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The Substance Abuse and Mental Health Services Administration (SAMHSA) Advisory Committee for Women’s Services (ACWS) convened on May 26–27, 2010, at the SAMHSA Building in Rockville, Maryland. Kana Enomoto, Principal Senior Advisor to the Administrator, SAMHSA, and Acting Chair, Advisory Committee for Women’s Services, chaired the meeting.

Committee Members Present: Susan C. Ayers, LICSW; Bobbie S. N. Benavente, M.P.A. (via telephone); Stephanie S. Covington, Ph.D., L.C.S.W.; Roger D. Fallot, Ph.D.; Renata J. Henry, M.Ed.; Gail Hutchings, M.P.A.; Amanda Manbeck; Britt Rios-Ellis, Ph.D.; and Starleen Scott Robbins, M.S.W., LCSW (see Tab A, Council Roster)

SAMHSA Administrator: Pamela S. Hyde, J.D.
SAMHSA Principal Senior Advisor to the Administrator: Kana Enomoto, M.A.
Designated Federal Official: Nevine Gahed

Non-SAMHSA Federal Staff Present: 5 individuals (see Tab B, Federal Attendees List)

Representatives of the Public Present: 69 individuals representing 59 organizations (see Tab B, Public Attendees List)

Call to Order

Ms. Nevine Gahed, Designated Federal Official, ACWS, confirmed the presence of a quorum and called the meeting to order on May 26, 2010, at 9:10 a.m.
Welcome and Opening Remarks
Ms. Kana Enomoto welcomed attendees to this Web-hosted meeting, including two new Committee members, Barbara (Bobbie) Benavente and Starleen Scott Robbins. 
Ms. Enomoto explained that SAMHSA’s Administrator has taken a proactive role in working with other Departments and agencies within the Department of Health and Human Services (HHS). Ms. Hyde delivers the dual message that SAMHSA is the leader in behavioral health and that behavioral health is essential to everyone’s business—including criminal justice, education, and housing. Ms. Enomoto noted that SAMHSA currently is formulating its FY2012 budget and that healthcare reform has induced SAMHSA to plan ahead 4 years to 2014, when health reform takes full effect.

Member Updates
Ms. Susan Ayers, former executive director, Guidance Center in Cambridge, MA, currently plans an advocacy career on behalf of families and children. She noted the need for sustainable business models in community settings. Ms. Amanda Manbeck, former executive director, White Bison, Colorado Springs, CO, currently is completing her education and volunteers at White Bison. She expressed concerns about intergenerational issues related to single parenting, trauma, and domestic violence in Indian Country.     Dr. Roger Fallot, director of research and evaluation for Community Connections, is developing values-based approaches to behavioral health care that involve a recovery orientation, trauma-informed care, gender-responsive care, and cultural competence. He and Dr. Stephanie Covington are collaborating on a trauma-informed, gender-responsive model for the State of Connecticut. Ms. Renata Henry, deputy secretary of the Maryland Department of Health and Mental Hygiene, reported that the State of Maryland and the University of Maryland will maximize opportunities for integration under health reform from the perspective of mental health, substance abuse, and developmental disabilities stakeholders. 
Dr. Stephanie Covington, co-director of the Institute for Relational Development and of the Center for Gender and Justice, focuses on systems change involving training and consulting on women who have substance abuse and/or trauma issues; writing program materials, and designing program interventions for women and girls. In addition to her work with Dr. Fallot, she works on issues involving women and criminal justice. Ms. Starleen Scott Robbins, coordinator and program manager, Women’s Services, North Carolina Division of Mental Health, Development Disabilities, and Substance Abuse Services, recently became president of the Women’s Services Network under the National Association of State Alcohol and Drug Abuse Directors (NASADAD). 
Ms. Gail Hutchings, president and CEO of the Behavioral Health Policy Collaborative, stated that she continues her work on smoking cessation in behavioral health populations, on primary care and behavioral health integration, on parity regulations, and trauma-informed care. As an aside, she noted that Ms. Enomoto recently won the HHS Department’s 2010 Arthur S. Fleming Award for public service leadership. Ms. Bobbie Benavente, Guam’s Department of Mental Health and Substance Abuse, serves on the Pacific Substance Abuse and Mental Health Collaborating Council for the Western Pacific jurisdictions. Having worked in the prevention field and with agencies that serve Asian and Pacific American families, she manages Guam’s Strategic Planning Framework–State Incentive Grant (SPF-SIG) and the Garrett Lee Smith Memorial Grant. 
Dr. Britt Rios-Ellis, a professor and director of the National Council of La Raza/California State University–Long Beach Center for Latino Community Health, Evaluation, and Leadership Training, explained that her organization’s programs impact Latino communities in California and across the country. From a cultural-linguistic perspective, the Center measures and evaluates the National Council of La Raza’s activities. Programs focus on HIV/AIDS, youth empowerment, maternal/child health, and nutrition and obesity. 
Administrator’s Remarks
Ms. Pamela S. Hyde, SAMHSA Administrator, described her career-long work on behalf of women and girls, including funding a pioneering program on post-partum depression and, more recently, in New Mexico recognizing the impact of women’s behavioral health and domestic violence problems that keep them from enrolling in the Temporary Assistance for Needy Families (TANF). 
Ms. Hyde set forth her objectives and proposed framework for SAMHSA’s activities and requested guidance from the committee. Four messages guide SAMHSA’s work: “Behavioral health is essential to health”; “prevention works”; “treatment is effective”; and “people recover.” With a mission to reduce the impact of substance abuse and mental illness on America’s communities, SAMHSA will train its focus on people the Agency serves and their life in the community by helping to build resilience and focus on and facilitate recovery for individuals, families, and communities. SAMHSA’s leadership role takes it to tables where decisions now are impending for TANF, Medicaid, and Health Resources and Services Administration (HRSA) programs for the workforce, and for justice and military systems, among others. Additional important SAMHSA roles involve information dissemination and communications, regulation and standard setting, and practice improvement and implementation in systems beyond behavioral health.

