U.S. Department of Health and Human Services
Substance Abuse and Mental Health Services Administration
Advisory Committee for Women's Services Meeting
(ACWS)

August 8, 2012
1 Choke Cherry Road
Rockville, MD
Transcribed by:
Alderson Court Reporting

Washington, D.C. 20036

(202) 289-2260
Table of Contents

PROCEEDINGS................................................................................................. 4

Agenda Item:  Call to Order................................................................................ 4
Agenda Item:  Welcome to Members and Roll Call............................................ 4
Agenda Item:  Remarks by the Associate Administrator for Women's Services 

                         and Adoption of Minutes of March 25, 2012
................................6
Agenda Item:  Updates from ACWS Members.....................................................9
Agenda Item:  Remarks by the Administrator......................................................18
Agenda Item:  Treatment Issues for Pregnant Women.......................................29
Agenda Item:  Opioid Use and Pregnancy..........................................................30

Agenda Item:  Medicated Assisted Treatment and Pregnancy...........................38
Agenda Item:  Treatment Issues for Pregnant Women.......................................42
Agenda Item:  Project Launch.............................................................................50

Agenda Item:  FASD Center for Excellence........................................................64
Agenda Item:  Public Comment..........................................................................78
Agenda Item:  Closing Remarks/Adjournment....................................................78

Participants
Sharon Amatetti

Barbara Benavente

Johanna Bergan

Yolanda Briscoe

Jean Campbell

Katie Clark

Jon Dunbar-Cooper

Dan Dubvosky

Kana Enomoto

Vincent Felitti

Harriet Forman

Pamela Hyde

Shelly Greenfield

Velma McBride Murry

Jennifer Oppenheim

Sandrine Pirard

Starleen Scott Robbins

Carole Warshaw

Marjorie Withers

Geretta Wood
PROCEEDINGS
Agenda Item:  Welcome
MS. GERETTA WOOD:  Good morning, and welcome to SAMHSA.  I'm Geretta Wood, SAMHSA's committee management officer.  As the DFO of the Advisory Committee for Women's Services, I officially call this meeting to order.
Before we begin, I have a few announcements.  This meeting is being held as a web conference.  There is no video during the meeting.  Please remember to speak into the microphones so that those listening can hear clearly.  For the record, we are recording this meeting.

For our ACWS members participating in the meeting by teleconference, please remember to identify yourself speaking.  Please mute your computer speakers to eliminate feedback over the phone.  And when you would like to make a comment, we ask that you press star, one, to indicate to the operator that you would like to make a comment.

Participants may also raise your hand.  This feature is found under the Q&A tab at the top of the web conference screen.  During the discussion sessions, the discussant lines will remain open.  You will be prompted by the moderator of the session for you to make your comments.

If you have any technical difficulties, please contact Katie Kostiuk at katie.kostiuk@cabezon.com.  Her information will also appear on the web.
I note for the record that the voting members present constitute a quorum, and I will now turn the meeting over to Kana Enomoto, principal deputy administrator.

Agenda Item:  Welcome to Members and Roll Call
MS. KANA ENOMOTO:  Thank you, Geretta, and good morning to everyone joining us by phone and the web.  This is a very exciting new format for us to convene the SAMHSA's Advisory Committee for Women's Services, and we are so pleased to have our members on the line, as well as member of the public, and our SAMHSA staff listening in.

We have a great agenda for you today, and we'll go into that in a little bit.  But first I'd like to do a roll call so we can establish that we do have a quorum for the meeting.  So if I could ask the members to indicate their presence when I call their names.

MS. KANA ENOMOTO:  Bobbie Benevente?

MS. BARBARA BENEVENTE:  I'm here.

MS. KANA ENOMOTO:  Welcome, Bobbie.  Good morning.  What time is it in Guam?

MS. BARBARA S.N. BENAVENTE:  About 7:00 a.m.

MS. KANA ENOMOTO:  Seven a.m.?

MS. BARBARA S.N. BENAVENTE:  Twelve.

MS. KANA ENOMOTO:  Oh, 12:00.

MS. BARBARA S.N. BENAVENTE:  Twelve o'clock midnight, yeah.

MS. KANA ENOMOTO:  Twelve a.m.  Well, we hope we can hang on to you as long as you can stay awake.  Thank you for joining us.

Johanna Bergan?

MS. JOHANNA BERGAN:  Here.

MS. KANA ENOMOTO:  Great.  Jean Campbell.  Jean Campbell?

DR. JEAN CAMPBELL:  Yes, I'm here.

MS. KANA ENOMOTO:  Great.  Thanks, Jean.  Harriet Forman?

MS. HARRIET C. FORMAN:  I'm here.

MS. KANA ENOMOTO:  Wonderful.  Shelly Greenfield?

DR. SHELLY F. GREENFIELD:  Can you hear me?
MS. KANA ENOMOTO:  We can hear you now.  Great.

DR. SHELLY F. GREENFIELD:  Okay.

MS. KANA ENOMOTO:  Welcome.  Velma McBride Murry?

DR. VELMA MCBRIDE MURRY:  I'm here.

MS. KANA ENOMOTO:  Excellent.  Starleen Scott Robbins?  Starleen?

MS. STARLEEN SCOTT ROBBINS:  I'm here.  Can you hear me?

MS. KANA ENOMOTO:  We can hear you now.  So I guess we have a little bit of a time lag.  All right.  Carol Warshaw.

DR. CAROL WARSHAW:  I'm here.

MS. KANA ENOMOTO:  Great.  So as some of you may have heard, we have some new members joining us.  We are really, really pleased to have Drs. Greenfield and Warshaw, who have just been appointed to the ACWS, or actually I think Carol was able to be at the last meeting.  But Dr. Greenfield is our newest member.  Due to other commitments, Drs.  Briscoe and Felitti are not able to join us today.

And we do have a quorum.

A note for the record that the voting members present constitute a quorum, right?  So thank you very much.

We appreciate everyone's flexibility.  We had originally thought about doing this meeting as an in-person meeting.  However, as many of you are aware, the Federal government is taking a hard look in how it convenes, and travels, and brings people together, and is pushing hard to explore ways to take advantage of technology, as well as allow people the flexibility to convene from wherever they are.  So we're trying this.

We will be seeking your feedback, so please be on the lookout.  The members will be receiving a survey via e-mail, and so after you have this five-hour webinar, we'll see what you think.  Please let us know very honestly.  SAMHSA overall is taking a look at its business model.  We have historically done a lot of convening.  We will continue to convene people because we understand that that is one of our major roles and our way of getting information out, as well as building alliances across the fields.  However, we also want to make sure that we're taking advantage of technology in the best way that we can.  So please give us your feedback.

Our next meeting, however, will be a face-to-face meeting, and we are looking at the date of April 10th.  So if any members -- actually it will be probably April 10th and 11th for our ACWS members who would be at both ACWS and the Joint National Advisory Council meetings.  So those are our tentative dates.  If people would pencil that in, that would be great.  So thank you very much for that.

We have a full agenda today as well as tomorrow for the joint meeting of committees.  I think folks will be pleased with the topics that we're focusing on and the wonderful speakers that we've managed to bring together.  So we're quite excited for the next few days of meetings.

Agenda Item:  Remarks by the Associate Administrator for Women's Services and Adoption of Minutes of March 26, 2012 Meeting
MS. KANA ENOMOTO:  Our first order of business for the Advisory Committee for Women's Services is the adoption of minutes.  Each member has received the minutes via e-mail from Geretta and has had an opportunity to provide any edits or corrections.  So now we'd like to adopt those minutes.
These minutes were certified in accordance with the Federal Advisory Committee's Act, FACA, regulations.  Members have had the opportunity to review and comment on the draft minutes and received a copy of the certified minutes.

So if anyone has any changes or additions, they will be incorporated in this meeting's minutes.  If not, may I have a motion to approve the minutes?

UNIDENTIFIED SPEAKER:  I make a motion to -- hello?

MS. KANA ENOMOTO:  Yes?  I heard -- we had a taker.  Someone was willing to make the motion.

MS. STARLEEN SCOTT ROBBINS:  Hi, this is Starleen.  I'd like to make a motion to accept the minutes.

MS. KANA ENOMOTO:  Great, thank you.  May I have a second?

DR. VELMA MCBRIDE MURRY:  This is Velma, second.

MS. KANA ENOMOTO:  Thank you very much.  The minutes are approved.  For members of the public, the minutes are also posted with documents on the webcast site.  So thank you very much.
So with that, I will just spend a little bit of time getting folks caught up with how this summer has gone since we last met in the spring.  It has been a busy summer so far.  SAMHSA is in the throes of -- well, from the spring we were getting our grant announcements out, and now we are in the process of doing reviews and getting grants awarded, so there's some exciting news on that.

In addition, we've been out traveling a bit.  I personally have had the opportunity to talk with members of the Women's Services Network in Savannah at the NASADAD meeting in July.  Our conversation there was really outstanding.  I enjoyed having a dialogue with the WSN members who are just so smart and passionate about issues relating to women's substance abuse treatment, as well as the broad range of issues that women and girls face.

And so our topics range from how SAMHSA is applying it strategy initiatives to gender-specific and gender-informed approaches.  The work of our Service Members, Veterans, and Their Families Technical Assistance Center and how SAMHSA is addressing the need for substance abuse services for women in the military, veterans, and women in military families.  And also a very sort of hot topic of discussion was SAMHSA's work as well as other work going on regarding the special needs of pregnant women on medication assisted treatment, which will have a session -- more on today, partly in response, again, to the high level of curiosity and the request for more information and a better understanding of what resources are out there, because I understand that women -- the women's services coordinators in the States are really getting called upon to provide their expertise and their leadership and advice around these issues in their States.

Later in the summer, I also had a chance to attend the 5th National Conference on Behavioral Health for Women and Girls.  It was in San Diego in July.  And Sharon Amatetti, who is our women's issues coordinator for SAMHSA, will tell you more about that later.  But it was really, I have to say, and a number of you were at the meeting.  It was a fantastic conference that included issues around substance abuse treatment, prevention, as well as mental health services, and prevention issues.  And it was a great gathering of very powerful people, women and men, to talk about what's emerging in the field, the implications of all the policy changes that are happening, a lot around financing, health reform, as well as the emerging science, and what we know is working for women and girls, and then some of the issues that are coming up, like the need for MAT for pregnant women and other things that we're really exploring what to do next and how do we address these issues.  So it was an excellent conference, and Sharon will tell you more about how that went later.

And here at SAMHSA, again we're -- we have had some news on where the Hill and the Senate -- where the Senate has given us a mark on our Fiscal Year '13 budget.  We have only broad numbers from the House on our Fiscal Year '13 budget.  And we are looking forward to starting off Fiscal Year '13 with a six-month continuing resolution, which provides some of stability, but depending on what happens with sequester and other things, it provides, I guess, a level of uncertainty for what will happen after that.  And so we're trying to plan accordingly, and we'll talk more about the budget tomorrow at the Joint Council meeting.

And another place where I personally have been spending a lot of my energy is in talking with folks about our grants for adult trauma screen and brief intervention, which is a proposal from our Fiscal Year '13 President's budget.  And it's a small program, $2.9 million for grants to address or to develop approaches for conducting screening and brief intervention for women in common health care settings, such as emergency department's primary care and OBGYN.
And this is framed around the Institute of Medicine report on clinical preventive services for women, which was released in 2011, which included a recommendation for screening on intimate partner violence.  And in that recommendation it urged screening for past and current histories of abuse.  And when we started thinking about it, we realized while we do an excellent job of screening women as well as men for trauma when they get to behavioral health settings, as well as some other criminal justice homelessness, other residential type of settings, child welfare, we know that folks are experiencing these concerns much earlier in their lives.  And so wouldn't it be helpful if we could move upstream in that screening process.  But as you move upstream in that screening process, you obviously will capture a different universe of folks, so people who don't have need for specialty behavioral health services, but still have had some impact of these adverse experiences in their lives.

And so helping clinicians know both how to screen accurately, safely, and efficiently in a clinical setting, and then provide some kind of follow-up brief intervention, which will make them feel empowered to help women in particular appropriately is just an area where we need to do more work.

I think the work on intimate partner violence has come further along.  And so that's what we've been talking quite a bit about with folks this summer.  We're very happy to see and appreciative that the Senate Committee markup included GATSBI in its report because the Senate recognizes that traumas in the almost universal experience of people receiving treatment for mental and substance abuse disorders.  And so developing such tools would be useful.

And again, increasing interest in congressional corners around adverse childhood experiences, study, and sort of how we in Federal agencies are making use of that or applying that.  And so I think this would be one avenue for doing that kind of work.

So in SAMHSA's Strategic Initiative on Trauma and Justice, we focused in part on reducing the pervasive harmful and costly health impact of violence and trauma by integrating trauma-informed approaches throughout health as well as behavioral health and related systems.

Other work that's been going on in our Trauma and Justice Imitative will be discussed tomorrow in the joint NAK meeting, where Larke Huang, who is our lead there, has done some wonderful work across SAMHSA's grantees and technical assistance centers, as well as experts in their field, looking at definitions, guidelines, trauma informed approaches, et cetera.  And so she'll be providing that update tomorrow.

But in the meantime, we're still looking forward to fleshing out our GATSBI initiative for Fiscal Year '13, which will work -- you know, have as a point of departure a screening for a brief intervention, referral, and treatment program that SAMHSA has been doing so successfully on the substance abuse side for many years.  So any members or others who have thoughts or ideas about that are welcome to contact us and provide their advice as it is still a work in progress.

We're also thankful to be working with great partners at ACF and the Office of Women's Health, as well as the Institutes -- NIMH, NIDA, and NIAAA, all of whom are recognizing both the knowledge gap as well as the importance of the issue.

So is there any -- do any members now have any questions about the things that I just described?
[No response.]

MS. KANA ENOMOTO:  No?  Okay.
Agenda Item:  Updates from ACWS Members
MS. KANA ENOMOTO:  Hearing no questions or comments, we can go to our updates from the ACWS members, and I think as noted earlier, to sort of facilitate the lack of eye contact, I'm asking the members to do their updates in alphabetical order.  So we will start with Bobbie Benavente.  And if each of you could just briefly sort of introduce yourself and where your' from, that would be great.
MS. BARBARA S.N. BENAVENTE:  Good morning.  Can you hear me?

MS. KANA ENOMOTO:  Yes, thank you, Bobbie.

MS. BARBARA S.N. BENAVENTE:  Bobbie Benevente from the Guam Department of Mental Health and Substance Abuse, and Vice President for the Pacific Behavioral Health Collaborative Council.

I think the update I would say is the exciting work that we have begun earlier this year in March with the new initiative for workforce development of the Pacific Islands, and that being the Master Trainer Development Program.  We've come together as a region with the support and help of SAMHSA and various partners to take a look at what the needs are for really serving the Pacific Islander community around prevention and treatment in all areas of the behavioral health spectrum.

We have done some exchanges in terms of hosting some of the trainer candidates in our region.  Guam, for example, hosted the trainer candidate from the Island of Gap, which is part of the federated state with Micronesia, and helping her to learn about the work that we've done successfully with youth leadership development under our Youth for Youth Program.

In a couple of weeks, August 20th, starting the recovery support peer specialist workshop that's being conducted for the region.  And a number of -- I think about 30 participants have been identified to learn about what it means to be a support person or part of a support system for persons in recovery.  And they could be community workers.  They could be counselors.  And it's all about helping to develop substance abuse services in the Pacific Island communities.  And so it would be a three-day training led by the Northwest Frontier Addiction Training and Technology Center.

So there's a number of opportunities that we've lined up through September where we will support one another in developing our workforce, taking a look at the strengths of people in our various communities in the Pacific, and developing a real focused area to be trained as trainers.
And that's pretty much it in a nutshell.

MS. KANA ENOMOTO:  Thanks, Bobbie.  We're also very excited with the Master Trainer Development Program and the idea of being able to build that kind of capacity in the Pacific so that folks will be able to help one another with a greater understanding of at least regional culture, because when we out visiting, we saw that it is really on the other side of the world.  And there are a different set of circumstances and resources that people are dealing with.  And so sending folks over from the mainland all the time really clearly is not a sustainable way to build capacity there.  So I'm glad for the support of the Pacific Behavioral Health Coordinating Committee as well.  So thank you for that, Bobbie.

MS. BARBARA S.N. BENAVENTE:  Thank you for your support.

MS. KANA ENOMOTO:  Okay.  So our next member is Johanna Bergan.

MS. JOHANNA BERGAN:  Hello.  I'm Johanna Bergen from Decorah, Iowa.  And I serve as a board member to the organization Youth M.O.V.E. National.  And our work is around promoting the presence of youth voice in sharing their experience specifically in mental health and substance abuse to create positive change.

And I don't think I have much to update right now.  I'm really excited about the agenda looking forward and a focus on early intervention prenatally and working again with it.  Thank you.

MS. KANA ENOMOTO:  Thank you, Johanna.  I just want acknowledge that it was very sad.  We got the news that one of our SAMHSA Advisory Council, CMHS Advisory Council members, Tricia Gerley, passed away over the weekend.  And she was one of the founders of Youth M.O.V.E., is that right?

MS. JOHANNA BERGAN:  Yes.  Yeah.  She was a founding board member on the board of directors.  And we had amazing meetings with her just the last week of July.  She's going to be missed in a lot of ways.

MS. KANA ENOMOTO:  Yeah, it's a great loss for the field and for the Youth movement.  So our thoughts are with you on that.

MS. JOHANNA BERGAN:  Thank you.

MS. KANA ENOMOTO:  Thank you.  Jean Campbell?

DR. JEAN CAMPBELL:  Yes, can you hear me?

MS. KANA ENOMOTO:  Yes, thank you.

DR. JEAN CAMPBELL:  I can't tell when my mute is on or off.

MS. KANA ENOMOTO:  It's tricky.

DR. JEAN CAMPBELL:  But anyway, this is Jean Campbell, and I'm a research professor at the Missouri Institute of Mental Health, which is part of the University of Missouri, St. Louis.  And at MIMH, we've undergone and are still going through a strategic planning process, which involved a reorganization, which led to some internal initiatives, one of them that I'm heading up, which is the professional development of faculty.  And I was particularly interested in the -- and maybe you can provide more detail on this.  But I think it was the FDA from Congress, the FDA ordered that women and other categories of people be studied in drug trials, is that right?  Hello?
MS. KANA ENOMOTO:  I'm not familiar with that.  Is there --

DR. JEAN CAMPBELL:  It just came out as an announcement that they now require that they have to study women and people that are elderly.  And I forget now the -- I was looking for the e-mail, the categories.  But it has implications for both how you do research and how you report research to include women in that process, which we're going to be developing as part of our professional development initiative here.

The other thing is that I've been working on rolling out the evidence-based practice for peer one programs, which we hope to complete and publish our papers and have our website published in early fall.

On a personal note, I haven't been too active because I was -- and missed our last meeting because I was in the hospital with necrotizing pancreatitis for like four months.  And I'm just slowly recovering, which has led to my decision to retire in January, but I'll still be doing about a quarter time through the Missouri Institute of Mental Health.  So I'll continue on this committee, as well as some other activities.

And I just had one question.  I guess my mute button was on.  But we searched for GATSBI before, and couldn't find it.  Is there a way to get information on the web about GATSBI?
MS. KANA ENOMOTO:  Well, it's not yet a grant program.  It is in the President's budget for 2013, but there's nothing to apply for yet.

DR. JEAN CAMPBELL:  Okay.  Because we have a big expert's program here at MIMH, and it was mentioned in the administrators addressed at the last meeting I attended.  But we couldn't find anything on it.  So is there something that is available for committee members that we could some background information?

MS. KANA ENOMOTO:  Well, at this point, there's not a lot more public information other than what's in the President's budget, and we can definitely get you that description.  And then as work comes along in the spring, probably next spring is when the announcement would actually come out.
DR. JEAN CAMPBELL:  Okay, thank you for that information.

MS. KANA ENOMOTO:  Sure.  Okay.

DR. JEAN CAMPBELL:  I'm done.

MS. KANA ENOMOTO:  Great.  Well, congratulations on your recovery, Jean.  I'm glad that you're back.

DR. JEAN CAMPBELL:  It's slow.  It's slow, so yes, thank you.

MS. KANA ENOMOTO:  Thank you.  All right.  Harriet Forman?

MS. HARRIET C. FORMAN:  Hi there.  Can you hear me clearly?

MS. KANA ENOMOTO:  Yes, thank you.

MS. HARRIET C. FORMAN:  Okay, great.  I have a lawn mower going outside my window, so I keep trying to move around hoping that it doesn't drown out anything else.  So I hope everybody is good and enjoying your summers.

I am Harriet Forman.  I am a retired special education consultant from the New Mexico Department of Education.  I am back living in Santa Fe, New Mexico now.  And I'm also a former elementary school principal.  And I do retain a keen interest in the lives of our young children and the impacts of all of the issues of SAMHSA on young children, and how they develop.  I have several grandchildren, and I'm very interested this summer seeing how a two-year-old as his development is happening.

Anyway, so I am just enjoying my summer very much, and very interested to see how this format for our meeting is going to unfold.

That's all I have to say at this point, and I miss seeing everybody.

MS. KANA ENOMOTO:  And we miss seeing you.

MS. HARRIET C. FORMAN:  Thank you.

MS. KANA ENOMOTO:  But I'm glad you're having a fun summer with your grandkids.  That's got to be fun.

MS. HARRIET C. FORMAN:  Thank you.

MS. KANA ENOMOTO:  Okay, Velma McBride Murry?

DR. VELMA MCBRIDE MURRY:  I sent Katie a note that I can barely hear you, Kana.  I don't know if people are hearing you well.  Can you hear me?

MS. KANA ENOMOTO:  We can hear you clearly.  I can try to speak up more.

DR. VELMA MCBRIDE MURRY:  Okay, that's great.  I can hear you well.  I'm Velma McBride Murry.  I'm a professor in community psychology at Vanderbilt University.  And I also co-direct a clinical translational science award, committee on engagement research, CORE, that our medical school has, and working closely with people in the medical center and community constituents to diffuse more of the work that emerges at Vanderbilt throughout the community to address the issues of health disparities.

My research area is on HIV risk prevention among rural African-American youth, and I've been doing a randomized control trial with this population since 2000 or actually 1995.  And have recently transported a family-based manualized program into a technology format and testing the feasibility of implementing a program in this format to rural African-American families.

Just finished the intervention trial in May, and getting ready to launch a long-term 12-month follow-up with the first group, and a post-test assessment with the second group.  And right now seeing some pretty interesting patterns, differential patterns between the internalization of the prevention program by technology compared to group-based.  And so hopefully I'll have a chance to share more with the group when I see you guys face-to-face in April.  I do miss seeing the faces, but I also enjoy technology.

So the current project that I'm working on that I'm pretty excited about is I'm writing a grant, and hopefully it will be funded through NIMH that will test an implementation effectiveness trial where we're going to randomly select a group of churches in rural west Tennessee, black churches, and train church members to be program implementers of this program that has been shown -- the program that I did from 1995 to 2000 that has been shown to efficacious in reducing alcohol substance use and risky sexual behavior among rural African-American youth.  And so that program has shown to be sustainable and effective for long periods of time.  We now want to test its implementation in real world settings.

