed talking points.  Ms. Cushing also described Oregon’s efforts to provide a safety net for returning soldiers and their families in the face of their serious risk for suicide, and urged that SAMHSA consider proactive measures in this area.
Dr. Edward Wang emphasized the dire impacts of such social determinants as poverty and violence on individuals’ health.  Massachusetts is undergoing major systems transformation to improve mental health and substance abuse services for adults and children, and the governor has committed to creating a system of care that integrates education, juvenile justice, child welfare, mental health, and health, with emphasis on reducing barriers to accessibility and increasing quality of care for culturally diverse populations.  Dr. Wang acknowledged SAMHSA’s support in knowledge sharing and technical assistance, noting that Massachusetts will attend the Policy Academy on individuals ages 16–25.  He explained that his State uses the logic model and its cultural competence plans for mental health services planning, defining, implementing, and measuring to reduce disparities.

Dr. Laurent Lehmann acknowledged the value of the Department of Veterans Affairs’ (VA) participation with SAMHSA in the Returning Veterans Conference.  Nine States and one territory have each created significant support structures and learned from each other at the Policy Academy.  The VA is rolling out post-deployment health clinics where mental health services are co-located with primary care services.  Dr. Lehmann acknowledged SAMHSA’s help in establishing the VA’s suicide prevention hotline.  The VA’s public service poster campaign to encourage veterans to contact the hotline has documented a significant increase in the number of calls in the area codes covered by the campaign.  The VA also collaborates with SAMHSA on interagency emergency response.  
Mr. George Braunstein explained that despite the severe reduction in revenues that Virginia faces, the State is completing the final stages of purchasing and implementing electronic medical records, trying to maintain its Housing First program for homeless persons despite a lack of grant funds, and moving forward to increase the integration of all services for children.  He emphasized the need for clear strategies to ensure implementation of priority services. 
Mr. Marvin Alexander stated that Arkansas is developing a system of care for children, with higher education offering system-of-care courses that emphasize family voice and youth voice, and assisting in evaluating locations to implement the system-of-care model.  The model represents opportunities for reform of the juvenile justice, mental health, and educational systems.  Mr. Alexander acknowledged SAMHSA’s financial and technical assistance support in this effort.  He stated that Youth MOVE National promotes young people’s voice and participation in systems of care at the local and State levels.  He urged SAMHSA to focus on abuse of psychotropic drugs, especially among young people who sell drugs to their peers at school.
Dr. Faye Gary described the awareness of even young children about the social determinants of health.  She urged SAMHSA to collaborate with schools and other Federal and community organizations to impact social contexts and to develop plans to provide comprehensive health care for children and families.  She stated that a new World Health Organization report offers several strategies to improve people’s health: improve the conditions under which people live, especially children; provide health services and redistribute power, wealth, and resources; evaluate outcomes of programs; and ensure the presence of a competent, diverse workforce.    Dr. Gary serves on a National Institutes of Health Roadmap subcommittee on elimination and reduction of health disparities, and teaches ethics to children at a Florida detention center. 
Dr. Keith Humphreys reported that California’s prisons house more addicted people and persons with mental illnesses than all the State’s health facilities combined.  The substandard quality of all health care facilities has prompted control of the prison system by a Federal special master, who has invested several billion dollars in hiring health professionals.  A legal case will determine the level of health/mental health care considered to be constitutional as a basic right.                      Dr. Humphreys, who has been teaching about mental health in Iraq, noted SAMHSA’s contributions to the Iraqi mental health system. 

Elevating the Role of Behavioral Health in Overall Health: Positioning SAMHSA in a Changing Health Environment
Ms. Gail P. Hutchings, President and Chief Executive Officer, Behavioral Health Policy Collaborative, facilitated a discussion among Council members and SAMHSA senior staff on the Agency’s role in a changing health environment.  In addition to SAMHSA Council members, the following SAMHSA senior staff joined in the conversation during the 2-day meeting: 
Dr. Eric Broderick, Acting Administrator; Dr. Westley Clark, Director, Center for Substance Abuse Treatment (CSAT); Dr. Peter Delany, Director, Office of Applied Studies; Ms. Kana Enomoto, Acting Deputy Administrator; Mr. George Gilbert, Director, Office of Program Analysis and Coordination, CSAT; Ms. Frances Harding, Director, Center for Substance Abuse Prevention (CSAP); Ms. Daryl Kade, Director, Office of Policy Planning and Budget; Ms. A. Kathryn Power, Director, Center for Mental Health Services (CMHS); and Mr. Mark Weber, Director, Office of Communications.  The discussion centered on creating a new vision for the evolving health care field, realistic ways to achieve the vision in 5 to 10 years, and essential partnerships.
Visioning for the Future: Addressing Mental Health and Substance Abuse Issues 
Ms. Hutchings noted themes that arose in preliminary interviews with Council members: shifting to a public health approach with a model based and focused on wellness; moving substance abuse and mental health/prevention into the public discourse on health systems; and identifying the role of consumers, youth, and families in helping position SAMHSA in this new health environment.  During the discussion, Council members and SAMHSA’s senior staff articulated their vision for the future of mental health and substance abuse issues:
· Dr. Humphreys emphasized the need to accentuate the mental health and substance abuse fields’ ability to contribute skills and knowledge useful to health partners in managing other chronic illnesses such as cardiac disease.  These contributions include strategies for behavioral change, improving “people skills,” motivation, and relapse prevention.  
· Ms. Wainscott stated the need for mental health and substance abuse systems to become part of overall health systems, not merely to “cooperate” with them.
· Ms. Power’s vision places leaders in the mental health and substance abuse fields at the same table with leaders in all other aspects of health care.  In order for that to occur, influential leaders in substance abuse and mental health must be cultivated. 
· Dr. Broderick identified the need for mechanisms to share information with the overall health system, with a dual goal to influence change in the standard of care for physicians to integrate mental health and substance abuse screening, and for specialty physicians to inquire about a person’s mental health status or substance use. 

