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            MS. GAHED:  Good morning.

            MEMBERS:  Good morning.

            MS. GAHED:  It's a beautiful San Diego

  morning.  It's a lot warmer than we had it the last

  couple days, so we're going to enjoy this.

            We're back to the SAMHSA -- to SAMHSA's ACWS

  meeting, and I'm Nevine Gahed, the designated federal

  officer.

            A couple of things for housekeeping.  We're

  at -- when we're finished with this session at 11:30, we

  have ten minutes to just go over in preparation for the

  listening session.  So please stay, you know, with us

  for a few more minutes.

            There are also some paperwork in your books.

  If you could just complete them for me.  I think I've

  got everyone's except for Susan and Amanda.

            And we're set to go, so --

            MS. ENOMOTO:  Great.  Good morning.

            MEMBERS:  Good morning.

            MS. ENOMOTO:  We had a very good day

  yesterday.  We had a short conversation, three hours,

  but I think we got a lot out of it, and I hope some of

  you were able to join the Institute for Violence Abuse

  and Trauma opening session that was very stirring

  yesterday, as well.

            You'll have in front of you -- our members

  have in front of them the highlights from yesterday's

  meeting.  I'd like to thank Irene Goldstein, who is

  always a fabulous writer and has a -- has a magical way

  of distilling three hours of complex conversation into,

  you know, eight bullet points.  And she's done a great

  job.

            And just to recap:  Certainly collaboration,

  the need for partnership, the pressure to leverage the

  strengths and skills and reach of others really came out

  yesterday, not from -- all the way from the local level

  to the national level, state level;

            That I think Amanda gave us a reminder of the

  SPF-SIG, and Bobbi, too, of empowered communities to

  using and having a model that they can planfully

  approach change in their communities.

            And I think the importance of accountability

  and data are clear for all of us, especially in this era

  of healthcare reform.  It was -- Gail for

  noting that the writing's on the wall in terms of change

  that's coming for our publicly-funded systems.

            The update on the budget was relatively good

  news with the preliminary numbers from Congress that are

  at or above the President's request for SAMHSA.

            And I think the -- we did an overview of

  SAMHSA's strategic initiatives which -- and how they

  apply to women, and where we have opportunities that --

  as Gail noted, a great opportunity in terms of

  prevention, and how this committee in particular can

  come together to provide advice and some real concrete

  product that we can take forward as a recommendation to

  CMS and others.

            And the broader conversation on healthcare

  was, I thought, very -- it was one of the better ones

  I've heard, Gail.  Thank you very much.  It was very --

            MS. HUTCHINGS:  You have to get out more,

  Kana.  Thank you.

            MS. ENOMOTO:  Gail, too, has a wonderful way

  of saying, "Here's lots of stuff.  Here's the thing that

  you really need to pay attention to, and here's what's

  important to you."  And I think both your understanding

  of this committee and our interests, as well as a deep

  understanding -- deep and wide understanding of health

  reform -- were helpful in sort of getting us messages

  and things that we need to pay attention to, so it was

  helpful.

            MS. HUTCHINGS:  Thanks.

            MS. ENOMOTO:  And then Susan on the -- as a

  wonderful complement, talked to us about the excellent

  work you did at the child guidance center for so many

  years, and they're really real sort of challenges as

  well as the opportunities for us to -- you know, as you

  said, it doesn't matter if it's child welfare or mental

  health money at this level, it's the same families, and

  so it's a great -- it's a great battle cry for us at the

  federal level to say, "How can we make this money feel

  seamless to family?  Really.  It's not going to feel

  seamless to the provider, but it feels seamless to the

  family.  You're talking about, you know, one child one

  plan, so one family five children means one family five

  plans.  You know, how do we avoid that?  How do we keep

  a woman from going to three different places to get

  her -- her own personal needs met, not to mention just

  her children?  And I think that's great.

            And the work that you've done to overcome that

  and keep -- the glue that you found to keep families

  together is fantastic, and there is a reminder in terms

  of accountability and data, and demonstrating that the

  value of our publicly-funded systems, that we're going

  to need to figure out how to measure that glue, how to

  demonstrate the impact of the glue in a dose response

  way, so that we can keep doing that, keep supporting

  programs that do those things that aren't always

  considered medically necessary, but really are sort of

  life necessary.

            And I think there were a couple of pieces of

  business that we needed to follow up with.  Nevine, who

  is just so Johnny-on-the-spot actually sent out some of

  the e-mails of some of the items requested.  She sent

  them out last night, so John O'Brien's presentation that

  Gail suggested you all receive was e-mailed, as well as

  information on NIH's Office of Research on Women's

  Health new research agenda.

            We did check on the copy of the Road Map to

  States, and those will be available by the end of the

  week or by next week, so we'll also get those out to

  you.  We were busy after we left here.  We're not going

  to rest -- we're not going to rest on our laurels.

            And Starleen Scott-Robbins generously offered

  to share North Carolina's document on best practices

  specific to women and children's treatment.  And maybe

  she's offered to lead a committee within the

  committee --

            MS. SCOTT ROBBINS:  Oh, that's --

            MS. ENOMOTO:  -- to kind of start the

  conversation of pulling together a list of things that

  might be considered for, you know, a prevention fund or

  other aspects of the Affordable Care Act.

            And also Starleen identified the need that --

  the incredible prevalence of prescription drug abuse and

  the folks with those problems, especially women in your

  programs, so the need for technical assistance and

  practice guidance and implementation guidelines around

  that, and certainly we're aware of that and working on

  that.

            And Gail also requested -- Ms. Hutchings

  requested information about the degree of hopelessness

  required of beneficiaries of our HUD HHS programs.  I

  think -- well, degree of homelessness, but like, what

  the categories -- whether they are chronic homeless or

  adverse homelessness or -- so we will check on that, the

  new initiative in collaboration with HUD and get back to

  you.

            MS. HUTCHINGS:  Thank you.

            MS. ENOMOTO:  Are there any other comments,

  additions, highlights that you folks probably have that

  were missed?

            MS. AYERS:  Amazing summary.  Kudos.

            MS. GOLDSTEIN:  Thank you.

            MS. ENOMOTO:  Thanks.  All right.  Then with

  that, I would -- do we have -- we do have today our

  center staff on the line who weren't able to join us.

  We have Susan Salasin in here from the Center for

  Medical Health Services.

            I think I'll start with the folks that are on

  the phone, Susan, if that's okay with you.

            If we could open it up.  We have Sharon

  Amatetti, who recently hosted a fantastic -- or

  organized with -- together with TASK a fantastic

  conference on women addiction recovery, and has -- and

  has welcomed our challenge to look towards 2012 and a

  conference on women and behavioral health as -- as a

  women's conference for the future.

            But Sharon, did you -- would you like to lead

  us?

            MS. AMATETTI:  Yes, thank you, Kana.

            This is Sharon Amatetti, and I work in

  SAMHSA's Center for Substance Abuse Treatment, and I'm

  glad I could join you by phone today.

            You know, there's so much going on in the

  larger scheme of things with healthcare reform, but we

  also have some very targeted activities that we've been

  pursuing around women's addiction treatment.  And Kana

  asked me if I would share a little bit about some of the

  projects that I'm working on, and she mentioned already

  the SAMHSA National Women's Conference that we just

  completed this summer.

            It was the fourth conference in the series.

  We've now had four national conferences on women's

  treatment and recovery.  And this year, we chose a

  theme.  The theme was thriving and changing times.  And

  we wanted to create a very positive tone in times that

  have been very challenging for many community providers

  and state agencies.  And I think, you know, we did a

  good job of setting a very positive tone for the

  conference.

            Our co-sponsor this year was TASK, and it was

  located in Chicago.  And we also had some additional

  co-sponsors, the Women's Services Network out of

  NASADAD, the National UTTC, FAS, as well as the National

  Council for Community Behavioral Healthcare were all

  helping us with division design and a program for the

  conference.

            There were 16 plenary and mini-plenary

  sessions, including Pam Hyde, who opened the conference,

  and several other nationally prominent speakers,

  including Gail Krekowski (sic) from ODCP, Stephanie

  Covington, Joan Kelborne, Lisa Natrovitz and Joan

  Vorsanko (sic).

            We had many plenary sessions, which addressed

  a variety of topics; some that are growing in importance

  in our field including traumatic brain injury in

  collaboration with child welfare.  There were also 79

  workshop sessions involving more than 100 speakers.

            We took some risks in the program design this

  year, and it appeared to be a successful way to go.  It

  included a lot of facilitated discussions.  We had teas

  with experts, several -- we also had several very brief

  40-minute invigorated sessions and demonstrations.  And

  in that way, we were able to cover a lot of ground in a

  very -- a relatively short amount of time.

            The members of the Women's Services Network,

  including Starleen Scott-Robbins, and the Women's

  Addiction Services Leadership Institute coach and

  graduate served as room hosts and really set a really

  nice tone that contributed to our conference.

            Part of what seemed really valuable to the

  conference participants was the overall environment

  which we created.  We emphasized the word -- that the

  word "confer" was inside the word "conference," and we

  really wanted to make sure that people felt that we were

  creating an environment that supported people to meet

  and talk to each other, to create a stimulating

  environment, and I think we were successful in that

  regard, especially from what evaluations have told us.

  There were --

            I should mention there were 623 people who

  attended the conference, and at about every year now, we

  grow the conference by about 100 people.  And I

  mentioned that we had very positive evaluations.  You

  know, I think about two-thirds of the attendees turned

  in an evaluation, and overall, I mean, 98 percent of the

  participants that evaluated the conference indicated

  that they were very satisfied -- that they were

  satisfied, you know, on a wide range of issues.  And

  then 75 percent said they were very satisfied, so we're

  very pleased with that.

            The attendees were mostly -- well, they were

  from all over the country with the exception of a couple

  of states, and most of them had been working in

  substance abuse treatment for a good number of years.

  Three-quarters of the attendees had worked with -- in an

  addiction treatment for more than seven years, and

  45 percent more than 15 years.  It was a very

  established group of attendees.  The majority held

  management positions, and over half of them described

  that their place of work was a substance abuse treatment

  agency, 13 percent a mental health agency, and 18

  percent a government agency.  And the demographics were

  such that 35 percent identified as either African

  American, Latino, Native American, Asian, 55 percent

  Caucasian.

            So, you know, we were very happy with the way

  the conference played out, and, you know, has continued

  to receive a lot of enthusiastic support for the

  conference since it was held.  And, you know, they're

  looking through the evaluation comments, and one of

  them, a judge who attended, shared with us, she said,

  "Great conference.  I'm already revising the way we do

  things with my drug court staff."  So that's really

  encouraging to us that we're having some direct -- you

  know, tangible effect on the way people are going back

  and using the information, so we're very happy with

  that.

            And Kana did mention that we're looking

  towards expanding the scope of the conference in the

  future to look more broadly at all of the mission areas

  that SAMHSA is committed to, which is not only addiction

  treatment but also mental health and prevention.  And so

  this is a conversation that has just begun, and we're

  hoping that we can take the success from this conference

  and really translate it to a broader conference to be

  more inclusive of the constituencies that SAMHSA

  supports.  So more of that, and I'm hoping that the

  Advisory Council will weigh in on that as well and

  perhaps give us some guidance talks about that.

            And if I can just have a minute more, I just

  also wanted to mention another project that we're

  working on at C-SAT, which is our Women's Addiction

  Services Leadership Institute.  We're about to launch

  the second emersion training for this program.  What we

  do is really bring together women leaders who are

  already working in the field who would like to really

  enhance their skills and capacity for leadership so that

  they can really form a cautery of leaders who advocate

  and spear-head initiatives that provide for these women

  with substance abuse disorders in their families.

            And we've just selected 18 women who are from

  groups that were just really a fantastic cohort of

  applicants.  Most of the people that were selected are,

  you know, chief operating officers, clinical directors,

  executive directors, addiction treatment programs,

  again, from across the country.  And this is another

  program that we're starting to think about whether or

  not it should be expanded to also serve the other

  centers within SAMHSA's, you know, issues of mental

  health leadership for women as well as prevention.

            And so the same conversation that we're having

  about the women's conference, which turned out the same

  questions about the program that we call WASLIF, Women's

  Addiction for Leadership Institute for the Future.

            MS. ENOMOTO:  Thank you, Sharon.

            MS. AMATETTI:  And Kana, I'll turn it back to

  you now.

            MS. ENOMOTO:  Thank you.  Thank you very much,

  Sharon.  It's hard to -- hard to summarize six months

  worth of work in six minutes, but I appreciate your

  effort, and congratulations to you for all the great

  accomplishments.

            Next, we have Naomi Tomasayu, who I think

  has -- did -- Nevine, at the last meeting, there was a

  request on SBIRT data, and Nevine did get that out of

  the committee.

            But Naomi has many hats and many activities,

  one of which is HIV as well, so Naomi.

            MS. TOMASAYU:  Hi.  Good morning out there to

  all the members.

            What I'd like to do is present a little bit --

  a brief overview of the smoking data that we have been

  collecting from our participants in the SBIRT program

  and, in particular, some of the information that we've

  got related to women and their smoking patterns and risk

  behaviors.

            And by no means is this going to be

  comprehensive, but we're just beginning to do some

  analysis from the smoking data, and this was -- all of

  the smoking data were taken from the ASSIST.  As many of

  you know, the ASSIST is the Alcohol, Smoking and

  Substance Involvement and Screening Test, and that is

  something that we've been requiring of all of our SBIRT

  grantees for the last two years.