And I'm really excited about the possibility of equipping a very powerful institution in the rural community -- rural black community with the ability to reach larger groups of families and youth with regard to HIV/AIDS prevention around both drug, alcohol, and sex risk engaging behaviors.

So it's going to be an interesting process.  I'm excited about it and hope that I can get them excited as well.  Knowing that I'm going to be met with some interesting probably inquiry looks from the pastors as we will be talking about issues that oft time have not been readily embraced in the African-American community or church, for example, issues of homosexuality and so forth.  But I'm still excited about it, and the grant will go in a few weeks, so hopefully again I'll have more to share with the group about that.

MS. KANA ENOMOTO:  It sounds like very exciting work and that you're making great progress.

DR. VELMA MCBRIDE MURRY:  Yeah.
MS. KANA ENOMOTO:  So congratulations.

DR. VELMA MCBRIDE MURRY:  Thank you.

MS. KANA ENOMOTO:  It might be good to have a rural conversation at some point.  A couple of you are -- have some background and some relationship with, so a rural and remote conversation.

DR. VELMA MCBRIDE MURRY:  Yeah.  And we're finding some really interesting patterns in the increased substance use among rural mothers.  And so that would be something I think we could talk about a bit more in terms of the shifting pattern in the substance use among these women and the increased disclosure of being HIV positive as well.

MS. KANA ENOMOTO:  Great.

DR. VELMA MCBRIDE MURRY:  A pattern that we're also observing.

MS. KANA ENOMOTO:  Well, thank you very much.

Okay, well, I am the one who asked if we would in alphabetical order.  And then because her name was highlighted, I skipped Shelly Greenfield, so I'm sorry.  I don't know how that happens.  But I do want to introduce our newest member.  Shelly Greenfield is chief academic officer and director of Clinical and Health Services Research and Education at the Division on Alcohol and Drug Abuse at McLean Hospital.  And she's also a professor of psychiatry at Harvard Medical School in Belmont, Massachusetts.
Dr. Greenfield is a Board certified addiction psychiatrist who's widely regarded as an expert on women's treatment.  She has an esteemed career in research.  She's principal investigator and co-investigator on numerous federally-funded research grants focusing on treatment for substance use disorders, gender differences, and substance use disorders, and health services for substance use and co-occurring disorders.

She's received a career award in patient-oriented from NIDA and a NIDA-funded early career award.  And Dr. Greenfield is a principle investigator of a NIDA-funded stage two trial of the new manual-based therapy for women with substance use disorders, and serves as co-investigator of the New England Consortium of the NIDA Clinical Trials Network, and is char of the NIDA Clinical Trial Network's Gender Special Interest Group and many other fabulous things.  

So we are very fortunate to have Shelly joining us, and with that I will let Shelly say a few words about herself.  I think she may be still on the line.

DR. SHELLY F. GREENFIELD:  Yeah, I'm here.  Can you hear me?

MS. KANA ENOMOTO:  Yes.

DR. SHELLY F. GREENFIELD:  Kana, thank you so much for that introduction, and I'm really pleased to have the opportunity to join the group, and hope that I'll have a chance to be at the next meeting and see everybody face-to-face, which will be nice to have faces to voices at some point.  So thank you very much, and I'm looking forward to working with the group.

I think  a couple of the things that I'm working on right now, you know, as you said, I have a longstanding interest in women and addiction and also women who have addictive disorders and also co-occurring other substance use disorders.  And I'm particularly interested in developing new treatments for women and also in considering implementation of treatment in various settings to, you know, optimize treatment outcomes.
And a couple of things in terms of the research, we actually have completed the two-site clinical trial of new manual-based women's recovery group, which is a relapse prevention group for women with women-focused content on substance abuse.  And when we did the early stage trial, we did a closed group where there was kind of a start and stop time.  This larger stage two trial, we have implemented it in real world settings, both in terms of more of a suburban clinic setting affiliated with McLean, but also in a community-based treatment program in southeastern Massachusetts, and that's a fairly economically challenged community.

And we have been able to successfully implement this in what we call a rolling group format, meaning that it just, you know, as this treatment is often delivered, the group just continues, and people come in and out of the group.  So that has been part of the combined efficacy effectiveness trial, and we're very pleased that we were able to do this.  The groups were on a rolling basis for almost two years, and we've been successfully able to do that.  And we're in the process of analyzing the outcome data now.

The other thing that I've been actively working on at McLean Hospital is a women's mental health initiative.  We have many treatment programs for women and girls at the hospital with different disorders and some with co-occurring disorders.  And we are working on an infrastructure to bring together all the leaders of my staff of the various programs to move toward a division of women's mental health at the hospital, where we will -- where the goal is to consider more of a unified neurodevelopmental model for women through the life span, and to enhance collaborative efforts both in the clinical care, but also in research and education across their various treatment programs.
So we have a lot of exciting activities going on within the hospital itself.  And we are about one year into a three-year small grant to move services in those directions.

So those are two of the things that I am currently most engaged in, I would say, with regard to the work of this committee.  And as I said, I'm very happy to be a member of the committee.

MS. KANA ENOMOTO:  Thank you, Shelly.  So I just have a quick question.  You said it's a women's mental health program.  So when you say "mental health," does that mean mental and substance abuse, or are women's addiction services separate from that?
DR. SHELLY F. GREENFIELD:  So at McLean, when I say women's mental health, we mean all of the psychiatric disorders, including substance use disorders.  And we have outpatient treatment that is women only within the hospital, but not a residential program for addiction within the hospital.  And that's for women only.  But we have multiple sites of treatment where we will be integrating women's only treatment within that.  On the other hand, we have about six or seven services that are for a specific diagnostic entity that are only for girls and women within the hospital's framework.

So does that answer?

MS. KANA ENOMOTO:  Yes.  Yeah, that's helpful.  Sometimes people use "mental health," and it's the umbrella term.  And some people use --
DR. SHELLY F. GREENFIELD:  Yes.  In this instance, we mean it to be the whole umbrella for all psychiatric disorders, including substance use disorders.

MS. KANA ENOMOTO:  Great.  Great.  Well, it sounds like fascinating work, so thank you.  And we look forward to the perspectives you'll bring to the committee.
DR. SHELLY F. GREENFIELD:  Thank you very much.

MS. KANA ENOMOTO:  Next we have Starleen Scott Robbins.

MS. STARLEEN SCOTT ROBBINS:  First, say welcome to Shelly, and I really look forward to hearing more about the relapse prevention model that you're working on for women.  We in North Carolina have looked at a number of different models and are really looking for something that's really specific to women and substance abuse.  So I look forward to hearing more about that.

I am Starleen Scott Robbins, and I'm the women's services coordinator for the State of North Carolina, and also the president of the NASADAD Women's Services Network.  And, Kana, I'd like to thank you for attending our women's services network annual meeting in June.  The women's services coordinators were quite excited about the opportunity to talk about their different interests and concerns around women's treatment with you, and felt like that was a really helpful discussion with you.  So thank you so much for coming to our meeting.

MS. KANA ENOMOTO:  Great.  It was my pleasure, thank you.

MS. STARLEEN SCOTT ROBBINS:  Thank you.  I also had the opportunity to attend the 5th National Conference on Behavioral Health for Women and Girls in July, and it was probably one of the best conferences I've been to in the last 10 years.  The quality of speakers, the information that I walked away with, the people that I had an opportunity to network with, was just amazing.  And I'd like to congratulate SAMHSA, and Sharon, and Kana, and everyone else who put the conference together, including Bette Warner was the advocate for human potential.  It was amazing, and thank you so much for that opportunity.
The Women's Services Network did have their annual meeting in June in Savannah, and we had 11 new women's services coordinators from across the country join us.  We had a total of 38 states represented.  We continued to work with our four subcommittees that are looking at issues around pregnant and parenting women, how the States use outcomes and data, also around recovery oriented systems of care specifically for women, and women in the criminal justice system.  All four of our committees, also subcommittees, also met at the women's conference, and are beginning to look at their 2013 goals and what they will be working on for the next year.

And as far as North Carolina is concerned, one of our speakers this morning, Katie Clark, which I'm so happy that she's going to be able to present to you this morning, has helped us with the development of a Power Point and training for pregnancy and medication assisted therapies that we are now using to educate our partners and child welfare.  We'll also be working with our community care of North Carolina partners, which includes physicians, nurses, social workers, and other licensed professionals across the State who work with women in educating them as well around the use of medication assisted therapy for pregnant women.
And I think that's my update.  Thank you.

MS. KANA ENOMOTO:  Is that all you've been doing, Starleen?

[Laughter.]

MS. STARLEEN SCOTT ROBBINS:  Well, I've also been trying to heal my back in the meantime.

MS. KANA ENOMOTO:  Oh, my gosh.  Well, we've had -- I think I've seen Starleen at like every month this summer at various things.  So you've been very busy and productive I know.  So thank you for that.

Carol Warshaw?

DR. CAROL WARSHAW:  Can you hear me, or do I need to do star, one again?

MS. KANA ENOMOTO:  I can hear you.  We can all hear you.

DR. CAROL WARSHAW:  Okay, great.  Thank you.  And I want to echo Starleen's comments about the conference.  It was really wonderful, and you could see how much heart and soul put into it and thoughtfulness in making it work as wonderfully as it did.

I'm Carol Warshaw.  I'm the director of the National Center on Domestic Violence Trauma and Mental Health, which is based on Chicago, and it's funded by the U.S. Department of Health and Human Services, Administration on Children, Youth, and Families, Family Violence Prevention and Services Program.  And we're part of the Domestic Violence Resource Network, a group of national GA providers that address a range of different aspects and system interfaces on domestic violence.  And we're the center that focuses on trauma, but now everyone is also incorporating trauma into their work.

So most things we've been doing recently, they're all in progress and should be out this fall.  One, we're about to launch a survey of today's Domestic Violence Coalition today or tomorrow on where they are in terms of being prepared to help member programs become informed.  And we'll be helping them to develop baseline surveys of their members this fall in helping them with their technical assistance to move that forward.
We're very excited.  We're still analyzing the final data on two surveys we did with the National Domestic Violence Hotline, Mental Health and Substance Coercion, which will hopefully talk about the data at the next meeting, about how abusers use mental health and substance abuse issues to control their partners and interfere with treatment to prevent them from accessing services and resources, and to undermine their credibility, and then which has implications for every system that women interface with -- survivors interface with.

We're also in the process of completing a formal literature review on trauma-specific interventions that are applicable in the context of domestic violence that Chris Sullivan from Michigan State is working with us on.  And it's part of our kind of project over the next four years to engage in the building of a base for trauma with some specific interventions that are applicable to diverse communities in the context of ongoing domestic violence.
We're also completing an online special collection on trauma-informed resources with the National Resource Center on Domestic Violence.  That's part of their VAWnet project, and Angie Blanche is helping us with that.

We have an exciting project with Cindy Southworth at the National Network in Domestic Violence on the State's use of technology for delivering assistance -- mental health, substance abuse, and trauma-related services for DV survivors in rural areas that I'd love to be able to talk to people about more, both what kinds of interventions are applicable, where the technology is, and how to do that safely.

We recently made some recommendations and comments to the U.S. Preventative Services Task Force.  They came out recommending screening and brief intervention on intimate partner violence of reproductive age women, but said there was insufficient evidence to make recommendations for older adults and vulnerable adults, which includes people with -- women with psychiatric disabilities.  And we heavily encouraged them, strongly encouraged hem, to look at the restrictions in this area because we know there are even higher rates of abuse and violence.
We're also working -- over the last three years, we were working in eight States to help build capacity in trauma, mental health, and substance abuse with the Domestic Violence Coalition and one community organization  in Detroit.  And we're working with three new States for the next five years -- New Mexico, Alaska, and Wisconsin -- and we're partnering with the National Women's Resource Center in all three States.  And we're very excited about work that includes native programs and to think about addressing trauma in the context of historical trauma as well as domestic violence.

We're working on a train the trainer curriculum for the Domestic Violence Coalition.  It's on informed advocacy and including enhanced services on work with children who are subject to abuse and violence, parenting of their mothers primarily, development, substance abuse, and mental health, in addition to the kind of core trauma approach.

And there's also an online module for mental health providers on domestic violence screening and brief intervention that we're working on with Futures Without Violence that is part of a project we're doing with the Office of Women's Health that will also be up as well.
So those are some of the things we're working on.

MS. KANA ENOMOTO:  Carol, thank you very much.  I'm glad to have you in front of the USPSTF, in front of the task force.  That's great.  I think to get good information in front of them to make it as compelling as possible is really important, so I appreciate that you did that.

Okay.  So with that, I think we've heard from all of our members.  Does anyone have any questions for one another?

[No response.]

MS. KANA ENOMOTO:  Okay.  I think we're all just getting used to this new format because I know when you're all here in person, you're always peppering each other with questions and inquiries.  But we'll get the hang of it.

Just quickly, I'd like to review the agenda for today.  We will be leading off with remarks from Administrator Pam Hyde, who is already on the line, I believe, and then we will have an update from Sharon Amatetti on the activities of the SAMHSA Women's Coordinating Committee, with a highlight on the conference that has been mentioned a number of times.  And then we have a really excellent session that we've put together for our members and the public on treatment issues for pregnant women, where we have two excellent presenters, one from the public, Katie Clark, and the other, our very Sandrine Pirard from the Center for Substance Abuse Treatment.

And we'll have a brie 30-minute break for lunch.  And just like at the Federal meeting, there's no Federal dollars going to pay for the food.  You will be on your own, but we'll appreciate everyone sort of convening again promptly at 1:30.  I'm sorry, at 1:00 for our discussion.  Is that right?  Let me just make I've got that correct.  Yes.  So we'll be reconvening for the discussion on treatment issues for pregnant women, and Starleen Scott Robbins has agreed to be our discussant.  And then at 1:30, we have our presentation on Project Launch, where Jennifer Oppenheim from our Center for Mental Health Services will be speaking about this very exciting program that we've had for a number of years.  And Jennifer has arranged for one of the Project Launch grantees also to present.  Marjorie Withers from Maine will join us, and Harriet Forman has agreed to be the discussant for that conversation.

At 2:15 we will have a 15-minute break.  Deb Warner calls those the one-thing break.  You can go out and do one thing and come back.  And at 2:30 p.m., we will have a presentation on our FASD Center for Excellence.  John Dunbar Cooper from the Center for Substance Abuse Prevention will be presenting, along with one of the experts from the COE, Dan Dubvosky.  And Shelly Greenfield will be our discussant for that session.

And we're scheduled for public comment at 3:15.  As of now, we do not have any members of the public signed up for comment.  If anyone would like to sign up for comment, they should e-mail Katie Kostiuk, whose name is available on the site.  And then we will be adjourning at 3:30.

So are there any questions or suggested amendments to the agenda?

[No response.]

MS. KANA ENOMOTO:  And with that, I will open up the floor to Administrator Pam Hyde, who is a great supporter and advocate for women both professionally and programmatically.  So, Pam?

Agenda Item:  Remarks by the Administrator
MS. PAMELA S. HYDE:  Hi, Kana, and hello to all of the members of the committee and to the public listening in.  It's really great to be with you.  I do want to thank all of you for being willing to participate in this format.  We are testing our ability to have meetings and have meaningful input and dialogue electronically.  We certainly don't intend to do it this way all the time, but given the importance of electronic media and electronic discussion in our society, we realize we need to learn how to do that.  And also frankly, given the amount of dollars we have for travel and other things, sometimes it's going to be important that we can do things this way.  So thank all of you for participating and helping us learn and learning with us on how to do it.

I also want to thank all of you for your work on behalf of SAMHSA and on behalf of all the millions of women who have mental and substance use disorders and who are either in our specialty care systems or who are in human service systems, domestic violence systems, child welfare systems, primary care systems, and a number of other places that we are increasingly interacting with in order to address the behavioral health needs of women there.  And frankly also in our schools, increasingly trying to address the issues of women and girls through the educational system as well.

So it's actually kind of an exciting time for women's health care at SAMHSA and across the country.  I think you probably have been told, but just to acknowledge it, and it sounds like you're going to have more discussion about it later.  But we did put out some grants for our pregnant and post-partum women's program this week, $11 million in new grants for substance abuse, treatment, and recovery services for pregnant and post-partum women, and it goes to seven grantees.  So that's terrific.  It's always great when we put those grants out.

We also, however, are doing additional work with the Affordable Care Act, and as it gets implemented, trying to make sure that we are at the table as decisions get made about the implementation of that law, because tons of it is affecting women in positive ways.  And I want to say some words about that.
Before I do, and I don't know, Kana, if you already talked about GATSBI yet?

MS. KANA ENOMOTO:  I did.

MS. PAMELA S. HYDE:  Have you talked about that yet?

MS. KANA ENOMOTO:  Yes.

MS. PAMELA S. HYDE:  Okay.  So here's what I wanted to just underline about what I'm sure that you've already heard.  And that is all of you know, and Kana hates it when I do this, but I'm going to do it anyway.  You know, Kana is our associate administrator for Women's Services.  And in that role, she does a lot of work in addition to her role just in general in SAMHSA.  And one of the things that I really have to give her credit for is conceiving and helping to sell the concept of this new grant program.  It's small, but it intends to do more than just move some grants.  It intends really to try to use these resources, if we can get them, to really change the landscape for how we might screen and provide some interventions for women who have experienced interpersonal violence, or domestic violence, or trauma in childhood, may or may not be experiencing that at the moment, or experiencing specific issues at the moment, but we know that are more vulnerable to both health and behavioral health issues.
So anyway, Kana has taught me a whole lot about trauma and about the impact on children and women, and Larke Huang has done an incredible job of leading our Trauma and Justice Initiative.  And I want to give both of them just tons of credit for helping us to conceive a tiny new program in some ways, but one that could have a profound impact, we think.

The President supported in his budget and the Senate now has supported it in their budget, and that took significant effort to do.  So I just want to thank Kana and Larke and everybody in SAMHSA who's worked on that.  And since it's in both the Senate and the President's budget, you all are more than welcome to let people know how important you think that the program might be.
So let me talk a little bit about or just actually let me do one thanks first.  I want to acknowledge some incredible strides that SAMHSA has done in introducing and reinforcing gender informed approaches to our work, and I really want to thank the SAMHSA Women's Coordinating Council for that and the leadership of Sharon Amatetti.  I think she's in the room.  Sharon, thank you for that.  That work is important in moving our efforts forward, so thanks to everybody who's involved in that as well.
So let me talk about the health care law.  The Affordable Care Act, which you know lots of discussion about it.  It's always important to remind people what's in it and what is or isn't in it.  There's a lot of public attention to a few things, and sometimes what people forget are the incredibly important provisions that are coming into play as we go.  So there are provisions that have already in play for a couple of years.  There's more coming.  And several of these have -- and one was just announced this week, and I want to just sort of put some of that in context for you.

It's actually going to help women get a much fairer deal on health insurance and have better choices.  So we already have a situation where children, young people, cannot be refused insurance because of preexisting conditions.  That's really incredible for families, and it frequently falls on women as caregivers who are trying to deal with young people, children, who have conditions for which insurance has been unwilling to cover up to now.  That's already in place.

There's also a preexisting condition insurance plan for adults who may not yet have the ability to get insurance on the marketplace because of a preexisting condition.  This is an interim plan that stays in effect until 2014 when insurance companies can no longer exclude anyone -- adults or children -- from coverage because of a preexisting condition.

The other thing that's really cool in 2014, and I had some opportunity at the State level to work on this issue at the State level, and it was pretty clear that it was going to be difficult at a State level to get this done, although finally the State I was in did get it done, but just for that State.  And that is that in 2014, insurers can no longer charge women more.  Insurers won't be able to exclude essential benefits that many women need, such as maternity and newborn care.  And already women in new health plans have access to the preventative they need, like mammograms free of charge.  But in 2014, they will not be permitted to charge more or different amounts because they're women.  So as the Secretary likes to say, no longer will being female be a preexisting condition.

So under the new health care law, women -- or the new implementation of 2014, health care isn't going to cost women more just because they're women.  So before then, women could be charged more for individual insurance policies because of their gender.  So a 22-year-old woman, for example, could be charged 150 percent of what a 22-year-old male would pay.  That won't be true anymore after 2014.  And laws also are already taking pretty strong actions to control health care costs, including helping States address excessive premium increases.
Now I don't know if you all watch this, but there was just an article that came out very recently in which the estimates for increases in insurance was going to be somewhere between five and seven percent next year.  When I was dealing with this directly a couple of years ago or three now -- three or four more years ago, the normal, regular annual increases was anywhere from 20 to 30 percent.  So there's been a humongous difference in those costs, and that's really important to all of us.  But I think it's also a women's issue in terms of how they have to pay out of their income for coverage for insurance.  So those things are coming.

Now what was announced this week, and I think we sent out to you some information about it, and I just want to expand on it a little bit, is that as of August 1st, any health plan that comes online after that -- so it may not all be on August 1st.  It may be August 31st, or September 1st, or October 1st, or January 1st.  But any new plan after that time will have to include preventive care without co-pays for certain issues that women need, like well women's visits, breastfeeding equipment, contraception, domestic violence screening and counseling, which is the part where our GATSBI Program comes in.
And I want to just ready you, if you will bear with me a minute here, the list of benefits that this is going to make available to women without cost.  So it ranges from anemia screening for pregnant women, UTI screening, breast cancer counseling, mammograms, breast cancer chemo prevention for high risk women, breastfeeding support counseling and supplies, cervical cancer screening, sexually transmitted infection screening and counseling, contraception, domestic violence screening, folic acid supplements, gestational diabetes screening, HPA DNA tests, osteoporosis screening, RH and compatibility screening, and well women visits, aspirin for cardiovascular disease, blood pressure screening, cholesterol screening -- all of those things without any co-pays.

And it includes some things that we at SAMHSA care specifically a lot about, like tobacco use screening and intervention, as well as depression screening and other kinds of things.  Eventually we hope through the USPSTF and other work that we're doing, we will get more substance abuse and alcoholic screening in that process as well.

So this is really pretty cool.  It's literally millions of women that are going to have access to this.  And we actually have some pretty good information that women actually were in some cases not getting those kinds of screening care and things that would literally save lives, save health, and disability because of cost.  So that's a major change that's happening.

So if you have a new insurance plan coming online after that date, whenever it turns over -- your employer or anything else -- you can choose a primary care doctor and OBGYN in your insurance network without a referral, so they can't do that anymore.  And insurance companies will be prohibited from capping the dollar amount of care that you receive in a lifetime or dropping coverage due to a mistake in an application when you get sick.  And there's just a whole number of other things that are continuing to come online.

So I know in some ways it gets a little overwhelming.  Even those of us who deal with it every single day get a little overwhelmed by it.  But it's really exciting.