· Ms. Wainscott cited a vision whereby the public understands the connection between chronic conditions and mental health needs, and payment systems do not discriminate.
· Mr. Stark emphasized the importance of a seamless financing scheme that permits individuals to access services in a health care arena with co-located services.
· Dr. Gary highlighted the need to create a sense of urgency to improve prevention and treatment for mental health and substance abuse disorders.  She also cited the need to examine the financing system, how people are trained, and issues related to consumers and self-management. 
· Dr. Lehmann emphasized the importance of a public health approach, using public education to inform both providers and consumers that mental health care is part of health care, and that mental health care must be accessible in primary care settings.  He suggested that disaster response and care for chronic illnesses serve as models. 
· Mr. Braunstein urged that the fields communicate that mental illnesses and substance abuse disorders are biological disorders that need treatment as is so for any other medical condition, and that mental health and substance abuse service professionals play roles in prevention activities and dealing with responses to trauma. 
· Dr. Wang cited the need to bring mental health and substance abuse care and parity in financing into national and state agendas on health care reform.  Eliminating stigma is part of conveying the message of mental health and substance abuse services as part of overall health care.  He highlighted the need, in the context of health care reform, to convince politicians, funders, and others that treatment works.

· Ms. Enomoto pointed out that the National Survey on Drug Use and Health identifies a 95 percent treatment gap in substance abuse and a 40-60 percent treatment gap in mental health.  Primary care, emergency rooms, and other aspects of physical health care are already overloaded; inserting mental health care into health care is not necessarily a sufficient strategy.  She encouraged considering how the mental health and substance abuse fields can mobilize housing, criminal justice, child welfare, and other systems in communities to set a high priority on mental health and substance abuse services.

· Mr. Cross noted the importance of treating child well-being as a public health issue.  He urged that SAMSHA champion unlinking the diagnostic label of severe emotional disturbance from payment for services, and instead substituting trauma-informed services and payment structures that permit people at high risk to access treatment earlier.

· Mr. Stark suggested that the U.S. recognize the value of funding mental health and alcohol/drug services.  He suggested that SAMHSA package and market to States, tribes, and other jurisdictions the documented position that funding treatment is a good investment in health care cost containment and public safety.  This strategy calls for the National Institutes of Health (NIH) to increase services research to identify collateral costs when mental health and alcohol/drug services are not funded.
· Dr. Humphreys identified the need to acknowledge other systems’ agendas in raising the priority for mental health and substance abuse services.
· To act more similar to a public health agency, Ms. Wainscott suggested that SAMHSA implement evidence-based programs widely. 
· Ms. Cushing suggested working to change the public perception about alcohol, drug, and mental health problems to the point that the public thinks of these as health problems, not a personal failing.  She highlighted the capability of well-respected, influential community coalitions to undertake this work. 

· Ms. Harding stated that public education and marketing are vital to promoting prevention, especially on the points that people are affected by and connected to the problem, and that actions can be taken that prevent mental health problems. 

· Mr. Alexander urged promoting the voice of consumers and families in a public health approach, beginning with professional education. 

· Dr. Delany urged that data and documentation be integrated into development of the vision.  He cautioned that merging mental health and substance abuse into the overall health system risks diminishing the prominence, of mental health or substance abuse.  Ms. Wainscott pointed out that the New Freedom Commission and the Institute of Medicine (IOM) call for integration to the degree possible.  Before an alternative approach to integration is pursued, consumers and family members must be asked for their views on a mental health system that takes care of only part of their body, which results in a life span shortened by 25 years.
· Dr. Gary suggested that SAMHSA list its assets related to its target populations, including the experiences of persons and families with mental health and substance abuse difficulties, and established community coalitions.  She urged strengthening partnerships with private foundations, labor unions, faith groups, and other organizations that share values about mental illnesses and substance abuse.  She suggested the need to respond to the public perception that these conditions are not curable.  She noted that the traditional public health model, which described mental health as a primary focus, has contracted over time. 

· Mr. Alexander suggested stressing the understanding that mental illnesses and mental wellness occur on a spectrum.  He noted that some phase-of-life disorders are untreated because they are not among the more “known” mental health disorders such as schizophrenia or bipolar disorder.

· Mr. Stark observed that the K–12 education system should teach children coping skills and relationship building, skills that prevent a host of adverse outcomes. 
· Mr. Weber stated his vision that appropriate incentives are in place to accomplish changes to achieve health. 
Practical Strategies for Achieving a New Vision in 5 to 10 Years

Ms. Hutchings enumerated several practical strategies offered in pre-meeting interviews: understand the process of health reform, create a sense of urgency, and focus on systemic capacity building.  During the discussion, Council members and other SAMHSA staff articulated the following points:
· In implementing the emerging vision SAMHSA as a public health agency, Ms. Power observed the need to create a balance of services grants and infrastructure grants, and to engage in persuasive activities that make sense to Congress.
· Ms. Kade suggested using SAMHSA’s $3 billion budget to leverage partnerships with other Federal and State agencies.  Dr. Delany added that SAMHSA should discontinue programs that do not work or that do not advance its evolving agenda.