            So this source of information is extremely

  valuable, not only in terms of obviously collecting data

  on alcohol and substance abuse, but also smoking

  cessation or smoking data because of its relevance to

  healthcare reform.

            Just to give you an overview, let's see, there

  are -- there were approximately 2,210 participants that

  were involved in the evaluation using the ASSIST data.

  And of the 2200, about 55 percent were women, about 44,

  45 percent were men, so it was about an equal

  distribution.

            What was interesting, however, was that, in

  general, men were older than women by about eight years.

  In some cases, in some instances, those that received

  brief intervention for alcohol and substance abuse, the

  men were older than the females by more than ten years.

  So this is a very interesting finding in that, again,

  you know, the primary care population is something that

  we've been focused on with the SBIRT program, and we're

  finding out that there are certainly gender differences

  between the two.

            We're also finding out, and this could be just

  an anomaly given that we're just looking at some of the

  preliminary data, but the racial and ethnic distribution

  between men and women were also different in that there

  were -- among women, there were fewer African American

  and more whites compared to men who, among men, the

  African American and white population were about equal.

  Among women, there were about maybe 17 percent African

  American, about 33 percent white, compared to men, there

  were about 25 percent African American and about 26

  percent white, so -- and also there were some

  differences in terms of the Hispanic distribution as

  well in that -- well, actually equal, but I was also

  surprised that about 30 percent among women were

  Hispanic, and among men, there were about 29 percent

  that stated that they saw themselves as Hispanic.

            So this is actually a growing population, and

  in addition to sex difference, gender differences and

  looking at women's needs, we need to take a look at the

  cultural differences as well of the -- of the folks that

  come into primary care for not only medical care, but

  also for substance abuse and alcohol.

            We're also finding out something about

  education level, too.  Generally, we find that many of

  our participants in our grant program have a combination

  of high school and college degrees, but in our SBIRT

  population, we found out that among women there were

  about maybe 64, 65 percent that had a high school

  diploma, and the same can be found among men as well.

  But what I was surprised about was the fact that only

  about seven percent of women and about eight percent of

  men had bachelor's, degrees which is something that --

  somewhat surprised me because I believe the national

  average for individuals with, you know, bachelor's

  degrees is about maybe 20 percent, if I remember

  correctly.  So this is a much -- there are a lot fewer

  folks in our SBIRT program that have a college degrees.

            The household income was about equal between

  men and women.  There were about 30 -- the average

  household, I think, was about 36 to maybe 37,000 per

  year.

            And marital status-wise, again, another

  somewhat surprising finding is that among women, only

  about a quarter were married and among men about 30

  percent were married.  I thought -- I presumed that

  there would be a lot more women who came to primary care

  settings that were married, but only a quarter reported

  that they were.

            What is most interesting, however, that among

  all the folks that came in to primary care for our SBIRT

  program, most reported that they were mildly depressed

  using the PHQ-9.  And again, this is not to diagnose

  anybody with major depression, but many of them reported

  that they were mildly depressed, that they reported

  symptoms of mild depression.

            Going to the smoking data, overall if you take

  a look at everybody, men and women, about 50 percent of

  all the people reported they were moderate or high

  smokers -- or more severe smokers.  The majority of

  those that reported smoking were, I would say,

  categorized in the moderate category and a few

  percentage -- about five percent among women and about

  seven percent of men -- endorsed themselves as being

  more serious or more intense smokers or heavy smokers.

  But there was no difference between men and women in

  terms of tobacco risk.  And that somewhat surprised me

  in that, you know, I assumed that more men were heavier

  smokers, but in this instance it turned out that they

  were about the same in terms of level of smoking or

  severity of smoking.

            The other significant finding that we found in

  our preliminary analysis was that if you take a look at

  pre-SBRIT tobacco risk before they were given SBIRT and

  tobacco risk after they were given the SBIRT

  intervention, men who screened positive for tobacco risk

  showed a decrease in tobacco risk by about 10 percent,

  and this is significant.  For women, however, who

  screened positive on tobacco risk on the instance that

  they smoked, there were no changes in terms of the

  tobacco risk, so, you know, this is something

  interesting in that, you know, SBIRT seems to work for

  men on smoking risk, but not for women.

            And a couple of -- oh, some ideas came to

  mind.  It's possible that maybe, you know, SBIRT-C may

  work better or may be more effective for men compared to

  women, or it could also be that because women may --

  although they reported moderate and high smoking, they

  may not do it that frequently or more -- or as intensely

  as men, so maybe at baseline, they had lower smoking

  consumption or smoking patterns, and then maybe after

  SBIRT, you know, they changed, but the change was

  minimal and so it didn't get detected in the statistical

  analysis, whereas men smoked more, they smoked more

  frequently or maybe they had more severe smoking, and

  the SBIRT, co-SBIRT showed greater changes which then

  showed up because they started at a higher level than

  women.  But we have to take a look.  These are, again,

  preliminary data, and we have to take a look at some

  more of the analysis.

            The other thing that -- the other finding that

  really surprised me was that there was -- for men and

  women, there really wasn't any impact on probability of

  having tobacco risk when you take a look at depressive

  symptoms.  And most of the literature that we are all

  aware of show that there's a positive relationship

  between depression and smoking, but in our sample of

  SBIRT participants, there really wasn't a relationship

  between depression and smoking.

            And it could be -- now that I'm thinking that

  maybe we did find the relationship because these are,

  again, primary care patients, and most of the literature

  that shows a relationship between depression and

  substance abuse, alcohol or smoking have been related --

  have been found in psychiatric patients, so this is

  actually a very interesting finding, and we hope to get

  some more information as to why this might be the case

  when we do some more analysis.

            But this is just a few of the findings so far.

  We hope to do more analysis and then possibly present

  you with additional findings at our next meeting.

            MS. ENOMOTO:  Great, thank you, Naomi.  There

  are -- I think it highlights the beauty of our safe

  system as well, that this is a program that is currently

  in the field and Naomi can turn these data around very

  quickly, do a comprehensive run against a lot of good

  information in sort of realtime.

            With respect to the lack of effect on the

  women smoking, I would be interested to know if you have

  any measure of trauma, or perhaps in the future we could

  tie trauma into that, because I think as we know from

  the A study that folks who have high A scores are not as

  responsive to traditional interventions regarding

  tobacco and other things, so -- but that's for another

  day.

            Thank you very much, Naomi.

            I want to go to -- we have Trish Getty from

  the Center for Substance Abuse Prevention to provide --

            Actually, before I do that, Gail or anyone who

  -- does anyone have any questions for Naomi?

            MS. HUTCHINGS:  No.  I'm sure in part that was

  a parting gift for me, so I'm really -- I'm really very

  grateful for it.

            And, you know, I want to just say not only

  thank you to her, but to Dr. Clark.  He's really been

  responsive to our request to use SBIRT to report on --

  gather data and report on it.

            I am thinking of our conversation yesterday

  about this is a perfect layout for -- this is what

  you're saying, I think, in part, Kana, for

  gender-specific interventions that do and don't work,

  and so ASSIST is a great tool, but what's going on with

  it, it doesn't have this impact, and let's see if there

  are programs out there that would -- whether it's SBIRT

  or not, to your point yesterday, and get these lined up,

  because this is exactly the kinds of, you know, diseases

  that the prevention money is going to go towards, so

  it's -- I'm really grateful for it.  Thank you.

  Wonderful work.

            MS. TOMASAYU:  You're quite welcome.  I have

  to give credit to my staff, SBIRT staff, Reid Foreman

  and Eric Fleishman.  They've been doing a great job, and

  for the -- for your comment, we definitely will get back

  to you on more of the findings.  Again, we just had a

  little bit of time to do some preliminary analysis, so

  we're hoping to find more of -- regarding SBIRT and its

  impact on women, not only in terms of substance abuse

  and alcohol, but also smoking.

            And I agree with you, Kana, that we should be

  looking at other factors like trauma, mental health

  issues that certainly will interact with SBIRT's impact.

            MS. ENOMOTO:  Great.  Thanks so much.

            MS. HUTCHINGS:  You know, I'm sorry, Kana.  I

  know this goes without saying, but this is why SBIRT is

  such a rock star program in part for SAMHSA, because it

  can collect and turn around and report on and show what

  makes a difference or not in -- pardon not using the

  term -- but plain English, if you will.  It's able to do

  that and distill it where, you know, policy-makers like

  me, or former policy-makers, or people on the Hill,

  et cetera, can understand it.  It will always get

  support because of those aspects, and it's a huge lesson

  for us to export to other programs that we care about

  too.

            MS. ENOMOTO:  Thanks.

            Okay.  Trish, are you on the line?

            MS. GETTY:  I am here.

            MS. ENOMOTO:  Great.

            MS. GETTY:  Welcome to all of you.  What I

  wanted to do was to give you an update on what's

  happening with the fetal alcohol spectrum disorders,

  Center for Excellence.

            It's one of those types of programs that we've

  been in operation for eight years and just really

  struggling because it is not a popular topic that people

  want to deal with, but it feels like the past 18 to

  24 months, it has just taken off.  And a lot of exciting

  things are happening now, and I wanted to report on four

  since we -- since my last update.  I think it was about

  six months ago.

            The first that's very exciting is that we have

  approval to do the first cross setter tip, the treatment

  and improvement protocol.  Traditionally, they are done

  by the Center for Substance Abuse Treatment, but in

  reinforcing the movement toward behavioral health, we

  are now formulating the first stakeholders meeting for

  the tip to get professionals in the field to give their

  input as far as the content of the tip.  And our

  expectation is in about 18 months that it will be ready

  for final draft review, so we're very excited about it.

  A lot of collaboration and cooperation across the three

  centers.  And I think that this is going to be exciting,

  particularly when it deals with women's issues and with

  the FASD program.

            The second is that we are finalizing a white

  paper on the effectiveness of warning labels,

  particularly around tobacco and drinking as it refers to

  many things, such as drunk driving, but it particularly

  focuses on the FASD women drinking during pregnancy,

  what has been proven to be effective, where are some of

  the problem areas, and we also looked at some of the

  successes that Canada has had around warning labels.  So

  hopefully -- it's in draft form at this point, but we're

  hoping to be able to start making that available for

  people to look at and use as a guidance for what works

  and what kinds of lessons we've learned that really make

  for effective programs.

            The third one -- and I found this to be very

  exciting -- is in working with the state of Alaska where

  there are very high prevalence rates of infants born

  with an FASD, we have had a concerted effort over the

  past five years with a number of prevention activities

  focusing particularly on Native populations, Native

  American women that are pregnant.

            And the exciting thing is that during the 1996

  to '02 time frame, which is where much of the study was

  focused, Alaska experienced a 32 percent decrease in FAS

  birth prevalence, which I find is so exciting to really

  demonstrate that some of the efforts -- some of the work

  that we're doing really is making an impact.  It's slow

  sometimes and frustrating, but when you see data such as

  that, it really demonstrates that we are on the right

  track and deciding where to focus.

            Interestingly, and this is one of those areas

  that we need to look at, was the decrease was among

  Native women, but among the non-Native populations in

  Alaska, the results have not shown to be as significant

  as they were in that area.

            And lastly, we have 24 subcontracts as part of

  the Center for Excellence that are focusing on a number

  of programs and directions to take.  The first is

  Project Choices, which is focusing on high risk women.

  And it looks at two specific areas, and that is teaching

  women to contracept, particularly if they are high risk;

  and the second is focusing on abstinence.  So these are

  women who are in treatment programs and it's a

  two-pronged effect, so if they do, in fact, relapse, the

  contraception is the second portion.

            To reinforce some of the things that were

  discussed before, we also are doing programs around the

  SBIRT, and we are getting -- while the data is very

  preliminary at this point, it appears to be very

  successful in identifying and referring individuals for

  diagnosis for an FASD.

            And lastly, we are making efforts as far as

  our media campaign, and as I said before, a lot of the

  information is preliminary data, but what we are

  receiving at this point is encouraging, I guess would be

  the best way to say.

            And I would like to open up for any questions

  or comments that you would have.

            MS. ENOMOTO:  Thank you, Trish.

            This is kind of -- I have a question that -- I

  didn't quite catch the point about SBIRT, that you're

  using SBIRT and it's effective for referring people to

  get a diagnosis of an FASD?

            MS. GETTY:  For children that are in, for

  example, health clinics or in juvenile correction

  institutions, it's a brief screening to identify whether

  there are factors that might lend toward actually

  diagnosing or identifying individuals for diagnosis if

  they are not --

            MS. ENOMOTO:  So --

            MS. GETTY:  -- that they would

  be --

            MS. ENOMOTO:  So --

            MS. GETTY:  -- referred to other agencies --

            MS. ENOMOTO:  Okay.

            MS. GETTY:  -- for support.

            MS. ENOMOTO:  So you have a screening and

  referral process to get people assessed for FASD, it's

  not that alcohol SBIRT model?

            MS. GETTY:  Correct.

            MS. ENOMOTO:  Okay.

            MS. GETTY:  It's a similar model, but the

  focus is on a different population.