I was in a homeless program grantee meeting this week or last week of 700 grantees.  The Secretary was there with me to open that conference.  And I made a comment.  It was on August 1st I believe or -- yeah.  So I made a comment sort of in passing getting ready to introduce the Secretary about the importance of it being a great new da for women.  And the place broke into applause.  This was in a homeless program grantee meeting.  So I was really pleased to see how much people are tracking this in our human services delivery system and our behavioral delivery system with an understanding of the importance of this for women.

I want to just say one other thing and then stop to see if you have questions, and that is tomorrow at our joint NAK, we're going to be talking about a number of things, one of which is very briefly, Larke is going to do a quick update on trauma informed care work that we've been doing under her leadership for our strategy initiative.  It's really exciting, and it's also going to be coming out soon.  You may have already talked about it.  You may be going to talk about it in your committee, but I wanted you to know that tomorrow the joint NAK members will be hearing about that.  And on Friday, the national NAK will be hearing about our work in the national behavioral health quality framework.  So I want to encourage you all to talk about it in your committee and your council, and also to listen in.  If you're available, you're welcome to listen in on Friday to that discussion.  That's going to be a pretty big deal that's starting to flow out this month and next.  We'll probably have it out for public comment in September.

And I wouldn't even begin to tell you that we have done what we should in terms of capturing women's issues and measurement, and most of the measures will not be gender specific, but the way we do the data about them needs to be gender specific as well as specific to some disparity cultures and other things.

The final thing I would tell you is tomorrow, and I won't do it today, but tell you that we're going to do an update on the work that we're doing on health reform implementation for behavioral health.  And there is a lot going on.  There's issues about enrollment and eligibility, and how much we know people with behavioral health needs tend to get less out in that process.  And so we're really working very hard to make sure that that's not the case.

We're actually working with CMS to test the application, the new -- it's going to be a joint application and an easy application that anybody can use to get access to health care whether it's through a Medicaid explanation or through an exchange effort.  So that work over the next year is really incredibly important, so we're working on that, and I'll talk more about it tomorrow.

We're also doing a fair amount of work in working with States and helping them to make some good decisions about the essential health benefits that are in the benchmark plans that are getting chosen.  This stuff gets very, very complicated.  I can tell you we have a great set of staff, and we have a new person coming on.  Her name is Suzanne Fields, who will begin next week working exclusively with us on trying to make sure that behavioral health doesn't get lost in the process of all of that implementation work.
So I think I'll stop there.  If you have questions for me, I'm happy to do it.  But you've got the best people I think in the house, in the room.  So let me stop, Kana, and see if you guys have any questions.

MS. KANA ENOMOTO:  Do we have any questions from the members?

OPERATOR:  As a reminder, star, one to ask a question or make a comment.

MS. KANA ENOMOTO:  Thank you.

[No response.]

MS. PAMELA S. HYDE:  You all are being awfully quiet.  Is the technology an impediment, and people how to get on?

MS. KANA ENOMOTO:  They know how to get on, but I think the -- yeah.  I think it's maybe a little bit daunting.  Or it may be that because they don't have any other distractions, they're copiously taking notes, and they absorbed everything you said without any questions.

MS. PAMELA S. HYDE:  Actually while we're waiting then, let me say one other thing that's coming because we're excited about it, and we've been working on it for a couple of years with the Surgeon General and with the National Action Alliance for Suicide Prevention, is the Surgeon General's report or strategy for suicide prevention is going to be released sometime in the next six weeks or so, probably early September.  This is something also we've been working on a lot and the Secretary has been very supportive of.

There's also work that we're doing with military families that's going to be coming out very soon.  So just lots of work on our strategy initiatives, and again, Kana, if I'm repeating stuff that you've already -- forgive me, but some things that we've been working on for quite a while and kind of coming to fruition for announcement this fall.  And every one of those initiatives, while not always specific to women, it certainly has different implications for women, especially some of the trauma issues in the military families work, for example, for Latino girls, adolescence is a big issue in suicide prevention.  So there are some issues of that nature that we're trying to pay attention to in the process.

MS. KANA ENOMOTO:  Great, thank you.  I believe Jean Campbell has a question?

DR. JEAN CAMPBELL:  Yes, I do.

MS. PAMELA S. HYDE:  Hi, Jean.

DR. JEAN CAMPBELL:  Hi, Pam.  You know, there is a problem with this technology.  I can't interrupt.

[Laughter.]

DR. JEAN CAMPBELL:  You can't talk over people, so it is a problem. And I don't know about other people, but even when I take the mute off, unless I hit star, one, I can't get -- and maybe this is a reason that we're not really dialoguing as much because I can't seem to reach you at SAMHSA.

So anyway, with that said, one thing I noticed in the agenda, and I was going to bring this up earlier, and I'm glad you're here, Pam, is that it appears that our focus has been on the prevention and treatment of behavioral health.  And with the new SAMHSA initiatives around wellness, I would really like to know if there's anything that is particularly being focused on women and wellness, and if people -- members of this committee are doing anything on women and wellness.  And I know that -- is it this month is wellness month at SAMHSA?  And I know there's a special day, a wellness day.
But I would really like to see something on the promotion of wellness in addition to the prevention and treatment of behavioral health issues.

MS. PAMELA S. HYDE:  Yeah.  Thanks, Jean.  That's a good point.  And frankly, Kana may know more about it than I do.  I don't have all the details of the work that CMHS is doing on the wellness initiative, and they're sort of leading it.  Paolo, and Wilma, and those folks are leading it.

We have very much married up with CDC and the Million Hearts Campaign to try to focus on the areas that they are focusing on, so heart disease, hypertension, obesity and weight issues, and ABC -- cholesterol, and then smoking.  So those are the things that we are focusing the most on and trying to have some synergy with our colleagues at CDC.  They are incredible outreach.

I don't know, and I don't know if I you know, Kana, whether there are separate or specific initiatives around women in that effort.  Do you know?  And if not, we could probably get Paolo, or Wilma, or somebody to let us know.

MS. KANA ENOMOTO:  Yeah.  I would have to talk to Wilma or Paolo about that, or Nancy.  But I imagine we could also contact the Office of Women's Health because they do quite a bit around Women's Health Month.

DR. JEAN CAMPBELL:  And maybe think about, before our next face-to-face meeting having a presentation or some presentations that have some focus on wellness in addition to the prevention and treatment of behavioral health issues that would relate directly to women and girls.

MS. PAMELA S. HYDE:  That's a great idea.  Thanks, Jean.

MS. KANA ENOMOTO:  And when Sharon does her update, she'll also mention something that we did at SAMHSA for Women's Health Month that was quite creative.  Maybe we could take that to scale.  Tea and cookies for everybody.

MS. PAMELA S. HYDE:  Yeah.  We did some fun things within SAMHSA for SAMHSA employees who are women, but I don't know how much that goes beyond.  But we can find out and get that information to people.

DR. JEAN CAMPBELL:  Yeah.  I just want to learn and expand our knowledge and have -- I mean, this is an area where we can actually think in new ways.

MS. PAMELA S. HYDE:  Yeah, I agree.  That's great.

DR. JEAN CAMPBELL:  Which is always exciting.  And I would like to start to build some sort of theoretical framework outside of -- there's a difference between the treatment of illness and the promotion of wellness.  I mean, we know there's a difference in terms of initiatives and activities and public policy.  But beyond that, there isn't much specificity.

MS. PAMELA S. HYDE:  Well, you're absolutely right, and it's good timing for you to be thinking that way and for the Council to be thinking that way because there's also some wellness initiatives in the Affordable Care Act that have yet to be rolled out, and they're going to be shortly.  So I'm not at liberty to release all that yet, but I just got a briefing on that yesterday with one of my colleagues.  So watch for more.

So the point is it's good timing to talk about wellness.  It does go beyond prevention activities into sort of how do we really support and promote wellness.

MS. KANA ENOMOTO:  Great.  Well, thank you, Pam, and thank you, Jean.  Any other questions for the administrator?

[No response.]

MS. KANA ENOMOTO:  No?  All right.  Well, thank you, Pam.  We appreciate the time.

MS. PAMELA S. HYDE:  Yeah, thanks a lot.  Good luck to all of you on the rest of the day.

MS. KANA ENOMOTO:  We'll let you know how it goes.

MS. PAMELA S. HYDE:  Okay, thanks.

MS. KANA ENOMOTO:  And with that, I would like to invite Sharon Amatetti to provide her update from the SAMHSA Women's Coordinating Committee.

Agenda Item:  Updates from SAMHSA Women's Coordinating Committee

DR. SHARON AMATETTI:  Okay.  Good morning, everybody.  And I wanted to let you know that we really do miss you here today at SAMHSA.  You might be interested to know about our room setup.  We're actually set up as if you were attending in person.  We have about 10 empty chairs with microphones in front of them.  So it really feels like you're not here, and we do miss you.

I also personally wanted to welcome Shelly Greenfield to the committee, and we're really excited to have you join us, Shelly.  So thanks for agreeing to be a part of our committee.

So I want to give you an update on the SAMHSA Women's Coordinating Committee.  As most of you know, the committee is a group of internal folks from SAMHSA.  It's made up of staff from all four of our SAMHSA centers who have either programmatic responsibility for or an interest in women's issues as it relates to our SAMHSA mission.
As our committee, we've held two events since we last met.  On May 17th, the committee planned an in-service program highlighting our work related to women and girls, and as Kana was alluding to, we hosted it as a tea.  So it was SAMHSA's way to celebrate Women's Health Week, which is held every year beginning on Mother's Day. And it was a comfortable way for us to introduce or reacquaint our own staff to the work that's taking place across SAMHSA regarding women and girls.

We had over 100 staff attended.  Ten staff from all four centers prepared posters and showed videos and discussed their work at the event.  We did have a very nice assortment of cookies.  And this is something that we enjoyed doing, and I think we probably will build on it in future years in coordination with that health week.

And then more recently from July 17th through the 19th in San Diego, SAMHSA co-sponsored with an organization called Mental Health Systems, Incorporated, the 5th National Conference on Behavior Health for Women and Girls as has been mentioned a couple of times this morning.  And I want to thank everybody for the nice comments that you made about the conference.  It's really a privilege for me to work on it, but I had a lot of help from staff here at SAMHSA.  The whole SAMHSA Women's Coordinating was very actively involved in planning the conference, and we had so much support.  Probably 100 people helped us develop this program.  We developed these learning clusters, invited chairs and co-chairs from across the country to help us develop the agenda and program across the clusters.  And I think that that really gave a lot of strength to the development of the program.  We had a great contractor advocate potential in Debra Warner, the project director for that conference, helping us along the way.
So we referred to the conference as a conferrence, and that was to emphasize the collaborative interactive spirit of the conference.  And the tagline for the conferrence was it's all about her, with H-E-R-R standing for health, empowerment, resilience, and recovery.  And our ACWS committee member, Starleen Scott Robbins, helped coin that tagline during one of the early conference planning meetings.  So I appreciate that you helped us with that, Starleen, and I think it really gave the right feel and emphasis to the conference.

We speak about this is the 5th National Conference on Behavioral Health for Women and Girls because this was a continuation of SAMHSA's National Conferences on Women, Addiction, and Recovery.  But it was also the first time that we had a conference that included a balance of addiction, treatment, prevention, and mental health topics.

We were really pleased with the turnout.  We closed registration at 650 registrants.  And reports from the attendees were really positive.  We had a lot of repeat attendees, people who come every year, as well as new attendees.  Among our repeat attendees was Starleen Scott Robbins.  We also had most of the State women's services coordinators in attendance, as well as representatives from the CSAP pregnant and post-partum women grants, who met in a pre-day to the conference.

New attendees and presenters were our ACWS members, Dr. Carol Warshaw and Dr. Vince Felitti.  Dr. Warshaw presented on domestic violence, trauma, and substance abuse, and mental health.  Dr. Felitti presented on the adverse childhood experience study, and also held a chat with participants.

We had some really exciting plenary presentations, including from our own principle deputy administrator, Kana Enomoto, as well as past ACWS member, Stephanie Covington, who is well known for her work in women, addiction, and trauma.

Noted author and motivational speaker, Patrice Gaines, was a speaker, was Rosalind Wiseman, the author of the book Queen Bees and Wannabes, who discussed navigating the new realities of girl world.  Gail Wyatt, professor at UCLA's Department of Psychiatry and Biobehavioral Sciences, discussed HIV in African-American women.  And Chic Dabby, who is the director of Asian-Pacific Islander Institute on Domestic Violence, provided a very compelling presentation on gender-based violence.  On the last morning, Dr. Sandra Bloom presented on the topic of trauma from workplaces and helped the audience think about some of the issues facing their own workplaces.  In addition to the plenary sessions, there were a combined total of 77 mini plenaries, workshops, discussion groups, and facilitated chats with leaders in our field.

So we're looking forward to analyzing the valuations from the conference, but for the most part I think we were able to offer something for everyone who attended.  And given the diversity of the audience, this was really a goal going into the conference that there would be something for everybody.  And I think we were successful in that.

SAMHSA promoted several new materials at the conference, and I want to highlight a few of them.  We have a brand new document entitled Using Matrix With Women Clients, which is a supplement to the matrix intensive outpatient treatment for people with stimulant use disorders.  And this is a 10-session program, and it continues efforts to tailor matrix program materials to distinct audiences.

Of course, a lot has been learned over the past decade about the unique substance abuse treatment needs and concerns of women, and this knowledge has been applied to the women's supplement.  It covers the importance of relationships in women's recovery, issues of trauma, and abuse, and violence, sexuality, sex for money, body image and weight control, parenting and pregnancy, and family roles.  And given the relatively high proportion of women seeking treatment for stimulant dependence, we think that the adaptation is very timely.

The creator of the material, Jeanne Obert, from the Matrix Institute, prepared the document and field tested it.  She also conducted a workshop of the new supplement at the conference.  And the supplement will be available in the SAMHSA clearinghouse as a web-only document later this week.

SAMHSA recently developed a new online curricula entitled Introduction to Women and Substance Use Disorders.  It's a 12-hour, eight module, self-paced course, and it's intended to help counselors and other practitioners working with women to better understand women's substance abuse treatment or recovery experiences and effective interventions for women.
The course was developed under contract to advocates and is available now on the national ATTC website.  And it's offered for free or for $60 of CE user desired.  And conference attendees were able to see a live demonstration of the course in the exhibit hall of the conference.
A workshop was held, and participants received a flyer about a new publication developed for SAMHSA under contract to the National Association of State Mental Health Program Directors entitled Engaging Women in Trauma Informed Peer Support.  The guide was created to make trauma informed peer support available to women who are trauma survivors and who receive or have received mental health and/or substance abuse services.  And like the other two products, this is new from SAMHSA this year.  And two of the authors, Cathy Cave and Darby Penney, presented on this in a workshop at the conference.

In other news, SAMHSA participates in the Coordinating Committee on Women's Health, which is coordinated out of the office on Women's Health.  This committee meets monthly, and it's made up of representation from many different agencies -- the Office of the Assistant Secretary for Health, which includes subagencies such as the Office of Women's Health, Office of Adolescent Health, Office of Disease Prevention and Health Promotion, Office of HIV/AIDS and Infectious Disease Policy, Office of Minority Health, Office of the U.S. Surgeon General.  It includes the Office of the Secretary, and then Department of Health and Human Services agencies are represented, such as Administration on Children and Families, the Center for Disease Control, the Agency for Healthcare Research and Quality, Centers for Medicare and Medicaid Services, the Food and Drug Administration, Health Resource Services Administration, the Indian Health Service, the National Institutes of Health, and, of course, SAMHSA.

So SAMHSA attends the monthly meetings and receives information from all the participants very regularly.  And some of that information we forward to you.

Right now, the committee has been working on the development of a fact sheet on interpersonal violence, and this became a priority when the Department adopted the IOM recommendations of the Women's Preventive Services.  It includes screening, counseling for all women and adolescent girls, interpersonal domestic violence as a covered benefit, which both Kana and Pam have talked about.  So the fact sheet is going through clearance right now, and we hope to have that out pretty soon.

The Office of Women's Health is also looking at ways to support outreach and dissemination about the Affordable Care Act preventive health benefits for women.  So this group, this very diverse group of all these different agency representatives come together every month and work in subgroups to try and advance these initiatives.  But these have been the priorities over the last six or so months.

That's my report today.  All the Power Point presentations from the conference and information about the documents that I referenced will soon be posted at the Treatment Improvement Exchange website, which is http://women andchildren.treatment.org.  And as soon as that is available, I will send you an e-mail letting you know about that as well because you might like to look at some of those.

Thank you.

MS. KANA ENOMOTO:  Great.  Thank you, Sharon.  Do we have any questions from the members for Sharon?  I think the process is not only unmute your phone, but also press star, one.

[No response.]
MS. KANA ENOMOTO:  Okay.  So no questions.  Just to let people know that we have about 50 people on the phone, or 50 people with us.  There are 44 on the web, 50 on the phone.  Some of you are on both of those things.  Anyway, we do have a great audience, so we're really pleased about that.

So thank you, Sharon, for your update, and thanks to Sharon and the team again for just the tremendous work that they do year in and year out, and with this particular, we have the women's conference every other year.  And with this year being mental health and substance abuse together was really a Herculean effort with Herculean results.  So thank you for that.

Agenda Item:  Treatment Issues for Pregnant Women
MS. KANA ENOMOTO:  So next we have our panel on treatment issues for pregnant women.  As a lead-in to this, the administrator mentioned that our PPW, our pregnant and post-partum, women's grants were recently released.  There were seven grants at about half a million dollars each for the next three years.  And these grantees will operate from a family-centered perspective offering additional support services for children and other relatives.

As the administrator has noted, the program offers vital help and hope to women at a crucial time in their lives and in the lives of their children by including families and the supportive services that are being provided for these women.  We acknowledge that people with substance use disorders are more than their just their addictions.

The full press release is on the SAMHSA site.  There was an article about it on Congressional Quarterly this morning.  And so we're very excited to have these new grantees joining or coming online in the SAMHSA family.

So related to that is the treatment issues for pregnant women, and our first speaker is Katie Clark.  Katie is currently a research assistant at the Yale School of Public Health, as well as a student in the maternal and child health master's of science and public health program at UNC-Chapel Hill.  She earned her B.A. in health arts and sciences from Goddard College, where she studied opioid use disorder during pregnancy, public health, and audio journalism.  From 2004 to 2009, Katie worked in Maine as a counselor, clinical supervisor, and program director for various opioid treatment programs, and she specialized in providing services to pregnant and parenting women, and offered trainings throughout New England on the topic of methadone and pregnancy.

She is the author and administrator of methadonepregnancy.com, and a number of people who have heard Katie speak before spoke very, very highly about her presentations.  We are very pleased and fortunate to have Katie Clark joining us today.  So, Katie, I will hand it over to you.

Agenda Item:  Opioid Use and Pregnancy
MS. KATIE C. CLARK:  Okay, great.  Is my microphone working okay?
MS. KANA ENOMOTO:  Working great.

MS. KATIE C. CLARK:  Okay, wonderful.  Thank you so much for inviting me to speak with you all today.  It's a great opportunity.  So let's get going.  Got lots of things to cover.

So I'm trying to progress to the next slide.  There we go.  Okay.  So when I started working at opioid treatment provider, about a few months into working there, I had my first pregnant woman on my caseload.  And I asked my colleague, what do we do with pregnant women and methadone treatment?  I didn't know anything about the topic, and I was really surprised that a lot of my colleagues didn't really know much beyond she needs to be on a stable dose.
So what I started doing is collaborating with prenatal providers and local hospitals and learning about how and why we treat pregnant women who have opiate addictions with methadone.  And it's been a really wonderful experience both working with women and working with providers.
We've seen across the country a huge rise in opiate addiction and opiate use, not so much heroin, but it's mostly in the prescription opioids, which I'm sure it not news to any of you.  But because we are seeing this increase and then having more women who are in treatment or who are needing medication assisted treatment, and there are is a lot of misinformation and misconceptions about this practice in our field and with the other disciplines that we often engage in.  When our clients are in treatment, they very often are receiving medical services and mental health services.  They may be involved with the criminal justice system.  And there's not a clear message across all of those disciplines.

I'd like to mention that you've graciously given me about 20 minutes to review this topic, which is incredibly complex.  So I would just like to encourage people that this is a brief overview, and that to thoroughly delve into the subject takes more time.  I'd just like to mention that.

And that a lot of the issues around neonatal absent syndrome, stigma, what to expect at the hospital, some of these other issues that women in methadone treatment experience, may also be experienced by women who are being prescribed medication for chronic or even acute pain.  A lot of those women who are receiving opiate-based pain medications are not being informed of the potential side effects of that medication.

Some abbreviations that you might see in this presentation are MMT for methadone maintenance treatment, MAT for medication assisted treatment.  And that can really be used for any different type of medication that's used to treat a substance use disorder.  However, in the presentation, we're going to focus primarily on the opioid medications -- methadone and buprenorphine.
OTP is our opioid treatment providers, which are often referred to as methadone clinics where or OBOT or the office-based opioid treatment, which is doctors who might be prescribing buprenorphine, Suboxone, and Subutex as part of their clinical practice.
NAS is our abbreviation for neonatal abstinence syndrome, HTP, hepatitis B.  And throughout this presentation you may hear me referring to TIP 43.  So a TIP is a treatment improvement protocol.  You can find links to these references at the end of this presentation.

The term opioid versus opiate, these are just different terms used for drugs that bind to the opiate receptors in the brain.  So opioids are synthetic opiates and naturally occurring -- I'll refer to as opiates.  So just for consistency throughout this presentation, we're going to use the term opioid, but we really are talking about our pharmaceutical medications -- Oxycontin, Vicodin, as well as, you know, heroin and morphine.

The terms "addictive" verses "dependence" or "dependency," I'd like to just review these really quickly, which is really addicted is the psychological aspects of drug use.  So this is, you know, the continuation to use -- to cite adverse consequences.  These are often the behavioral issues that we see for people who are in the cycle of drug use, versus dependency.  And dependency is the physiological symptom of a drug use, so this includes tolerance when a person needs more of the drug to achieve the intended effect, or they have withdrawal symptoms.
So this is particularly important in this topic because we often hear people talking about addicted babies, and it's important to make the distinction that babies are not addicted.  They don't have behavioral problems or things they wouldn't be doing if they didn't have the drug.  These babies that are exposed to methadone and buprenorphine in utero are born dependent, which means that they may have withdrawal symptoms because of the medication, and may need pharmaceutical intervention to wean them off the medication.  And that's a real important distinction for women, for a mom who's pregnant and hearing her baby is going to be born addicted is very different than a baby being born dependent, which is much more easily managed.

When we talk about recovering, there's a whole lot of different ways that people think about recovery, you know, relapse prevention, remission.  And so the way that recovery is in this presentation is basically reducing the symptoms of the disease with the goal of disease remission.

We also talk about take home medication, which is prepared in an opiate treatment provider to be taken off site.  So most days a patient will go into an opiate treatment provider, go to their clinic window, receive their, you know, oral dose of methadone, and then go on with their day.  And then eventually they can earn the privilege to get that mediation in a bottle to take home and then take it on the next day.  So we'll get into that a little bit more later.
In general, I encourage people to avoid abbreviations when we talk about methadone because we have meth for methamphetamine.  We've got methylphenidate for Ritalin, and we have methadone.  So sometimes people will think that we're treating pregnant women who have Oxycontin addiction with methamphetamine.  We want to make sure that that's not we're doing, so using the term "methadone" can help alleviate some confusion around the topic.