· Mr. Gilbert observed the need to identify a strong, diverse constituency (including consumers and families, unions, business, medical fields, and others) to achieve change in the provision and funding of mental health and substance abuse services.  Ms. Wainscott emphasized the need to identify and engage players outside the mental health arena.
· As mental health and substance abuse treatment becomes more integrated with overall health, Mr. Braunstein cautioned against trying to maintain control over all aspects of mental illness and substance use treatments.  He also noted the need to find funding streams for long-term care, job training, housing, and other issues from sources other than Medicaid. 
· Dr. Humphreys noted that as the American Medical Association implements a new code to pay physicians to screen for problem drinking, the CSAT director might inform medical groups about this new incentive.  He also noted the advantage of educating families of persons with mental illnesses about their potential eligibility for Medicare prescription benefits.  Mr. Gilbert added that CSAT has worked with the Centers for Medicare and Medicaid Services (CMS) and the Office of National Drug Control Policy to develop reimbursement codes for screening, brief intervention, referral, and treatment (SBIRT), which has enhanced the integration of alcohol and substance abuse treatment with primary care. 

· Mr. Stark suggested that SAMHSA collaborate on strategic planning with other Federal agencies and with foundations in education, child welfare, and community development.
· Dr. Wang noted the importance of planning, funding, and implementing prevention and early intervention initiatives, particularly for special populations, and of speaking the language of and adopting the strategies inherent in a public health approach. 

· Ms. Power stated that SAMHSA and CMS work together on the Federal Executive Steering Committee to address financing barriers to mental health services.  CMS has discontinued its policy of non-reimbursement for both mental health and physical health care visits on the same day.  In addition, SAMHSA has partnered with CMS and the Department of Housing and Urban Development (HUD) to expedite review of Social Security eligibility determinations.  Ms. Enomoto noted that a new Center of Excellence for Behavioral Health Financing will help SAMHSA develop the financial case for mental health and substance abuse services and will enhance SAMHSA’s discussions with CMS in terms of common language and good data.  Dr. Humphreys noted that Medicare policy often influences private health insurers’ policies. 
· Dr. Gary asserted the importance of considering the IOM’s three-part model that incorporates patient/families/community, system, and health care providers.  In addition, she stated that articulate and committed leadership must attend to cultural competencies, available research, and ways to use research to maximize positive outcomes.  Mr. Braunstein emphasized the need for leadership development at the local level, on the model of the American College of Health Care Executives related to hospitals, in order to foster creation of a cadre of professional administrators.  Ms. Power suggested Leadership Academies for every State, attended by public sector representatives, consumer and family leaders, and providers.  She also suggested that SAMHSA address the workforce issue by increasing its authority to influence the workforce across disciplines and by instituting a specialized program to cultivate peer support training programs and family paraprofessional programs. 
· Mr. Cross suggested involving the private sector and employers in promoting tax policy reforms to promote screenings and other services; this strategy has brought about change in the areas of economic development, housing, child care, and adoption.  He noted the need for health care economists to tell the story, as was helpful when research that demonstrated the cost of not providing child care to employees led to systemic, societal change. 
· Mr. Stark suggested analysis by both employers and educators of core competencies needed in the mental health and alcohol/drug fields: Are degrees currently required necessary, or might a 1- or 2-year program at a vocational school, community college, or university serve as well? In addition, curriculum changes are warranted to teach evidence-based practices.  He noted that opportunities exist to work with the Department of Labor and economic development agencies on workforce development.  Dr. Delany added that systems must become culturally competent to avoid retraining employees in the old mold. 
· Dr. Delany cautioned against “mission creep” and urged SAMHSA to focus on a few key roles. 
· Ms. Wainscott suggested that SAMHSA elicit views from the general medical community on barriers to integrating mental health and substance abuse treatment into health care systems.
Essential Partnerships

Ms. Hutchings cited several themes that emerged from pre-meeting interviews: Health reform efforts that do not improve mental health/substance abuse treatment should be seen as incomplete; data is needed to demonstrate negative health consequences associated with the lack of mental health and substance abuse services; and SAMHSA’s message is evolving as a public health agency.  During the discussion, Council members and senior SAMHSA staff articulated the following points:
· Mr. Stark asserted that States must collaborate with community stakeholders, including Tribes, counties, coalitions, and providers.  He called on SAMHSA to encourage CMS to advocate among States to permit Medicaid to reimburse for alcohol/drug treatment services.   Ms. Power suggested that SAMHSA participate in joint training of State Medicaid directors.
· Ms. Wainscott commended SAMHSA’s partnership with CDC to promote public health.   Ms. Enomoto encouraged Council members to reach out to other potential partners and speak about SAMHSA’s agenda issues at their meetings.  Dr. Humphreys pointed to Robert Wood Johnson Foundation’s initiative to develop evidence for how addictions affect cardiac care and diabetes treatment.
· Mr. Cross urged that SAMHSA play a convening role, and encourage think tanks and charitable foundations to engage thought leaders and broaden coalitions.  He suggested working with the National Conference of State Legislators, National Judges Association, and National Council of Family and Juvenile Court Judges.  He stated that the Department of Justice’s funds for victims of crime could be applied more effectively to trauma-treatment issues, and that HUD funding might deal with behavioral health in housing settings. 
· Dr. Wang urged disseminating at the State level SAMHSA’s model for Federal collaboration to foster State mental health agencies and advisory committees’ adoption of similar language and vision.  Ms. Power requested that Council members help define what it means for SAMHSA to serve as a Federal public health agency. 
Creating and Sustaining Recovery-Oriented Systems of Care
Council members and SAMHSA senior leaders focused their discussion on recovery-oriented systems of care.
Visioning for the Future
Ms. Hutchings noted Council members’ views related to cultural changes inherent in shifting from an acute-care system, expanding the belief in recovery offered by the behavioral health field to the entire health system, their vision of what is possible as a driver of overall health and wellness, the need for clear definitions, and the opportunities offered to integrate mental health and substance abuse into general health.  Council members and senior SAMHSA staff articulated the following points in discussion:
· Ms. Power suggested a shift from “treatment works” to “recovery works.” She stated that consumers and families should lead a public education and advocacy effort to convince the rest of the health care system that recovery works. 