            MS. ENOMOTO:  Right.  Okay.  Where -- and this

  is something -- actually, a paper we could send out to

  the -- to the committee as well.  We were having some

  challenges on the use of the term "SBIRT," and that it's

  become sort of like a Kleenex, that people are using

  SBIRT to mean lots of different things, but sort of in

  the literature, the SBIRT that we all know and love, and

  Naomi could go for hours on this, she was a key player

  in the development of the paper, but SBIRT, with the

  strongest evidence base, is around alcohol use and

  misuse, and then the developing evidence base around

  elicit drugs and then some component screening brief

  intervention referral pieces have evidence base for

  other disorders, such as, it sounds like, FASD,

  depression, anxiety, PTSD, but not the full-blown SBIRT

  models as we know them, and so that's just a sticking

  point as we get continued interest in SBIRT.

            As Gail mentioned, SBIRT is a rock star

  program of ours, and we have a danger of getting it

  mixed up with lots of other things, so just trying to

  keep it clean.

            So do we have comments or questions for Trish

  on FASD?

            MS. GETTY:  To follow up on what you said,

  Kana, you know, I've noticed that there's a difference

  with SBIRT with a T on it and SBIR, S-B-I-R, without the

  T -- how about that? -- as a differentiation.  One is an

  early identification referral that's usually focusing on

  substance abuse issues; the other is for early

  identification and referral, and it may probably be more

  inclusive for some of the other issues that you're

  looking at.

            MS. ENOMOTO:  Okay.  Starleen?

            MS. SCOTT ROBBINS:  I just wanted to make a

  comment around the effectiveness of warning labels.  The

  Women's Services Network has been working -- the women's

  treatment coordinators for the states have been working

  with stakeholders in their communities to send letters

  to the pregnancy testing companies to ask them to

  include a warning around FASD on their packaging or in

  their packaging, so we have also, you know, been very

  supportive of getting that warning label in the pregnant

  testing kits.

            And California, actually, did that several

  years ago and was pretty effective in getting all of the

  pregnancy testing companies here to include it on the

  box or in the box.  So much luck with your campaign.

            MS. GETTY:  Thank you.

            We have -- it's called NORFAS, the National

  Organization Related to Fetal Alcohol Syndrome, and they

  have worked very hard to get the warning labels in the

  pregnancy testing kit.

            One success we have had this past month is

  that Southwest Airlines has agreed to put in their

  brochures, as well as the information that is presented

  on the airlines, a warning about pregnant women

  drinking.  And so we are getting more people willing to

  put those warning labels out there.

            MS. ENOMOTO:  Great.  Thank you.  Thank you to

  all the staff who came together to provide an update.

  As you can see, we're very busy back at SAMHSA in doing

  lots of good things in the area of women and girls.

            I'm sorry to cut short any kind of

  conversation, but we do have our panel here --

            Oh, I'm sorry, Susan.

            MS. SALASIN:  That's okay.

            MS. ENOMOTO:  She's just become one of ours.

  She's become one of ours.  Susan Salasin from SAMHSA

  Health Services.  Thank you.

            MS. SALASIN:  I'll try to make this brief.

            I just had three things I basically wanted to

  give you an update on.

            The first is the National Center for

  Trauma-Informed Care and some of the activity and trends

  that are going on there.

            The second is a recently constituted, about a

  year ago, cross-governmental committee that grew out of

  the President's transformation initiative many years

  ago, and it's on women and trauma.  And it's the sixth

  committee that this initiative had established.  The

  first five were on things like employment and military

  families and suicide.  And they've decided it's time to

  come and do one on women and trauma, and so I was asked

  to organize it, and I'll give you an update on that.

            And then the third is the National Academy of

  Sciences Institute of Medicine is sponsoring a global

  health forum on violence against women and children, and

  I was asked to be on the planning committee.  We've had

  one meeting.  Jacqueline Campbell is chairing the group,

  and the forum itself will meet the end of January.  And

  it has a very heavy preventive focus, which I think will

  be of interest to a lot of people, and so I had a few

  things that I wanted to mention to you and make some

  materials available on that also.

            To begin with, NCTIC, as many of you may know,

  we're primarily sort of an education consultation --

  consultation technical assistance training center.  It's

  sort of grown in a geometric progression that has really

  taken everybody, not only by surprise, but kind of

  wonderment because we really started out the focus on

  mental health and substance abuse services and saw it as

  a very important program there, but it rapidly spread

  essentially to all of the public health services

  programs who had an interest in it.

            And so we began to talk about trauma more as a

  behavioral disorder that had behavioral manifestations

  that had impacted all of these different areas.  If a

  woman has trauma, there may well -- well may be impacts

  in the workplace, in the kind of housing sought, and how

  secure in issues that arise in the military.  You can go

  right across the departments, and every one of them had

  a very strong interest in issues of women and trauma

  stemming from their own particular responsibilities.

            And so we found ourselves serving a wide

  variety of both -- at all levels of government and all

  kinds of organizations in terms of the numbers of people

  requesting services.  And trainings can range from,

  like, five to ten people to a couple thousand over

  several days or, you know, a shorter time.  So last year

  we served about 20,000 participants through about 200

  events in 35 states and the District of Colombia.

            And these, as I said, ranged from very large,

  perhaps hospital-wide gatherings with maybe successive

  trainings through various departments to smaller, more

  intensive orientation sessions.  And basically we are

  equipped to introduce the topic to kind of familiarize

  people with it, to provide some initial orientation, to

  point directions in training, but not to actually do the

  training ourselves.  And there are a lot of groups that

  are developing in the field that actually do the ongoing

  training.

            If Roger's on the phone, he'll appreciate the

  fact that most come to realize it only takes about two

  years for an organization to really transform itself

  from non-trauma-informed to a really fully

  trauma-informed organization, so it's a considerably

  labor intensive project once an organization embarks on

  it.

            But just to give you a flavor of the kinds of

  trainings and consultations we do, I just wanted to

  mention a list of them:  The Seventh Congressional

  District Child Welfare Task Force that U.S. Congressman

  Danny Davis in Chicago sponsors, successive meetings

  with them; the Montana Coalition Against Domestic Abuse;

  essentially New York City Brooklyn drug treatment

  courts; New York State drug treatment courts; the

  Florida Department of Child and Family Services, which

  is branching out into the overall state of Florida now;

  many departments of mental health, corrections.  There

  has been a very, very strong interest in trauma-informed

  care from the -- from the criminal justice corrections

  perspective, so that really kind of gives you an idea of

  what's going on there.

            The Committee Across Government, we have about

  35 agencies and some agencies involved, and we recently

  held a federal round-table, a one-day event, in which we

  had a successive series of panels about several aspects

  of trauma-informed care and then broke into small group

  meetings.  And based on that, they produced a series of

  recommendations that are really incredible.  They're

  about six pages long, and they range from things that

  the whole group would do together down to individual

  things, projects for agencies.  And we're meeting soon

  to prioritize those and really set that out.

            And we have an agenda from each agency of the

  kinds of things they want to do around women or trauma,

  or are doing, which it's pretty fascinating to look at

  defense down to, you know, the Women of Women's Health

  and everything in between.

            And then the third issue, the committee that I

  mentioned, the -- Planning Committee which has

  just begun to meet, essentially the kinds of forums they

  do, they're really organized in four different segments:

  Setting the stage, implementation issues, models of

  moving forward, and then looking at essentially --

  models of way forward, also sort of not really

  recommending alternatives, but exploring what might be

  done next.

            And for this particular one on women and

  children, they decided to take up four issues, which is

  the global setting, global context, and then case

  studies they'll do on trauma-informed care, and then

  really look at how these can be blended together in a

  series of, not recommendations, but things about more

  evidence-based ways forward.

            One book we've got that I have a copy of, and

  I can send this to you, Nevine, if you're interested, is

  produced by the World Health Organization, "Purveying

  Intimate Partners and Sexual Violence Against Women."

  About 20 countries are involved in the surveys, and

  there's a lot of knowledge about that, particularly

  about preventive programs in this area that do seem to

  have some evidence for success, and that are considered

  practicable and considered for use, so that's it.

            MS. ENOMOTO:  Great.  Thank you, Susan, and I

  think the aforementioned violence prevention that Susan

  and SAMHSA are cosponsoring together with CDC, I think

  it's focused on violence prevention in lower and middle

  income countries; is that right?

            Any other questions for Susan?

            Great.  Thank you.  And again, fantastic work.

  Your trauma -- the issues of trauma and trauma-informed

  care, obviously they're very high on SAMHSA's priority.

  It's one of our top three initiatives.  It's part of the

  secretary's priorities, and her plan for the department.

  And in no small part did we go over this progress to

  Susan and her work with trauma-informed care and the

  tireless advocacy on this -- on these issues over the

  years, so thank you, Susan, for that.

            MS. SALASIN:  Thank you.

            We just received a joint request from New

  Zealand and Australia to send people over to have both

  country turning --

            MS. ENOMOTO:  Yeah.

            MS. SALASIN:  -- so that's what I mean by

  geometric progression.

            MS. ENOMOTO:  Great.

            Well, with that, I would -- I'm pleased to

  transition us correctly to the next panel who we are

  very fortunate -- we're calling it "SAMHSA In Action,

  Perspectives from Local Grantees."

            In our visit to San Diego, we thought we would

  take advantage of the fact that there's some really,

  really stellar folks doing the work that we are trying

  to advance across the country.  So Nevine actually went

  to our centers and asked, "Who are your stand-outs?"

  And these are the folks who graciously -- who were noted

  by their program directors, division directors and

  leadership within the centers, as great folks doing very

  good work, and that we are lucky to have as speakers

  today.

            We -- let's see.  We're going to ask our

  presenters to -- we'll probably need to adjust a little

  bit.  We'll give you about 12 minutes each.  We'll

  appreciate it, and we'll have time for council

  discussion.  And you'll find that we have a very active

  group of folks here.

            First joining us we have -- well, we've gone

  across the Center for Mental Health Services, the Center

  for -- and the Center for Substance Abuse Prevention,

  and MHS, the Mental Health North San Diego Mental Health

  Systems is out where Alyce Bedford is from.  It's

  actually a group that I first met at the C-SAT

  Conference on Women and Treatment in Recovery, but your

  grant is from CMHS on Primary Care Behavioral Health

  Integration, and so we were excited to learn that the

  program has a women's focus, and so that is why we

  invited you today.

            Charles Wilson comes from the Chadwick Center

  for Children and Families where they are doing

  family-centered care in a multi-disciplinary approach to

  child abuse and family violence.  We felt that was very

  fitting with this particular meeting today.

            And then SAY San Diego where Mary Baum is from

  is a DFC.  And we really haven't had a DFC at one of

  these meetings before -- and we haven't visited a DFC,

  so -- and DFCs are OMBCP grant programs, which SAMHSA

  administers, so it's a nice partnership.  But I thought

  it would be -- and it's very interesting, the work that

  you're doing with promotoras.

            So first, we'll hear from Alyce, and I'll

  introduce Alyce briefly.  She's the Vice President of

  Mental Health Services, Inc., and has spoken on numerous

  panels throughout LA County and San Diego County on

  stigma and mental illness, on gay and lesbian issues,

  and substance dependence.  And she presently oversees

  the -- what we so fondly call the PBHCI grant, for the

  Primary Behavioral Health Care Integration project in

  San Diego County for the Mental Health Service, so

  thanks, Alyce.

            MS. BEDFORD:  Thank you.

            First of all, I would like to say thank you

  for inviting me.  I'm glad to be here and happy to speak

  on the PBHCI project.  It's been very exciting for us to

  be a part of this.

            So we are one of 13 grantees across the United

  States, which makes it even all the better.  We have six

  participating organizations.  Of those six

  organizations, two of the -- we have two paired clinics,

  so in the south part of San Diego County, there are two

  clinics who are paired.  And that is Community Research

  Foundation and Imperial Beach Health Center.  And in the

  North County, which is the part that I oversee, is

  Mental Health Systems, Inc. paired with Neighborhood

  Healthcare.

            Of course, the county of San Diego is part of

  this project, and then overseeing all of it is the

  Council of Community Clinics, so I just wanted to

  mention that briefly.

            One of the unique aspects of this project

  which we've been fortunate in North County to

  participate in is rather than having outstation folks

  who we're sending our severely mentally ill clients into

  the primary care setting, we've been fortune to have the

  primary care setting actually grounded into the mental

  health program.

            So what we have in the mental health program

  is a nurse care manager, who is an RN.  We have also

  have a nurse practitioner who spends a couple of hours a

  day each week in the program.  We have a case manager

  and a whole bunch of data collection people who are, you

  know, gathering the information that we need to make the

  program work, obviously, so we can show what we're doing

  and that it's working.  Of course, the goal is to reach

  1,050 clients by the end of the fourth year.

            Some of the information that I have right now

  in terms of what we're doing and some of the outcomes

  I'll go over in a minute, but the nurse care manager --

  so we have existing mental health clinics.  Our clients

  come to those clinics to get mental health services.

  They're screened -- every single one of them are

  screened for diabetes, hypertension, hyperlipidemia,

  obesity, smoking, and, of course, drug and alcohol

  related issues.

            When it's determined that they have one of

  these preventable diseases, they're then referred to the

  nurse care manager on-site who begins the treatment

  process with them.

            One of the components, of course, is ongoing

  testing for them to determine where they're at with the

  medical conditions, but also to collaborate with the

  psychiatrist on staff so that we can make sure we're

  giving them the proper medications, because, as you all

  know, a lot of the psychiatric medications can enhance

  the medical conditions and vice versa.