So the three medications that are generally used for medication for treatment for opioid addiction are methadone, buprenorphine, and naltrexone.  We're going to be talking about only methadone and buprenorphine today.

So the goals of these medications is to eliminate the compulsion to use -- eliminate using despite adverse consequences, and to eliminate the withdrawal symptoms.  Many patients have shared that, you know, if they go into a detox and they stop using, oftentimes they will go back to using if they still have withdrawal symptoms.
Medication for this treatment can be used with other treatment modalities.  You don't have to strictly just be taking a medication.  And often all treatments are enhanced when you are involved in more than one.  And people may be on medication from a period of a month to years, and that can be clinically appropriate.

So the goal of MAT for this population is that we want to alleviate the physiological symptoms of withdrawal, and we want to alleviate the psychological aspects of opiate addiction.  The goal of that is that the women can stop using, and hopefully restabilize their recovery environment.  And the benefit to this is that when we have the peaks of being high and the valleys of being in withdrawal of opiate addiction, that is not an ideal environment for a developing fetus.  In addition to what's happening biologically, there are also benefits that happen in the physical environment, and oftentimes women are more likely to reduce other risky behaviors, which can cause, you know, emotional harm, physical harm, and involvement in the criminal justice system.

So buprenorphine is a synthetic partial opiate agonist, and I'll show you -- the next slide will show you a diagram of that.  It's prescribed in two or eight milligram sublingual tablets.  And buprenorphine is the main ingredient in Suboxone, so Suboxone is actually buprenorphine and Naloxone combined into one medication.  I always like to tell people that because Naloxone is what's called an opiate agonist, so it will actually cause someone to go into opiate withdrawal, if someone is taking methadone or other opiate-based medications and they take Suboxone on top of that, it can actually cause a withdrawal, which we of course -- which has landed people in the hospital because they go into their withdrawal.  That can be especially challenging and of a concern if a woman is pregnant because we do not want her going into severe withdrawal.

Subutex is just buprenorphine, and so if a woman is in Suboxone treatment and appropriate to continue with that modality, she'll often be put on Subutex, which doesn't have that Naloxone component to it.  It's still considered off label use to prescribe Subutex during pregnancy.  However, the research on what we're planning out is that looks promising as a treatment intervention.

So this is a little graph I was telling you about where we see methadone is a full agonist, which means that it completely binds the receptors in the brain, where buprenorphine is a partial agonist.  And then Naloxone at the bottom is what will cause someone to go into opiate withdrawal.  So it's a little visual.

So some of the similarities that these two medications have is that they're both very effective.  They both can be misused and diverted and can cause euphoria, can cause physical dependence, and that they both have shown to help keep patients in treatment, which is good because longer treatment outcomes or longer time of treatment can help people have better treatment outcomes.
So some of the differences is the dosing, so I'm going to back.  So buprenorphine has a feeling effect of 32 milligrams, where methadone does not have a feeling effect.  So if we go back a couple of slides here, this is what it means by buprenorphine having a feeling effect, that you can continue to increase the dose, but it does not have a greater effect, where methadone, as you continue to increase the dose, it continues to have an increased effect.  And that has some benefits and challenges.

So buprenorphine has been approved for adolescents and people 18 years of age or under.  And methadone is the only medication that's in use for -- has FDA approval for use during pregnancy.

There are some differences with counseling requirements.  methadone, there's Federal guidelines, and then States might have additional requirements on top of that, where buprenorphine when it's prescribed through an office base, so the OBOT who is prescribing buprenorphine, there's no explicit requirement for how much counseling they need to have.
So again, if a patient is receiving buprenorphine from their primary care doctor, there's no explicit requirements for how often they have to be seen by them.  So what I've been told is that often new patients will be inducted.  They'll be seen weekly.  And then they'll quickly go to monthly or bimonthly status, meaning that they only have to present to the office once or twice a month to receive a new prescription and to meet with the doctor.
methadone patients will attend the clinic for at least 60 days for the first 90 days of treatment.  There is a Federal eight-point evaluation that patients have to meet in order to get take-home medication.  If the patient meets the eight-point evaluation, which includes attending the clinic on a daily basis, not having behavioral problems, having negative drug screenings for illicit drugs, after doing that for 365 days, they then can earn six take-homes.  So basically they would come into the clinic one day, and take their medication at the window, and then would have six days' worth of medication that they would then take every day for the next six days.
So why do we use methadone to treat pregnant women?  Basically this is a gold standard of treatment.  It's research and science based, which we have been investigating for over 40 years.  It has all of the benefits of decreasing and eliminating illicit drug use.  We talked about interrupting the cycle of addiction, and that it increases or initiates prenatal care.  When people are actively using, they are often a hidden population and might not have -- might be fearful of gaining -- of accessing medical treatment for fear of their doctor finding out about them using and the repercussions of that.

On this slide particularly, the benefits to develop this is that we have the same amount of drug and potency when you get the daily dose of methadone versus just using illicitly some days.  If she's using, you know, heroin, there's going to be a different cut from one bag to the next.  It could be different potencies, which can cause a risk of relapse.  And also even if with our prescription medication where she might be able to know that she's taking one Oxycontin pill, because they're so expensive, women might not be able to afford as much every day.  So that leads to changes in the biological environment.

The risk for most methadone maintenance treatments in pregnancy are low birth rate, smaller head circumference, and neonatal abstinence syndrome.  There are some studies that show by age two, these children that are methadone exposed catch up to their non-exposed counterparts as far as on, you know, being small head circumference, being underweight.  And the thing I really want to stress is that other drug use, including nicotine and alcohol, can contribute to these risks and other risks.

In my clinical practice over the five years I did this, I had a handful of women who did not smoke cigarettes.  They were all very interested and motivated to taper off methadone, and none of them were very interested in quitting smoking.  Well, they may have been interested, but very few of them followed through in reducing or quitting smoking.  So that can really exacerbate the risk of these symptoms.

For women who are actively using, if you are actively using and you start having nausea, if you start having body aches, if you start having mood swings, you might actually think, oh, I'm actually not getting enough drugs.  I'm going through withdrawal, and may actually use more instead of seeing those as pregnancy symptoms.  Because of the drug using lifestyle, women may not be eating as well, taking good care of themselves, and they have a disrupted menstrual cycle, so they're not really sure where they are in their cycles.  They might have -- they might believe that they actually can't get pregnant.

Women also that are actually using find out that they're pregnant and plan to have an abortion, and they might -- for whatever reason -- they can't come up with the money or it's already, you know, too late for them to get one -- that they end up not getting an abortion.  And then they end up using during their pregnancy.

Women really do want to talk about their drug use.  A majority of the women that I spoke with, you know, told me, I wanted my doctor to ask me.  I wanted them to ask me so I could tell.  They might not volunteer the information, but when asked about it, they are willing to talk about that information.  So definitely screening and asking about drug use during pregnancy is very important.

And that these women are really concerned about being judged.  Drug use in general is a stigmatizing condition, and then being pregnant on top of it just adds to that.  And they may have had prior Child Protective Service involvement.  They may have had other children who were removed from their custody, or they might be concerned about a case being opened.  So those are all common concerns of women.

One thing that I was able to sort of learn when I was working with pregnant women is I saw a big difference between the women who were in treatment with methadone and became pregnant versus the women who were coming into treatment because they were pregnant.  So if we look at the women who are already in treatment, they already know about the positive aspects of methadone treatment.  Oftentimes they've been free from illicit drug use for a period of time.  They generally have more stability.  They're more likely to have an apartment, maybe have a job, or be in school.  They have a connection with a counselor.  And maybe they're on a stable dose of methadone.  And because of all of these things and other aspects, once they delivered, these women were less likely to relapse.

This is very different than the woman who is brand new in treatment, who's skeptical not only of methadone treatment, but maybe treatment in general.  This might be her first time interacting with the treatment service community.  And she's obviously been using illicit drugs recently.  Generally unstable both emotionally and medically.  Maybe she is having problems with her housing situation.  You have a new relationship with a counselor; therefore, you have to sort of help educate her on all these topics around methadone and pregnancy, and substance use disorder, and then build rapport in a very stressful time.
She needs to find a stable dose of methadone.  And these women were more likely to relapse after using because their motivation to come into treatment was because of the pregnancy.  After they deliver, they often struggled more maintaining abstinence from illicit drugs.

And regardless of a woman being new in treatment or coming into treatment brand new, women are reluctant to stay in treatment or to come into treatment.  They want out.  They just have heard horror stories about methadone treatment, or maybe they're having pressure from their friends and family or partner.  Women, again like I had mentioned, the fears they have.  And again, we have all of these, you know, emotional, medical psychosocial issues going on.  On top of all of the challenges of having an unplanned pregnancy for anyone who doesn't have all of these concerns.
I want to try to move along my slides.  Can I have an extra five minutes since I started a little bit late?  Is that okay?

MS. KANA ENOMOTO:  I think we're okay.

MS. KATIE C. CLARK:  Okay, great.  So dosing and pregnancy, decreasing dose and dose instability can lead to adverse fetal outcomes.  If a woman is in the tapering process, and what I mean by that is in methadone treatment, when someone is looking to phase out of treatment, they might reduce their milligrams of methadone on a regular basis.  So every two weeks they might go down two milligrams or five milligrams.

If a woman is in that phase of treatment, you may want to consider stopping the taper.  And it's not helpful to stay below a magic number.  So clients might say, oh, my friend, she had a baby.  She was on 100 milligrams of methadone.  The baby was fine and was released from the hospital in three days.  So I'm not going to go above 100 milligrams.  And that can really be problematic because if 100 milligrams isn't enough to stop the psychological aspects of drug addiction and alleviate those physical symptoms, it is not going to be an effective intervention.

Don't congratulate women on low doses.  Sometimes people will say, oh, that's really great.  You're only on 60 milligrams or what have you.  And what can happen is these women really want to please their providers, so it might stop them from increasing a dose when they actually need it, or it might lead them to lie about their actual dose of medication.

We haven't seen any -- and the research is conflicting around the correlation of maternal methadone milligrams and the severity of neo-natal abstinence syndrome, so we don't really have any clear indication that, yes, it's helpful if the women is under 100 milligrams or under 150 milligrams.

And I like to use these visuals to help explain the difference of appropriate methadone dosing.  So here we have the experience of heroin to someone who is in withdrawal.  They use and get high.  They then come down in the comfort zone.  And oftentimes this comfort zone is when they are taking care of their kids, going to work, or they're doing what they need to do to get more money to get more drugs.  They then use again, they get high, and then they come down again.  So this cycle happens that whole time over the day, depending on how severe someone's tolerance is.

So this is what a stable dose of methadone should look like where she comes in and receives her methadone.  In about three hours, it peaks and then slowly leaves her body over a period of time, and she's in that comfort zone the entire time.
What we don't women to do is be here, which is that she's in withdrawal when she comes in to receive her methadone.  She feels okay for part of the day, and then she goes into withdrawal again.  This is where we have the instability in the biological environment, which is not ideal for the developing fetus.  This is also where she might, you know, go out and use illicit drugs.  And she's also not feeling physically well, so she's probably not eating, sleeping, taking good care of herself.

That's just a statement that we need to be appropriately dosing women.

Women often need increases in their medication in her third trimester, so if we have one of those women who's stable in treatment and has been in treatment for, you know, six months or a couple of years and she's stable on her dose, by the third month, she might need an increase, and that's due to changes in the maternal metabolism, and that the amount of blood that's going through your body when you're pregnant almost doubles.  With that said, when she delivers, she might also need to decrease post-partum because we don't want her to be over-medicated in the hospital.
Pregnancy and hepatitis B, I had a significant amount of my young pregnant women testing for hepatitis B.  It is not part of routine prenatal care because pregnant women are not more at risk of hep B.  However, people who have histories of injection drug use are.

Hepatitis B is a more durable virus, so it can live outside the body longer.  So it's not just the in the syringe, it's also the cookers and the cottons that's used with injection drug use.  It also can be transmitted through sharing snorting equipment, such as straws.  So asking women about what are you using and how are using it can help assess if she should be tested for hepatitis B.

We talked about this a little bit that other drug use, both illegal and legal, can contribute to narcotic abstinence syndrome and poor maternal and fetal outcomes.  We still are not doing a great job of giving the consistent message that no alcohol -- no amount of alcohol is safe.  I recently saw some friends from high school, and two of them had had kids, and both of these are college-educated, middle class Caucasian women in Vermont.  And they both were told that in their third trimester, if they wanted to have beer or a glass of wine occasionally, that that was okay.  So we're still not consistent on that message.

And that what happens is because the methadone is binding to the opiate receptors in the brain, if she takes on additional opiates, she might not be able to get high.  So sometimes these women will turn to other drugs that they can use to cope with, you know, emotional problems that they're having.

Real quick on this, methadone treatment does not treat delivery and labor pain, so we need to appropriately prescribe her medication for that.  And then also have conversations around relapse and the use of appropriate pain management.  Nubain and Stadol are both medications that will cause her to go into severe withdrawal symptoms, so she needs to know that and make sure that it's not on her chart to be given.

And as far as the symptoms go, basically infants may have withdrawal symptoms.  They may be in a range of severity from mild to very severe.  Some of these symptoms might not show up for five to seven days, and ideally infants would be monitored for that period of time.

There is the Finnegan Scoring Tool, which looks at these different symptoms and have a scoring category for each of those symptoms to help medical providers identify when medication should be used to treat the neonatal abstinence syndrome.

There are non-pharmaceutical interventions that women can do or caretakers can do to help decrease the withdrawal symptoms.  And there are pharmaceutical interventions.  Common ones are listed here.  And different hospitals have different protocols, so I encourage providers and women to check with their local hospital to see what they are currently using.

Breastfeeding is recommended period.  And again, regardless of maternal dose, breastfeeding should be recommended for these women, especially because it can help reduce the neonatal abstinence syndrome.

So that was kind of a whirlwind through my slides.  I'm sorry I went over a little bit.  But please feel free to contact at katie.clark@yale.edu, and you can also contact me through my website, which is in the process of being redeveloped.  So feel free to look at that.

And the last slide here is just some of the references that I used during the presentation.

MS. KANA ENOMOTO:  Great.  Thank you so much, Katie.  We appreciate it.  We know it started as many, many, many more slides, and you were able to condense it down for us.  And it was a nice overview for those of us who aren't as familiar with the topic and the issues.  And we're going to hold on questions because we have some time set aside after our break.

And right now we have Dr. Pirard, who's the medical officer at the Center for Substance Abuse Treatment, to talk to us about pregnant and post-partum women, infants, and opioids.  And Dr. Pirard is expecting her third baby right now, so we are sad, too, that she will be leaving SAMHSA soon, but we are also happy for her and the growth in her family.  Thank you.  Go ahead.
Agenda Item:  Medicated Assisted Treatment and Pregnancy
DR. SANDRINE PIRARD:  Thank you again.  And I will make my best to get you all to lunch by 12:30.

So my presentation really will be expanding on Katie Clark's presentation.  First, we will review some background information, especially regarding the use of substances among pregnant women.  Then we'll cover some gray areas in the scientific literature, as well as finally review some Federal initiatives around pregnancy and opioid use.
Data from the National Survey on Drug Use and Health estimates use of several substances during pregnancy.  If we look at current cigarette use, we can see that about 16.3 percent of pregnant women aged 15 to 44 report smoking during their last 30 days.  This is lower than their known pregnant counterpart; however, it's still significant.  What's very worrisome is that if you look at pregnant teens, they do report smoking at a higher rate as compared to the non-pregnant counterpart.

Regarding alcohol use, about 10.8 percent of pregnant women report using alcohol over their last 30 days.  3.7 percent report binge drinking, which is to have at least five drinks or more on one occasion within the last 30 days.  And about one percent reported heavy drinking, which is basically five or more episodes of binge drinking over the last 30 days.  As you can see, those numbers are significantly lower than the non-pregnant counterpart, but still when we know about the effect of alcohol on the developing fetus, it's still quite high.

Regarding all illicit drugs, including prescription drugs, about 4.4 percent of pregnant women are reporting using any illicit drugs within the last month, which again, it's lower than the non-pregnant counterpart, but still pretty high.

And when you look at age group, you can see that among pregnant teens, this number really is skyrocketing to 16.2 percent.  It's still very high in the young adult population with about 7.4 percent of pregnant women aged 18 to 25 reporting current illicit drug use.

You might be very familiar with this data from a risk perspective analysis of a nationally representative sample coming from a patient database that was published in a journal a few months ago by Patrick, et al.  Either you've seen the paper or you have seen the report, but certainly this paper has driven a lot of efforts that we currently see.
As far as antepartum maternal use or dependence, this author estimated that between 2000 and 2009, the rate of use has basically increased fivefold from about 1.19 to 5.63 per 1,000 hospital births per year.  We see in that same period the incidence of NAS among newborns tripled from about 1.20 to 3.39 per 1,000 hospital births.

Regarding meant hospital charges, I mean, those have also significantly increased, as you can see, over the last 10 years regarding NAS.  But of even more significance basically the cost of hospitalization for newborns with NAS versus the cost for all other hospital births, I mean, you can see that basically we're talking about 50,000 versus about 9,500, which is obviously significantly higher.  In terms of average lengths of stay for newborns with NAS, it's about 16 days, again significantly higher than the three days for all other births.

And now what the other data that is estimated for 2009 based on the data, the number of infants that were born with NAS, and basically came up with the number that about one newborn per hour was born with NAS in the year 2009.

The total hospital charges -- we're estimating -- were estimated at $720 million.  And most of it being covered by the Medicaid program.
I will gloss over treatment guidelines since Katie Clark did a very nice presentation.  But I just wanted to review some very important points.

First, as we have discussed prior, methadone and buprenorphine are really what is recommended because of improved of both fetal and maternal outcomes during pregnancy.  As stated before, methadone is still the only approved medication for pregnant women, but more and more studies have shown that buprenorphine is a safe and a good alternative.  When it comes to picking one versus the other, it's really about individual risk assessment analysis.

The seminal study looking at methadone versus buprenorphine was a randomized control trial in 2010 by Jones, et al., the mother study.  And basically what they show is that for a woman randomized to buprenorphine, the lengths and severity of NAS was shorter.  That said, many more women given buprenorphine dropped out of treatment.  So again, it's not just about the drug you prescribe, it's also patient preference, about the program structure, about program availability and so forth.  And it's very importantly to basically have a decision on a case-by-case basis.

As far as post-partum, it's very important to continue treatment and make the adjustment as needed, one being the adjustment of dosing that we have heard.  And it's very important because a woman who just delivered will have to care for an infant.  And if they are over-sedated from basically an increased dose due to the needs of the third trimester, that might not work well.
There are also significant comorbidities that come into post-partum, such as post-partum depression that will need to be addressed.  And then a lot of needs will need to be covered, such as help with how to care about a newborn, maybe a growing family, and so forth.

As Katie stated, breastfeeding is definitely recommended for women on medication assistance treatment.  Breastfeeding has several advantages, physical, psychological for both the newborn as well as the mom.  And in addition, in this population, trying to do anything to increase the bonding between the mom and the baby which can be brought through breastfeeding is very important.  And if the woman is still taking methadone and buprenorphine, in fact, a small amount of dose drug will go through the breast milk and help to temper NAS.

As we have seen, treatment for NAS, basically first line of treatment are opiates.
There are, however, a lot of gray areas, and really the slides -- again, some points have been made earlier.  But basically what I wanted you to take out of this is that whenever you read scientific literature of anything in the news related to that topic, it always has this question in mind, "as compared to what."  There are a lot of confounding factors when it comes to neonatal outcomes.

First, when we talk about opioid's exposure, are we talking about pain management?  Are we talking about medication assisted treatment?  Are we talking about illicit use?  And to which extent does that make a difference?  So that's one thing.  And we see it often on account -- especially medical assisted treatment and kind of illicit use being kind of all lumped together.

Another factor is that other drugs commonly prescribed to those patients, for example, SSRIs, actually can create significant neonatal abstinence syndrome.  And so again, it's important to know whether the women who are followed for monitoring of NAS are also prescribed other medications, such as an SSRI.

As we have seen, comorbidate substance abuse is very common -- alcohol, cocaine, sedatives, cigarettes -- in that population.  And they all can affect neonatal outcomes.  I mean, first, they can affect the fatal growth.  They can bring other malformation and so forth, but also in terms of neonatal outcomes.  They can affect NAS.  They can affect things, such as sudden infant death syndrome.  There have been some reports in the press recently about babies exposed to buprenorphine during pregnancy, supposedly being at a higher risk to die from SIDS.  But, in fact, when you look at those women, a high amount of them are also smoking, and we know that smoking is basically a significant contributor to SIDS.  So again, what are we comparing it to?
And finally, there are a lot of psychosocial factors, such as low social economic status, lack of treatment access, and others that certainly can impact outcomes for those newborns.

In terms of scientific literature, when it comes NAS treatment, again, opioids are recognized to be the first line.  But we see a lot of variation in the way those treatments are conducted across the U.S., whether it's the medication being used.  It could be danger of opium.  It could be methadone.  It could be buprenorphine, the length of treatment, location of treatment.  We have seen an increase in the use of methadone, and part of it is certainly -- I mean, not kind of the whole reason, but it's basically location of treatment and cost.  If you start a baby on methadone, you might be able to basically discharge them from the inpatient unit to outpatient care more rapidly.  And it will be cheaper.

That said, we have scientific evidence to support the use of any specific opioid.  So it's not known basically if it's better to treat a baby with -- that's a danger of opium versus methadone.  And there are a lot of questions out there.

We also have limited long-term data on the development of children exposed to opioid in utero.  And again, be very careful whenever you see a study to kind of have in mind "as compared to what," and other controlling and confounding factors.
SAMHSA has been and is involved with different Federal partners on this issue.  The Office of National Drug Control Policy, or ONDCP, is holding a stakeholder's meeting which focuses on NAS at the end of August.  And SAMHSA has been invited to be a part of this meeting.  The Centers for Disease Control and Prevention is holding an expert meeting on perinatal illicit drug abuse in mid-September in Atlanta.  And during that meeting, the expert will discuss developing expert algorithm and clinical tools to help screen, prevent, and treat illicit drug abuse among pregnant.  They will also review some key clinical management and psychological issues.  Clinical, clinical administrator, and public health practitioners will be invited.

SAMHSA itself is planning an expert panel meeting on clinical management of opioid use disorder in pregnant and post-partum women and related consequences in offspring.  We're shooting for a date in the spring of 2013.  And really the goal of that meeting is to try to focus on some of the gray areas that I have reviewed.

Finally, as Administrator Hyde has mentioned, SAMHSA has a PPW grants program, and if you look since 2003, about 82 residential programs have received funding from SAMHSA.  This represents about 6,858 women, so a pretty large number of women who have been helped through those grants.  About 41 percent of those women were pregnant, and that represents about 15,700 children basically covered by those grants.
So one of the projects that we have at SAMHSA is actually to look back and analyzing all the data that we have on those women, as well as their children.  And basically looking at outcome and trying to understand a little bit more what basically the needs are and also what the outcomes are for those mothers and babies.