· Mr. Stark asserted the need to stress that recovery from chemical dependency and mental illnesses is a personal responsibility and a personal journey, as with recovery from any other illness, while treatment providers play supporting roles.  Ms. Harding stated that “journey” or “personal process” resonates more than “responsibility” for individuals who deal with health care issues.  She noted that SAMHSA’s role is to help bring individualized services to people in recovery, where and when needed.  Ms. Cushing added that recovery relies also on family, community, and workplace environments that can be subtly supportive.  A cultural shift whereby more people understand and have confidence in recovery will lead to a more supportive environment for recovery.

· Mr. Braunstein suggested that recovery makes good business sense; people who do better in self-care cost less to serve.  A recovery focus creates greater capacity and generates greater efficiencies in the system—good rationale for adopting a recovery orientation.
· Mr. Alexander observed that child-serving systems should be aware that children may have nothing to “recover” from.  He stressed work in systems to develop children’s resiliency.

· Dr. Lehmann stated that the recovery concept tends to de-stigmatize any illness.  The message should emphasize that an individual can recover, but supports may be needed, just as with diabetes and hypertension.

· Ms. Wainscott pointed out the need for a cultural change among all stakeholders that supports the use of outcome measures for recovery, systems that emphasize hope and the expectation of recovery, and payment incentives for a recovery orientation.  Ms. Enomoto stated that National Outcome Measures (NOMS) were designed to measure recovery in terms of retention in school, stable housing, and other factors among different populations, including the criminal justice and educational systems. 
· Ms. Wainscott added that under the rubric of wellness, NOMS may be useful in broader health-related fields.  Mr. Stark cited the need for multiple operational definitions that resonate with different target constituencies, such as local business people and managed health care companies. 
· Ms. Enomoto stated that part of the message should be that recovery is not an accident, but rather an effortful process to maintain health and wellness. 
· Sustaining recovery in other systems, Dr. Humphreys stated, is fostered by peer support organizations, with which providers of all types of health care ought to be familiar and willing to refer consumers. 
· Ms. Power observed that applying recovery principles in adopting CDC’s public health approach to become the “healthiest nation” would involve a health care system geared toward building hopefulness, providers universally trauma-informed, and providers focused on evidence-based, best, and emerging practices that build toward recovery and resilience by building competencies across the life span.  Such a system would enable measuring a level of recovery achieved by individuals who seek those kinds of services.

· Ms. Wainscott stated that a vision for a recovery-oriented system of care should incorporate continuity of care. 
· Mr. Cross discussed the relationship of society’s values to policy.  In American and European society, individuals own the problem and stigma attaches to the idea of personal failure.  By contrast, in Tribal and indigenous cultures, mental health or substance abuse or other problems represent a lack of balance in one’s natural state, and recovery represents coming back into and maintaining that balance.  There is a strong spiritual/cultural dimension to the definition of recovery, with little stigma attached.  Mr. Cross stated that systems find it difficult to embrace a spiritual dimension of recovery, particularly if discussing it is taboo. 
· Mr. Cross noted the difficulty in counting individuals living in recovery who participate in self-help groups rather than the treatment system.  Ms. Kade acknowledged that SAMHSA’s data strategy does not count the number of people in recovery.
· Mr. Stark noted Washington State’s Department of Social and Health Services’ mission/vision statement: working with individuals, families, and communities to secure a safe, self-sufficient, secure, and healthy life.

· Regarding the definition(s) of recovery for mental health and substance abuse, 
· Dr. Humphreys observed that defining recovery too narrowly can lead to feelings of exclusion.  He noted that the civil rights movement consciously avoided precise definitions of such terms as justice and human rights.  To accommodate SAMHSA’s oversight agencies, flexibility in process measures and more precision about outcomes are needed. 

· Dr. Wang noted the difficulty in translating recovery into different languages and cultures.  To him, recovery is a process and wellness the outcome.  Mr. Braunstein suggested linking recovery from mental illnesses and substance abuse to proper treatment and support, just as people recover from heart disease with proper treatment and support.  He cited the need to describe the paradigm in language understood by policy makers and administrators.

· Noting that the world is moving toward the concept of recovery, Ms. Power suggested that action is more critical than spending time defining and analyzing the issue.  She urged joint observance by the mental health and substance abuse fields of Recovery Month.  She cited the benefit of moving the level of discourse to balance in people’s lives and/or to wellness. 

· Ms. Wainscott stated that while some principles of recovery are transferable to the general medical community—an exception would be problems that a surgeon might encounter with self-direction—the principles of wellness translate in their entirety. 
· Dr. Gary pointed out the usefulness of considering how systems can accommodate people at various stages of wellness, recovery, or illness.  People with mental illnesses often lack a relationship with a provider and may need different interventions at different times.  She asserted the need to consider how to reengineer overall health systems to allow sustained implementation of recovery and wellness, and to provide a spectrum of health care services without delay.  This construct includes social support systems.  Mr. Alexander suggested expanding consideration of systems to include jails, juvenile justice settings, schools, higher education institutions, and work environments to care for people across the life span. 