Ms. Hyde introduced SAMHSA’s 10 Strategic Initiatives. Prevention of Substance Abuse and Mental Illness, SAMHSA’s first priority, takes a Prevention Prepared Community approach to universal and early intervention for at-risk individuals, and to helping communities understand prevention science. SAMHSA will focus its prevention efforts on suicide in specific communities, on underage drinking and alcohol policies, on tobacco use among persons with substance abuse/mental illnesses, and on prescription drug abuse. The Trauma and Justice initiative concentrates on a trauma-informed workforce in terms of care and screening, prevention and diversion from juvenile and criminal justice systems, and reduction of community violence. The Military Families initiative involves work with the White House Interagency Policy Council on the Military and strong partnerships with the Departments of Defense (DOD) and Veterans Affairs (VA), National Guard, and other organizations on issues of homelessness, prevention for military families, access to the civilian workforce, and suicide among military families. 
Under the Health Reform initiative, SAMHSA seeks to participate in high-level cross-agency discussions on implementation of the Affordable Care Act to help define services, essential benefits packages, Medicaid packages, and medical homes; collaborates with HRSA on the preparedness of physicians and providers for electronic health records, billing capacity, and engaging consumers and family groups as active participants in a new system to be joined by 32 million people, about half of whom will be newly eligible for Medicaid. SAMHSA is providing substantial input to the Centers for Medicare and Medicaid Services (CMS) on Medicare/Medicaid regulations. SAMHSA also is focusing on parity regulation and its implications in the Affordable Care Act. Ms. Hyde noted that some activities under this initiative have immediate effects, while others will emerge later. 
Ms. Hyde stated that the Housing and Homelessness initiative emphasizes permanent supportive housing for chronically homeless persons with substance abuse issues and mental illnesses. The initiative focuses particular attention on homeless veterans, families, and youth, and addresses policy, financial, and capacity barriers. Under its Jobs and the Economy initiative, SAMHSA addresses the behavioral health impacts of economic hard times. SAMHSA has initiated a place-based initiative to allow stressed communities to address multiple, interrelated issues simultaneously. The initiative also focuses on supported employment for people with behavioral health issues. 
The initiative devoted to Health Information Technology (HIT) for Behavioral Health Providers focuses on provider adoption and implementation of electronic health records (EHR); SAMHSA is working with the Office of the National Coordinator (ONC) for HIT on providing resources to behavioral health providers. In addition, SAMHSA is working on EHR standards and quality measures, and privacy and confidentiality issues. SAMHSA’s Workforce initiative concentrates on the inadequate numbers and distribution of the behavioral health workforce; bidirectional integration of primary care and behavioral health; enhanced use of peers, recovery coaches, and paraprofessionals, and payment for their services; spreading evidence-based practices and thinking; and infusing recovery into all professional curricula and competencies. SAMHSA’s Data, Outcomes and Quality initiative aims to achieve a single SAMHSA data platform with common data requirements for States, a common evaluation and service system research framework, quality indicators, prevention billing codes, and cross-behavioral health recovery measures. The Public Awareness and Support initiative focuses on SAMHSA branding, consolidation of Web sites, consistent messages, and use of social media.

Discussion. Ms. Ayers urged embedding a family perspective in all initiatives and establishing a family billing code. Ms. Henry commended efforts to eliminate silos between mental health and substance abuse systems. Dr. Covington observed the lack of explicit emphasis on trauma-informed and gender-specific care in nine of the strategic initiatives, that data that underpin the Trauma and Justice Initiative under-report the problem, and that military sexual assault on women is not mentioned. Dr. Rios-Ellis observed that the role of peers in prevention is not acknowledged, and that cultural and language issues are not articulated. Ms. Hyde reassured Committee members that SAMHSA considers culture in all contexts.    Dr. Fallot added that gender responsiveness, cultural competency, and recovery orientation are not sufficiently prominent, and suggested adding fast facts about services for men and women, and social class- and race-oriented services. 