We also will conduct an assessment of needs and especially have meetings with grantees so that they can express some of the specific issues that they face while treating those women.

As far as resources, so you will see in these slides, there are several resources that SAMHSA has, kind of a more general resource on medical mitigation assisted therapy either being kind of general information, regulatory aspect, as well as some treatment referrals.  And so you can all find that on the website.

As Katie stated, we have different TIPS, and the three TIPS I listed -- 44, 43, and 51 -- all have some discussion around pregnancy and opioid use as well as treatment of NAS.  And you will see that the pages mentioned basically refer to those.  SAMHSA is holding nationwide CME training on prescribing and of course also understanding the issue of pregnant women.  And you can find more on what we're studying, and we also have online basically 24/7 free access training.  And this is another link.

SAMHSA has also supports two physician clinical support systems, one being the PCSSO for opioid, and the other one being the B for buprenorphine.  And basically again, totally free of charge.  You can access different webinars. You can on list serves and be connected with different experts in the field.  And there was one webinar on pregnant women with opioid dependence that was held and is currently archived on one of those websites.  And again, I put the links there.
Finally, I want to acknowledge Linda White Young, who is a public health advisor at SAMHSA, and is heading the PPW Program for help in preparing those slides.

Thank you.

MS. KANA ENOMOTO:  Thank you, Sandrine.  That was great, a very good overview from both of our presenters today.
I think we have about five minutes.  We'll go ahead and break early and have folks come back at 1:00.  And Starleen Scott Robbins will facilitate a discussion, and I believe both of our presenters will be back on the line at that time.

So with that, are there any questions or quick comments that anyone wants to make before we break?

[No response.]

MS. KANA ENOMOTO:  All right.  Well, thank you very much to both Sandrine and Katie.  That was excellent, and we look forward to further discussion at 1:00.

[Break at 12:26 p.m.]

[Reconvened at 1:00 p.m.]

MS. KANA ENOMOTO:  This is Kana back at SAMHSA, and we are gathering.  I think we are going to open all the lines for the members and keep them open throughout the discussion section so that you don't have to press star, one.  If anyone is in a place with ambient noise, if you could go ahead and mute.  But otherwise, I think we have all the members' lines open, is that right?  Great.  Thank you, Katie.

So we'll start back.  Welcome back to the Advisory Committee for Women's Services for SAMHSA.  We had two wonderful presentations on medicated assisted treatment issues for women who are pregnant.

Agenda Item:  Treatment Issues for Pregnant Women
And now at this point of our agenda, Starleen Scott Robbins will facilitate the discussion among the Advisory Committee members with our two speakers, Katie Clark and Sandrine Pirard.  And, Starleen, I don’t know if you want to read the questions for discussion or just refer folks to them on the web.

MS. STARLEEN SCOTT ROBBINS:  It is on the website currently.  I'd like to say a couple of things before we go to the discussion questions.  I wanted to thank Katie and Dr. Pirard for doing such a fabulous job in such a short period of time in touching on all of the key areas of concern and interest around this particular topic.

As Kana said earlier in the meeting, the women's services coordinators have been talking about this particular topic around pregnancy and addiction, and particularly opioid addiction, for some time.  And our pregnancy and parenting subcommittees are going to be focusing on the best practices and how do we get information to the field around how to address the needs of pregnant women with opioid addiction.  So those were two great presentations to kind of kick this discussion off.

If you have the website up, the first question for discussion is around the fact that there's a body of knowledge that has been developed around treatment for opioid use during pregnancy, but there are barriers to translating this knowledge that we have into practice.  And the first question is, what would the Advisory Committee for Women's Service recommend to address some of the barriers.  Anyone on the committee like to speak to that?

MS. KANA ENOMOTO:  I know this is a new and awkward format, but I think we're going to take the liberty of at some calling on folks just to grease the skids on getting the conversation going.

MS. STARLEEN SCOTT ROBBINS:  Well, and just to speak on this a little bit, you know, one of the huge barriers I think for women, pregnant women in particular, seeking treatment is the stigma around being pregnant and unfortunately the judgment that she may face in terms of, you know, saying that she's using opioids or another substance during her pregnancy.

We also have, of course, the country issues around treatment access and capacity.  methadone programs or opioid treatment programs are not everywhere in the country.  We have large gaps in particular areas, particularly rural areas, in our country.  We also have lack of providers who prescribe buprenorphine.  So there are a number of barriers out there, including transportation even to get to a program.

So the question begs itself of, you know, are there recommendations that anyone on the panel has as to how to address some of these barriers?

DR. VELMA MCBRIDE MURRY:  This is Velma.  I'm having problems I think.  I'm having problems trying to determine when the committee is responding and when the two invited guests are responding, the presenters.

MS. STARLEEN SCOTT ROBBINS:  Well, this question is opened up to the committee and/or the responders.

DR. SHELLY L. GREENFIELD:  Hi, it's Shelly.  Can you hear me?
MS. STARLEEN SCOTT ROBBINS:  Yes.

DR. SHELLY L. GREENFIELD:  You know, one thing that I thought that Katie Clark's presentation outlined, she had one slide.  And I do wonder whether or not the slides could be, you know, provided in some that we can actually look at them while we're having the conversation.  But I'm not sure whether that technologically possible.  It would've been helpful.

But what I was going to say is that one of her slides showed the differences between in methadone maintenance already who become pregnant and the people who are not yet in methadone maintenance, but actually have an opioid problems have become pregnant.  And in some ways those are two different populations, and some of the strategies I think for each of those is somewhat different.
You know, one would suggest buprenorphine the need to help providers in methadone treatment programs have the best knowledge available, plus good collaborations with obstetricians and other physicians to treat women and to help collaboratively care for women who become pregnant who are methadone.

The other group is a group that has not yet had or is not yet enrolled or currently is not enrolled in opioid treatment may have a whole variation, a range of knowledge and attitudes about their opiate problem.  And that population is not unlike other populations of people who are struggling with an addiction and have not accessed treatment.  And now on top of that they have a pregnancy.

So I think some of the services -- some of the solutions to services implementation and helping that group are, to some extent, different from the first.  So in terms of thinking about it, I do think that that slide does outline to different groups that probably need slightly different approaches.

MS. STARLEEN SCOTT ROBBINS:  Thank you, Shelly.  Katie, did you find that in your experience working in the opioid treatment programs that you actually were able to address the needs of those two different populations?  How was that different? 
MS. KATIE C. CLARK:  It was very challenging because from the care providers' perspective, counselors in methadone programs usually see upwards of 50 patients or more.  And one of the major challenges of -- for this is there is so much that they need to say, this is what's happening, also about treatment, to do that rapport building, that there's trust, that they can be honest with you.

In my slides, there are definitely similarities between the two.  But the -- treatment would require a lot of time, and that can be very challenging for counselors to provide that, especially if you don't work with pregnant women on a regular basis.
One of the strategies at the clinic I worked in is that I was actually the pregnancy counselor for the entire clinic.  So -- treatment plan do, they automatically came out.  And if they were in treatment and became pregnant, they could temporarily -- during their pregnancy because quality treatment aspects of it takes time.  There's also basic advocacy that needs to happen when they go to the hospital, if there's Child Protective involvement, if there's any criminal justice, if there's jail, if there's probation.  All of that takes extreme amounts of time --, and community collaboration with the counselor.

And I was very lucky that I -- the agency I worked at was very supportive of me being out in the community.  And we had a lot of sort of point-to-point treatment meetings to provide education and patient advocacy --.  So that's a huge barrier for us to provide --
MS. STARLEEN SCOTT ROBBINS:  So one of the ways to address this issue for women are new to opioid treatment is to ensure that education --

MS. KANA ENOMOTO:  Hello?

UNIDENTIFIED SPEAKER:  There's a lot of static.  I'm just not sure if I'm missing what people are saying.

DR. VELMA MCBRIDE MURRY:  I didn't hear the last statement.

UNIDENTIFIED SPEAKER:  Yeah, I couldn't hear either.

MS. STARLEEN SCOTT ROBBINS:  Yeah, it just cleared up on my mind.  But ensuring that women get the appropriate supports when they're in treatment, including education about the impact of opioid treatment on her pregnancy, what that looks in terms of advocacy with all the other partners that she may be -- or stakeholders that she may be working with in the community, whether that be child welfare or her obstetrician.  So having a team approach sounds like it's also another support to the barrier of access to treatment and retention.

Are there other recommendations to address barriers to treatment for this population?
DR. VELMA MCBRIDE MURRY:  One of the questions that -- this is Velma -- that I have is whether or not treatment has differential effects on women and their children based on race, ethnicity, and geographic context.  Do the findings show that some groups of women respond much better to certain kinds of treatment modalities than others?

MS. STARLEEN SCOTT ROBBINS:  Dr. Pirard or Katie, would you like to address that?

MS. GERETTA WOOD:  Would you please repeat that question?
DR. VELMA MCBRIDE MURRY:  Yeah.  I was wondering -- this is Velma Murry.  I was wondering whether or not treatment, regimens, have differential effects on women and pregnancy outcomes.  Are there subgroups of people that benefit from certain kinds of treatment regimens than others, certain subgroups of women?

DR. SANDRINE PIRARD:  Sandrine Pirard.  I think that we don't have enough data to really support that.  As I discussed in my presentation, the mother study was a randomized control trial of women, pregnant women, to either methadone or buprenorphine.  Basically what was shown is that on one hand, NAS outcomes were different.  And I think that some other studies that were published afterwards confirmed that when you give buprenorphine to a woman, it might be that NAS is less severe and of shorter duration.  But on the other hand, in that same study, basically more women dropped out of treatment when they were on buprenorphine.

So the bottom line, it's really depending on, you know, where the woman is at, what kind of needs as reviewed.  I mean, whether you receive buprenorphine in an opioid treatment program or you go to see your primary care physician or other provider on an outpatient basis and receive buprenorphine.

The type of care, counseling, and all that that you receive might be very different, and so all those factors are to be taken in account.  But I'm not aware of any data that would say that, you know, for this particular type of woman you should do that versus that.

DR. VELMA MCBRIDE MURRY:  Okay.

MS. STARLEEN SCOTT ROBBINS:  This is Starleen.  I also had a conversation with Dr. Kalmbach, who is a part of the -- one of the PIs on the mother study, and she runs a very large program, and I believe it's in Philadelphia, for pregnant women.  And she basically said that if, you know, a mother -- if a pregnant woman had been on methadone previously and it worked well for her, that that's where she should probably go back to in her pregnancy if she wasn't already on methadone.  And if she was new to opioid treatment and was open to buprenorphine treatment, that their program actually recommends trying buprenorphine.  And then if that does not work, go into methadone.  So they were very open to, you know, what worked best for the mother.

Are there additional barriers that weren't addressed in the presentation or other recommendations to address barriers to treatment for pregnant women?

DR. VELMA MCBRIDE MURRY:  I think there was some mentioning understanding maybe the context, and so I was wondering about the role of spirituality and religion and other barriers for treatments.

DR. CAROL WARSHAW:  Hi, this is Carol.  I wanted to make a comment, but I haven't been able to get in.  I don't know if this is a good time.
Okay.  I wanted to ask about both of your experience with domestic violence as a barrier, because in our work, Angie Blanch is our DV and substance abuse expert in the study -- the substance abuse course.  A lot of times women are coerced into using by an abusive partner, and the partner prevents them from accessing treatment, and undermines recovery.  And it also makes them afraid to call the police if they're using.

So I'm wondering what your experience is in having that come up.  And we know that domestic violence is a big issue for women who are pregnant, and how you'd address that.

MS. STARLEEN SCOTT ROBBINS:  Okay.  So there are two questions right now on the line, one around the impact of spirituality on treatment and the decision around treatment, and also around the impact of domestic violence, Katie and Dr. Pirard.

MS. KATIE C. CLARK:  I can speak to domestic violence since my experience -- can you hear me?

MS. STARLEEN SCOTT ROBBINS:  Yes.

MS. KATIE C. CLARK:  Okay, great.  Sorry about the telephone interruption.  My experience has been that women who experience domestic -- a lot of these women will come into treatment new, oftentimes end the relationship with their partner.  They sort of come out of their drug haze, and they're like, what am I doing with this person?  And oftentimes those relationships break up.  Those are sometimes how violence is associated with those partnerships.
And one particular case I remember a woman, she was talking about her partner who had recently beaten her during her pregnancy.  And his response was, well, you know, what I'm doing to you isn't any worse than what you're doing to the baby by getting methadone treatments.  And his perception was that -- it kind of didn't matter what she did because the methadone treatment was going to harm the baby anyway.

That's sort of an exaggerated response, but I think that's sort of -- again, a misunderstanding of the treatment can sort of facilitate even that sort of violence.

DR. CAROL WARSHAW:  Yeah.  I assume that you asked about that because people don't always, and thinking about -- I don't know if you also work with domestic violence programs to help support safety, or if you incorporate it into your own programming.

MS. KATIE C. CLARK:  I know that our clinic, we had a women's group, and we would have different agencies from around the city come in to do guest speaking.  So we had women from cervical cancer and breast cancer.  And we would routinely women from domestic violence issues come in and talk to the women.

A lot of times, though, again, I think that the majority of the young women that I've worked with -- meaning ages 18 up to, you know, early 30s -- they were not reporting, even though we would ask about domestic violence.  They were not reporting a whole lot of it.

DR. CAROL WARSHAW:  Thank you.

DR. SHELLY L. GREENFIELD:  I have just another thought about the, you know, the gap sort of in just knowledge and the difficulty in the treatment services system, because, you know, I think a woman who has an opiate addiction that has not yet identified for herself that she has an addiction, and then recognizes that she's pregnant, you know, she may show up in a variety of health care settings or not.  You know, but let's just say she does access health care. It could be at a community clinic.  It could be at an OB clinic.  It could be in a mental health or substance abuse treatment service.
So, you know, it could be in a whole variety of places, depending on which thing she herself identifies as the issue for which she wishes to start to seek help.  And she may or may not, you know, put both of those out on the table, so to speak.

But I could well imagine if she shows up in an OB's office, or family doctor's office, or a primary care doctor's office, and she has opiate addiction, that those physicians or clinical practices may have a hard time figuring out what the next steps are for her.  And I guess that, again, different communities, it would be different in terms of how you build those kinds of networks.

But one thing that I know other groups have been working with are, you know, patient navigators, people who are there to help patients navigate the complexities of the health care system when a lot of the care needs to be coordinated across multiple programs and services.  And I don't know whether there's ever been, you know, a research or a demonstration project utilizing navigators as -- to help women get into both sets of treatments, whether it's methadone maintenance or potentially buprenorphine treatment when that is approved.  So that there would be someone to help a woman kind of move from one place to the next to, in fact, get the integration of services that's necessary.

So anyway, that's just another thought drawn out of other areas where it's hard for people to navigate complex systems, and it's often hard for their care providers to help them do that in the context of the way the care is structured.

MS. STARLEEN SCOTT ROBBINS:  Certainly, because what you're talking about is like a case management kind of function?

MS. KATIE C. CLARK:  Yeah, it is like a case management function.  But I guess in some ways, you know, the patient navigators are very specific to the particular, you know, issue, and actually probably even have more of a reach than a typical case manager.

So in HIV, for example, there are a number of research protocols I know through NIDA to look -- through the Clinical Trials Network to look at utilizing a patient navigator for somebody who has a substance problem and is HIV positive, you know, how to navigate that person in both types of treatment settings once identified.

So there are a number of examples of navigators, both big and small in terms of their role and reach.  But it's almost an extended version of a case manager, but similar, you know.  In other words, that they would be really focused on this particular arena.

So it's a thought just because it does seem that it's not just patients, but often it's the providers who -- again, depending on the structure of the care and where the care is, often, you know, you could be in a general hospital providing OB or family practice care, or, you know, in a clinical setting that's affiliated with the hospital, but you're not affiliated directly with, let's say, a substance abuse treatment program or a methadone program.  And you might not even know where that program is or how you would get started.
So anyway, just another approach.  Thank you.

MS. KANA ENOMOTO:  Starleen, this is Kana.  I just want to do a time check.  We have about five minutes left.

MS. STARLEEN SCOTT ROBBINS:  Okay.  We have two other questions that I'd like to pose to the committee and to our speakers quickly.  One is, what are the opportunities that SAMHSA could take, whether those be short-, medium-, or long-term actions, to advance the knowledge around medication assisted therapy and pregnancy and support the adoption of best practices?  And also I think Dr. Pirard spoke to this earlier that SAMHSA is going to hold an expert panel on this topic next year.  And what do you think should be the priorities of that meeting, especially around some of the unanswered questions to medication assisted therapy and pregnancy?  So anyone who would like to speak on either of those.
DR. SHELLY L. GREENFIELD:  So the two questions are what can SAMHSA do and who might be participatory in an expert panel?

MS. STARLEEN SCOTT ROBBINS:  Yes.  Two quick thoughts.  One is that, you know, in terms of a reach out, I do think that reaching out toward, on the one hand, to physicians who work with pregnant women, obstetrical offices and their related clinicians is one large target group that would be useful to reach out to.  And the other, as you already pointed out, Katie, is that there's a lot of misinformation, I think, in many addiction treatment programs about what to do with someone who's pregnant, or even how to help women screen for that, think about it, think about their reproductive health.  That's another target area.

And I would just suggest that for the expert panel, SAMHSA might wish to reach out to the membership or the executive committee at the American Academy of Addiction Psychiatry, which has a lot of interest in pharmaco-therapies for addiction, including for pregnancy.

MS. STARLEEN SCOTT ROBBINS:  Thank you.  Are there other recommendations for SAMHSA or who should be on the expert panel?

DR. SHELLY L. GREENFIELD:  I mean, you already mentioned Carol --

DR. JEAN CAMPBELL:  Hello, this is Jean.

MS. STARLEEN SCOTT ROBBINS:  Hi, Jean.

DR. JEAN CAMPBELL:  Hi.  One thing I was thinking of, which is more general, which is where my knowledge is in this area, but related to best practices and dissemination and adoption, which is a problem overall in our field, in the health field.  But one thing that has, I think, helped would be if SAMHSA could contract or write a white paper on what best practices there are.  And I think that that would be really helpful to have that stated instead of just have it be general about adoption of best practices.

MS. STARLEEN SCOTT ROBBINS:  Okay.  Thank you.  Are there any other recommendations as we wrap up here?

MS. KATIE C. CLARK:  I think also with best practice is not only the clinical and medical management of the mother, but also of helping to better determine how we should be treating prenatal abstinence syndrome, because that's a huge -- that is really where a lot of people break down their support of this type of treatment.  It's, oh, if the baby withdraws, the baby suffers.  And so getting information out about that and finding best practices in treating that I think will make it for that.  It reduces the stigma.  It will make certain providers more accepting of it, general more acceptable of the women themselves.

MS. STARLEEN SCOTT ROBBINS:  Absolutely.  You know, one of the things that we're doing in North Carolina, Katie, as you know, is trying to get that information out to our medical professionals, to our child welfare treatment professionals so that they are educated and aware when a woman comes into their practice or to their office so that we can have those conversations and with, you know, the correct information and the knowledge level that we can help the woman be successful both in her pregnancy and her treatment.  So thank you for that.

Thank you to the committee, and Katie, and Dr. Pirard for this great conversation around a really important topic area for women's treatment.  Thank you very much.

MS. KATIE C. CLARK:  Thank you.  

DR. SANDRINE PIRARD:  Thank you.

MS. STARLEEN SCOTT ROBBINS:  Kana?

MS. KANA ENOMOTO:  We just had one question that came up that Sandrine might -- 
UNIDENTIFIED SPEAKER:  Can't hear.

MS. KANA ENOMOTO:  We had a question that came up about the FDA approval for methadone for MAT during pregnancy.

DR. SANDRINE PIRARD:  Yeah.  I think as far as methadone approval, Katie, FDA approval, I mean, that is is definitely considered the goal standard, but I think there are still kind of, you know, I couldn't say exactly the category just right now.  But did you do a check on the FDA approval for methadone?

MS. KATIE C. CLARK:  I will certainly double check and get back to everybody.  I researched these slides just a few months ago, but I can definitely update that.  If that's incorrect information, I apologize.

DR. SHELLY L. GREENFIELD:  I think that is correct.

MS. KANA ENOMOTO:  Okay, great.  Well, we can -- just someone had asked the question, so we can verify that.  But again, we appreciate both of our presenters, the great work that they did in putting their slides and their presentations together, as well as the conversation as we are learning how to navigate this new system.  But we appreciate our members' participation.

Geretta has a comment.

MS. GERETTA WOOD:  We didn't capture the identity of the last speaker, and I would remind you to please identify yourself before you speak.  Since we can't see you, it's even more critical today.  Thank you.

MS. KANA ENOMOTO:  So are you saying the last one?  I thought that was Shelly.  Shelly, are you the one said that you believe it is correct that it's FDA approved?

DR. SHELLY L. GREENFIELD:  Yes, sorry.  Yes, I believe that's correct.

MS. KANA ENOMOTO:  Great.  Okay, thank you.  Well, thank you to everybody.

Agenda Item:  Project Launch
MS. KANA ENOMOTO:  So we're going to go ahead and close the members' lines now.  We have two presenters to talk to us about Project Launch, which is a SAMHSA grant program that we've had since 2008, right.  And it has really grown and become very popular with States and tribes.  And we're really pleased that Jennifer Oppenheim from the Center for Mental Health Services has been leading it for the past several years.  And I'll let Jennifer go ahead and start.  Following Jennifer will be Marjorie Withers, who's the director of Community Caring Collaborative Project.  We are endeavoring to close the lines.
But Marjorie is the Community Caring Collaborative director, which is a Project Launch grant in Washington County, Maine.  She's the director and co-founder of the organization.  And the CCC is a network of tribal, State, and community agencies and families creating a holistic and strength-based trauma system of care for infants, young children, and their families, who are at risk due to multiple factors.

She is a mental health and substance abuse professional for 32 years, and she has a passion for working with families, infants, and children and youth through strength-based, culturally competent systems of care, that increase wellness and reduce risk factors, specifically in rural areas and tribal communities.

And so if you haven't captured it yet, and I didn't define it yet, Project Launch is a program that is focused on promoting wellness and emotional health in early childhood, zero to eight.

So with that, I will let Jennifer go ahead and start, and then we'll go straight into Marjorie's presentation.

MS. JENNIFER OPPENHEIM:  Okay, great.  Thank you.  And I guess let me know if it's hard to hear me on the phone.
I am Jennifer Oppenheim.  I'm so happy to be here and appreciate the invitation, and always so happy to present with my colleague, Marjorie Withers, who is wonderful and inspiring.  And so I'm going to try and do something that's not my greatest, which is be brief and concise because I don't want to eat into any of Marjorie's time.

So I'm going to give you a very quick overview of Project Launch.