Practical Ways to Achieve the Vision in 5 to 10 Years
Ms. Hutchings reported that in pre-meeting interviews, Council members and other SAMHSA staff asserted the need for SAMHSA to position itself as a leader of recovery.  Also, Council members and SAMHSA staff agreed that they should consider how to move recovery-oriented systems of care forward and determine whether the outcomes of SAMHSA-funded programs make sense in the context of recovery.  During the discussion, participants articulated the following points:
· Ms. Wainscott cited the value of SAMHSA’s support in the creation of Georgia’s peer support system. 

· Dr. Humphreys observed the need to recognize that a federally supported social movement such as recovery must take hold in the general culture for it to grow. 

· Mr. Stark suggested that SAMHSA offer leadership training to both peer leaders and professionals, particularly in efforts to offer peer and family support services.  SAMHSA also could help State and local jurisdictions identify and disseminate best practices and resources. 

· Mr. Gilbert stated that the field prompted CSAT to support recovery-oriented systems of care; SAMHSA must take on roles based on the field’s expressed needs.  Ms. Power stated the need for SAMHSA to continue its strong leadership role, with both its Federal partners and States, in moving forward the concept of recovery.  SAMHSA needs to demonstrate outcomes and convince Congress and the Office of Management and Budget (OMB) to support SAMHSA’s mission to achieve a better life for people through recovery. 

· Dr. Gary suggested strengthening SAMHSA’s relationships with community stakeholders by incorporating a recovery focus in the design of program announcements, offering technical assistance to local stakeholders to enable communities to respond substantively to SAMHSA’s vision, and holding policy academies. 
· Dr. Humphreys endorsed SAMHSA’s role as a “convener of stature.” Mr. Cross suggested that SAMHSA leverage its media involvement and use social marketing to promote a national conversation on recovery.  Ms. Cushing urged SAMHSA to expend greater efforts in engaging leaders in the more than 800 community coalitions nationwide in moving toward recovery-oriented systems of care.  Mr. Stark suggested that SAMHSA convene local United Way organizations, foundation funders, Federal partners, workforce experts, traditional stakeholders, and other diverse groups to educate and discuss strategy for the next decade. 
· Ms. Power described an initiative that provides multiple resources to selected geographical areas with high prevalence of mental illnesses or addictive disorders, to create a recovery-oriented system of care.  Resources might include the Strategic Planning Framework, Access to Recovery (ATR), and Mental Health System Transformation Grants.  Community coalitions have generated knowledge about substance abuse prevention, as have the ATR and the nine Mental Health Transformation State Grants.  Mr. Gilbert stated that CSAT, through its Targeted Capacity Expansion program, has such a program ongoing. 
· Mr. Gilbert and Dr. Broderick both addressed the need to describe recovery in terms understood by systems outside mental health and substance abuse. 
· Ms. Harding stated that more than 5,000 community coalitions currently are making progress in health and wellness.  She suggested matching pockets of excellence with high-need areas and applying funds to established coalition activities to create recovery-oriented systems of care, taking care not to brand the activity as a “new program.” This strategy may foster sustainability of existing public education efforts.
Essential Partnerships 
In the pre-meeting interviews, Ms. Hutchings captured Council members’ and other SAMHSA staff’s thoughts on helping SAMHSA and the mental health and substance abuse fields create and sustain recovery-oriented systems of care: Frame the question in the context of competing interests at the Federal, State, and community levels in terms of boundaries and power sources, and the knowledge needed by legislators and other key stakeholders to enable understanding and advocacy on their part.  During the discussion, Council members and senior SAMHSA staff articulated the following points:
· Mr. Stark suggested setting a priority to influence three groups to create recovery-oriented systems of care in addition to traditional stakeholders: the small business community via associations such as the Chamber of Commerce, United Way, and Kiwanis Clubs; state legislatures, both locally and through the National Conference of State Legislatures; and the health care community, including primary care, hospitals, oral health practitioners, and public health agencies. 

· Ms. Wainscott suggested stressing ties with organizations working on veterans’ health care.  She also suggested using Developmental Disability Councils as models for effective training in community leadership and legislative advocacy. 

· Mr. Cross noted several good organizational collaborative models.  The multi-issue Native Children’s Coalition encompasses the National Indian Health Board, National Council on Urban Indian Health, National Indian Education Association, and the National Indian Child Welfare Association; it is proving effective in communicating with congressional representatives on a variety of issues.  An expanding child welfare advocacy coalition is experiencing similar successes. 

· Ms. Wainscott suggested stressing the concept of preventing disability; five of the top ten causes of disability are psychiatric disorders.

· Dr. Lehmann stated that the recovery-oriented veterans’ health care system involves partnership with the veteran and veteran advocacy communities.  Continuing education is needed about the movement by and for stakeholders and nontraditional partners.
· Mr. Stark suggested engaging the early learning community, particularly Early Childhood and Parenting , the States’ counterparts to Head Start; organizations that represent older adults; and workforce development councils and other links to the business community.
· Dr. Gary added to the list faith communities, first responders, ethnic minority groups (tribal councils, tribal colleges, historically black colleges and universities, Hispanic-serving colleges and universities), and dentists. 
· Mr. Cross suggested that SAMHSA work with the Departments of Commerce and Labor on opportunities to engage disadvantaged communities, to promote individual development accounts and young entrepreneurship, and to build capacity to help people fulfill their lives and sustain themselves.
· Ms. Kade noted that budgetary difficulties impede bridging silos across agencies to provide recovery-oriented services.  Mr. Braunstein added that all SAMHSA must impart a consistent message related to recovery and recovery-oriented systems of care. 
· Ms. Wainscott suggested the need for dialogue with the institutions that train mental health professionals, teachers, doctors, and police officers, noting that mental health receives short shrift in graduate education.  She suggested that consumers and families participate in teaching opportunities.