Ms. Ayers noted the need for better data on bullying and for attention to infant mental health. Dr. Rios-Ellis urged SAMHSA to advocate for workforce development of diverse and underrepresented care providers, and to reinforce culturally specific resilient behaviors. Ms. Manbeck urged integrating cultural disparities explicitly into the initiatives. Noting inadequacies of the National Registry of Evidence-based Practices and Programs (NREPP) in terms of culturally competent programs for Indian Country,           Ms. Manbeck urged SAMHSA to fund evaluation for NREPP status for Indian Country programs and to help build capacity in trauma-informed care and culturally competent initiatives. Ms. Hutchings urged research on promising practices in specific communities of color. She suggested that a small cadre of people provide onsite technical assistance to programs interested in applying for NREPP evaluation.    Ms. Scott Robbins suggested that SAMHSA can learn from States with robust Medicaid budgets and block grants for mental health and substance abuse. 

Health Reform Implementation 
Mr. John O’Brien, Senior Advisor to the Administrator on Health Financing, highlighted the provisions and impact of health insurance reform on the behavioral health field and on SAMHSA. Of the 32 million people newly eligible for insurance coverage under the legislation, 16 million will become eligible for Medicaid, which will expand beyond merely treatment to cover home- and community-based, prevention, recovery, rehabilitative, and habilitative services. Mental health and substance abuse services take on new importance in healthcare delivery, which emphasizes integration of behavioral health and primary care and the need to treat mental health and substance use conditions similar to other health conditions. Efforts will continue for providers to share information to ensure better care and eliminate inefficiencies, via EHR and other methods to communicate among individuals, family members, and providers. 
SAMHSA recognizes the need to clarify the benefits that should be offered and to demonstrate interventions’ effectiveness. Home- and community-based services will be addressed by several grant programs, including school-based health centers, and the legislation calls for CMS and SAMHSA to develop a health home program. 
Tasks to accomplish include expanding and preparing the workforce to increase access to behavioral health services via telemedicine, social media, and other emerging technologies; developing strategies to improve infrastructure (data HIT); helping provider organizations to generate payment for their services; and facilitating and proliferating links between primary care and other providers. SAMHSA has embraced a leadership role in identifying services that constitute a “good and modern” mental health/addiction system, the role of block grants, and appropriate services to incorporate in insurance benefits packages. In addition, SAMHSA is working to develop and clarify services for the exchange (prevention, recovery, consumer-operated, wraparound); supporting States, providers, individuals, and families to understand the changing environment; contributing actively in all HHS healthcare reform workgroups; and specific work designated in the legislation for SAMHSA. 
Discussion. Ms. Hutchings urged SAMHSA to take the lead in translating parity regulations at an operational level to both providers and clients of mental health and addictions services. Ms. Henry suggested that SAMHSA increase awareness of, and share with other States, the lessons learned by States that already have implemented healthcare reform provisions. Ms. Scott Robbins observed the need for SAMHSA to educate its partners about the chronic nature of addiction, effective treatments, and the recovery process. Dr. Fallot emphasized the themes of recovery supports, consumer-operated programs, and wraparound services, and noted that for many community-based organizations, training is too costly in terms of financial and human resources.
Ms. Henry urged incorporating concise information about services that Medicaid does not cover in SAMHSA’s forthcoming “good and modern” system document. Dr. Rios-Ellis urged SAMHSA to incorporate descriptions that describe program effectiveness in terms of their target population, what they accomplish, and persons involved in their development. Dr. Rios-Ellis and Ms. Ayers suggested the need to outline best practices in terms of eligibility for services and payment for services. Dr. Covington explained that in addition to NREPP’s list of rejected programs, information about program effectiveness is available from practitioners in the field. Ms. Ayers suggested that the Committee discuss evidence-based practices at a future meeting. Dr. Rios-Ellis noted that in her work, the term evidence-based practices raises contention; she speaks of culturally relevant, successful strategies. Ms. Henry noted the usefulness of State estimates of eligible individuals; Mr. O’Brien stated that this information will be forthcoming and that Kaiser Permanente will release a report on the healthcare reform’s impact on States. 

Updates on Center Programs and Activities
Ms. Susan Salasin, CMHS, presented an overview of the multi-agency Federal Roundtable on Women and Trauma held in April 2010. Dr. Covington presented the keynote address followed by panels on a variety of subjects and breakout discussion sessions. Ms. Salasin reported that several States will replicate the process, and many Federal agencies want to incorporate the issue of trauma into the grant and contracting processes. Other agencies have asked SAMHSA to synthesize this knowledge from a cultural perspective, provide widespread training in trauma-informed care, rethink screening and assessments, and find ways to help human services staff to validate their experiences. 
Ms. Sharon Amatetti, SAMHSA’s Center for Substance Abuse Treatment (CSAT), encouraged participants to attend SAMHSA’s Women’s Conference on Women, Addiction, and Treatment to take place in July 2010. CSAT is organizing its second Women’s Addiction Services Leadership Institute in October 2010 and a free online course for newer clinicians and their supervisors on substance use disorders in women. 
Ms. Naomi Tomayasu, CSAT, offered an overview of recent activities related to the Screening, Brief Intervention, and Referral to Treatment (SBIRT) program. CSAT is working with sister SAMHSA Centers’ grantees to implement SBIRT and generate reimbursement for those services. In many settings in 2010, 1.3+ million people were screened, of whom 60% were women. Recently CSAT began working with CMS’s Medicare Learning Network to inform its 100,000 providers about SBIRT. Ms. Enomoto added that SAMHSA is working on a model to screen and provide a brief intervention for trauma. 
Ms. M. Valerie Mills, Office of Program, Policy, and Budget, SAMHSA, noted that SAMHSA has responded to three action agendas that the HHS Secretary seeks to address immediately: commit HHS to an ethic of zero tolerance of violence against women and girls; expand the workforce’s capacity to provide culturally competent, quality health services for all women and girls; and use data to identify and address differences in health outcomes. HHS also will collaborate with other agencies on issues related to the workforce, violence, bullying, and others.
Ms. Gahed reported that SAMHSA has been working with HHS’s Region 5 Office of Women’s Health on a series of monthly webinars on trauma experienced by women and girls across the lifespan; the webinars are to begin in July 2010. In addition, Ms. Gahed solicited input on the marketing plan for the women’s Treatment Improvement Protocol (TIP). 