As Kana mentioned, Project Launch started in the fall of 2008, so almost four years ago, and has grown exponentially in those four years, and is a somewhat unique grant program at SAMHSA because of the exclusive focus on young children, birth to eight, and their families.  So one thing I would say that one of our sort of guiding principles in Launch is an ecological approach.  So while we really focus on young kids and early childhood development, we think about kids in the context of their families and communities.  And the approach of Project Launch is very comprehensive in terms of really trying to have an impact at the community level, at the State, tribal, and Federal level, and also within families and the settings where young kids are found.

It is a prevention and wellness promotion program that really does a public health approach.  Our goal is that all young kids by the time they enter school will have what they need to be successful and that they reach developmental milestones in early childhood that really prepare them to be successful in school and beyond.

So we do take a really holistic approach to kids and child development.  So we think about child development, not just in terms of physical health and well-being and cognitive development, but also in particular with a focus on social, and emotional, and behavioral development.  And as you can see, we have 24 funded grants now, and we are on the verge of funding another cohort.  

So this is just an overview of what the program is all about. And it really is a -- we take a dual approach.  One aspect of the program is really improving the coordination and integration across the child-serving system at all levels.  So that happens at the Federal level, State, and tribal level, and at the local level through Project Launch.  And it's really -- the idea here is to bring together the different players who really impact on the lives of young kids.  So from the public health arena, maternal and child health, mental health, health care, Medicaid, education, child care, Head Start, child welfare, as well as substance abuse, criminal justice, et cetera.  Anyone who touches the lives of young kids and their families try and really do that work of aligning outcomes, having a common vision for young child wellness, and to integrate and leverage across programs, leverage across funding streams, which is so critical at this particular moment, to really make changes to policies that improve outcomes for young kids, and to share knowledge and expertise.

The other major focus of the program is at the local community level, and that is to really improve access to and the quality of prevention and promotion services that are available for kids and families within communities.  And what we call the five core strategies are sort of cutting edge, innovative, and best practice approaches to young child wellness.

This slide is another slice of looking at the five core strategies.  And so one thing I would say about them is that the overarching approach here is to go into those settings where young kids are.  Unlike kids when they reach school age and where all children can be found in one place, one of the challenges in early childhood is that there is no single place.  So we really focus on the diverse settings with in a community that see and touch young children, and really trying to infuse an increased knowledge and understanding of young child development, and particularly social/emotional health and wellbeing into those different settings.

So kind of working up from the bottom, the strategy five is a really key underpinning, and that is to increase the use of standardized developmental screening and assessment in a whole range of settings where you find young kids from child care settings, to primary care, to child welfare, to WIC offices.  And so there are all kinds of creative approaches, but the idea is where you find young kids and their families to be ensuring early on, and not waiting until kids get to school and problems are more pronounced or farther along, to really be checking and making sure that kids developmentally are doing well, and also that they are getting what they need in terms of -- within a family setting and in their community.  And if not, to really be -- have the knowledge and the connection to various resources to link them with the supports and services they need early on.

Moving up the arrows there, two major components of the program are mental health consultation and integration of behavioral health into early care and education settings and in primary care.  So that's going into bringing mental health consultants into child care, preschools, actually family daycare settings, Head Start, elementary school, to really ensure and work with teachers and providers to ensure that for all kids, they really have the knowledge they need about social and emotional development to provide an optimal learning environment for kids, and then to be able to identify kids who are having issues or pronounced problems or work with families to help them access additional services as needed.
And similarly, within primary care since that's a place we know that the most young children show up and families show up with behavioral health problems or concerns.  It's really a lot of education and working within primary care settings to ensure that screening includes not just physical screening, but also social and emotional, maternal depression screening.  And one of our questions goes to screening even beyond, and to ensure that primary care providers really feel comfortable talking about those issues, are connected to resources within the community, so they know where they can refer folks for follow-up care, and are better connected to those resources for ongoing coordination of care.
And finally, the first two strategies are really direct services with families and kids to help strengthen parenting practices, increase parenting knowledge about social and emotional development, to also provide training and support to providers of home visiting services, and family strengthening.

Project Launch grantees are spread all across the country and by and large are serving in communities that outrank the U.S. in terms of poverty, low educational attainment, unemployment, and suboptimal use of prenatal care.  I have another slide that I pulled out in the interest of time, but showing the numbers of risk factors for Launch families that are significant.

And this I just a very quick and dirty look at the reach of Project Launch three years into the initiative.  It just gives you a sense of the scope of the reach in terms of kids, parents, and providers.
And then there are multiple efforts underway to look at the impact of Project Launch.  So each grantee conducts an evaluation or a grantee-specific evaluation that focuses on child, parent, and provider outcomes related to some or all aspects of their particular programs.  And I think Marjorie is going to speak to a little bit when she brings one launch grant program to life.

But in addition, a subset of grantees are conducting what we call the special studies that look at community wider population based outcomes.  And these are primarily child focused.  So one of the things that we're really interested to see is whether Project Launch can, in fact, through taking this very comprehensive and multipronged approach, shift the curve significantly in a community in terms of things like the number of kids or kids entering kindergarten who meet readiness standards, which hopefully include social and emotional readiness, as well as typical cognitive and physical, because these skills are just as essential to ensuring school success, or moving the needle on academic performance as kids move up in grades, or in terms of health status.
And these final two slides are just to give you -- in the meantime we were collecting some interesting data to try and look at some interim markers of success and also to inform the shaping of the program.  So we have data that looks at the systems changes in terms of policy changes, in terms of collaboration.  This slide looks at across our grantee at the child wellness councils that are formed at the both the State and the local level, community level, at the breadth of the involvement across different sectors.

And this slide is tapping into what we've learned looking again across grantees at some of the changes in provider knowledge, connection with community resources, use of screening, and mental health consultation.  And this is across different settings.

And for more information, we have a great website from our RTA Center with a whole wealth of information about each of our sites, as well as about the initiative as a whole.

And I'm going to turn it -- I think I did pretty well on the time, right?  Okay.  I'm going to turn it over to Marjorie.

MS. MARJORIE WITHERS:  Thank you, Jen.  Can you hear me?  Hello?
MS. JENNIFER OPPENHEIM:  Yes.  Yes.

MS. MARJORIE WITHERS:  First of all, it's an honor to be asked to join you from Maine, and it's always an honor to speak with anything that Jen does.  We here in Washington County consider her sort of our fairy godmother of change and transformation for some of our services.

What I'd like to do is give you a sort of snapshot of where Project Launch sort of is nest in the State of Maine, and what that's meant for the ways in which we've individuated and designed programming.  And I'm going to go fairly quickly through some of my slides that really speak to the things that Jen already told you.  We are doing all those strategies that we were asked to do.
But in the mix of our community's needs and the things that we were seeing from mothers and infants, we've evolved a couple of promising practices that I really want to spend most of my time with, the most significant one being the Bridging Program.
I think the best place to start is just to give you a snapshot of Washington County, Maine, which is about the size of Connecticut and has 32,000 people, including its home for the Passamaquoddy Tribe.  Passamaquoddy people have lived on their reservations in Maine for close to 11,000 years.  And although they make up only 10 percent of the population, their figures are huge in terms of disparity issues.
We are the poorest county in Maine.  Thirty percent of our children are living below the poverty level.  And one of our more frightening statistics is we were just told recently by actually Yale that Washington County is the only county in the northeast of this country where women's life expectancy is decreasing and not increasing.  So what you all are doing is very relevant to me beyond even Launch.

One of the things that we have is a barrier always of weather and of access.  Much of Washington County is beyond cell phone, and in some places one can't use computers.  So even though we're in the northeast, some of the things that we're seeing look more as if we were in pieces of a third world country.
Life expectancy for members of the Passamaquoddy Tribe at this point in time is an expectancy of 50 years.  The figures that I'm giving about the children we serve get either doubled or tripled when it comes to tribal members.

Our nearest pediatric unit is over 90 miles away, and our major goal -- when we heard about Launch, we were already sort of organizing to do some of the strategies and to weave together a seamless system of care for at risk infant and mothers that would be protective and that would also be strength based, and build on our belief that it takes a community to raise a child.  But certainly to raise healthy families, it takes a community that comes together both in terms of philosophy and in terms of having no wrong door for access to services.

At this point, we estimate that about 30 percent of the children born out 300 yearly are involved with our services, and that the highest needs and children are involved with our Bridging Program.

And apart from our other factors that are listed on your slides, Washington 10 years ago in Newsweek magazine was listed as the opiate capital for the United States.  We have been hit by an epidemic of opiate use in terms of misuse of prescription drugs that's been devastating.  Of the 100 children that we have in our Bridging Program yearly, about a third of them are being treated for neonatal abstinence syndrome.  And so a lot of what we've learned from our Bridging Program is specifically to the population that you were speaking about earlier, and really is about the need that when you look at health and public health, and you're talking women and children, you have to take into account not only Felitti's work, but also understanding how shame and lack of access has created a disparity of health and mental health implications.
If I could have my next slide, please?

I just want to mention that we have -- we indeed work very closely.  Our collaborative has 37 agencies and entities, including both reservations, actively involved in changing how services are given to women and children.  So we have our domestic violence program involved, our child welfare system, all those people coming together specifically to look at how to refocus towards health and how to refocus towards being strength-based, culturally competent, and also utilizing natural supports.

Our major programs at this point are, we have an integrated family support specialist who are in six primary care settings, including on both reservations.  And what they do is they make sure that every single mom who is seen who has questions about their babies or have concerns is not only given support and also as many visits as they need, but also can access early assessment.  And every single one of those parents who agrees is given a depression screening because we understand how terribly important depression is to establishing not only rapport with one's kids, but the ability to function in one's life.

The integrated services, the other piece of it is that both are integrated workers, and our Bridging workers go through a training that we will talk a little bit more in a bit that really grounds them in substance information, information about trauma, so that they be an informed provider, cultural issues particularly because the native culture within Washington County has been ignored in many ways and unincluded, and we wanted to change that.  And that also being dedicated to the public health model, we are strength-based and health-based as opposed to just pathology findings.

We've found that the other piece besides substance and mental health information that people have to be trained in was that we really had to ground people in understanding the implication of generational poverty, and how that makes fragile populations even more fragile and less likely to make -- to come to services.  So for us, our integrated workers are a place where families can get services in a less stigmatizing kind of way and in an environment in which they feel more comfortable.

We are in both pediatric practices within our county, and we're also in both of the obstetrical services.  So for high risk moms, people can go from having an integrated person that they see at their site to actually getting Bridging services.

Bridging services are offered to all high risk babies and their mothers.  And we start with those people who are defined as high risk during pregnancy, s it's anyone who's on maintenance therapy, be it methadone or buprenorphine.  It's also any mom who's teenaged, any mom who has had exposure to violence, extreme poverty, or her own health risks, including a history of mental health issues, a history of substance abuse.

The reality is that Bridging services are there also for any child who is born with complications that will need navigating, and I'm really grateful that you use the word "navigator" before.

Bridging is just that.  It's to bridge the gap that people need to be successful in raising healthier kids and getting their own health established.  It's also really understands that in rural areas particularly, you can't factor out how important isolation is to keeping hard situations going.  and so, there's a real need for Bridging services and all of our services to break down the isolation that women feel as young mother and often as people who have other contributing issues, and for their babies.  So that very much we want people to feel like they are not only getting support, but that they are important to people who are serving them.

We utilize mental health consultations, and we are finding that most of our mental consultation is not going on in the schools, but actually in home child care centers, which is very exciting.  And we do a lot of training beyond that with home child care providers because the bulk of our children in rural areas are not in big centers, but in smaller places.  We also do a lot of work with Head Start and do some work within the public schools, and are grateful for the expertise that the National Launch Project has brought to us.

Our final area of expertise that's slightly different than some of the other programs that we spend a great deal of time building and training for both community agencies, statewide agencies, and now on a national level, because we really believe that unless you understand substance abuse and its impact on parenting, and the relationship to trauma, and developing trauma-informed practice, that really early intervention won't be successful without those.  And so we work a lot about being strength-based, a lot about cultural competency and support.

And finally, we're realizing we're spending more and more time looking at the barriers and the issues that happen because of extreme poverty, and its impact on health and education.  We feel really gratitude, and I'm thrilled to hear that Dr. Felitti presented at your last conference.  He has been to Maine a number of times and has worked with us to really help inform the medical system about what the implications are.
Next slide please.

At this point, I know I'm on borrowed time, so you have the right to say, it's enough now, because this is my favorite topic.  I want to talk to you about Bridging and its outcomes.

Basically our Bridging workers come from various agencies.  We have nurses who are bridgers.  We have home visitors who are bridgers.  We have case managers who are bridgers.  And what we've done is that they have a combined curriculum that we've developed that touches on all the issues that we've talked about so that people really get immersed in information and cross trained around substance abuse, trauma, poverty, mental health issues, as well as obviously infant mental health and child development.

One of the things I think that's most important, and I'm just so impressed by what was presented earlier, is that we really are beginning to understand that both with poverty and certainly with moms who are on replacement therapy, the level in which shame then becomes a way not to get services is just huge.  And so we really believe that we had to infuse all of our providers with a new way of looking at families and seeing family strength, and also understanding and walking in their shoes to understand why they were slipping through the holes and crevices.
What we're finding about Bridging is that our Bridging clients come to us through multiple ways from integrated workers, from referrals, from people who are physicians who are prescribing buprenorphine, from our methadone clinic, our one methadone clinic, and then also from the Department of Human Services from word of mouth.  And finally in this last year, we had self-referrals or referrals from families that already had the service.

What we're learning, and we learned, in fact, from our NICU, is that children who have bridgers stay less long in the NICU, on the average of three days.  This is a huge cost savings, but it also changes outcomes for parents in terms of attachment.  The other thing is that we're seeing that parents, especially babies who have NAS, their parents are more likely to spend time with them in the NICU.  Part of the way we do that is all of our parents that we pick up during pregnancy who we know are high risk visit the NICU before they get into there.  And I don't know if any of you have been in an NICU, but it's terrifying.  And so if your experience is there once your baby is there, it's very different than returning to it someplace when you're less emotionally involved in getting a lay of the land.
We also realize that part of our role for parents who have a baby in the NICU, whether it's because the child is pre-term, because of NAS, or whatever reason, they need an advocate.  And their bridger also becomes an advocate for them within that environment, and works on removing barriers.  So some of our work is in finding flex funds so that parents who live 90 miles away can stay near the hospital and be in a place where they can attach, or keep nursing, or keep pumping.  And it changes the relationship.

We also know, according to the information we're getting from the hospital, that babies who have bridgers, there's a 50 percent less re-hospitalization rate in the first year, and that isn't just NAS babies, but the pre-term babies.  What we're probably most proud of at this point is that one of our studies was done on parent satisfaction, and 100 percent of the mothers basically said that they were satisfied with the services they got.  And they used words that were really dear to our hearts, but it us feel more supported.  In one case, a woman said, our bridger was a lifesaver for me and my family.  Other people talked about it being a place to revitalize place.  And interestingly enough, it also seems to be a way that people make different relationships, both the primary folks, but also to other providers that they may utilize.

We are seeing and we're beginning to identify the amount of improvements that it gives mothers in terms of access to care and services, especially those related to post-partum depression, and picking up many of her own issues that she may not have attended to for a lot of reasons before she met a bridger.

Bridging is totally designed on the individual basis.  How much time a person gets with their bridging person depends on how much they need.  So for some people, it's very frequent, and big chunks of service.  And what we find is that families don't overuse it.  When their need is less, they are very clear that they, you know, want less.  So it's been an amazing experience to see the evolution of this piece of work.

We're also lucky in that we are doing a study now comparing infants with NAS in the southern part of the State where there is no bridging program to babies and moms who have a bridger.  And we're looking at a year to study and seeing the difference in outcomes both in terms of re-hospitalization, stays in the hospital, and then finally the parents' experience in terms of the services.

I feel like I am going  a mile a minute.  Let me take one deep breath.

I think that one of the things that seems extremely important to understand about Launch in general, and for me that's different from any other SAMHSA grant that I've had the luxury of working on, and that is that it has been willing not to only to offer best practice, but has been incredibly supportive of communities individualizing and developing their best practice.  One of the things that we're seeing from Launch that will exceed our funding from Launch is it has not only affected how we do practice, but it changes the interrelationships of agencies to each other.  And I think that's where some of the transformative work is going to happen, especially when you look at health problems that come from substance abuse, mental health issues, poverty issues, trauma issues.

They can't be answered in insulated kinds of ways.  They are going to take a new kind of joining together.  And I believe that one of the most significant things that's hardest to measure is the willingness of people who would not even sit in the same room before to come together in meaningful kinds of ways with family, and to also begin to understand that help only comes when people feel comfortable using services, and don't feel like the cost of services, not the financial costs, but the emotional costs will be greater than the good that they get from it.

I think I've exceeded my time period, so I will be quiet and answer any questions.
MS. KANA ENOMOTO:  So, Harriet, would you like -- Harriet Forman is our discussant for this session.  Harriet, would you like to jump in?

MS. HARRIET C. FORMAN:  Yes, I'm here, and I'm extremely impressed, Marjorie, and thank you, Jennifer, as well for this program.  It's outstanding, Marjorie, what you've done.  I'm impressed.
And the integration of all the agencies that you work with, and you've done an amazing job.  To see the crash disciplinary cooperation really stands out to see the supports that you've brought together.  It's extremely impressive.

I looked at many of the other programs on the list that Launch supports, and this certainly stands out.  You've chosen well, Jennifer, for an example for our committee.  Thank you.

The question number one for us to respond to is on the board, and please take a moment to read it over.  And I guess coming down to the end of that question --

MS. MARJORIE WITHERS:  I'm embarrassed to say that I've lost my pictures, so let me find a way back to it.

MS. HARRIET C. FORMAN:  I guess coming down to the end, the crux of it is that fewer grantees screened for substance abuse or interpersonal violence.  But we think we should be moving in this direction.  Do you agree, screening for substance abuse or interpersonal violence?  Do you agree that we should be moving in this direction?  What are the potential benefits and risks?

MS. MARJORIE WITHERS:  This is Marjorie, and I still don't have a picture of the question, but I will go ahead and plunge in.  And basically, we assume that all of our -- we do a lot of training in terms of our pre-training for people that are going to deliver the services so that they do feel comfortable asking the kinds of questions, like the four Ps, to look at substance issues because we really think if you don't bring it up people don't feel okay about talking about it.  So we see it as opening a door.

And we also have a lot of data that says that you have to assume it's there.  Similarly, we do ask some questions around if a parent feels safe, a mom feels safe in her home.  And we start with safety because we find that people are more likely to talk about what's actually happening than if you go for any very direct question.
We've also done a lot of training around -- because we have so many home visitors that we work with, for things like making sure that if there are animals in the house, finding out if the animals are well treated because we know there's a high correlation in rural areas between animal mistreatment and human being mistreatment.  And ironically, it's easier to talk about your husband being cruel to the dog than that your husband is beating you up.  So I think it's really essential that we think in those terms.  I think this is a conversation that has to take place throughout the whole community because those aren't individual issues, they're community issues.  And certainly they're public health issues.

MS. HARRIET C. FORMAN:  Committee members, do you feel that this should be general then?

DR. VELMA MCBRIDE MURRY:  This is Velma.  I want to commend the presenter on a fabulous presentation.

One of the questions that I have, I think that screening is important, but the implication for that is that something has to be done once an individual is identified.  And so in light of the barriers that we talked about earlier and what the previous presenter noted, you know, how might we be able to do something about the screening, the consequence of screening?
So one of the risks is we've got to do something once people are identified, and in light of barriers, how do you begin to address issues of need and access with diagnosis?

MS. MARJORIE WITHERS:  Was that a question going back to me or to the whole committee?

DR. VELMA MCBRIDE MURRY:  I'm just open because I think it's really important to know the prevalence of issues within communities, but at the same time, you know, we have to also think about access.  And so how do we begin to then ensure that people will be able to have access to services once we know what their needs are, and addressing that in the context of barriers.

MS. MARJORIE WITHERS:  I think that for us in terms of Bridging and our Launch model, you're hitting on the key issue that we struggled with in the beginning, and that's one of the reasons we made the collaboration so strong, that we really wanted to make sure we didn't do screenings that were just for screening sake, but that would allow people access.

So first of all, allowing accessing and even supporting access is different than, you know, making people do things.  So that there's nothing that we do for screening where we can't to say to people, and this is what we can do and help you do to get that service.

So in terms of some of the things, my belief is that some questions you ask allow people down the road to tell you a different story.  And I believe that as someone who's worked as a therapist, a mental health therapist, and a substance abuse therapist, that if you don't ask the question, you in some way whether the person can ask it.

So for me, the screenings have done two things.  When we first looked at our statistics for our population of kids that we wanted to impact, we had the highest rate in Maine of children thrown out of child care centers.  We had very late intervention services.  Kids weren't screened until they were in school for things that could've been easily improved or changed if it had been done early.

So when I talk about screening protocols, except for the depression protocol, and we use the ASQ and the ASQE whenever parents will let us, what screenings are done beyond that is really decided by what the family wants.  So if somebody said, I'm really worried about little Amy flowering, then we can figure out the screening that has to happen and arrange it.

So a lot of what we are in a sense decides the services we give.  Our job is to remove barriers.  And I guess that's who we're including it.  But I think that your question is of the essence, and I think that SAMHSA, that's a huge issue.

MS. JENNIFER OPPENHEIM:  This is Jen.  That's maybe a good segue.  Thank you, Marjorie.  I just want to speak to that on the level of the initiative because this is a very active discussion that we have with our sites.

And I think one of the ways that we address that is that for the most part when we do screening, and it's in a variety of settings, it's part of a bigger package that really has to do with training around the screening.  And some of the training, I mean, most of the screening instruments are fairly straightforward, but it's about how do you even approach that subject?  And what you raised, I think, Velma, about where you do go with that.

So for instance, within just two examples within home visiting, I mean, one of the things we worked very closely with the new -- relatively new now -- Federal Home Visiting Initiative that's put a lot of money into home visiting across the Nation.  But a lot of times home visitors, whether they're professional or paraprofessional, are seeing families with huge needs and huge issues.  And the training around some of the behavioral health issues is not so efficient.  And so bringing mental health consultants in to work with them around, you know, you see a mom who seems to be depressed, and how to talk about that.  That's a big challenge for a lot of home visitors.

And then they tend to be really connected with resources in the community, and to follow through on those connections.  But in the case of primary care settings, they're similar, a lot of discomfort in opening Pandora's box about behavioral health issues.  But a lot of the work that Launch grantees do in those settings is around helping primary care settings be -- either having family navigators as part of that medical home scenario, or really being much more connected to other community resources.  And it could be formal services, but also informal supports.  So we have grantees who are kind of looking across the continuum as well where there's a dearth of treatment options available, what other supports or interim supports are available.  So really it comes back to the linking piece and coordination piece across communities.
So I think definitely when we think about screening, it's in the context of that bigger picture.  But certainly as we move from child-focused screenings to more focusing on parents in child-serving settings, it gets trickier.