· Dr. Wang compared partnership/relationship building to an airport hub, where people converge to share similar needs and messages.  He cited the need for trust and a clear message to create and sustain recovery-oriented systems of care.  Mr. Braunstein concurred, adding that messages can be more specific in the presence of more specific information. 
Update on Legislative Issues 
Ms. Michelle M. Dirst, Legislative Policy Analyst, SAMHSA, reported that a provision on charitable choice proved to be a stumbling block to congressional passage of SAMHSA’s reauthorization legislation.  In addition, she stated the expectation that Congress will delay passage of an appropriations bill until after the November election.  Ms. Dirst reported that Congress had reached a compromise on insurance parity that governs only group plans that currently offer mental health benefits, but that passage before year end was questionable. 
Discussion. In response to a question from Mr. Cross on reauthorization strategy for the next Congress, Ms. Dirst explained that despite the lack of definitive action, the conversation on reauthorization served as an educational exercise for Congress on mental health and substance abuse issues.  Mr. Cross urged continuing the dialogue on reauthorization.  Dr. Humphreys noted that the parity legislation does not require businesses to offer mental health coverage. 
Public Comment

Dr. Chilo Madrid, former SAMHSA National Advisory Council member, explained that recent Mexican drug cartel violence has led to record low prices for hard drugs, which has increased their affordability on U.S. college, high school, and middle school campuses.  The cartels are vying to supply the 20 million U.S. drug consumers who are not in treatment.  The FBI has reported that 36 cells have been established throughout Texas and in several other major U.S. cities to target sales of heroin, cocaine, and a more potent methamphetamine toward young people.  Congress has enacted a $1.8 million supply-reduction law.  Dr. Madrid urged Council members to advocate for demand-reduction measures.
Mr. Andrew Kessler explained that the new coalition Friends of SAMHSA is composed of organizations and individuals dedicated to advancing SAMHSA’s prominence in the health care debate and to establishing a dialogue with entities that serve consumers.  He asserted that the organization’s members, which include the Suicide Prevention Action Network, California Network for Mental Health Clients, Entertainment Industry Council, and the International Certification and Reciprocity Consortium, represent SAMHSA’s partners.  As noted at www.friendsofsamhsa.org, the group has worked on Recovery Month activities and advocated for mental health and substance abuse issues in the Whole Health Campaign.
Mr. Brian Altman, Acting Chief Operations Officer and Director of Public Policy and Program Development, SPAN USA, thanked SAMHSA for its support for the SAMHSA-VA hotline initiative.  In the first year of operation, 55,000 callers, including 22,000 self-identified veterans, accessed the line, and 1,200 rescues were recorded.  He noted that the SAMHSA-funded Suicide Prevention Resource Center will be operational on October 1.  Mr. Altman acknowledged SAMHSA’s support of Garrett Lee Smith Memorial tribal, State, and campus grantees and for its emphasis on suicide prevention. 
The meeting recessed at 4:30 p.m. and reconvened the following morning.
Tuesday, September 9, 2008

Call to Order
Ms. Vaughn, Designated Federal Official, SAMHSA National Advisory Council, called the meeting to order at 8:30 a.m. on September 9, 2008, and announced that a quorum was present.

Welcome and Opening Remarks

Dr. Broderick described the agenda for the meeting.
Council Roundtable Discussion
Ms. Hutchings led a discussion in which Council members and other SAMHSA staff highlighted the key themes of the previous day’s conversations.
Elevating the Role of Mental Health and Substance Abuse Prevention and Treatment in Overall Health

· Mr. Braunstein asserted that mental health and substance use disorders should be considered health problems with weight equal to that of any other health problem.
· Dr. Broderick cited the need for integration across systems, a sense of urgency, and understanding the significance of mental health and substance abuse disorders by other systems.
· Ms. Wainscott cited the need to select the most beneficial partners, to devise language to match the message, and to elevate the voice and role of families and consumers.  She pointed out that under a public health rubric, SAMHSA’s constituency rises to 100 percent of the American population and signals the need to shift communication strategies. 
· Dr. Delany pointed out the need to document numbers of people impacted and the costs of not addressing mental health and substance abuse disorders for individuals with other chronic illnesses.  He also emphasized the need to structure financing policy to enable early intervention.  Ms. Hutchings noted also the need to define early data to be captured. 

· Mr. Stark cited the need for multiple messages customized for different constituencies, including orientation messages for new Medicaid directors, legislators, governors, and United Way directors to be disseminated through their respective professional organizations.

· Mr. Weber underscored the importance of including hope in the messaging and marketing of recovery. 
· Mr. Cross identified SAMHSA’s power to convene thought leaders as a major theme.
· Dr. Gary noted the need to broaden the spectrum of stakeholders, convey a sense of urgency that without mental health there is no health, and address the social determinants of health.  Ms. Wainscott suggested creating a sense of urgency by describing the spectrum of crises throughout multiple systems: Emergency room doctors are overwhelmed; sheriffs are angry at people in jails; teachers know children fail because of neglect at home; and people with mental illnesses die 25 years younger than the general population. 
· Ms. Cushing emphasized the need for prevention, data, and health care experts to develop robust data and an education/marketing strategy to demonstrate prevention’s cost-effectiveness to policy makers and the public.