Discussion. In response to a question from Ms. Henry, Ms. Tomoyasu explained that SAMHSA has collaborated with the National Highway Traffic Safety Administration in providing SBIRT training at trauma centers. Ms. Henry noted the need for a social worker to follow up on SBIRT interventions. She also expressed interest in data on SBIRT in those settings. Ms. Hutchings noted the importance of SAMHSA’s deft usage of SBIRT data and expressed interest in using SBIRT for smoking cessation using evidence-based gender- and age-specific tools and urged requiring an evidence-based smoking cessation program in grants. 

Consideration of the Minutes of the December 2009 ACWS Meeting
ACWS members unanimously approved the minutes of its meeting of December 14, 2009.  

Prevention of Substance Abuse and Mental Illness
Dr. Patricia B. Getty, Branch Chief, Division of Systems Development, SAMHSA’s Center for Substance Abuse Prevention (CSAP), described CSAP’s collaborative, community-based approach to prevention, whereby multiple stakeholders work together to prevent or reduce mental illness, substance use, tobacco use, and suicide across the lifespan. CSAP recognizes the astronomical financial and social costs to society of ignoring prevention, particularly the loss of life due to underage drinking, tobacco use, and suicide, and the fact that nearly half of the 443,000 annual deaths attributed to smoking occur in people with mental health and substance use disorders. 
CSAP’s main priorities, some of which CSAP addresses in collaboration with its sister Centers and other agencies, include the following: Reduce and eliminate substance abuse and mental illness nationally, as part of the interdepartmental Prevention Prepared Communities initiative; prevent and eliminate underage drinking throughout Nation; eliminate tobacco use among youth and young adults, and promote cessation of tobacco use among individuals with substance abuse and mental health disorders; and prevent suicides and attempted suicides among military families and members of tribal entities. 
Dr. Getty highlighted examples of CSAP’s activities related to women’s issues, including the Fetal Alcohol Spectrum Disorder Center for Excellence, National Women’s Prison Project, and the Service to Science Initiative, which supports local pilot programs to improve program data, demonstrate their effectiveness, and share information with other communities.
Discussion. Dr. Covington observed that no mention is made in describing the prevention initiative of trauma-informed services. Ms. Hutchings emphasized the importance of promoting smoking cessation in SAMHSA’s target populations, including behavioral health staff. Ms. Enomoto noted that SAMHSA’s collaborative prevention portfolio also addresses prevention of school violence, educational failure, and suicide; promotion of mental health and emotional health; comprehensive community planning; bidirectional behavioral health integration; and capacity building in the workforce. Dr. Rios-Ellis noted the lack of specific mention of cultural and linguistic competency in prevention programs. Ms. Henry urged SAMHSA to provide guidance to States on incorporating community health centers into the public health system and prevention/wellness activities in primary care. 
Ms. Manbeck noted that under SPF-SIGs, tribal entities have difficulty receiving equitable funding, even though States use Indian Country statistics to justify their applications for funding. Ms. Enomoto responded that the prevention initiative aims to align SAMHSA programs with the realities in States and communities of color, and in particular in tribal communities in a way consistent with a government-to-government relationship. Dr. Rios-Ellis noted that culture can serve as a liability for communities of color, thus making acculturation attractive. Ms. Scott Robbins suggested that SAMHSA focus prevention activity on at-risk children of individuals who enter mental health and substance abuse systems.            Ms. Enomoto responded that several SAMHSA programs have taken a family approach, and the Agency’s place- and family-based programs similarly will adopt that approach in the future. Ms. Henry asserted the importance of incorporating trauma-informed behavioral health care in home visitation programs. 
Military Families: Active, Guard, Reserve, and Veteran 

Ms. Eileen F. Zeller, Special Expert, Suicide Prevention Branch, SAMHSA’s Center for Mental Health Services (CMHS), described the Military Families initiative, the only population-based initiative. SAMHSA aims to support active-duty service members, Reservists, National Guard members, and their families by ensuring that behavioral healthcare services are accessible and outcomes successful.            Ms. Zeller offered background on the prevalence and severity of mental health and substance use problems among military members and their families, including the fact that 15% of military women experience military sexual trauma. She noted that while active-duty members are eligible to receive care through DOD and veterans who had been deployed may receive care from the VA, some veterans choose to seek care in the community.