MS. HARRIET C. FORMAN:  Well, that leads also into the next question, too.  If we go on to the -- we have the next question, about maternal depression.  We asked what thoughts do you have on -- we know maternal depression has a significant impact.  But if you'd read the question that we have.  What thoughts you have on including -- well, read it yourself.  What thoughts do you have on this topic, including new research on maternal depression, new interventions.  Your thoughts on new outreach strategies.

MS. MARJORIE WITHERS:  Jen, do you want to go first?

MS. JENNIFER OPPENHEIM:  I think this was for the committee members, right?

MS. HARRIET C. FORMAN:  Committee members, yes.

DR. CAROL WARSHAW:  This is Carole.  I know HRSA has a taskforce on partner violence and post-partum depression, and they're working with home visiting programs because sometimes people are comfortable with one set of issues, and sometimes with another set of issues.  And I think even talking about it and making sure that people are trained and comfortable with addressing the range of issues that you're hearing about, the women and kids that you're serving is critical, and also having the community resources to support people accessing what they need once they identify that this is something that's going on.
And it's often a complex kind of interweaving of all of these that come together, so you have to be able to understand all of them and not have it be so siloed.  So I really appreciate the way that you're talking about this.

I'm also interested in hearing what kinds of informal supports you're able to create around all of these issues, including post-partum depression, how you actually do that on the ground.

MS. HARRIET C. FORMAN:  This is a question for Marjorie?

DR. CAROL WARSHAW:  Yes.

MS. MARJORIE WITHERS:  I would be more than willing to jump in on this one.  Whenever somebody has a Bridging person involved with any of our services, we spend a lot of time talking about, you know, how have you gotten through hard times in the past, what kinds of things work for you, who's important to you.  So we do really help the family, the mom and baby, develop a concept that there might be people close in who can do things.
But one of the biggest things that we see over and over again, which sounds so obvious -- first of all, I think our folks are getting better at finding out if people have been depressed before or fi this is really sort of their first time.  And what we're finding is that, yes, there's tons of post-partum depression, but there's also a whole lot of other things that come up when you have babies.  And a lot of it's related to trauma. 

So one of the first things we have to is to make maternal and a baby safety plan, you know, that really talks about when you're feeling really bad, what can you do?  That person doesn't have to say they're suicidal to get that.  It's really sort of saying, you know, you're not going to be sleeping a lot.  You're going to have a whole a lot of new things going on, so let's make a safety plan.

So even if you're not going to have that person right away see a psychiatrist, because there aren't that many psychiatrists hanging around Washington County, you can begin to help them look at and figure out the kinds of things that may be helpful to them.

And then the biggest area for our population ironically is, first of all, having the information of who to go to and being able to say, oh, people don't always feel like this.  We might be able to help you.  And then to really at times even go with the person to their first appointment, whether it's at the counseling center, or whether it's seeing a primary care person and looking at being on anti-depressants.

The other thing we've really had to look at is how do you differentiate depression from the amount of anxiety that many people live with when they're living in real poverty?  I mean, there are some situations if you're not depressed, there's something much more wrong with you.  So part of what we do is we back up all of our programs with clinical consultations for the people delivering the services so that for our integrated staff or our Bridging staff, they have 24-hour access to a clinician who can help them walk through the maze to try and get people linked to the level of service they need.

We also find that the fact that we can help people, for instance, get respite, meaning if you're looking at a mom who's young and isolated, and you can develop with her older sister and maybe her mom, somebody who's going to come watch the baby for two hours so she can do something totally different.  You also find that there's some levels of depression that get answered by those kinds of supports where medication by itself wouldn't do it because it's not just that chemical reaction or even other trauma, but it's also the exhaustion of what's happening.

So we really see it as a braid of services, and that the hardest piece, though, truthfully to do sometimes is actually when we know that somebody needs an anti-depressant in a rural area, finding the right person to do it because some of our docs prescribe with very little information, and so we find that people don't even know that if something doesn't work, it doesn't meant that all anti-depressants don't work.

So people have a lot of need, and one of the things we stress is that when we have a mom who identifies as depressed and we see as depressed, that we just don't leave her hanging, that we continue to bridge for her until we can come up with something that seems to work.
Does that answer?

MS. HARRIET C. FORMAN:  Yeah, it was great.
MS. JENNIFER OPPENHEIM:  And this Jen.  I'll just layer on top of Marjorie said a couple of other examples from other sites.

So not so much informal supports, but sort of a next step up short of individual treatment would be at several sites, they're doing centering pregnancy, or centering parenting groups, often in primary care settings, but it's more of a peer support model that continues after the baby is born and in some cases focused around depression and isolation.

Also some of our mental health consultants working with visiting programs are doing or have done groups focused on depression, and they can actually bridge across multiple home visiting programs.  And in some of these cases, the mental health consultants also will do a brief, short-term mental health intervention with the family, either with a mom, either where that's all that's needed, or as a kind of bridge to more long-term, ongoing treatment.
And then the other thing I mention because it's an emerging thing, I think, in the field is the use of parent cafes, which come from the strengthening families model, as a way of also more generally strengthening folks and reducing isolation, and strengthening people's -- sorry, I think there's feedback -- feelings of competency around parenting, but also other issues related to their own well-being.

MS. STARLEEN SCOTT ROBBINS:  What about telemedicine or any technology there?
MS. MARJORIE WITHERS:  I can speak to that, at least in our rural area because I'm also in other work with other tribes outside of Maine.

Telemedicine is a funny thing, and the one that we're finding is that, especially with some of our poorest families, they no longer have land lines.  And so there are a bunch of issues that people don’t think of with teletherapy, and one is sometimes you can't do it from the place you think you can do it, so that person still needs to have some kind of way to get to the place.

And we also find that the most effective teletherapy for us has been when there's also been occasional access to the provider.  So for instance, when I worked for the Passamaquoddy tribe, we did have a tele-psychiatry program, but it was people -- the psychiatrist wasn't always offsite.  So the difference between having somebody that you've met in person and then see in a different format was much powerful, and people were much more willing to do that than for people that they never got to actually get their hands on.

We also find from the psychiatrist's point of view that coming to Washington County or going into a tribal community made them better at helping the people that they were seeing because it gave them a context.  You know, that's my thought.

MS. KANA ENOMOTO:  Thank you, Marjorie.  This is Kana.  Harriet, did you want to make a closing remark?  I know we have only five more minutes before we're starting again with our next panel.

MS. HARRIET C. FORMAN:  That was fascinating.  Thank you so much.  I have nothing else to say.  Thank.

MS. MARJORIE WITHERS:  Thank you.

MS. KANA ENOMOTO:  Okay, great.  Yes, thank you to you both, Marjorie Withers and Jennifer Oppenheim, talking about Project Launch.  I think there's obviously more that we could discuss about this, so we'll have to think about how to bring our early childhood perspective to another one of our future meetings.  Thank you.

So I want to ask the committee members and those on the -- joining us on the web and the phone to take a really, really brief five-minute break.  Again, that's now our one thing break.  It's like half a thing break.  So just if you need to dash to the restroom or go grab a glass of water, if you would do that.  And then come back and join us at 2:30.  Thank you very much.

[Break.]
Agenda Item:  FASD Center for Excellence
MS. KANA ENOMOTO:  All right.  So we are back online.  This is Kana Enomoto at the SAMHSA Advisory Committee for Women's Services.  And we are going into our next session on fetal alcohol spectrum disorders.  Is that right?  Yes, I think I got it right.  And for this, our presenter is going to be Jon Dunbar-Cooper, who is a project officer in the Center for Substance Abuse Prevention, a public health advisor.  And also joining him will be Dan Dubvosky, who was part of the contract of the SAMHSA FASD Center for Excellence.  And Dan has been in the field for over 35 years as a therapist and residential treatment ad well as inpatient/outpatient community settings.  And he's been involved in the field of fetal alcohol spectrum disorders for over 20 years, and been a great asset to the technical assistance that SAMHSA has been able to do over the years with our FASD Center for Excellence.

So we are very lucky to have Dan joining us, as well as Shelly Greenfield, the ACWS member who has agreed to be the discussant to get the committee.  And we hope we have lots of committee participation when we get to the discussion section on this one.

So with that, I will open it up to Jon, and we'll go straight into Dan when you're done.  Thank you.

MR. JON-DUNBAR-COOPER:  Good afternoon, everybody.  I'm Jon Dunbar-Cooper, as Kana just said, and I work in the Division of Systems Development in CSAP and have been the contract officer for this contract for about almost three years now.
We're going to give a very brief overview of what the contract has done because there isn't time to get into too much detail.

First of all, the SAMHSA Fetal Alcohol Spectrum Disorder Center for Excellence was authorized by Congress in September 2001 through the funding designated in the Children's Health Act of 2000.  So we do have a specific mandate to serve individuals within FASD and their families.  The funds are specifically targeted to that.

We've also provided training and technical assistance to improve the FASD treatment and prevention outcomes, and implemented prevention and intervention approaches for FASD via the Coordinating Center for Subcontractors.  There were 22 of them.  The contract has since ended, but when it starts up again in October, we really aren't sure how many we will have.  We'll talk more about what they do later on.

We reviewed and disseminated science to service models, practices, increasing the number of eligible programs in SAMHSA's NREPP.

We also built State capacity on FASD through an annual conference, forming groups such as the Birth Mothers Network, the National Association of FASD State Coordinators, and the Self-Advocates with FASD in Action.  I just want to talk a little bit about the State work because it's very important.

We have brought States together at an annual conference of about 270 persons.  We paid for State folks to come, and we're trying to get more FASD coordinators in each State by linking them with the national prevention director of the State that oversees the block grant, the substance abuse 20 percent set aside, and the strategy prevention framework block grant.
States have shown success in this area.  Several states have begun to integrate FASD services over the past 10 years, including Pennsylvania, South Carolina, Mississippi, Michigan, Texas, New York, and Alaska.  All had FASD champions in positions to bring about the change.  And to my experience, there's usually one person who is very strong in what they do and have the resources and the position that allows them to implement new ideas and move forward.  And those States had that individual.

There have also been some common components across some States -- Pennsylvania, South Carolina, and Michigan.  All of them had statewide taskforces and State strategic plans that included an FASD component in their services.

Texas and New York integrated Project Choices, which is one of our evidence-based programs, implemented by our subcontractors through State subcontracts funded by the FASD Center for Excellence.

Alaska has used monies to target FASD, their own resources to target FASD, and are really at the forefront of States targeting this particular disorder.
There were some barriers that States have -- identifying or growing FASD champions in the right positions to create change, getting the right people to the table to address FASD in the State, finding funding for meetings in the work involved, knowledge of how to develop a strategy plan, and sustaining interest.  I can provide additional information to about that.

We also developed and we maintain an information dissemination website.  It's up and running through the end of September, and will be up and running again in October when the contract starts up again.

And let me see what else.  Okay, provided a comprehensive data resource for identifying and synthesizing gaps and trends in the FASD field so that the information we have on the website is current, so that the training materials and TA that we provide is current, that we're looking at our national partners, such as NIAAA, CDC, HRSA, Center for Mental Health Services, what they're doing so that we're very current with what we say and the language that we use as well.

We also have a native initiative that provides training, coordination, and support to increase awareness of and services for FASD in native communities.  That includes the Pacific Rim, Hawaiian natives, and Alaskan natives, as well, and tribal entities.  We revised an existing native kit, which contains facts sheets for shirts, posters, CD-ROMs, and a guide to building partnerships on FASD.

Some of the key lessons learned.  FASD prevention and intervention approaches can be integrated into existing systems of care using some of the methods that some States I just discussed a few minutes ago use by having champions and institutionalizing it through it coordinated services.

Starting with program administrators, directors, and native leaders, in order to obtain buy-in, especially in tribal communities.  It's very important to have that buy-in, otherwise you're not going to get very far.
Women's substance abuse treatment settings can modify policies, procedures, and treatment approaches with an appropriate understanding of how these changes will improve outcomes for the programs and for clients.

I now turn the screen over.  We're going to hold questions.  Dr. Greenfield has asked that we hold questions until the very end.  So Dan Dubovsky will now present.

MR. DAN DUBVOSKY:  Hello?  Thank, Jon.  Can everyone hear me okay?

MS. GERETTA WOOD:  Yes.

MR. DAN DUBVOSKY:  Hello?

MS. GERETTA WOOD:  Yes, we can hear you.

MR. DAN DUBVOSKY:  Okay, great.  It really is a pleasure to be able to present a little bit to you in terms of what we've learned through what we've done and a little bit of what we've done in the past 10 years of the FASD Center for Excellence.  And I've been there almost since the beginning as the FASD specialist.

And one of the really important things, and we kind of have almost two tracks, and one has been the subcontract -- actually there are two.  One has been the subcontractors that Jon mentioned where we've looked at can we integrate screening, brief intervention, referral for evaluation and diagnosis, and intervention for treatment into existing systems of care.  So we've looked at things like WIC, healthy start programs, and women's substance abuse treatment centers, and found that especially in terms of the prevention initiatives that are promising practices in FASD, like Project Choices, the Parent-Child Assistance Program, and screening for brief intervention, that we are able to integrate those into existing systems with very positive results.

We've also provided technical assistance to States who are interested in developing State action plans and, as Jon said, the importance of pulling together a State task force, having the right people at the table, including Medicaid and Medicare services, which are really important to get to the table on a State basis, because they have the ability to change what gets funded, for example, through a diagnostic evaluation process.  And working together and found that when task forces have specific work to do, when each member's priorities were valued and recognized, that the task forces really worked very well together.  And if we have more time, we can talk about some examples from some of the States that Jon mentioned.

And also we've done some work with women's substance abuse treatment centers, and we began in Pennsylvania, in Minnesota, working with the State women's services coordinator and the Minnesota Organization on FAS, and treatment centers in Hawaii.  These are women's treatment centers, some of which have women with their children, and some that have women without their children.  So expanding the concept that when you're working with an individual in a substance abuse treatment program, you're working with the entire family.  And you really need to look at the entire family, whether the children are in the program or not.  And in terms of FASD, the key is really in terms of both prevention and treatment.  Both of those are really important.  So we want to look toward prevention, and we also want to look toward treatment of individuals in these treatment programs and their children who may themselves have an FASD.

And the concept of changing the counselor's personal beliefs about women who drink or do drugs during pregnancy especially, but also in terms of their own experiences and their own beliefs in terms of treatment.  One of the things that we found in fetal alcohol spectrum disorders is that working with people with a fetal alcohol spectrum disorder challenges the basic tenants of treatment.  And in order to be effective with people who have an FASD, we really need to modify best practices.  And that's based on the scientific knowledge of the brain damage caused by prenatal alcohol exposure.

So for example, we can't use motivational interviewing the way it was developed, or cognitive behavioral therapy the way it was developed, or individual therapy using CPT approaches, or using -- teaching parenting in the abstract and having women in treatment, go to parenting classes if they don’t have their children with them at that moment because of the way the brain is processing information.  And it's not that we have to create new practices, but we have to modify the practices that we already have.

The other thing is that especially in substance abuse treatment, since so many workers in substance abuse treatment are in recovery themselves, challenge that concept that I had to do it this way, this is what I needed to do in order to get and stay sober, and you need to do the same thing, and when you are ready, you will do it.  That concept that people need to take responsibility for their actions and learn by experiencing the consequences of their actions, that doesn't work for the brain of people with an FASD.  So that we found was something that we really needed to address.

And also the concept of, of course, using first person language, and getting into that mode of instead of the substance abusing women, the woman who uses substances, because then we begin to look at people as people with strengths and abilities, who have an illness, or a disorder, or an issue that they need to deal with.

And then again, the concept -- and one of the -- and this has been talked today already is the whole concept of stigma and addressing stigma.  And we needed to address that because this first point here is absolutely accurate, that in a number of States, women have had their children taken away from them because they have been using, or they are threatened with having their children taken away from them, and they've had Child Protective Services involved.  And if we don't address that stigma, then we've learned that women go underground.  They don't get good prenatal care.  They don't come for support when they need it and for help when they need it.  So we need to address that issue.

And we also need to help people understand because in our -- when we do have access -- when people do have access to technology, and I understand they are working with a lot of tribal communities and other very remote communities.  There are communities who don't.  But when they do, we have to help people understand that not everything on the web is accurate.  And how do we identify what is and what is not accurate?

One of the things that we did is some training for people who are actually out in the field in various systems providing training in FASD across the country, and did a workshop session on how do you read and respond to research, and how do you interpret media reports of research, because there have been a lot of media reports lately of, oh, moderate levels of alcohol use are okay during pregnancy, or as Katie said this morning, her friend who was told it's okay in the third trimester.  But since we know that the brain is rapidly developing all the way through pregnancy and even after birth, and that alcohol absolutely causes damage to brain cells, that at any point during pregnancy alcohol can cause damage, as well as at any point during pregnancy stopping drinking can be beneficial.  So those kinds of things need to be talked about because we hear a lot of these media reports.
And then how do we reach professionals when there is such a high staff turnover?  And one of the ways that we've begun to do it in South Carolina, for example, as part of their State plan, one is to provide a training of trainers around the State so they would have people throughout the State in every system of care who were able to at least present the kind of basic information on FASD prevention and treatment.  And we developed a training of trainers, and we did that for them.  So that was one way of doing that, of reaching those individuals.

In terms of the subcontract, one of the things we've found is that we can't have a contract where you need to work for a woman for a month, like once a week for four weeks in Project Choices if the average length of stay is three weeks.  It needs to be modified.  And that for the WIC clinics, they found that one of the challenges was that often they didn't have regular monthly contact with the individual with whom they worked to check in with them.

So again, that was another challenge, and what we learned again is whatever -- monthly contact could be a five-minute phone call if there's phone access.  A postcard in the mail.  Something to keep that contact, and to let people know that there are people out there who really care about them.

And then bringing together knowledgeable professionals, and providers, and policy persons, and that's what Jon talked about in terms of our building FASD meetings.  And it really was bringing people together.  And what I've seen over the 10 years or the eight years that we've done that is that people have begun to learn more about FASD, talk about their colleagues in other States, and develop a passion.  And it is a passion that's gotten States to really move forward on this.

I live in Pennsylvania, and everything that has been done in the last five years in Pennsylvania is really because of one person who came to one -- the first building FASD State system meetings where we had to -- I don't know -- really dig for somebody, for people from the northeast to come.  And it was because of that one person that they developed a task force, they developed a state action plan.  They now not only has FASD Awareness Day on September 9th, but they have FASD Awareness Month with month-long activities.

The other thing about this is helping train professional families and others to understand the brain damage, to understand why approaches need to be modified.  For example, we know that the area of the brain responsible for working memory is really impaired across the plan in FASD, so that we can't give people multiple directions like, go to your room, get your journal, and be back for group in five minutes, because those are the women who will go to their room, have no idea what they're supposed to do next, and be identified as being noncompliant and unmotivated because they don't show up for group.
So understanding that concept that it's not that they can't do certain things or that they won't certain things.  It really is that they can't because of the way their brain is processing information.  So we have to come up with better ways of helping them be successful.

Also in terms of things like addressing trauma, addressing domestic violence, which has been talked about a lot today and very, very important.  But we will see significant numbers of people with a possible FASD who are repeatedly in domestic violence situations because the area of the brain responsible for identifying danger is impaired.  So again, how we approach those women, how we work with them around domestic violence is really important.

We found -- a study was done out at the University of Washington that found, for example, in terms of assessing suicide risk, in typical suicide risk assessments, we equate intent to die with lethality of attempt.  And what's been found in FASD is that there is absolutely no connection between lethality of attempt and intent to die.  So for somebody with an FASD, they might well take two Tylenol with a glass of water, might well intend to die, and might need to be hospitalized.  So again, we have to adjust our -- how we approach suicide prevention.  We have to be much more literal because often abstract thinking is impaired.

So again, it's understanding the brain damage and how that affects people.  And what we've seen, and we've done a lot of work with work with women's treatment centers, and I've done a lot of the training and technical assistance with them.  And I've seen real changes, and I just want to share a couple of them.  I know we want to leave time for the discussant.  But I just want to share a couple of them.

And one of them was a woman who wrote afterwards and said, I've been working with a client who for years has been identified as being noncompliant, and uncooperative, and unmotivated, and constantly misses her appointments, and has been identified as not being motivated for treatment.  And she said, and after the training, I sat down with her, and together we put in reminders of when her appointments -- when she has to leave for her appointments in her cell phone.  And she said, since then she hasn't missed an appointment.  So again, not only did this help this woman be successful, but it helped the workers change their view of this woman.

And then we've also been working with some people with the Parent-Child Assistance Program, which is a three-year case management advocate model for women at high risk of alcohol post-pregnancy.  And we've worked with them and come up with some screening questions for women's treatment because that was the first session I was at.  How do we identify women in the treatment who may have an FASD, because our diagnostic capacity is really miniscule around the country.

And so we developed some screening questions.  Many of them are asked in the intake process, but not through the lens of could this be somebody with an FASD.  How did you do in school?  What subject was particularly difficult for you?  Often it's math.  Is your mother still alive?  If not, how did she die, because it's much more likely that this woman's mother is not alive if this woman may have an FASD.  And it's not -- you don't get a score yet.  We're really working on it.  But it's a preponderance of evidence.

And the response we got from a couple of the treatment centers was we can't add another form, and we said you don't have to ask these questions again necessarily, but just keep track of what you've asked.  And in one center where they were really resistant, a worker went out to meet with a young woman who was pregnant in a substance abuse treatment program, residential program.  And she was a 17-year-old, and the staff was furious with her.  They were frustrated with her.  The night before she threatened to leave, but she got the whole staff upset and the other individuals upset, and the staff had to work with her to get her stay.  And she was really seen as a problem in the program.  And this worker took this four-page form, because it was in the middle of our discussant -- the site visit that we did -- and went out and came back 20 minutes later.  And she said, I have to tell you this.

She said, I sat down, and I started to talk with her, and I started to ask some of these questions.  And I asked, did you have in trouble?  Yes.  What subject was hardest for you?  Math.  And she said, did your mother drink while you were growing up?  Yes.  Did your mother drink when she was pregnant with you?  And that's a question we thought nobody would know the answer to, and what we're finding is a lot of people know the answer.  And this young woman started to cry and said, my brother and I always had problems.  We always knew that there was something wrong, and nobody has ever asked that question.  And actually she knew that her mother drank during her pregnancy with her.  And this worker came back and she said, it just touched my heart.

And the key for me was it changed her view of this young woman and changed her view of how this treatment center would work with this young woman.  So again, I think that that's one of the lessons we've learned is the importance of getting to that information and sharing that information.

And again we found that training hope doesn't work, and there's a lot of research that supports that.  And we really need to do training, coaching, and follow-up if we want to see behavior change.  And again, as Jon said, starting with getting the administrators, and clinic directors, and program directors on board as to how this will helpful not only for the people they're working with, but for their program, and will help them through their success.

MS. KANA ENOMOTO:  Dan?

MR. DAN DUBVOSKY:  So I think that that's about what I had time to talk about.

MS. KANA ENOMOTO:  Great.

MR. DAN DUBVOSKY:  And I hope that that's been helpful in giving you some food for thought.  And we're here to answer questions now and also in the future.

MS. KANA ENOMOTO:  Great.  Thank you very much.  This is Kana.  Shelly, would you like to jump in now and have a response?