            We have a wellness component on the program

  which is on-site at the mental health clinic that

  includes educational classes, partnerships with the

  California Smokers Help Line, individual goal-setting

  with each of the clients after they determine what their

  medical conditions are, and of course, we want that to

  coincide with whatever the psychiatric treatment is.

            We've had small group activities.  They go on

  walks.  They've done healthy cooking on-site to

  determine, you know, how can we -- because they're also

  folks who are fairly indigent, for the most part.  How

  can we cook healthy and still feel full?  So they've

  been doing that with them.  And then, of course, group

  exercises.

            So just as a breakdown for you, out of 101

  participants -- and this is only in the first three

  months of the program -- there were 47 men and 54 women,

  so as you can see, the women's population is quite

  large.  Now, what this means is these were the folks

  that were referred to the program.  The actual

  demographics of the clinic, we have more men than we do

  women, but because of the screenings that we're doing,

  we're determining that women are actually having these

  problems at a more rapid rate than the men.

            Age ranges.  We had one person who was between

  18 and 34; 37 between 25 and 44; 61 between 45 and 64;

  and two over 65.  So I think this speaks to the growing

  population that we need to focus a little more on, which

  is the older adults moving into the treatment phases of

  sort of the funding that needs to happen.

            Now, 78 of these folks were below the

  100 percent federal poverty level; 160 them were at

  100 to 200 percent below federal poverty level; and one

  of them was above the 200.  28 of them are Medicaid or

  Medicare, and 73 of them are uninsured.  So a huge, huge

  population of uninsured folks.

            With diabetes, the positive screenings, 16 out

  of 92 had diabetes.  Ten of those were willing to go for

  treatment.

            25 out of 96 had hypertension, and 16 of them

  were willing to go for treatment.

            Hyperlipidemia, which is the biggest problem,

  is 64 out of 92, and 26 of them were willing to go for

  treatment.  And of course, this is a big problem because

  these are liver issues, and a lot of the medications

  that they're taking are having effects on their liver,

  so to get them treatment would be wonderful so we could

  really coordinate the care with them.

            47 out of 95, about 50 percent of them, are

  obese.  13 of them were willing to participate in some

  kind of treatment.

            And 34 of 94 of them are smokers, and 23 of

  them were willing to go for treatment.

            Now, in terms of success stories, just so

  there's not too grim of an outlook, is that we did have

  one client who stopped smoking altogether.  One who has

  agreed to change his diet and regularly exercises.  We

  have a person who is medically treated and is able to

  eat solid food now and approved for CMS, which means

  that he's going to be able to get treatment the way that

  hopefully will decrease his medical conditions.  One of

  the clients who is morbidly obese started to walk five

  days a week, has decreased food portions, and has lost

  17 pounds.  This is in three months.  And then a client

  was screened for a positive undiagnosed cardiac

  condition and is now being treated for that as well.

            So we're having some really, really good

  successes, and there's many more to tell about, but we

  have limited time, I know, so -- I could just keep going

  and going.  It's a very exciting project.

            The nice thing is -- and a lot of the positive

  feedback that we're getting from the clients is that

  because the medical care is on-site at the -- at the

  clinic where they're getting their psychiatric

  treatment, they're feeling much more comfortable.  A lot

  of them have been in these clinics for a very long time,

  and so we've had more challenge trying to transition

  them into the primary care setting because they're

  scared.  It's a completely different look to the

  building, the staff are different, so we've actually had

  to literally walk them into the primary care clinics and

  sit with them in order to get them to feel comfortable

  enough.  And then even when they see the doctors,

  sometimes they want to sort of scuttle back over to the

  mental health clinic, because it's just a comfort for

  them.

            MS. ENOMOTO:  Thank you very much, Alyce.

            MS. BEDFORD:  Thank you.

            MS. ENOMOTO:  It sounds like that -- that's

  exactly what we were hoping on accomplishing with the

  grant programs, so it's so gratifying to hear that.

            I'm going to ask that we hold the questions

  and get through our presenters, and then we'll do

  questions to all three of you at the end.

            Our next speaker on the agenda is Charles

  Wilson.  He's the Executive Director of the Chadwick

  Center for Children and Families, and the Sam and Rose

  Stein Endowed Chair, and the Child Protection at Rady's

  Children Hospital in San Diego where he oversees a large

  multi-service child and family treatment organization

  providing prevention, intervention, medical assessment,

  and trauma treatment services, along with professional

  education and research.

            Mr. Wilson serves as the Director of the Child

  California -- Evidence-Based Clearinghouse for Child

  Welfare under contract with the California Department of

  Social Services, and the Chadwick Trauma-Informed

  Systems project for SAMHSA, and the Safe Kids California

  Project funded by the HHS Children's Bureau.  He

  co-chairs the Child Welfare Committee at the SAMHSA

  Funded National Child Traumatic Stress Initiative, so

  thank you very much, Charles.

            MR. WILSON:  I'll try and move rapidly through

  this in our time limit, and I apologize because I think

  I'll skip a couple slides visually up here, given the

  expertise in the room and the fact that we want to make

  this a little tighter on time.

            But what we've -- I'm not sure -- let's see.

  Where do I point this, at the screen?

            MS. KOSTIUK:  Anywhere.

            MS. ENOMOTO:  Anywhere.

            MR. WILSON:  Anywhere?  These guys?

            MS. GAHED:  Ben?

            MR. WILSON:  Maybe if Ben could figure that

  out while I start talking and we'll catch up.

            I'm not sure how familiar you are with the

  National Child Traumatic Stress Network as one of your

  projects which was established back in 2001, and we are

  what's called a Category 2 center within the National

  Child Traumatic Stress Network.  And there are about 15

  or 16 sites.  And our mission is not local; it's,

  indeed, national.  And so as a Category 2 site, we're

  looking at changing systems across the nation.

            And our particular niche in the National Child

  Traumatic Stress Network is looking at trauma systems

  issues, particularly as it relates to child welfare

  systems.  And if you look at where traumatized --

            Now where do I point?

            It doesn't matter.

            You know, the mission of the network is to

  raise the standards across the country in terms of

  servicing traumatized children and their families and

  communities.  And within the network, a population,

  which -- in which trauma history is almost universal are

  children coming into the child welfare system in the

  United States.  So our thinking was if we want to make a

  big impact on systems, that would be a way we could

  approach it.

            And so we talk a lot with them -- and I'll

  just slide through these slides very rapidly because

  you're very familiar with -- trauma here is not -- a lot

  of people in child welfare refer to trauma as just bad

  things that happen to kids, and so we're drawing the

  distinction between issues that really overwhelm the

  child's capacity to cope, the impact that really is a

  physical and emotional response, a biological as well as

  the psychosocial.

            And so we spend a fair amount of time working,

  and we're working right now initially on this grant.

  This particular generation of this grant started in

  April, so it's relatively new.  And we have three pilot

  sites:  The state of Oklahoma, the state of New

  Hampshire, and here in San Diego County, and then we're

  working with others, including Florida and a host of

  programs across the United States to begin to raise the

  issues of traumatized children and their families with a

  recognition that trauma doesn't exist in a single event.

  It often occurs over and over again in these young

  children and impacts -- it is very acute.  It impacts on

  the biology of the child now, as well as on their

  ability to learn, their ability to interact with others,

  their social issues, their world outlook.

            And the A study references -- gathered a group

  that's very familiar.  The Davis -- right here

  in San Diego.  They're a good friend and colleague.  And

  so we can see there are long-term impacts.  So -- I just

  kind of glossed through that just as a frame of

  reference.

            When we talk about trauma-informed systems, we

  actually have developed and evolved our understanding a

  little bit of this, and so we -- we have kind of a

  perspective -- the trauma-informed system, as it relates

  to child welfare.  Well, understand the impact of

  childhood traumatic stress on children served by the

  child welfare system, and that's just one component.  It

  is really understanding child trauma.

            The other is how the system can actually help

  mitigate those impacts or they can make it worse.  This

  extremely complex-looking diagram just kind of attempts

  to illustrate that you have a child who exists within

  the context of their family, their life context, their

  community context, their cultural context, and then

  along come bad events, traumatic events.  And then all

  these other people come in, and each of those has --

            In law enforcement, when a piece of evidence

  is picked up at a crime scene, it's called a chain of

  that custody.  Everybody who handles that weapon that

  was used in a homicide has the chain of custody, because

  they have the ability to put fingerprints on it, smudge

  things, lose it, and so you want to preserve that.

            Well, the same is true here.  We have the

  ability to help the child's traumatic experience or make

  it worse, so law enforcement officers treating children

  in the middle of a crime scene in a homicide, a DB

  homicide, for example, treating them is just, you know,

  in the way, can make it worse.  Child interviewers and

  child sexual abuse case workers interview kids over and

  over and over again can make it worse, or if we do it

  right, we can make it better, and so we try and help

  systems begin to understand they're the lead influence.

            We also want to look at what factors help

  children and families' resiliency after trauma.  We

  recognize that not all children are going to be impacted

  by trauma the same way, and the impact of trauma -- some

  will be able to bounce back from it, and some not.  And

  that becomes a really important issue as we talk to

  people around the system.

            We find folks aren't talking about trauma or

  they say everything's trauma, and trauma's just

  overwhelming and hopelessly bad and all kids are ruined,

  and so we begin to try and help their residency factors

  that help children get through this.  Many of those are

  natural resiliency, and we need to tap into that.

            But in doing that, we began a year or so in

  this project -- and actually, it was at a SAMHSA

  meeting.  I was asked to come speak, and, you know,

  there was a group of substance abuse providers, and the

  -- I was talking about child trauma, and afterwards all

  these people came up afterwards, and you kind of know

  when you do okay in a session, people kind of come up to

  you afterwards.  And they were saying, you know, "You're

  just describing our clients.  They're just bigger."  You

  know, this is the stuff that happened to them.  This is

  how they're reacting to life, and they're using drugs to

  help them.

            And so we went back and refined our thinking

  that a trauma-informed system not only understands child

  trauma as it relates to child welfare, but the impact of

  past trauma on the families with whom we're interacting,

  so we're trying to learn a lot more about adult trauma

  than we used to understood, and how that adult trauma

  may interfere with the care-giver's ability to care and

  support their child.  Whether that's trauma that

  happened last week because of DB or trauma that happened

  when they were five years old.

            At the Chadwick Center, we have a large -- we

  have 40 trauma specialists.  That's -- you know, our

  mental health program is all about trauma.  And we have

  folks who specialize in DB, and they're continuously

  frustrated by the other systems' inability to understand

  what their adult clients are going through, and how they

  get -- how the child welfare worker will get into a

  power relationship -- conflict relationship with the mom

  and not realize they're just triggering this pattern of

  behavior that's being going on, and neither party is

  getting what they need.  So we want to have these --

  really begin to understand adult trauma.

            But also the work force itself.  Not only do

  we have to worry about child trauma and adult trauma, we

  have to worry about the vicarious trauma.  Our trauma

  specialists deal with nightmares they bring home from

  their work.  If you deal with six or seven or eight kids

  during the course of the day talking about their horror

  stories, it's got to creep into your life, not to

  mention that exposure trauma is part of the job at child

  welfare.

            Our colleagues in New York City did a survey

  and found almost 30 percent of the child welfare work

  force in New York City reported some degrees of

  traumatic stress that even approached clinical levels,

  and many have been exposed to violence.  They've been

  with dead bodies.  They've seen the types of things that

  produce trauma just by the nature of the work.

            And so a trauma-informed system, we want to

  move it down from the very practical level.  The first

  kind of efforts around trauma and child welfare has been

  people like Bruce Perry particularly coming in and

  talking about "trauma's bad," but at the end of the day,

  what does the child welfare work force do with that?

  We'll stipulate "trauma's bad."  What are practical

  systems?  And that's what we're really beginning to work

  with.  We're identifying those kind of hands-on things.

            So one thing SAMHSA has funded this spring --

  or this fall and into the spring is what's called a

  breakthrough series.  It's a learning collaborative.

  Nine sites across the country are going to look, how can

  we help reduce inability in foster care, kids bouncing

  from placement to placement using a trauma-informed

  approach, so places like San Diego, Oklahoma City, New

  Hampshire, Marion County in Florida, North Carolina,

  Houston, Texas are all going to be kind of experimenting

  with that in a series of what we call rapid cycle

  improvement efforts.  We're going to be documenting all

  that.

            Meanwhile, we're surveying the people who do

  the national -- what's called a Child and Family Service

  Review System for the Children's Bureau within ACYF.

  All states go through these reviews, so ACYF has agreed

  to allow us to survey and interview their surveyors to

  identify what are exemplary examples -- or examples of

  really high quality trauma-informed care in child

  welfare so we can begin to this create this bank of

  really good ideas and spread it at a practical level.

            Now, along the ways within the network, we've

  developed a number of resources that are now possible.

  There's now training for foster parents that can be

  downloaded free from the web that people around across

  the county use, and they went live this last spring.

  There's a child welfare training tool -- tool kit for

  child welfare workers that was developed about two years

  ago.  They were having a series of Training for Trainers

  across the country with our grant now.  And in that,

  we've identified a series of essential elements of

  trauma-informed child welfare practice.

            The first is maximize the child's sense of

  safety.  Child welfare historically has focused on

  physical safety, not psychological safety.  I used to be

  a child welfare worker, you know, back in the '70s.  And

  looking back, I'm fairly confident I made the right

  decisions about which children should be removed and

  which ones shouldn't, but the way I removed kids back

  then was awful, so we're looking for ways that we can

  focus on psychological safety rather than just physical

  safety.