SAMHSA’s major activities under this initiative include membership on the Federal Interagency Policy Committee. A subcommittee on behavioral health needs of military service members, led jointly by SAMHSA, DOD, and VA, is developing a strategic statement for presidential consideration. The June 2010 Returning Service Members, Veterans, and Families Policy Academy will convene high-level interagency representatives from nine States and one territory to receive concentrated technical assistance and develop their own respective behavioral healthcare strategic plans. The Federal Partners Reintegration Work Group meets monthly and discusses coordination of services for military members and families. In partnership with VA, SAMHSA incorporates a specialized response for veterans on its National Suicide Prevention Lifeline, which to date has responded to 2 million calls and saved the lives of 8,000+ veterans. SAMHSA and the National Guard Bureau are piloting a project in New Mexico and Kansas to track veterans by ZIP code and map public providers of behavioral healthcare, a database expected to go online to help families find resources for help. SAMHSA also is developing standard questions for its grantees to collect useful data. In addition to these activities, several other CMHS activities relate to military and veteran women and their families, including the National Child Traumatic Stress Network and the National Center for Trauma-Informed Care. 
Discussion. In response to questions from Committee members, Ms. Zeller noted that nine Lifeline crisis centers form a Spanish-language subcenter and that translation services are available to all centers. Gender and age data for the veterans’ Lifeline option are unavailable, but data will be made available on civilian callers; the Lifeline will soon implement a call log that will shed light on race and ethnicity.      Dr. Covington offered to supply citations for significantly higher incidence of women in the military reporting military sexual trauma. While CDC’s National Violent Death Reporting System and DOD collect data on suicides, collecting accurate data for the National Guard is more problematic, and it is assumed that suicide in general is underreported. Ms. Manbeck noted that long waiting lists for services exist in military communities. Ms. Henry observed uneven practice across VA regions in contracting with community providers and the need for competence among these providers in trauma-informed care. She suggested disseminating information gleaned at the upcoming policy academy with other States and with providers. Ms. Enomoto stated that SAMHSA plans to take the Policy Academy to scale. Ms. Zeller stated that SAMHSA works with the Department of Labor on employment opportunities for veterans as well as with the National Business Group. Dr. Rios-Ellis noted the benefits of linking universities with VA facilities for both veterans and the faculty and staff of the universities. Ms. Zeller noted that chapters of Student Veterans of America support returning veterans.
Behavioral Health Workforce in Primary and Specialty Care
H. Westley Clark, M.D., J.D., CAS, FASM, Director, CSAT, presented evidence that the number of treatment providers is not, and will not be, sufficient to meet the growing need for services under healthcare reform. NSDUH data show that in 2008, 8.2 million women had diagnoses of substance use or dependence, and 1.3 million received treatment; 6.5 million had a serious mental illness during the past year, and 4 million received mental health services. Thirty-eight percent of persons who did not receive substance abuse treatment and 43% of persons who did not receive mental health services cited lack of coverage and inability to afford the cost. Dr. Clark stated that with 32 million people gaining access to health insurance under the new legislation, millions of individuals will have access to substance abuse and mental health treatment when they previously had none. Insufficient numbers of providers in the workforce will be able to serve these new eligible individuals; for example, 55% of U.S. counties have no practicing psychiatrists, psychologists, or social workers, mainly in rural areas. Also, as the concentration of women in an aging population increases, the psychological needs of this population will not be adequately addressed by the number of practitioners available. Substance abuse staff and directors experience a 50% turnover rate; turnover in mental health service providers similarly creates understaffing and lack of experience. Nevertheless, healthcare reform offers opportunities for women to join an expanding professional healthcare workforce and to provide culturally relevant and gender-specific services to women in a range of settings.
Dr. Clark identified issues considered at the August 2010 Behavioral Health Workforce Constituents Meeting: need to prepare providers to operate in new systems created by health reform, including training on evidence-based practices, SBIRT, understanding recovery, co-occurring disorders, and working with primary care providers; address disparities in rural and inner city areas; help the behavioral health workforce become more diverse and culturally competent; and to recruit new workers. The agenda included discussion of opportunities in healthcare reform; role of peers, communities, and employers in behavioral health workforce development; and implications of primary care/behavioral health integration on the health professions.
SAMHSA’s Behavioral Health Workforce in Primary and Specialty Care initiative aims to provide a coordinated approach to workforce development issues affecting the behavioral and general health service delivery communities to promote integration of services and training and use of SBIRT for treatment in primary care. SAMHSA’s ongoing workforce programs include SBIRT, Minority Fellowship Program, National Centers for the Application of Prevention Technologies (CAPTs), National Center for Trauma-Informed Care, Knowledge Application Program–Workforce Development, Training and Technical Assistance Center for Primary and Behavioral Health Care Integration (in partnership with HRSA), and the SBIRT Medical Residency Program that trains practitioners in multiple disciplines and settings.
Discussion. Ms. Ayers commended the Blue Cross/Blue Shield Foundation of Massachusetts’s report on workforce development. Dr. Clark pointed to training opportunities provided by the new TA Center, noting that SAMHSA is exerting leadership in identifying questions related to the promotion of recovery, wellness, and good outcomes in integrated settings. Ms. Henry identified the issue of primary care providers’ reluctance to add to their diagnostic checklists, and Dr. Clark noted that increased use of screening technologies and medical residency training are anticipated to assuage some concerns.          Ms. Enomoto and Dr. Clark noted that social workers, counselors, and others are trained to administer SBIRT, and communities can implement and evaluate the models of their choice. Dr. Covington observed the difficulty women service providers with (untreated) personal trauma experiences have in providing trauma-informed services and asserted the need to address this concern as a workforce development issue. Dr. Fallot suggested the need to engage behavioral health staff in ongoing professional development in order to improve retention and suggested that the Women’s TIP may serve as a useful focus for provider study groups. He also urged SAMHSA to incorporate the values of recovery orientation, trauma-informed care, gender-responsive care, and culturally competent care through the lens of the workforce as well as clients. Ms. Henry urged SAMHSA to focus on workforce development in curricula design in colleges and universities. Dr. Covington noted the need to establish incentives to attract young people into the field. Dr. Clark responded that SAMHSA is considering many options to accomplish this goal, including educational loan forgiveness and use of new technologies. Ms. Ayers noted that low salaries serve as disincentives, particularly in community-based organizations. Dr. Clark acknowledged the need to consider reimbursement rates along with salaries. 