· Dr. Broderick cited the need to make the case to the field and to decision makers that investment in prevention is essential to reduce the incidence of substance abuse and mental health disorders.  Ms. Wainscott and Dr. Delany suggested emphasizing the cost-effectiveness of prevention. 
· Mr. Braunstein described his health care system’s philosophy to make the greatest impact on the population and its decision to address the needs of disabled individuals and individuals who have opportunities to prevent further deterioration, leaving the private sector to provide services for which reimbursement rates are highest.  He stated that principles of prevention and recovery provide a framework to operationalize recovery. 
· Mr. Alexander cited the importance of public education to enable public understanding of the continuum of mental health.  He suggested promoting wellness, including mental wellness, as a useful strategy. 
· Ms. Harding asserted the need to use the data currently available, framed in everyday language, to document the cost-effectiveness of prevention.  She highlighted the need to focus on population aspects of prevention related to the shared environment, as do prevention advocates of other chronic diseases, in concert with a broad array of stakeholders. 

· Mr. Stark commented that the alcohol/drug/mental health community would benefit from greater recognition that other factors in the community can mitigate risk factors, such as parks and recreation, jobs, and affordable housing.  He cited the need to assess troubled communities from a broad perspective, define targets for improvement, saturate the community with resources, and then measure the correct outcomes in determining change. 

· Dr. Gary urged SAMHSA to consider how to engage county public health departments as stakeholders/partners to address the determinants of health and to engage in prevention activities.  She offered to provide a reading list on social determinants of health.
· Ms. Power stated that SAMHSA can lead its Federal partners in operationalizing the vision statements elicited in the discussion, using a layered approach to integrating mental health and substance abuse with primary care, and adopting a public health orientation. 
· Dr. Humphreys asserted the need for the recovery movement to reach out proactively to the new administration to galvanize interest in, and priority on the agenda for, mental health and substance abuse.
Recovery-Oriented Systems of Care 
Council members and SAMHSA staff offered their perspectives on key messages from the previous day’s discussion:
· Dr. Lehmann suggested categorizing the key points raised in the conversation to make messages more easily understood.
· Ms. Wainscott identified the importance of a focus on wellness as part of a continuum.
· Ms. Hutchings cited the need to avoid over-defining terms in order to create and sustain interest among diverse stakeholders.  Ms. Kade stated that a strategy to track people who self-identify with recovery could generate a statement about how recovery progresses. 
· Ms. Power stated that the discussion of recovery must progress to creating and sustaining systems of care that would result in reportable outcomes.  The second generation of NOMs will facilitate measuring the outcomes of a recovery orientation.  Ms. Power suggested a new way of providing technical assistance: moving beyond awarding grants to competent applicants to seeking out States not engaged in the recovery-oriented work and making proactive offers of technical assistance.  Ms. Wainscott endorsed this strategy, linked to leadership academies and influenced by consumer voice. 

· Ms. Hutchings added that SAMHSA might provide a checklist of recovery principles to facilitate self-assessment of programs.  Mr. Stark identified the need for data that show that a State that meets recovery principles has better outcomes than a State that does not, and that data can be collected on what works or does not work and where.  Ms. Power clarified that this strategy reflects replicating lessons learned from States that have had Mental Health Transformation State Incentive Grants, taking advantage of the exponential multiplier effect.  She pointed out that over decades, the Assertive Community Treatment approach gives better outcomes, but some States do not take that approach.  Mr. Stark urged consideration of incentives and disincentives (as opposed to penalties).  Mr. Braunstein noted that process measures are as important as outcome measures and cautioned against using traditional measures of effectiveness.  He encouraged SAMHSA to emphasize a set of guidelines, rather than a recipe. 

· Ms. Kade suggested that to track both program- and population-specific data, discussions of the policy agenda should reflect inputs from partners in a shared community, with shared outcomes, and possibly with shared performance goals. 
· Dr. Clark acknowledged that CSAT has worked with the other Centers to promote all the strategies under discussion, except for compulsory aspects.  He cautioned against transcending the Agency’s basic mission as codified in the statute and encouraged review of the statute to stay within its authority.
· Mr. Cross encouraged reaching out to new partners, especially the Department of Commerce.  He stated that tribal communities find the Nations Building model to work effectively; when tribal economies improve, so does mental health in both the tribe and beyond. 
Ms. Hutchings asserted that the priorities set forth by Dr. Broderick may be informed and buttressed by this discussion.  She planned to prepare a summary of the discussions for senior SAMHSA staff, who will submit a draft to Council members and others for comment. 
Update on SAMHSA’s National Registry of Evidence-based Programs and Practices

Prior to his presentation on SAMHSA’s National Registry of Evidence-based Programs and Practices (NREPP), Dr. Kevin Hennessy, Science to Service Coordinator, SAMHSA, introduced SAMHSA’s Behavioral Health Workforce Information Network (or WIN) a new workforce development web portal currently under development that he thought would be of potential interest to Council members.  The Web portal will permit: searches for jobs and training programs, linked to an Internet job registry and the registries of SAMHSA’s major stakeholders; customizable searches of professional training and licensing requirements by discipline and State; access to a virtual library for information and materials on recruitment, retention, and core competencies; and postings on an events calendar.

Dr. Hennessy then described the National Registry of Evidence-based Programs and Practices (NREPP), as a searchable online registry of interventions reviewed and rated by independent reviewers and designed to assist the public in identifying and selecting evidence-based practices that may meet an organization’s specific needs and resources.  NREPP posts a summary of every intervention reviewed plus ratings for quality of research and readiness for dissemination in terms of materials and training well-enough developed to bring the program to scale.  NREPP also lists studies and materials submitted for review and contact information for developers.