            We want to use comprehensive assessment of

  children who have had traumatic experiences.  Most all

  the kids in the child welfare system have had traumatic

  experiences, but we're more interested on the impact of

  that trauma on the developmental behavioral, and when

  they really need appropriate services, not --

            You know, we have a colleague who's a

  commissioner in one of the states who we were getting

  along with wonderfully, but he kind of got the thing.

  Now, he thinks trauma-informed therapy is the answer for

  everything.  Every kid needs it.

            Well, that's an evidence-based practice for

  kids with certain needs, so what we want child welfare

  systems is to assess which kids need what intervention,

  and get the right intervention to the right child from a

  pool of evidence-based practices, not just one size fits

  all.

            If trauma-informed care just becomes the new

  buzz word and everybody gets trauma-informed care now,

  and everybody needs trauma services, then we've

  accomplished really nothing, other than just changing

  some semantics.

            We want to help children with overwhelming

  emotion.  Some of that emotion relates to clear

  traumatic symptoms, nightmares, intrusive thoughts.

  Sometimes, quite frankly, it's because they were a baby

  at six months of age when the world was warring around

  them and their brain chemistry is such that they're

  highly reactive.  They're going to respond to a

  different type of intervention.  We need to address the

  impact of trauma on that's child's behavior and

  development, and help children make new meaning out of

  their trauma history and current experiences.

            We need child welfare workers to coordinate

  with other agencies, and how and when to apply

  evidence-based treatments, not one size doesn't fit all.

  Doing an evidence-based treatment doesn't make sense

  when it's not the right evidence-based treatment for the

  right child.  We certainly learned that in this project

  and in our California evidence-based clearinghouse,

  which is kind of like the child welfare equivalent to

  --, by the way.  ACF doesn't have its own, so

  we're kind of the child welfare version of trying to

  sort through some of these issues.

            We want to support positive and stable

  relationships.  For children, the best prognosis is how

  their care-givers are doing.  We provide some guidance

  to that family recognizing that many of the adult

  care-givers with whom child welfare interacts are

  victims themselves.

            And then we want to manage the professional

  stress along the way.

            That's kind of an overview of where we're

  going with this project.

            This is just a little thing on trauma-informed

  that we share with child welfare workers about what

  evidence-based trauma-informed practices looks like.  We

  find that many children get referred to community mental

  health providers who never talk about trauma, because,

  as one child said, talking about their therapist who

  they had been seeing for two years, "He wasn't ready for

  it."

            And so how do we help them find people who

  actually are comfortable talking about bad stuff and do

  it in a way that is supported by the science available

  to us?

            There are a series of resources.  The

  California evidence-based clearinghouse web site is up

  there, CBC for Child Welfare, our web site, and our

  colleagues in South Carolina that an evidence --

  trauma-informed cognitive therapy web course available.

            And we'd like to think that we have the

  original San Diego conference at the same hotel in

  January.  Come on back.  There will be about 2,000

  people from 36 countries coming, so that's a quick

  walk-through.

            MS. ENOMOTO:  Thank you.  Thank you very much,

  Charles.  That was a very timely presentation, because

  we are also having conversations with ACF and Brian

  Samuels, who has been a real advocate of bolstering the

  trauma-informed -- the trauma-informed child welfare

  system, but also one that's doing promotion of emotional

  health and mainly focusing on whether the resiliency

  factors that we can bring out in these kids -- not just

  looking at the risks, but really the whole child, and

  the strengths that they're bringing to the table.  So

  more conversation to come.

            I'd like to introduce now Mary Baum, who

  manages the Alcohol, Tobacco and Other Drug Use

  Prevention Program for San Diego.  She's been in the

  field of public health with a focus on prevention for

  over 15 years.  And her current pragmatic work has been

  focused on developing the skills and knowledge of

  Latinas to work as community health workers and

  promotoras to deliver the message of prevention in their

  communities.  It's very cool stuff.

            Thank you, Mary.

            MS. BAUM:  Well, again, thank you very much

  for inviting us to present the work that we've been

  doing here in San Diego.

            I know many of you know about the promotora

  model.  It's been utilized in public health for quite

  some time, and there's a lot of research around -- over

  history, you know, they've always had -- people have

  always had a much easier time of delivering the messages

  using people from the community that understood the

  community, maybe just needed a little training on the

  subject matter, but really had a better sense of what

  the community was able to absorb, take and understand at

  that moment, and what they were ready to really engage

  in.

            So we just wanted to give a little perspective

  of how we've been doing, the promotora model here in

  San Diego.  What we found is -- we are a DFC.  The Cinco

  de Mayo -- Coalition is a project of SAY, and

  we are a DFC-funded coalition.

            SAY's prevention work has been so focused on

  environmental prevention that we found that there was

  this missing component of direct services without having

  to spend -- or really have a team focused on direct

  services.  A lot of our community members felt the need

  of more of a -- a more personal approach with the

  delivery of the message.

            And as we're passing policy and working with

  our elected officials to, you know, look at social host

  ordinances, look at billboard ordinance, you know,

  that's great, but if the message isn't getting to the

  community, we're not really making a difference, and so

  we brought in the promotora model.

            My colleague, Nancy Machuka, developed some

  fabulous recruitment materials and training materials.

  There's also a way of doing the promotora model that is

  not successful if it's not organized on the front end

  well.

            We've done the promotora model where we just

  got people who wanted to help, and that is not the way,

  really it -- it requires a training, a recruitment, a

  kind of an interview process to really make sure you're

  getting the individuals who are truly there, who are

  really ready, who have the time commitment, and with the

  Cinco de Mayo Coalition, we really were successful in

  finding five promotoras who have been incredibly

  successful, effective, have developed their own projects

  now, so we're -- we have all our materials.  We will

  share, if anyone would like them, all the recruitment

  and training and orientation and public speaking, and

  all the information that we've been able to provide

  them.

            Just a little historical perspective on the

  promotora model.  I know everyone probably has seen

  that.  They're really community health workers that are

  provided the knowledge, the skills and the information

  to bring healthcare information, public health

  information, prevention, how to speak to your children,

  understanding what the newest issues are, you know,

  prescription drug use is huge.  A lot of Latino families

  have no clue about that.  And we were able to really

  provide a lot of this information, and it's been

  incredibly well received.

            Just some more information.

            The characteristics.  What we looked at is we

  really wanted people who could speak the language and

  knew their communities, and they were looked at as

  leaders already in the community.  They're part of their

  PTA.  They're part of their kids' schools.  They're

  really that lady at the farmer's market that everybody

  knows, so we definitely were looking for these

  individuals.

            And, you know, they're experts in the problems

  facing the community.  They know so-and-so's son, or

  this and that, these issues are facing the community,

  but they don't really know what method to deliver that

  information.  That's where we came in with the skills

  and knowledge.

            The five -- seven core -- the seven roles --

  Rosenthal five nationally identified seven core roles,

  and these are them.  You know, they are able to provide

  all of these.  And these are skills that people have

  already.  They haven't been to college.  They haven't a

  formal university formal education, but they have these

  skills and knowledge, and they're so ready and bright

  and amazing.

            And so we implemented -- I just want to give

  you one project that we implemented.  We've implemented

  it on various projects of ours.  A couple years ago, the

  project -- the Partnership for a Drug-Free America came

  out with Meth 360.  They adopted it for the Latino

  community but weren't really getting it out to the

  Latino population, and so we -- they found us, thank

  goodness, and we were able to help them -- they had

  already translated some of the information -- a lot of

  public speaking information wasn't adopted, so we worked

  with them to develop that training component where Meth

  360, Atravez de la Crystal Meth is what it's called in

  Spanish, and we implemented --

            These are four of our promotoras.  They've

  presented at conferences.  They've gone to Cadca here in

  San Diego.  They had a conference a couple years ago, I

  think, or last year -- some years, but it was the

  mid-year training.  They came to it.  They loved it.

  They've learned so much, so these are four of our

  promotoras.

            And this is a little bit about Meth 360.  It

  was really delivering the message of what kids are

  doing, having parents understand what to look for in

  their rooms, how to speak to your kids about drug and

  alcohol use.  And that's a big issue, I think, that's

  hard on parents.  They think, you know, they better talk

  to them when they're 15, 16, and really helping them

  understand that 10 years old is maybe -- if they felt

  comfortable at that point, they should at least start at

  that point, maybe earlier if they could.  And that was

  difficult for the Latino community to really speak to

  their kids about alcohol and drugs.  "It's, you know,

  not my child."

            And so the importance of the training.  We --

  this is some of the training that they went through,

  communication skills, the environmental prevention

  model, how to do surveys.  They've gone out and assessed

  dispensaries.  They've gone out and assessed liquor

  stores, and it really opened their eyes, not so much

  because we needed that information, we could have done

  that, but really it's an eye-opener to have a community

  member go out there and really go into a shop, go into

  these areas and really understand what the environmental

  impact of all the billboards or the alcohol marketing --

  you know, it's really an eye-opener for the community

  once they see and say, "Oh, so it's not okay that this

  is in our community," so we really wanted for them to

  get an in-depth training in that process that we're

  always engaged in.

            So the Meth 360 campaign had these components.

  It was a little scary.  I think it really shocked them.

  They were scared to death, and I think it is a very

  scare-you-straight type of presentation which they

  liked, and so we were happy that they liked it.  And

  they adapted it to what they felt comfortable as they

  did their presentations, so we were really proud of

  them.  They put in their own words, they were part of

  that process of making it user-friendly for the

  community, and so they loved it.  They have gone out.

  We have some information.

            This is their -- some of their certificates of

  completion.  We made sure that, you know, they felt like

  this was -- this was important.  You're getting a

  certificate.  You are now a trainer.  You are official,

  and you go out there, and if you can get a group of

  people who will support you, they were the bosses.  We

  were their TA the entire time once they went through the

  training.

            And so these are some of the areas that they

  did presentations at.  They did it at the Consulate

  General of Mexico in San Diego.  They have a referral --

  or an area where they come in for different -- they're

  referred to different programs or they're just coming

  into the country, new immigrants, and this was an

  opportunity for them to do a presentation to this group,

  and then also at health fairs that the Mexican Consulate

  had established for new immigrants coming in from Latin

  America.

            And then as well, we did different health

  fairs where people would just come, and they wanted to

  do surveys, they wanted to survey the community.  They

  got a lot of new presentation requests at these health

  fairs, so we've gone all over the county, probably

  stepped on a few toes, because, you know, the providers,

  it's very regional work, but our promotoras have been

  invited all over the county to teach other promotoras,

  teach other women, so they're really loving the Train

  the Trainer model that they've been -- they're just

  amazing, amazing women.

            They've also gone to the schools and were able

  to get them on the marquis and get set-up presentations

  for the ELAP course -- the ELAP schools and the PTAs,

  and so here they are presenting to pretty large groups.

  They did media events at some of these.  They've spoken

  in the media.  That's an area for growth that they

  really want to be able to get the word out in a large

  capacity, so we're really proud of them in that area.

            And these are some of the results.  We were

  part of National Health Week last year.  Every year, we

  participate in National Health Week, and last year this

  was the message that we provided.  And this is what we

  did in a week -- a week -- by National Health Week, this

  is what they were able to do during that time -- or two

  months, sorry.  The National Health Week was a week.

            So this is their successful campaign, and it

  was really because of the promotoras that we were able

  -- I mean, Partnership for Drug-Free America was amazed

  they were able to reach that many Latino parents with

  this -- just this process.

            So I think it's definitely an adaptable

  process that you can use with different other ethnic

  groups.  Right now, we're looking at working on

  smoke-free multi-unit housing.  We're working with a

  researcher at the Morris Cancer Center to write a grant

  together to see if we can adapt it to the Somali

  population, to people who are really in -- you know, in

  the apartments, in multi-unit housing who have not had

  any success in getting smoke-free housing and talking to

  their other residents, and really helping empower other

  ethnic communities, other groups, to really feel like if

  they have the knowledge and experience and the

  information, that they can deliver that message.  And

  it's more well accepted by them.

            So we're working on that.  We definitely have

  been successful in the Latino community, and we hope it

  continues to be successful.  Community health workers

  really can do so, so much, and it's a really great

  benefit for them as well.  And we help them with their

  resumes, if they're ever looking for employment, so it

  really is a skill-building, resume builder and, you

  know, I just recommend it for anyone trying to work with

  more -- getting deeper into the community.

            It removes cultural and linguistic barriers.

  It increases trustworthiness.  It helps deliver the

  message in a more culturally competent way without

  having to go through a bunch of culturally competent

  trainings.  They're great, but really this is a much

  more effective way to get that information to the

  community in a culturally competent way.  And it helps

  us build the agency's reputation within the community.

  We're not just this overarching large agency that's kind

  of standing there, but really part of the community.

            And this is our contact information if anyone

  wants additional information or some of the resources

  that we have.  We would love to share.

            So thank you for letting us share this.

            MS. ENOMOTO:  Great.  Thank you, Mary.

            One of our members -- one of our outgoing

  members, Britt Rios-Ellis is not here today, but I'm

  sure she would love to see your materials.

            MS. BAUM:  Wonderful.

            MS. ENOMOTO:  We'll get that from you and send

  them along.