Public Comment
Ms. Vicky Lynch observed the lack of temporary residential facilities in communities for women and girls with substance abuse issues, and noted the need for communities to adopt a recovery orientation.   Ms. Henry suggested sharing her comments with her State substance abuse director and local community services board. Ms. Scott Robbins suggested also contacting the State’s women’s services coordinator.
The meeting recessed at 3:55 p.m. and reconvened the following morning

May 27, 2010
Call to Order
Ms. Gahed called the meeting to order on May 27, 2010, at 9:00 a.m.
Opening Remarks 
Ms. Enomoto welcomed participants and assured Committee members that SAMHSA has begun to incorporate their feedback on the strategic initiatives into subsequent iterations of presentation materials. 

Trauma and Justice

Dr. Larke Huang, Senior Advisor to the Administrator, SAMHSA, explained that the strategic initiative on Trauma and Justice is grounded in extensive data that show the centrality of trauma to a cluster of problematic and high-risk behaviors across the lifespan. For example, homicide and suicide are among the leading causes of death among individuals ages 15–34, with especially high suicide rates among young American Indian/Alaska Native males. Within the past year, one in four adolescent girls engaged in violent behavior. SAMHSA recognizes the role of trauma in both individuals and specific populations. Dr. Huang explained findings of the Adverse Childhood Experiences (ACE) Study, which links childhood trauma with health/behavioral health conditions in adulthood. SAMHSA grant and contract programs that address trauma include Safe Schools/Healthy Students, Childhood Traumatic Stress Initiative, Alternatives to Seclusion and Restraint, Jail Diversion and Trauma Recovery, along with programs for disaster technical assistance, trauma-informed care, and substance abuse and child welfare. SAMHSA’s Pregnant and Postpartum Women Program, Children’s Mental Health Initiative, and Adolescent Substance Abuse Treatment programs have added a focus on trauma.
Dr. Huang identified SAMHSA’s targets in addressing the Trauma and Justice initiative and welcomed comments from the Committee. The targets include: prevent occurrence of and exposure to trauma for families and communities, for example, through a home visiting program; decrease the number of children/women, and girls experiencing and exposed to trauma and violence, for example, by addressing needs indicated by data showing alarmingly higher use of alcohol by girls ages 12–17 and by engaging faith-based networks; reduce the physical and behavioral health impact of trauma; work with criminal and juvenile justice systems to divert individuals with mental and substance use disorders into treatment and recovery; and ensure that service systems and supports do not re-traumatize the individuals they serve. Dr. Huang stated that SAMHSA is involved in place-based initiatives of the Departments of Education (DOE) and HUD, and is considering the shape and focus of an interdepartmental, place-based trauma initiative, including DOE’s Promise Neighborhood Schools. SAMHSA also is considering how to address historical trauma and high rates of community trauma in place-based initiatives, including how to collaborate with other agencies, and how to learn from communities about strengthening SAMHSA’s approaches to trauma.

Discussion. Ms. Enomoto stated that SAMHSA has begun to consider measurement of trauma, and       Dr. Huang stated that discussions are ongoing regarding screening items in SBIRT on trauma.              Ms. Hutchings suggested that SAMHSA systematically educate, engage, and coordinate its technical assistance centers to provide training on trauma-informed care. Dr. Rios-Ellis urged attention to immigration-related trauma. Dr. Fallot explained that transformation to trauma-informed care requires a long-term shift in culture rather than skill acquisition during a brief training session. Dr. Huang noted the need to help organizations determine their readiness to adopt trauma-informed care. Dr. Covington asserted that merging the trauma and justice issues will prove a challenge in integrating a trauma focus in all other initiatives. She also suggested viewing violence in the context of the World Health Organization’s ecological model. Ms. Manbeck noted the importance of SAMHSA’s focus on historical trauma in Indian Country. She urged SAMHSA to address multiple issues by working in place-based initiatives to change communities’ belief that substance abuse or youth suicide is the norm. Dr. Fallot noted several examples of localities that have infused trauma-informed approaches into a variety of community systems. Ms. Ayers noted the need for a mechanism to share innovative, effective programs with community-wide impact.