From March 2007 through August 2008, NREPP has reviewed and posted summaries of 106 interventions, and an additional 125 interventions have been accepted for review.  The interventions were evenly distributed across SAMHSA’s Centers, the major investors in the NREPP system.  The National Institutes of Health (NIH) supported development of two thirds of the reviewed interventions, which underscores the importance of SAMHSA’s major emphasis on science to service.  NREPP reported 250,000 Web hits over 18 months, including 200,000 unique visitors.  Dr. Hennessy explained that research in the evaluation and development of a single intervention can cost $1–5 million.  SAMHSA expends the equivalent of 1–2 percent of this overall research budget to conduct a comprehensive, objective review through NREPP in order to make the research useful to the public.

Dr. Hennessy demonstrated an enhancement to the NREPP search function, prompted by a Council discussion in March 2008, that improves efficiency in identifying programs developed for, or evaluated primarily with, one or more specific minority populations.  He also described efforts to address the Council’s recommendation on further improving NREPP’s ability to identify and encourage submission of interventions for particular minority groups.  In order to encourage diverse submissions, Dr. Hennessy noted that SAMHSA’s contractor has conducted a literature search on rigorous substance abuse prevention and treatment interventions, including those that target minority populations; and that an annual Federal Register notice encourages developers to submit for NREPP review interventions that have been developed for, or evaluated with, particular minority groups.  In addition, some of SAMHSA’s technical assistance centers (e.g., Native American Center of Excellence) have been tasked with identifying interventions for potential NREPP review, and the Addiction Technology Transfer Centers and Centers for the Application of Prevention Technologies might help selected innovative programs develop an evidence base.  Finally; Dr. Hennessy noted that SAMHSA anticipates engaging NIH in discussions about investing in work with minority groups in order to broaden their own health services research portfolios.

Discussion.  In response to a question from Dr. Humphreys, Dr. Hennessy explained the three criteria for NREPP to post summaries of submitted research in the mental health and substance abuse areas: Outcomes must be statistically significant at the p equal to or less than 0.05 level; documentation must exist about the research; and materials and trainings must be available.  He stated that NREPP posts summaries only for those programs that are reviewed and for which developers agree to post a summary, not programs deemed by reviewers not to be effective. 
Mr. Cross observed the need for NREPP to characterize limitations of the research.  
Dr. Hennessy stated that each summary provides statements of strengths and weaknesses, leaving it to the public to make decisions.  Mr. Cross asserted that because the people who use NREPP are policy makers or people who write program announcements—not scientists—the resource should explain what the science means and the level they can depend on the science to be what they think it is.  He pointed out that States and local governments are limiting availability of funds to programs on the NREPP list, thus impeding some tribal and rural communities’ access to funding to run programs.  Some rural communities cannot afford the large cost of implementing evidence-based programs imposed by corporations that purchased those programs from developers who had been supported by public funds—unintended consequences that do not seem fair.  Mr. Cross suggested creating a regulatory function that would ensure affordability for every community.  Dr. Hennessey responded that SAMHSA publishes guidelines on the home page for using NREPP, including language that discourages policy makers and funders from limiting contracted providers and potential grantees to selecting only among NREPP interventions.  Dr. Hennessy stated that SAMHSA is sensitive to the issue of cost, and that NREPP permits searching for public or proprietary materials or a mix, depending on the public’s assessment of program effectiveness and cost-effectiveness.  Mr. Cross acknowledged SAMHSA’s efforts but emphasized the unintended consequences experienced in Indian Country, where community-based, culturally competent programs cannot get funding because the only evidence-based model that a funder will fund is irrelevant to that community and owned by proprietary interests.  He noted that the issue is not fixable at the Web site level, but involves a larger policy discussion.

Dr. Humphreys noted the need for NIH to address the research issue; SAMHSA’s role is as consumer and disseminator of NIH research.  Dr. Gary noted that disconnects exist for communities related to the background of investigators, nature and conduct of the research, and the relevance of the research to the community.  She asserted the need for an additional loop in the research process to determine how implementation of services informs the science, and for opportunities for people in the community to critique the interventions in terms of relevance and presence of long-lasting effects.  Dr. Hennessy responded that NIH has begun to recognize 
Dr. Gary’s points and that SAMHSA has a potential role as a conduit for stakeholders to provide guidance to NIH.

Mr. Alexander suggested adding a link to NREPP for practice-based evidence, such as wraparound services.  Dr. Hennessy stated that NREPP has some emerging evidence-based practices in its queue, including Mary Ellen Copeland’s recovery program.  SAMHSA also can consider highlighting practice-based evidence to fill out the continuum of evidence-based practices. 

Ms. Cushing suggested that the Council discuss the issue of limited access and resources in rural, frontier, and culturally diverse settings to implement evidence-based programs mandated by legislators, but which may not in fact fit the populations.  Dr. Hennessy responded that SAMHSA can assume a leadership role in educating States and localities on how to use NREPP and the dangers and consequences of limiting choices in that way.  Mr. Stark acknowledged the difficulty in compiling reliable lists of evidence-based practices.  He highlighted the importance of Council and SAMHSA scheduling presentations to educate elected officials and/or staff on this issue.

Closing Remarks
Dr. Broderick noted that Council members will be informed electronically about next meeting dates.  He solicited opinions about the meeting venue and suggestions for agenda items.           Mr. Alexander inquired about traveling to an Indian reservation for an upcoming Council meeting.  Dr. Broderick responded that the recommendation remains under consideration. 

Adjournment
The Council meeting adjourned at 10:20 a.m.
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