            MS. BAUM:  Absolutely.

            MS. ENOMOTO:  She does a lot of health

  promotion and early intervention work and prevention

  work with mid-Latinas in LA, so thank you.

            All right.  So opening it up, do we have

  questions or comments?  We sort of got the waterfront in

  terms of issues here.  This is a real diversity but also

  a nice sampling of the kinds of things that SAMHSA does,

  so comments, questions?

            Yes, Gail.

            MS. HUTCHINGS:  You know, you all did very,

  very well.  I don't even know where to start, but I'm

  such a fan of each one of the programs.

            I guess, first congratulations for being one

  of the grantees.  I wrote a grant for a client and

  didn't win so -- yet, yet.  So congratulations.  It was

  very, very competitive.

            I'm so much shocked by some of the statistics

  of how few -- how impoverished people were that were

  coming out of the 100 and something sample that you

  mentioned and how few were on Medicare, so I guess I'm

  wondering, you know, is entitlement enrollment part of

  the service?  We'll start there.

            MS. BEDFORD:  Entitlement enrollment was not

  originally part of the service.  What we are looking at

  is making that a piece of the intake, because it is so

  necessary in order to transition clients even into

  primary care to get, you know, the screenings and things

  like that.

            With such a limited amount of funds for any of

  them really -- even those that have the funds, it makes

  it difficult for them, because they just haven't had the

  training and money management and things.  So at the

  moment, it is not part of the service, but we are

  looking at making that a piece of it.

            MS. HUTCHINGS:  Because I'm thinking from

  the -- you know, the national evaluation that's coming

  together and the pilot that's been done, I'm not sure if

  that's been part of the pilot or not, but it clearly

  needs to be.  And then of course, you know, SSDI, all

  those, et cetera, so I'm guessing if it's something

  you're experiencing, it's probably somewhat common to

  the 12 grantees and, of course, the other cohort that

  we're hoping will get announced any day now, too.

            When you talked about the partners that were

  paired in the clinic, are they FQHCs with a CMHC?

            MS. BEDFORD:  They are FQHCs, yes.

            MS. HUTCHINGS:  Okay.  Okay.  And just real

  quickly, I'm curious about reimbursement for

  medications.  My experience is that FQHCs get such a

  cheaper drug formulary than community health centers do.

  Have you worked out how you can get to save a lot of

  bucks?  You know, because I know a lot of clients are

  grappling with the difficulty between -- exactly as you

  were expressing so well, much better than I would, at

  least -- which is so many people with serious mental

  illness aren't comfortable going to primary care centers

  for stigma reasons and being treated poorly in them, if

  treated at all, and at the same time CMHs can't afford

  increasing drug costs they have, so where are you?

            MS. BEDFORD:  It's interesting that you say

  that because we just had a discussion about partnering

  with the FQHC to see if there was a way we would be able

  to get the drug costs through them, and they're open to

  it.  It's just a matter of figuring out how to do that

  so that -- you know, so that we're making it possible to

  do.

            But yeah, we just -- I mean, within the last

  couple of weeks that's been a discussion that came up.

  And it wasn't a formal discussion, it was the nurse care

  manager working in the clinic said, "Hey, have you guys

  thought about the drug costs?"  Because that's one of

  the biggest barriers, particularly for the indigent

  folks is, "How do we pay for the medication?"

            And so through informal conversation, now it's

  moved up into a more formal meeting to figure out if

  there's a way that we can get the drug costs that

  they -- that they're getting.

            One of the things that we did do,

  interestingly, is we started using their labs --

            MS. HUTCHINGS:  Right.

            MS. BEDFORD:  -- for our psychiatric patients

  because, as well, they get a much cheaper rate.  So we

  have transitioned the lab work over to get the -- we're

  sort of sharing with the FQHC, and they've agreed to

  pick up at the mental health clinics.  So that was one

  of the things that came out of that discussion.

            MS. HUTCHINGS:  What we did, and we actually

  wrote it into -- it must not have been active because it

  didn't work, but we took the top ten psychotropic

  medications that were most often prescribed for the CMHC

  population who wanted to look into the program, and we

  put their costs versus the FQHC costs.  Shocking

  differences.

            MS. BEDFORD:  Yeah.

            MS. HUTCHINGS:  90 percent for most

  medications --

            MS. BEDFORD:  Yeah.

            MS. HUTCHINGS:  -- less than the FQHC.  So

  that's probably something that should come up to the

  attention of, not only the evaluation arm, of course,

  but the TA center that SAMHSA will fund them as well.

            MS. BEDFORD:  Yeah.

            MS. HUTCHINGS:  So thank you so much.

            MS. BEDFORD:  No, thank you.

            MS. ENOMOTO:  Susan?

            MS. AYERS:  I love the child welfare piece

  here since that's kind of my bailiwick, and I'm from

  Massachusetts.

            MR. WILSON:  Oh, yeah?

            MS. ENOMOTO:  Actually, if I could ask the

  members to -- we didn't get a chance to go around, so if

  you could just say who you are, so Susan, just introduce

  yourself.

            MS. AYERS:  Great.  And we got a new

  commissioner a number of years ago named Harry Spence

  who had come from the New York school system, actually,

  and he was so eloquent about all the things you're

  talking about right here as a newcomer to even child

  welfare.  He said if you really, just as an outsider,

  just start arriving and you took a look at how families

  were approached, how, you know, terrifying it was for

  both the child welfare worker and the parent on the

  other side of the door, and all of the -- all of the

  things that you're talking about particularly around

  psychological safety and focusing on the family, I think

  it's a very exciting initiative and really desperately

  needed, I guess, you know, across the country.

            Thanks for your work.

            MR. WILSON:  Thank you.  Just one comment is

  in that breakthrough series where they're looking at

  trauma -- using trauma-informed practices for places.

  Massachusetts is one of the places that have been

  selected to participate, so --

            MS. AYERS:  Okay.

            MS. SCOTT ROBBINS:  Hi.  I'm Starleen Scott

  Robbins, and I thank you, all three of you, for your

  presentations.  It's great to hear some of the things

  that are happening and working.

            I'm really interested in hearing more about

  the wellness component of your project, and also how you

  actually get the promotoras -- how you kind of bring

  them into the program.

            MS. BAUM:  Okay.  We have developed really

  great relationships with the schools and the PTAs and

  the English as -- second language schools where the new

  students come in and they need some assistance with

  English, learning assistance, and there, we were able to

  post our recruitment fliers.

            We also went to different collaboratives and

  passed them out.  We went to farmer's markets, and

  really we had a large number of just where the community

  kind of interacts, different community groups, and we

  got a large number of individuals that were interested.

  And we went through a recruitment -- an orientation and

  an application process where they had to fill out an

  application, give us a little information about

  themselves, their involvement in the community, you

  know, where they were at, how much time they could

  commit.

            And we actually have a list of the five that

  are promotoras, but there were additional women in the

  community that said, "We still want to participate even

  if we're not" -- because we only had incentive money,

  which is so limited.  They're not there for the $60 they

  get a month.  They're there because they really care

  about changing their neighbors, their communities for

  their children, which is really important.

            And so we do have another list of community

  members who remain involved and help out through the

  whole process, but it really just is a week of, you

  know, scheduling interviews, discussing with them what

  their goals, what they -- what they wanted to change,

  and really making that selection in that way.

            But getting the members to come, I think, was

  easier than we thought because we have such a strong

  relationship with different groups.  It's a small --

  it's Mid-City in San Diego, so it's a small area of

  San Diego.  It's a very collaborative and community

  partner rich group, and so I think that was a benefit

  for us -- and the schools, we have a great relationship

  with the schools.

            MS. SCOTT ROBBINS:  Thank you.

            MS. BEDFORD:  I'm Alyce.  I'll speak on the

  wellness component.

            What we did was -- and this wasn't easy, by

  the way, is we actually started out with advisory

  groups, and the nurse care manager came into some of the

  existing groups that were already going on at the

  clinics with the clinicians, so they were maybe an

  education group or a process group.

            And she started out introducing herself and

  this is the project, and one of the components of the

  project is wellness.  Well, most of the clients didn't

  know what that meant, so she went through an educational

  piece with them and then started to bring them together

  as peer advisory groups to start asking them about the

  things that they thought would be helpful.

            Some of the things that came out of that,

  obviously, were exercise, eating.  "We don't have a lot

  of money.  How can we eat, you know, healthy and afford

  it?"  And plus, by the way, we don't know how, and a lot

  of us live at homes where we're not allowed to cook, so

  what about snacks?"

            And so the Council of Community Clinics funded

  a piece to actually hire someone to come in and write an

  entire curriculum, basically, around wellness, and so

  the components of that are really based on the feedback

  from the clients.  And they have done things like meet

  at the park, instead of meeting at the clinic, and

  walking and encouraging them to walk.  Really, walking

  is a huge piece of this.  And educating them about their

  medications and what kinds of foods they can eat and not

  eat.

            And then, of course, they had the cooking

  piece where they started cooking with them, which

  ironically wasn't a huge turn-out.  I happened to show

  up that day, and they were making -- it looked pretty

  good, it smelled good, but maybe three or four clients

  showed up.  We're getting huge turn-outs at the park,

  you know, for walking.  They want to walk and just kind

  of socialize and hang out.  Usually when we have food

  present, they'll show up, but I think that piece where

  we said it was going to be healthy scared them a bit,

  and so, you know, if there were pizza, they would be

  there, but when they said, "healthy food," all of a

  sudden two or three people showed up.  It wasn't as

  exciting.

            And then, of course, teaching them about

  smoking.  Smoking in the mental health community is

  huge.  I mean, that's really historically how we kept

  people busy in the hospitals.  Give them cigarettes.

  Give them cigarettes, and they would sit out there and

  smoke all day.  And now we're telling them, "You've got

  to find something else to do."  So of course, while

  we're taking things away, we're trying to help them put

  things in, and that's where the wellness piece comes in,

  but it's really an educational piece about what does

  that mean, what does wellness mean, because they don't

  know.

            MS. SCOTT ROBBINS:  It is such a significant

  part, and we focus so much on the treatment piece, and

  we don't realize that -- I mean, we are trying to treat

  the whole person, and without that, I mean, you know,

  people do have to have a way to socialize and to be

  healthy, but -- and they can make healthy pizza too.

            MS. BEDFORD:  Yes, they actually did.  They

  did do that.

            MS. SCOTT ROBBINS:  I bet.

            MS. BEDFORD:  You know, the other thing is an

  agency -- when we were at the SAMHSA conference, the

  conference after all of the grantees were awarded, we

  went to a conference last year, and one of the things

  that they talked about was the agency has to buy in from

  top to bottom.  And so I think what our agency has done

  a really good job of, and probably not intentional, but

  it also has a huge focus on wellness and that we really

  -- I think, Charles, you mentioned this with the

  trauma-informed services is you have to have healthy

  clinicians to have healthy clients.  And so we're really

  promoting that health piece with the staff as well, so

  it's trickling.

            It's easier for them to buy into telling a

  client, you know, what the effects of smoking are when

  they're not going outside and smoking a cigarette

  themselves, so -- and the clients see that, you know, if

  you don't practice health, they're going to know.  Plus,

  they'll smell it on you and, you know, "How can you tell

  me and you're obviously smoking?"  So that's a big part

  of it.

            MS. ENOMOTO:  Thank you.

            MS. BENAVENTE:  Good morning.  My name is

  Bobbi Benavente, and I'm from Guam Department of Mental

  Health and Substance Abuse.  I just wanted to thank you

  for your presentations.  It's very interesting.

            I wanted to share with Mary in particular

  about the work that we do on Guam and how we share the

  same philosophy with working with community folks, youth

  and parents, and helping to build and utilize their

  strengths as natural helpers in our community without

  having to become certified in cultural competence and

  other types of trainings, because they know their

  community and they're well respected.

            And so on Guam, we've had a youth leadership

  program for about 23 years, and the youth have done peer

  recruitment to participate in youth leadership training

  events and sponsoring of conferences, and some are

  programs year-round for about 20 years.  And they don't

  come for the money.  They come for the learnings, and

  they come for the sense of belonging and responsibility

  to make some positive changes.

            And I shared with the committee yesterday that

  with the strategic prevention framework grant that Guam

  is ending its sixth year this September -- oh, it's

  September already.  Gee, I've got to do some close-out

  reports real fast.

            MR. WILSON:  Two weeks still.

            MS. BEDFORD:  See you later.

            But in taking a look at the data and making

  some sense out of it and training community people and

  volunteers how to -- what the data means for our Guam

  island and our people, they've learned to take that

  information and help educate our senators about the

  dangers of alcohol and the consequences of alcohol

  abuse, and the need for treatment and intervention and

  so forth, to the point that they helped to influence

  raising the drinking age on Guam to 21 after many, many

  years of trying to do that.

            So that goes to the credit of the youth

  leaders, as well as the coalitions that have been

  established as a result of SPF-SIG funding, so thank

  you.

            MS. BAUM:  Well, I just wanted to add that as

  part of the Cinco de Mayo Coalition, we have the Latina

  youth council.  And five years ago, we were asked by the

  county with a different funding source to develop the

  at-risk youth group.  And so I always hated that name.

  I was like, "Well, I'm not going to name it the at-risk

  group, so let's just go to Mid-City."  All these kids in

  Mid-City are at risk because of their community.  You

  know, it has the most billboards.  It has all this

  advertising.  It has a ton of liquor stores.  You know,

  you can just -- this community is at risk.