Implementing Evidence-Based Practices in Trauma and Addiction: Themes and Next Steps
Dr. Lisa Najavits, Professor of Psychiatry, Boston University School of Medicine, described Seeking Safety, an effective, flexible model used in treatment, counseling, or training for both trauma and addiction. The evidence-based model is easy to conduct, low cost, implemented successfully in diverse settings, conducted by any clinical staff, and has more than 15 years’ history. The model focuses on identifying safety versus danger and on developing coping skills in the present. The modular structure enables flexibility to tailor the work for individuals or groups and by subject matter or setting.
Dr. Najavits stated that the field places value on the efficacy of evidence-based practices as determined by research, but not yet on effectiveness in real-life settings. Two models may have equivalent efficacy in the field, but not necessarily equivalent adoption, popularity, cost, ease of delivery, training requirements, or preference by clients, for example. Dr. Najavits observed that efficacy has not been defined uniformly; research often generates mixed results; disagreements appear on the degree of fidelity needed to create good outcomes; clinician selection influences outcomes; models’ conclusions and headlines appear prematurely; designs and measures vary in implementation in various settings; negative effects typically are not addressed; and mechanisms of action and the essential elements of models may be unclear.  
Discussion. Ms. Henry urged SAMHSA to focus on communities’ challenges in adopting evidence-based practices, particularly in the context of the plan for CMS to pay for effective interventions under healthcare reform. She also suggested that Dr. Najavits offer input on SAMHSA’s forthcoming paper on a “good and modern” system. Dr. Najavits observed that States’ requirements to adopt evidence-based practices pose serious problems from the perspectives of both public health and cost in light of questions about their development and implementation. She noted growing interest in implementation science. In response to a question from Dr. Covington, Dr. Najavits explained that the VA offers exposure therapy, but certain questions are associated with it, and no outcome data is collected. Dr. Huang noted that patient preference plays a role in an intervention’s effectiveness. She pointed to current research on the key components of interventions, to which Dr. Najavits replied that in that research, new evidence-based practices may develop that may lose potency when they are streamlined.; that  Dr. Najavits responded that some interventions may work (unexpectedly) with special populations without adaptation. Dr. Huang observed that effective engagement plays a major role. Ms. Scott Robbins expressed interest in learning more about the list of evidence-based practices in substance abuse that is under development. Ms. Henry inquired about whether the Institute of Medicine has focused on the qualities of effectiveness and patient-centeredness in its work on evidence-based practices. Dr. Fallot asserted the importance in trauma-informed care of considering client preferences, organizational readiness, and other values-based considerations, along with evidence-based practices. Dr. Covington suggested the cost-effectiveness of a model under which organizations self-train on trauma-informed interventions compared to a facilitated training model. The self-training process also may serve as informal evaluation of staff performance in group facilitation and may enable staff to confront their own issues in a peer context rather than a client group. Ms. Hutchings observed that CMHS toolkits suggest using that model. Ms. Henry observed the need to quantify the degree of fidelity needed to satisfy impending CMS reviews for program integrity. Dr. Huang proposed basing evidence of effectiveness on clients getting better. Committee members and staff discussed the issue of how much cultural or gender adaptation is necessary.
Roundtable Discussion
Committee members discussed preferences for the location of the next Committee meeting.                    Dr. Covington urged that Administrator Hyde use relevant and abundant statistics throughout her presentation at the upcoming National Conference on Women, Addiction and Recovery. Ms. Hutchings urged SAMHSA to communicate the context (cross-cutting principles) for the strategic initiatives, including the umbrella of recovery, infusion of trauma-informed care, cultural competency, elimination of disparities, and others. Ms. Ayers emphasized the need for SAMHSA to consider the field’s great challenges in implementing evidence-based practices versus less constrictive, less expensive, high-quality, empirically effective practices. Dr. Rios-Ellis urged SAMHSA to welcome grantees’ adaptations to meet communities’ specific needs. Dr. Fallot suggested emphasizing the top three strategic initiatives. Ms. Henry commended SAMHSA’s approach to capitalize on emerging opportunities, particularly in prevention, and emphasized the need for SAMHSA to maintain its relevancy and focus on behavioral health in an emerging environment of mainstreamed mental health and substance use care. Ms. Scott Robbins urged SAMHSA to continue to educate its partners that providing time-limited substance abuse treatment is inappropriate in addressing the chronic disorder. 
Public Comment

Ms. Jeannie Campbell, Executive Vice President, National Council for Community Behavioral Health Care, extended an invitation to partner with SAMHSA to create momentum on the issue of trauma. 

Adjournment

The meeting adjourned at 11:50 p.m. 
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Chair

Kana Enomoto
Acting Associate Administrator for Women’s Services 
  and Principal Senior Advisor to the Administrator
Substance Abuse and Mental Health 
 Services Administration
Rockville, MD  
Designated Federal Officer
Nevine Gahed
Public Health Analyst 
Substance Abuse and Mental Health Services Administration
Rockville, MD  

MEMBERS 







TERM ENDING
Susan C. Ayers, L.I.C.S.W.                         




11/2010
Former Executive Director
The Guidance Center, Inc.
Cambridge, MA  

Barbara S.N. Benavente, M.P.A.                     