            So we said, "Let's just form a youth group,"

  and we ended up getting 12 to 14 Latino youth.  So they

  named themselves Latino youth council, and they've gone

  from, like, the really young 12, 13-year-olds that were

  shy at those meetings, the youth leadership meetings,

  and they've become one of the strongest youth coalition

  in the county system.  They do their own media events.

  They do their own grants.  They do -- our chair who

  started with -- our past chair who had started with the

  youth council at age, I think, 13 graduated from her

  high school, Hoover High School, got a scholarship, and

  is now at Berkeley.  And she's -- it just really shows

  the resiliency and the strength among the youth.

            And I think that is where some of the

  promotoras really saw, "Well, we want to be -- we heard

  about your Latino youth council," and that is something

  they had heard about because the youth had been

  assessing the community, so now they're partnering

  together to do a vote-a-voice project, which is

  currently being completed.  They're going to be

  unveiling it.  All their photographs -- they answered

  questions to assess their communities.  They're going to

  unveil it during National Health Week in October, so

  it's really a fabulous partnership.

            And they're not mothers and children, it's

  not -- they're not their children, and so it's great to

  see them interacting in the process of assessing the

  positives and the negatives in their communities, and

  develop some -- some recommendations for change.  And I

  think that collaboration is really great.  I love the

  youth component.  I think that is just the most fun to

  work with.

            MS. ENOMOTO:  Susan.

            MS. AYERS:  I had one other -- another

  question about when you talk about doing assessments.

  What kind of tools do you use for that -- or do you?

            MR. WILSON:  If I could cheat?

            MS. AYERS:  Yeah.

            MR. WILSON:  Dr. Lisa Condrate is in the back

  of the room.  She's our resident expert on such things.

  Do you mind if I have her answer that question?

            MS. AYERS:  No, that's fine.

            MR. WILSON:  Lisa is the day-to-day project

  manager on this project, and also is overseeing our

  trauma assessment pathway, which is an easy assessment

  guide selection of appropriate trauma treatments.

            MS. CONDRATE:  Can I just ask for

  clarification?

            MR. WILSON:  I'm not sure if it's on.

            MS. CONDRATE:  I'll ask a clarification

  question.  Are you talking about screening in the child

  welfare field, or are you talking about psychological

  assessments?

            MR. WILSON:  Or both.

            THE WITNESS:  Or by the clinicians or both?

            MS. AYERS:  Well -- and wherever you want to

  start at.  I know you talked about using -- you know,

  doing a good assessment to see where the -- I thought it

  was the child -- was that the family, was that the --

            MR. WILSON:  Actually, it's both.

            MS. AYERS:  How do you train the child --

            MR. WILSON:  We actually --

            MS. AYERS:  -- welfare workers.

            MR. WILSON:  We actually have a

  subcommittee --

            MS. AYERS:  To do this?

            MR. WILSON:  -- a child welfare committee

  looking at --

            MS. AYERS:  Right.

            MR. WILSON:  -- screening and assessments.

            MS. AYERS:  Yeah.

            MR. WILSON:  So we're drawing a distinction,

  but at least even as co-chair --

            MS. CONDRATE:  Yeah.  So one of the things

  when we're talking about the essential elements or the

  tool kit is the importance of having some sort of

  screening mechanism to make sure that kids who need to

  be linked to the mental health component, because they

  have the type of trauma that would kind of warrant

  mental health intervention, is more what we call

  screening.  So there are a couple tools, you know,

  different jurisdictions across the country are using

  different things.

            We actually -- with Charles as one of the

  leads in developing the child welfare trauma issue work

  referral tool.  What that does is really look at what

  type of trauma kids have been exposed to, the length and

  duration, and how severe the trauma was, and then

  depend -- and their symptoms.

            MR. WILSON:  And developmental level?

            MS. CONDRATE:  And developmental level.  And

  then depending on some of those -- there's actually an

  algorithm that would direct a child welfare worker to

  determine if this child needed, you know, trauma

  specific mental health intervention, general mental

  health, because a lot of these kids might have other

  things that --

            MS. AYERS:  Sure.

            MS. CONDRATE:  -- need to be taken care of or,

  you know, immediate stabilization, safety, or no mental

  health referral at this time, because some of these kids

  are pretty resilient, they're not showing symptoms.  So

  that's kind of part one is making sure they're screened

  and referred to the appropriate mental health.

            Once they get into mental health, we actually

  have a full assessment battery that we use in our center

  and what we've trained on across the country includes

  things like the trauma symptom checklist for children,

  the Child Behavior Checklist, a very comprehensive

  clinical interview, UCLA PTSD index.

            So in general, we look at exposure to trauma

  events, both internalizing and externalizing behavior

  problems, as well as trauma symptoms.  And, you know, we

  try to get as much cross-informant data, talk to

  care-givers, school personnel, whoever kind of knows

  these kids gets, you know, the assessment results from

  both the child, if they can report on their own

  symptoms, which some kids are old enough and can do

  that, or the care-giver, and then pull that together.

  So when we're talking mental health, our recommendations

  are a very full trauma assessment.

            MS. ENOMOTO:  Are you guys -- this is Kana.

  Are you also assessing strengths and assessments?

            MS. CONDRATE:  Absolutely.  I mean, that comes

  through part of our clinical interview as well as there

  are some things in the Child Behavior Checklist, albeit

  not as strong as we would like, they're more like, "How

  are these kids involved in the community?"  But I think

  that's something we have found to be lacking in the

  current trauma assessments.  There are some that kind of

  pull for that.

            MS. ENOMOTO:  I think you might talk with our

  folks on the children's mental health initiative,

  because looking at the factors and the kids' strengths,

  building on strengths has really been an emphasis there,

  and so they have, over the years, done a lot of data

  collection.  I think it's just -- it's a fundamental

  tenet of how we want to approach children and families.

            MS. CONDRATE:  Absolutely.

            MR. WILSON:  And the trauma assessment

  pathway, which talks all about that assessment, is

  actually -- we began that years ago, but it evolved

  under our first generation of our trauma -- of Category

  2 grant.  So at the Chadwick Center dot org web site,

  you may actually download the main -- training

  curriculum and Training the Trainer videos.

            MS. AYERS:  Thanks.

            MS. HUTCHINGS:  Just sort of a full circle

  thing, but yeah, I think this is a really nice

  opportunity to congratulate SAMHSA and to reiterate how

  important it is -- you know, Susan, sort of using your

  power.

            And so if I recall correctly, the primary care

  behavioral integration grant -- the integration grants

  required a 20 percent set-aside for wellness, to your

  point.  And I think that -- you know, with all of the

  needs of implementing this grant, had it not been for

  that, I think many communities would have struggled to

  have done any wellness program going without what I

  think is a real leadership step.

            And, you know, a lot of us feel differently

  about set-asides on the receiving end versus the

  delivery end sometimes, but this is one, I think, that

  has been clear, and, you know, probably has some lessons

  and take-aways from this one, too, so congrats.

            MS. MANBECK:  My name is Amanda Manbeck, and I

  guess my questions and comment are for Mary.

            I myself am also a huge advocate for

  peer-to-peer support services.  Peer involvement is, to

  me, necessary for any sustainable project.  I just had a

  question when it comes to your surveying -- you know, a

  lot of times having champions in the community is good,

  but sometimes it is a liability.

            Do you guys experience any issues with

  confidentiality when it comes to those leaders surveying

  community people?

            MS. BAUM:  We haven't had that -- oh, I'm

  sorry.  Thank you.

            We haven't had the issue with surveying the

  confidentiality.  I think the interview process with the

  promotoras has helped us select very appropriate

  leaders, because I think when we didn't have that

  component in it --

            On my tobacco grant, we had had a promotora

  and we were, like, new to the process.  It was years,

  years ago before Nancy came with a lot of experience in

  recruiting and developing promotoras.  We were just,

  "Does anybody want to help?  Does anybody want to

  participate?"

            MS. MANBECK:  Right.

            MS. BAUM:  And where the confidentiality came

  in was the gossipping among women.

            MS. MANBECK:  Exactly.

            MS. BAUM:  Among themselves, you know, "So and

  so this," and so really finding the appropriate

  individual and doing that interview process and really

  understanding, you know, what roles they've played in

  their community, what groups they've participated in, I

  think that is so important on the front end, because it

  became incredibly problematic on our other grant where

  we had promotoras not selecting the right individuals,

  and not really clearly defining what their role was and

  the expectations were.  Because it was just, you know,

  "Who wants to help?  We're all going to do this," and we

  learned a lot with that one, and it was really

  problematic.

            As far as the surveys, we're really good about

  not having any defining information.  It's just really

  basic, ethnicity, age, zip code, not a lot of

  information.  It's really at a health fair where, you

  know, it's a very random selection of individuals.  It's

  more like a liquor store, you know, what kind of signage

  and stuff of that nature, but really the confidentiality

  came in with fighting within the group and then the

  gossipping, and so it's --

            I agree with you.  It's so important to find

  the right individuals and to really have clear

  expectations, and to be able to respond if there is a

  concern.  You agree these are the expectations.  You

  know, when there's not a lot of structure in the

  formation of the group, that's when the problems came

  in.  And so yeah, we learned a lot.

            MS. MANBECK:  Great.  And then my other

  question was within your program, do you measure

  culture?

            MS. BAUM:  I'm not sure what --

            MS. MANBECK:  Like the importance of culture.

            MS. BAUM:  Oh, within the development of

  project activities?

            MS. MANBECK:  Correct.  Right.

            MS. BAUM:  Oh, yeah.  Absolutely.  We -- we

  try to adapt -- and I'm not sure about the measurement

  tool for something like that.  We don't measure it in

  that way.  We really work with the community to -- we

  may start with a scope of work or work plan, but that is

  adapted pretty quickly with our -- you know, kind of our

  promotora group or community coalition members.

            I don't -- we don't go with top -- initially

  you kind of have to.

            MS. MANBECK:  Right.

            MS. BAUM:  But the work plan will adapt to the

  community's needs and what really works.

            MS. MANBECK:  Okay.

            MS. BAUM:  What we've found with our

  prescription drugs -- we wanted to do something around

  that because we know it's a hot issue right now,

  prevention, but in our community, it isn't.  What we

  found were inhalants were still a problem, and so it's

  adapting our work plan to serve that need.

            So that's where we kind of measure culture or

  what the community -- and it's not so much culture, it's

  really our community is so diverse.  It's like a little

  microcosm of the world.  It's a huge immigrant

  population from all over the world, and I mean, there is

  a large number of Latinos, but we can't forget that we

  have a huge refugee population coming in from East

  Africa, and we have a large Asian Pacific Islander

  community, and so we really try to serve it -- and it's

  hard being a Latino named coalition --

            MS. MANBECK:  Right.

            MS. ENOMOTO:  -- and a Latino youth council,

  and the promotoras.  We have other funding sources that

  allows more of that capacity to kind of serve other

  populations.  I have two county grants and a state

  tobacco, so we really try to serve the community, but it

  is hard to single yourself out with one cultural group.

            MS. MANBECK:  Right.

            MS. BAUM:  So it's really trying to serve the

  rest of the other funding sources that we have, but

  yeah.

            MS. MANBECK:  All right.  You --

            MS. BAUM:  I hope that answers my question.

            MS. MANBECK:  Yeah.  You answered my third one

  about --

            MS. BAUM:  Okay.

            MS. MANBECK:  -- community involvement and

  development, the active thinking base.

            MS. BAUM:  Thanks.

            MS. ENOMOTO:  We do have a member on the

  phone, Dr. Roger Fallot.  I'm not sure if he has --

            Roger, are you there?  Do you have a question?

            DR. FALLOT:  I do, actually.  It's an

  interesting set of presentations to respond to, and I'm

  especially interested in talking about the idea of work

  force development, and the importance of developing a

  trauma-informed approach to work force issues.  And

  Mr. Wilson expanded more about his experience with that.

            Certainly, as we've worked with child welfare

  and mental health clinicians and substance abuse

  clinicians and other folks, over the years we've found

  that their own safety, psychological and physical

  safety, their own sense of trustworthiness and passing

  that choice and go collaborative and just be empowered

  to do their jobs well, it is essential to creating a

  common formed environment.

            And I was wondering if you could say a bit

  more about how that work force aspect of development has

  been going for him.

            MR. WILSON:  Well, I think we're still

  learning a lot about it, and certain -- more

  importantly, we're still searching because there aren't

  a lot of really clear-cut answers out there.

            DR. FALLOT:  Yeah.

            MR. WILSON:  Within the Chadwick Center, we

  actually have a staff-driven committee that looks at

  vicarious trauma and work-related stress, who have to

  look for things that fit within our environment to --

  rather than just having people -- you know, the

  traditional answer was "take care of yourself."  And you

  bring a speaker in once in a while to do a thing on

  vicarious trauma, and they tell you to eat healthy and

  to exercise, and somehow it's like it's the employee's

  responsibility to figure it out.

            So internally, we've tried a number of

  different things.  Our trauma therapists are broken down

  into workplace teams, locations.  And, for example, what

  we've discovered that they want to do is take part of

  their staff meeting, and kind of deal with this issue

  every -- every time when the staff comes together.

            Some of that workplace stress is clearly

  work-related or vicarious trauma.  Some of their ability

  to tolerate it is influenced by what's going on in their

  personal lives, so they may need to talk about the fact

  that their sister has just been diagnosed with cancer or

  something like that.  So we do some of that, but we're

  not satisfied we've got the answer there.

            Within child welfare, the New York City Child

  Welfare System has been looking at developing

  intervention and testing intervention with child welfare

  workers, and so I think we -- a number of us are

  watching that experience to see if that more formal

  interventional allows -- you know, actually does

  something to reduce it.

            I think the first phase is actually putting on

  the table and then measuring it, so there are things

  like pro-call and other assessment tools that are used

  to kind of look at compassion and fatigue versus

  compassion and satisfaction versus burn-out, and begin

  to kind of parse those issues in ways that you can begin

  to target interventions.

            At this stage we recognize it is a real issue.

  I don't think we've found the real answer yet, and we're

  very interested in what other people's experiences are

  in learning because part of what we want to do with this

  grant is not that we've figured out what trauma-informed

  child welfare systems ought to look like, and here, go

  do this.  It's just that we think there is -- there's

  something significant here, and we've got to find those

  answers, some of which exist, and we have to share them,

  some of which need to be created.

            DR. FALLOT:  Thank you very much.  I

  appreciate your openness about that because it certainly

  is a complex issue, and the idea of creating an

  atmosphere or a culture in an agency or in a community

  even where safety and trustworthiness are predominant is

  a difficult one.  And whether, you know, we used to call

  our responses to these issues that self-care and cccc

  have changed that label to staff support to emphasize

  the organization and agency's responsibility for sharing

  in their -- in their staff development and activities.

  But it's an important concept, and I'm glad to hear your

  experiences with it.

            MS. ENOMOTO:  Roger, do you have any other

  questions or comments?

            DR. FALLOT:  No, I don't.  Not right now,

  thanks.

            MS. ENOMOTO:  And please feel free to chime in

  when you do, I'm sorry.  I don't mean to -- I don't want

  to forget you, although you're here virtually and over

  our heads.

            I have a couple of questions.  One, Alyce,

  sort of parroting what Charles has shared and then this

  is the city of the A study.  Sort of to what degree is

  the program that you're doing trauma-informed or looking

  at assessing or helping people deal with trauma that's

  happened either in childhood or adulthood.

            MS. BEDFORD:  Each of the -- each of the

  clinics, and, in particular, MHS, as a whole, is very

  big on trauma-informed services.  We -- in each clinic

  and embedded in each clinic, obviously, are clinicians

  who have been trained on trauma-informed services.

            As part of the grant itself, it is not part of

  that at the moment, but as I said, individual in each

  clinic with the trained clinicians, those are some of

  the focus outside of the primary care piece, which they

  are still consecutively seeking services in the mental

  health clinics, so that's part of the clinical work

  that's being done in the clinic.

            MS. ENOMOTO:  So it's not a systematic part of

  the grant?

            MS. BEDFORD:  No, no, it's not a systematic

  part of the grant.

            MS. ENOMOTO:  Well, that's good to know.

            MS. BEDFORD:  Trauma-informed services.

            MS. ENOMOTO:  Make it a systematic part of the

  grant.  I mean, I think given what we know about the

  high morbidity and mortality of people with serious

  mental illness and similarly high morbidity and

  mortality in people with high A scores, you know, the

  writing -- it's there that we need to be integrating

  that as part of the primary behavioral healthcare

  linkage.

            MR. WILSON:  If I --

            MS. ENOMOTO:  Yes.

            MR. WILSON:  -- could just raise a policy

  issue for just SAMHSA's consideration.  We talked about

  the set-asides for wellness, but we've discovered within

  child welfare so much of good trauma-informed child

  welfare is consistent with good child welfare practice.

            And there's a term that we use a lot, which is

  looking at it through a "trauma lens."  And it would be

  a fairly, I would think, important, but not terribly

  costly tweak in many SAMHSA grant programs, to just

  basically ask the grantee to think through the "trauma

  lens."  They don't necessarily have to do anything

  radically different, they begin -- they may discover

  things they were doing which are good practice actually

  are trauma-informed, and you begin to sort out which --

  occasionally things that look good on paper, from a

  trauma point of view, is actually a bad idea, but it

  just wouldn't require set-asides so much as just looking

  at things through a "trauma lens" might be a useful

  strategy.

            MS. ENOMOTO:  And I think that is more of

  where we're headed in 2011 and 2012 as we have -- we

  have a set of strategic initiatives, preventing trauma,

  our military families are our top three among them, and,

  you know, we can't -- I mean, we're trying to move away

  from silos and towards integration, and towards looking

  at whole people and whole programs, and so there is a

  thought of how do we -- how do we help the whole

  portfolio think about trauma?  There's trauma in housing

  and homelessness.  There's trauma in criminal justice

  and drug courts.  There's trauma in women's programs and

  in kids' programs and adolescent treatment, so I think

  that's a great suggestion and actually one that is

  fairly -- fairly actionable.

            Same with military families, you know, there's

  -- there are kids and adults from military families in

  all of our programs.  And we need to ask our grantees

  and ask our states to say, "What are you doing to help

  serve these populations?  Are you aware of these issues?

  Are you connected?  Do you have the connections that you

  need to have?  Do you have that best practices that you

  need to have as well?"

            So, you know, I agree, and that's -- there

  does need to be an investment of technical assistance

  and informational resources and training that goes out

  to do that, but it doesn't have to be set-asides, per

  se.  It's just equipping people to deal with the folks

  that come in their doors anyway.

            MR. WILSON:  One quick follow-up.

            And I think the key issue and it's -- you

  know, because I live half in the trauma world and half

  in the evidence-based practitioner world.  And when we

  started both of these projects, nobody partnered -- very

  few other people were using those terms.  Now they've

  become almost just marketing terms, and so the nuance

  step further is in using that from a policy point of

  view is how to get some consistency with what we really

  mean, as opposed just throwing the word around.

            Because I'm -- you know, we have a structure

  like -- we have a structured process by which we assess

  the science about whether something is evidence-based or

  not.  But I routinely see things that we can't even rate

  because there's no published research on them touting

  they're evidence-based because they say they are, you

  know?

            And so the same -- the risk for

  trauma-informed, as it's catching on, is that everything

  becomes trauma-informed, so, therefore, really nothing's

  trauma-informed, so, you know, there's that ongoing

  challenge.

            MS. ENOMOTO:  Well, I think -- I'll respond to

  that, and then Susan.

            I think we have a two-part talent in that --

  in that on the one hand, you're right, we don't want --

  same with cultural competence.  You know, without clear

  standards or a clear evidence-base, everyone just said

  they're culturally competent, and all of a sudden, they

  are culturally competent or gender-responsive or

  trauma-informed.

            And as Roger Fallot has noted, that these are

  values that we need to carry out through our systems.

  We also need to figure out a way to measure them and

  keep people accountable.

            On the other hand, with evidence-based

  practices, we need to maintain some flexibility that we

  don't get so rigid in our definitions of what's

  evidence-based or what's allowable that we don't have

  the flexibility to meet different communities where they

  are.

            And so knowing the limitations of doing

  randomized controlled trials and who they reach and who

  even starts those investigations and which populations

  they engage and how populations engage in research, you

  know, we have to be both realistic and accommodating,

  focusing on the populations of greatest need, and not

  keeping people out of our programs because there's no

  research in which they are adequately described, so --

  and it's a challenge on both ends, and we're definitely

  there with you trying to -- trying to make sure we're

  getting people, basically, treatment that we know works

  and services that preventive -- preventive interventions

  that we know works.

            Susan?

            MS. AYERS:  One of the things we haven't

  really mentioned at all -- and this comes again from

  running a community-based agency -- is the cost involved

  with helping your staff, giving your staff the support

  to -- for training for self-care.

            It's so ironic.  In Massachusetts, we've had

  this big lawsuit, and everyone is very excited because

  now we're doing, you know, fidelity wrap-around and this

  whole big initiative, and our parent partner and our

  case coordinator, which should be working as a team,

  can't really sit and talk together because it's not a

  billable hour.  And when it comes to fee for -- I mean,

  you know, everything is still fee-for-service out there,

  and so if you're going to make your program work, we

  have, you know, employees that need to produce like

  28 hours of billable time.

            And, you know, the state's been very involved

  in, you know, working with people to put this together,

  but whether you're talking about evidence-based

  practice, the time it takes to train, the time it takes

  to implement, or just any of these initiatives, it's

  like something that like people just don't get, and it

  costs a lot of money to do training, and it costs time

  to have people to have their teamwork, their

  supervision, that's where they're going to learn.  And

  it's not really accounted for, and I'm not sure with --

            In day-to-day life, I have to believe that

  most of our services are delivered across the country in

  fee-for-service sorts of settings, so I think it's a

  huge, huge barrier and a real challenge on both the work

  force issue in terms of having a capable, caring,

  competent, informed work force, and in terms of having

  viable -- a viable service delivery system.

            MS. HUTCHINGS:  You know, under -- for Care

  Act, of course, there's millions and millions

  forthcoming for training, more on the private -- I'm

  sorry, the primary care sector, but I think it has yet

  to be seen whether behavioral health and specialty care

  overall is going to see much of that training money.

            I mean, I've talked to deliverers on a truck,

  and many providers say, you know, "I can't bill for that

  time that my folks are away," and you're right, it is a

  huge gap.

            MS. AYERS:  Huge.

            MS. HUTCHINGS:  And so another thing to pay

  close attention to and work with people like, you know,

  John O'Brien on advocating and pushing for some of those

  dollars to come to speciality care.

            MS. ENOMOTO:  Well, I think HERSA has been a

  really fantastic partner in terms of looking at what

  they're doing around work force, being one of the

  questions on the work force dollars is what is

  mid-career work force development versus getting

  actually just new people into the work force?  So I

  think a lot of the emphasis is on, "We are going to

  expand the system so we need more people," so it's the

  entry level -- it's getting the entry-level physicians,

  nurses and psychologists.  But what we do to keep our

  work force kind of educated about emerging practices and

  the latest developments and what's happening in science.

  That's different and another whole other challenge, I

  think.

            Well, are there any other questions, or I'd

  look like to offer the panel a last opportunity to make

  a final comment?

            MS. BEDFORD:  I just want to say thank you.  I

  think your comment towards SAMHSA earlier about the

  great things that you all are doing is just phenomenal,

  and it's improving services.  It's -- we are able to

  reach a bigger group of people because of it, so all of

  the work that each of you are doing, just to thank you

  for that, and we're happy to do it.

            As you can tell, I think all of us talking up

  here are not very excited about what we do at all, so

  thank you.

            MS. BAUM:  I want to say thank you, as well.

  I think this has been a really great opportunity to

  share the work that we've been doing.  And I would add

  one little bit of just information to SAMHSA would be

  that that move, that shift towards environmental

  prevention has been great.  I think it has taken

  prevention to a whole other level, but there is still a

  gap in that direct service component, and I don't think

  there's enough there to support that which is -- you

  know, we're doing it with promotora work and working

  with youth councils, but there is a lot of needs that we

  get calls for that we can't serve.

            And sometimes I just feel like there's that

  move, that push that's happened, and they're forgetting

  that prevention -- that direct service type prevention

  work that we can do with the limited funds on our DFC, I

  think 10 percent time can be placed on direct services,

  so I was just kind of looking at that, there's a happier

  medium between that, I think, we could look at.

            But other than that, thank you very much for

  having us here.

            MR. WILSON:  I just had one comment on more of

  that trauma-informed systems stuff.

            Recently, a British pediatric journal asked us

  to write -- to do a review of the recent research around

  trauma-informed child welfare systems.  We showed child

  serving systems and we kind of laughed because we

  weren't sure how much there was, and, indeed, after

  their thorough literature searches and ours, we pretty

  much knew almost everything that had been written.

  We're just at the beginning of something, but if you

  look back, most -- very little was said before about

  five or six years ago.

            And I think SAMHSA can take -- and your

  leadership take -- a tremendous amount of credit for

  raising this issue that's been with us for, you know,

  multiple millennium.  And we're just now beginning to

  face the issue, and we're just now beginning to sort

  through some of the answers.  And what will emerge over

  the next five or 10 or 15 years will be remarkably

  different than that -- the children that I served when I

  was a new child protective service work in the 1970s,

  their experience.

            And if we tie those psychosocial interventions

  together with what we know from the A study and from the

  Dudley study and others, we begin to see how we can use

  psychosocial interventions and social service systems

  interventions to basically change the trajectory.  I

  think we're off to making some changes that we can only

  begin to fathom, so thank you for your leadership to

  allow us to get there.

            MS. ENOMOTO:  Thank you.

            Any comments from anyone?

            MS. HUTCHINGS:  I'm not topping that.

            MS. ENOMOTO:  Well, thank you very much.  It

  was a very, I think, inspiring and informative panel, so

  I appreciate all of the presentations and the great

  comments from our members.  As you can see, our members

  are also very enthusiastic about the work that they do

  in their respective fields of study and practice, so we

  appreciate your being here today.

            And with that, I am going to call us on a

  break, and we will see the rest of -- if our ACWS

  members could stay a little bit, and we're going to talk

  about our next steps, and then we will rejoin folks at

  the listening session at the Institute for Violence

  Abuse and Trauma.  Thanks.

            (Whereupon, at 11:16 a.m., the proceedings

  were adjourned.)

                          --o0o--
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