11/2011
Supervisor

Guam Department of Mental Health and

Substance Abuse Prevention and Training Branch

Tamuning, GU 

 Stephanie S. Covington, Ph.D., L.C.S.W.  



11/2011
Co-Director
Institute for Relational Development
Center for Gender and Justice
La Jolla, CA 

Roger D. Fallot, Ph.D.              





01/2011
Director
Research and Evaluation
Community Connection
Washington, DC  

Renata J. Henry, M.Ed.   






01/2011
Deputy Secretary
Maryland Department of Health and Mental Hygiene
Baltimore, MD 

Ms. Gail P. Hutchings, M.P.A.           




11/2010
President and CEO
Behavioral Health Policy Collaborative
Alexandria, VA 

Amanda Manbeck         






11/2011       
Former Executive Director
White Bison, Inc.
Colorado Springs, CO 80918

Britt Rios-Ellis, Ph.D.                





11/2010
Center Co-Director
NCLR/CSULB Center for Latino Community Health, 
Evaluation & Leadership Training
Long Beach, CA  90808 
Starleen Scott Robbins, M.S.W., L.C.S.W.
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Best Practice Consultant

Women’s Treatment Coordinator

North Carolina Division of Mental Health,

Developmental Disabilities and Substance Abuse Services

Raleigh, NC
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List of Attendees

5 Federal Attendees

	U.S. Housing and Urban Development – Velma Simpson

	Office of Women's Health – Michelle Ashley

	National Institute on Mental Health – Kathleen O’Leary

	Office on Minority Health – Beth Bowers and Wilbur Woodis 


69 Attendees representing 59 Constituent Organizations

	Arapahoe House, NDFF – Cheryl Jackson

	Baton Rouge Area Foundation – Twanda Lewis

	Black Educational AIDS Project, Inc (BEAP)- Sally Cherry

	Bob Dole

	Cabezon Group – Sheila Kostiuk

	California  Dept. of Alcohol & Drug Programs – Rosemary Hill

	California Department of Corrections and Rehabilitation – William Kelsey

	Capital Area Human Services District – Keneshie Morrison

	Chorus Call, Inc. – Jim Taggart

	Comunicarte (Argentina) – Alfredo Horoch

	Custom Counseling Services – Nancy Roberts

	Family Service Center – Robin Sayers

	Florida Department of Children & Families Substance Abuse Program – Atrica Warr

	Greenhope Services for Women, Inc. – Sheila Mashack

	Greenway Recovery Center – Cynthia Bullock

	GROUP Ministries – Ava White

	Ipas – Vickie Lynch

	IQ Solutions – Kristin Blank and Meredith Pond

	Judy King

	Faustinia Loper

	Joan A. Male Family Support Center – Deborah Merrifield

	Making A Way Housing – Robby Travis

	Managed Care Center, Inc. (Texas) – Terri Brown

	Marion County Drug Court, Florida – Dora Reep

	Mary Mount University – Lilly Draney

	Missouri Department of Mental Health – Lynne Allar-Meine

	Montgomery County Public Schools (Maryland) – Rita Rumbaugh

	Myra's Place – Barri Pepe

	National Alliance on Mental Health – Simone Davison

	Northern Arizona Regional Behavioral Health Authority – Christina Mencuccini

	Native American Connections – Sheryl Caponera, Yvonne Fortier, Jane Haney, and Helen Leonard

	Native American Community Health Center, Inc. – Anne Walton

	Joanna Newman

	Nevada Department of Health and Human Services; Substance Abuse Prevention and Treatment Agency – Betsy Fedor

	New Jersey Department of Human Services – Barry Hantman

	New York Dept of Education, New York City – Delia Campbell

	New York City Department of Health and  Mental Hygiene – Katharine Bloeser

	Northrop Grumman – Jill Hensley

	Ohio Department  of Mental Health – Leslie Brower

	Our House – Linda Mealey

	PKS Connections – Patricia Sullivan

	Program Services Continuing Education – Karen Smith

	Smoking Cessation Leadership Center – University of California San Francisco – Catherine Saucedo, Christine Cheng and Reason Reyes

	Services to Overcome Drug Abuse Among Teenagers of New Jersey – Amy Kiger

	STAR Council – Cassandra Hanna and Stephen Wright

	Texas Department of State Health Services – Natalie Furdek, Laura Czepiel and Leslie Milliken

	The Lavelle Center for Behavioral Change – Claudia Turner

	Tia Hart Community Recovery Program Inc. – Shirley Hart

	Tree of Compassion Outreach Resource and Training Center – E. Jean Moore

	Union Institute & University – Nina Lewis

	University of Minnesota – Michelle O’Brien

	University of New Orleans – Sonnet Brown

	Virginia Commonwealth University Institute for Drug and Alcohol Studies – Gabriela Olivera

	Verizon – Ed Heironimus

	VITAC – Tracey Batchelor and Luann Walton

	Volunteers of America  – Maureen Egan

	Wilber Jones Home for Veterans, Inc. – Debra Jones

	Wisconsin Department of Health Services, Department of Mental Health and Substance Abuse Services, Bureau of Prevention, Treatment and Recovery – Bernestine Jeffers 

	Yale University – Sally Promey
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