DR. SHELLY L. GREENFIELD:  So you should have a slide next that has the discussion questions on it.  So if somebody could bring that up.  Hello?

MS. KANA ENOMOTO:  Working on that.

DR. SHELLY L. GREENFIELD:  Okay, no, that's okay.  I thought the phone cut out for a second.

So we were asked to talk about three questions, but first I want to just thank both Jon and Dan for presenting the work that this Center for Excellence has done over a long stretch of time and in many different ways and directions at many different levels, and to try to give people a sense for all the various activities that they've been involved in, as well as some of the lessons learned from the program.

My thinking is that it would be most helpful if this committee could think about some of the things that were just discussed in terms of lessons learned and consider the ways in which those accomplishments might be adapted to some of the other issues, especially the ones we talked about today, such as address methadone in pregnancy, and neonatal abstinence syndrome, as well as the lessons learned by addressing certain challenges that the FASD Center for Excellence to help avoid similar difficulties in other areas of women's treatment programs.  And finally, to enhance outcomes for women's treatment.  So that would be a summary of the three questions for this group to discuss.

So I would just pause there to see if there are questions for Jon or for Dan, and also if people want to address some of these kinds of strategies that we were just presented, and how maybe they would be applicable to some of the earlier discussions we had or other women's treatment issues or substance abuse and mental health.  Questions for Jon or Dan about what they presented?
MS. KANA ENOMOTO:  Well, this is Kana.  And I have a question for both the group as well as our presenters around --

DR. SHELLY L. GREENFIELD:  Kana, could you speak up?  I'm having a very hard time hearing you.

MS. KANA ENOMOTO:  Okay.  I have a question about prevention of FASD and how this interface of expert or other efforts to work with young women who are pregnant and educate them about the effects of FASD and the risks of drinking while pregnant.

MR. JON-DUNBAR-COOPER:  I can address that.  I think that because this is a mandated center of excellence for individuals with FASD and their families, we also have the responsibility as CSAP to implement strategies and universal prevention strategies so that our challenge and goal is to eradicate FASD.  That is what CSAP's goal is.  But recognizing that there are people who already have it, and there are women who are in an addiction cycle who are drinking.

But I think that with the new contractors coming on board, we need to link to our block grant programs -- the underage drinking program, for instance.  It hasn't one word in there about drinking and FASD, nothing.  It addresses violence, teen rape, those kinds of things.

So there are many opportunities for this program to interface with CMHS, CSAT, and our existing prevention programs around getting the message out there.

Now there has been a lot of resistance from the alcohol industry, and also physicians are telling their patients that one drink a day or a drink a week is okay.  And we also know that we're not really sure how much a person can drink and what the effect will be.

So I think that Kana has been talking about this for a while now, and I have tried internally to get the State programs and the DFC folks on board.  And I think with your assistance, when the new program starts, we can tell them or talk to the branch chiefs and division directors about how easy and how inexpensive it is to insert messages about fetal alcohol and drinking.  We're talking about females from the age of 14 up to 50 now that can give birth, and we're not addressing it even at that early age.

MR. DAN DUBVOSKY:  And I think, Jon, there's another point in addition to that.  You're absolutely right.  And I think the other point is also that in addressing this, and it speaks a little bit to something Velma said earlier.  If you're going to do screening, you have to do something after the screening that in terms of talking about FASD prevention, especially with women, one of the issues we need to be very sensitive of is that as we talk about this, some of these women might recognize that they may have children who where they drank during their pregnancies.

So how we address in terms of prevention, and especially since women who have given birth to a child with an FASD are women who are probably at the highest risk of giving birth to another child with an FASD.  So how we approach is really important, and providing training for those who are going to be doing screening.  And that's one of the lessons we learned in our screening diagnosis and interventions subcontract is it's different than asking then talking with women about diabetes and sugar levels.  So how we approach it, I think, is really important as well.

MR. JON-DUNBAR-COOPER:  Yeah.  I also think the screening piece is important in primary care settings, in schools, because it's -- I do believe that there are more kids out there than we realize because we're not screening in schools.  We're not doing the screening, so we really don’t know the extent of their problems.  And I suspect that if we do screen more, we will find out exactly what is going on, and then SAMHSA can target those populations appropriately and not just think that a universal net will get to everybody in higher ed, or in high school, or junior high.  It's not so.  So we need to really implement screening.  CSAP cannot do it, and they're not doing it.  As far as I know, very little.

So screening is something that is need because how are you going to find out the problem if you don't screen?  You have to.

MS. SHARON AMATETTI:  This is Sharon Amatetti.  I just wanted to share with the group that yesterday there was a resolution approved by the American Bar Association on this very issue.  And I'll just read to you that, "The American Bar Association has passed a resolution that urges attorneys, judges, State, local, and specialty bar associations, and law school clinical programs, to help identify and respond effectively to fetal alcohol spectrum disorder in children and adults through training to enhance awareness of FASD and its impact on individuals in the child welfare, juvenile justice, and adult criminal justice systems, and the value of collaboration with medical mental health and disability experts."

And I think you all would agree that this is a pretty tremendous turn of events that the American Bar Association would be delving into this issue and bringing attention to their constituency on an health issue that impacts their systems very much so, but has often been hidden and not identified.  I mean, just like Dan was talking about what was going on in the treatment center that they didn’t fully appreciate that a client was having the long-term impacts of alcohol exposure during the mother's pregnancy that was now affecting their client.  And we see that this plays out the same way in the criminal justice system.
So for the American Bar Association to make this kind of pronouncement, I think is a very a very positive, and it also speaks to the importance of us working across other systems, and maybe some systems that we don't usually think of, as well as partners in helping us address this issue.

MR. JON-DUNBAR-COOPER:  Yes.  I think it's a milestone for the field, the FASD field, because it's institutionalizing judicial equity and welfare equity at that level there.  But also the DSM 5 has approved a code for FAS, not FASD.  So we have two things to toot our horns about this year, and keep the ball rolling, and work with our treatment partners on.

The FASD field is a little different because there's a stigma attached to women drinking and having alcohol-exposed pregnancies, because people don't understand the reasons why they're doing it and how they can't stop without an intervention or help.  So internally in SAMHSA, we need to educate people around that and bring everybody together and say, well, we're treating women who are in an addiction cycle, but they're women who are also in the addiction cycle who have given birth to children with alcohol-exposed brain.

So I think it's a wonderful time, and for the ABA to come up and do this at this time and DSM 5 was really important to the field.  And when the new contract starts, the new expert panels will be jumping on this, and moving ahead, and making recommendations.

MS. STARLEEN SCOTT ROBBINS:  Hi, this is Starleen.  Can you hear me?
MR. JON-DUNBAR-COOPER:  Yes, we can.
MS. KANA ENOMOTO:  Yes.

MS. STARLEEN SCOTT ROBBINS:  Okay.  I just wanted to say that some of our women services -- substance abuse services coordinators across the country are FASD coordinators, but not all of them.  And I think it would be a great collaboration to bring the States coordinators together and the women services coordinators and see how we can work together across treatment and FASD to work together to get the message out, and also to integrate the screening into our treatment programs across the country.

MR. DAN DUBVOSKY:  I absolutely agree with you, Starleen.  This is Dan.  I absolutely agree.  And again, I've been working with Ruthie Dallas in Minnesota in this.  And again, even though the women's services coordinators are treatment based, as we begin to do the training, and Ruthie was very, very supportive.  She was the catalyst for this.  She also began to talk about how we integrate prevention into women's treatment as well.
MS. STARLEEN SCOTT ROBBINS:  Exactly.

MR. DAN DUBVOSKY:  So I think you're absolutely right.  I think getting that together and seeing how can we work together is actually something we began to talk about as we began to work with some of the women's services coordinators.  So I totally agree with you.

MR. JON-DUNBAR-COOPER:  Yeah.  Okay, our State FASD coordinators partner up with the MPN in some of the States.  And this year, we had nine MPNs at the Building FASD State Systems Conference, which was up from six from the last time, I believe.

So it's important, going back to that first prevention, universal gate there that Kana spoke about, that the women's services coordinator, and the FASD state coordinators, and the MPN, and the State directors all work together, because we will NASADAD support to move forward with institutionalizing methodology that's across systems, and that there's no wrong door, and that the stigma isn't there.  I think the stigma is one of the biggest things that we face in the FASD field as far as people being sympathetic towards treating people with FASD, or giving the women the appropriate services that they need.
DR. SHELLY L. GREENFIELD:  So can I just also mention that you were talking about earlier a recommendation to a pregnant woman that she should have a -- if she drank at the end of the pregnancy, that would be okay.
In terms of the medical knowledge, this is to me it seems a very important subgroup of screening and brief intervention in medical settings, especially in obstetrics, and pediatrics, especially for the pregnant mom bringing in another child.  And also in family medicine and primary care where we're most likely to see pregnant women or women contemplating pregnancy.

Disseminating medical knowledge and changing people's practices, especially in areas that they're less comfortable with, is notoriously challenging.  And the idea of screening and brief intervention for the use of alcohol is making its way into the primary care arena, but probably not as rapidly as a lot of us would wish.  But there are a lot of tools to screen women who are pregnant or considering pregnancy in terms of risky drinking.  And I think additional education in terms of physicians, how to use those tools, and then how precisely to talk to patients to elicit accurate information without a stigma so that appropriate interventions can be accomplished.
That's a real challenge.  Since the American Academy of Pediatrics and the American College of Obstetrics and Gynecology have both endorsed that there's no safe level of drinking and pregnancy, they seem to need to be two very good groups to join with over time in terms of screening for pregnant women or women considering pregnancy, because clearly a multi-pronged approach that you have already outlined in terms of the Center of Excellence reaching to the State medical groups and some of these national colleges seems to me to be pretty important.  I think there still remains misinformation and still a lot of lack of training.

[No response.]

DR. SHELLY L. GREENFIELD:  Are people still on the line?  Hello?  
MS. KANA ENOMOTO:  Yes.

DR. SHELLY L. GREENFIELD:  It was so silent, I was worried everyone had disappeared.

Has there already been involvement with some of these medical societies, Jon, at the Center?

MR. JON-DUNBAR-COOPER:  Dan, do you want to address that?

MR. DAN DUBVOSKY:  Sure.  Yes, there has, and one of the things that we are doing is working very closely with CDC because they have funded some FASD regional training centers specifically to work with medical personnel and also medical students.  And we have worked with both ACOG and the American Academy of Pediatrics in terms of, again, making sure their latest information is up to date, that we support the concept of screening everybody repeatedly in primary care settings.  Once and done never works.  And how you ask the questions, because I remember 10 years ago, a neonatologist telling me that asked of the women in his practice about drinking.  He said, you're not drinking, are you?  It's not the best way to ask the question.

DR. SHELLY L. GREENFIELD:  That's pretty common.

MR. DAN DUBVOSKY:  That's pretty common, right, because if you get -- it's like what Velma said.  If you get the answer, then you have to do something.  So we have a long way to go, you're absolutely right.  We've made a lot of progress, but we still have a long way to go because all these media reports come out, and it's like, well, moderate levels of drinking are okay.  And then you would examine the study carefully, and you see the flaws in the study.  But people latch on to that, and certainly the media latches on to that.  And the liquor industry latches on to that.

So we do still have a long way to go.  There is still a lot more training that we need to do.  And again, our message is the only proven safe amount of alcohol to use during pregnancy is none, because nobody can argue with that.

DR. SHELLY L. GREENFIELD:  Right, absolutely.  I guess I'm intrigued --

MR. DAN DUBVOSKY:  We can never up with a safe amount.

DR. SHELLY L. GREENFIELD:  Yeah, I'm intrigued by that earlier presentation that Marjorie did about the integration and, again, on the bridging.  And I do wonder, one of the obstacles that physicians have often stated in terms of any kind of screening for mental health or substance abuse, is that once they get a yes answer, it takes them more time, and they don’t know what to do about it.

And the idea of providing embedded personnel within practices so that if the answer is -- if it's elicited appropriately and the answer is yes, there is automatically immediately something that one can turn to to help and do something about it.  Just it intrigues me in terms of more dissemination through primary care.  So I just wonder about that in terms of next steps.

MR. DAN DUBVOSKY:  Well, definitely.  And I remember hearing a presentation about a WIC program actually in Boston, I think it was, a number of years ago where they asked eight questions about their general health, their mental health, their substance use.  And if women screened positive, they said would you be willing to talk with somebody, and if the woman said yes, they brought them down the hall and introduced them to the counselor who was right there.  Because again, giving them an appointment or a card and saying, here, call this person, we know that people don't follow up.

And we found the same thing in our subcontracts in some of the WIC clinics and Healthy Start programs that when they had somebody, as you said, embedded there, there was a much, much better response rate, and a much better response rate in terms of abstinence in alcohol use for those in Healthy Start for the rest of their pregnancy, for example.

MR. JON-DUNBAR-COOPER:  And I think moving ahead, we also have to look at the role of the father and, of course, the whole family.  Within this situation, you have women with FASD and at risk for having an alcohol-exposed pregnancy or recurrence of an alcohol-exposed pregnancy, because we're finding that the role of the father is more and more important, even as far as the sperm of the father, if he drank a lot may actually affect the child as well.  So we're seeing research around that.

So more and more as we move ahead, we're hoping to ask more questions around the role of the father and what does he do.  Does he drink as well, and not just concentrate so much on the woman and her problems.

Also as far as prevention goes with risk factors, we need to look into the fact that if a family does have a person with FASD, whether it's a child or an adult, or just a woman who's in an addiction cycle, the risk factors multiply for the other siblings who are there and other family members because so much attention and resources are given to one individual, that the other children or teens who are in that situation are at risk for mental health disorders or for abusing substances.

So the prevention field looks at this as a treatment modality and it's isolated, but really the programs that we implement through CSAP are being impacted with families that do have these situations where the appropriate strategy is one that's in a selective or indicated round, and not the universal round.  So CSAP needs to step up to the plate, in my humble opinion, to address mental disorders and substance use and abuse more so than we're doing now just in the universal round because if we can stop FASD in the first place, then those risk factors of people who have an individual with an FASD or an addiction would be less and will be more successful in the programs that we do.

DR. SHELLY L. GREENFIELD:  Are there other people on the committee who want to comment or ask questions?
[No response.]

MS. KANA ENOMOTO:  If not, Shelly, would you like to offer a final closing comment?  And we do have a public comment waiting.

DR. SHELLY L. GREENFIELD:  Yeah.  I guess my final comment is that it seems to me that t for the Center of Excellence, there's an important balance between providing effective identification and services for people who have FASD, but balance it, as Jon just said, with a growing need to be able to integrate prevention services to prevent the problem.
I believe it is the most prevalent source of preventable mental retardation in the U.S. and beyond, and to be able to reach for preventive services that are effective to women to understand there is no safe drinking level.  And also if they are drinking, to help them -- it seems to me like a very, very high priority.  And because of the integration of such services for integrating it better into primary care, perhaps this is a great moment to be moving forward with it.

So I want to just thank Jon and Dan again for running through a lot of activity in as rapid and efficient fashion as they possibly could.

MS. KANA ENOMOTO:  Great.  And thank you to you, Shelly, for acting as our discussant.  And actually while -- Shelly, while you have the -- your line is open, you had sent out an e-mail to the group of us about the --

DR. SHELLY L. GREENFIELD:  I sent out two e-mails.

MS. KANA ENOMOTO:  Yes.

DR. SHELLY L. GREENFIELD:  The second one is correct.  The second one actually I sent a link to a TIP.  I can't remember now, it was 42 or 43.  It's chapter 16, that the methadone currently is only opioid medication approved by the U.S. FDA for medication assisted treatment for opioid addiction in pregnant patients.  So it is an FDA-approved treatment.  And the current standard of care for buprenorphine at this point is not yet FDA approved, but as someone mentioned, the mother study is a large-scale study that shows some similar benefits.

So I just wanted to make sure, that it seems important that people do know that that is an FDA approved medication in pregnancy, methadone.

MS. KANA ENOMOTO:  Great, thank you, and thank you for looking that up.  And, Katie Clark, if you're still listening, thank you for bearing with us as we begged the question.

Also I wanted to provide some follow-up.  Jean Campbell, you asked a question about National Wellness Week, and if we were doing anything focused on women.  National Wellness Week is September 17th through 23rd, part of National Recovery Month.  And we will be sending out a save the date to our ACWS members about the activities for SAMHSA and other agencies across the Nation.

During that week, we will be doing a webinar on women with depression and cardiovascular problems, so we'll be happy to let you all know when that's happening and provide any information that you may wish.

There's additional information about Wellness Week on our website.  You may want to look at it.  It talks about the eight dimensions of wellness -- emotional, environmental, financial, intellectual, occupational, physical, social, and spiritual.  And there are also some resources specific to women's health.

So thank you, Jean, for asking the question, and thank you to Nevine and the staff at CMHS for providing the answer.  So where we are working in real time answering questions as they come up.

Agenda Item:  Public Comment
MS. KANA ENOMOTO:  Okay.  So we have not been able to reach our public commenter, or we do not have our public commenter.  
Agenda Item:  Closing Remarks/Adjournment
MS. KANA ENOMOTO:  So here we are 3:22.  I'd like to, if it's all right, just provide a few closing comments, and then we will -- and I will hand it Geretta, and we'll wrap up.

So what I heard today, I think we had a pretty intensive set of presentations, and we're really appreciative of our members for sticking through all that with us.  Each of you is doing really wonderful and interesting research, or advocacy, or just living life in the way that you do, making the observations that you do with the enriched perspectives that take into consideration behavioral health needs of women and girls.  So we're very fortunate to have you as advisors to SAMHSA.

At SAMHSA, we've been moving along and advancing our agenda around women and girls, so the women's conference, which was very successful, our work on GATSBI, our recent grant announcements on pregnant post-partum women, which includes both residential and outpatient services for women in the perinatal period and their families.  And again, SAMHSA participating in the broader HHS agenda around health care reform, and the really important advances that are being made for women in the broader health care arena we're excited about, and we're absolutely supporting those.

And our presentations, they really -- at the end of the day, they really tied together in a very interesting way some of the themes that came out in terms of the need for integration, need for prevention, early intervention.  There's clearly a role I think for SAMHSA, as I heard from our advisors today, in terms of supporting kind of that integration of care and the multi-sectoral approach where we're helping to educate the allied health and human service providers about the issues, whether they be medication assisted treatment and opioid dependence, whether it's the use of alcohol during pregnancy, or ways to identify children with neonatal abstinence syndrome, or children with FAS, and how do you work with both children and adults with FAS, as well as how do you foster wellness and emotional health in early childhood?
So I think it's clear that we have both a convening and an educating and facilitating role in addition to our direct prevention services and treatment services that we do.

The vital role of health care reform and financing as a facilitator to support the introduction of behavioral health screens in other settings is also important for us to continue to explore.  In addition to that, and we didn't really get into it, and hopefully we won't forget to address, there are also consequences and legal implications of some of these screenings that we feel like should be happening.  And how do we help folks do the right thing and make sure that people who need help get help without punishing them unduly, or putting them in a position where they have to choose between becoming clean and sober or giving up their child, or leaving a domestic violence situation, and keeping custody of their children?

I think that these are real issues that are out in communities.  There are strategies to overcome them, and we need to make sure that as we are talking about promoting screening that we are responsively listening to the concerns that folks have and working with them to come up with strategies to make sure that women and children have the best chance to start a healthy -- behaviorally healthy life as they can.
With that, I'm wondering if there any -- if we can go around get some closing comments from each of our members if you have an observation about the discussions today, feedback for us.  Again, you will be getting a survey about the actual format of the meeting.  I'm sure people will have lots of comments about that.  But if we have comments about the topics that we talked about today and topics that you might like to talk about in April.

MS. STARLEEN SCOTT ROBBINS:  Hi, this is Starleen.  This was an excellent meeting.  There was so much really good useful information presented today.  I really do prefer face-to-face, but it was okay being at home and listening to the conversations that we had today.  So I really appreciate the agenda that you put together and the speakers.  And I'd just like to say thank you.

MS. HARRIET C. FORMAN:  This is Harriet.  I would totally agree with Starleen.  I welcome the new members to the committee, and I think you both have wonderful things to bring.  And I really enjoyed the meeting, much more than I expected I would.  Thank you.

MS. KANA ENOMOTO:  Thank you.  Jean, Shelly, Carol, Johanna.

DR. SHELLY L. GREENFIELD:  This is Shelly.  This of course was just my first meeting, so I don't have the benefit of having met any of you face-to-face, so I look forward to having that chance.

I guess -- I suppose I would just like to know in the future what ways this committee and the people on the committee with their varied perspectives and, as you pointed out, different places that they work and come from, what we can actually do in terms of assisting you all in the work that you're doing.  So I'm not sure that there's an easy answer to that, but insofar as there's something you would wish us to do at the April meeting that would be useful also to all of you, that would be my focus. 
MS. KANA ENOMOTO:  Thank you.

DR. CAROL WARSHAW:  This is Carol, and I agree with what everyone said, and especially Shelly, having another role as an advisory committee, and that's responding to questions at the end of the presentation so there's more kind of thinking together.  I could -- and I could hear everyone.  I thought was very excellent.

And in the spring, I would love it for at least a small part of the conversation that once we have our -- the information on our substance abuse coalition surveys, that we meet together about the implications and a way to integrate some of that -- screening, and assessment, and intervention, and mental health and substance abuse services.

MS. KANA ENOMOTO:  I'm sorry, Carol, a number of us have a quizzical expression on our faces.  I don't think we could quite hear you clearly.  Would you please repeat your last question?

DR. CAROL WARSHAW:  My blue tooth battery completely died at lunchtime, so I'm on speaker.  I was saying that -- agreeing with Shelly that having more of a role in actually thinking together about all of these initiatives, and policy centers' work in relation to women would be really -- it would make better use of us as advisors.  And also try to have a real conversation doing it this way because of the lag time.

And then I was thinking for the next meeting, when we have our data and our report written on the mental health and substance abuse coercion surveys, I would love to have a chance to really think about that with the group, not just as a presentation, but what are the implications for incorporating some of this into mental health and substance abuse in treatment.
MS. KANA ENOMOTO:  Did you say it's a mental health and substance abuse coercion?

DR. CAROL WARSHAW:  Yeah.  He did two surveys of the National Domestic Violence hotline where they would at the end of a call with those callers who were not in a crisis, if they would be willing to participate in a brief survey.  And we had 2,000 participants in the mental health coercion and a few thousands in the substance abuse coercion survey where we asked questions about -- if the Department uses those issues as a way to control and undermine treatment, to undermine our credibility when they charge it around custody or as a protection.

If you think about incorporating those questions into mental health and substance abuse treatment, it would be really important and also how to do treatment planning around those issues, because I don't think people think about that so much.

So I'd love to have a conversation and get input from everyone to think about what we could do and what SAMHSA could do about that.
MS. KANA ENOMOTO:  Okay.  Thank you.  I got it now.

DR. SHELLY L. GREENFIELD:  I was --

MS. KANA ENOMOTO:  No, no, it's just the nature of the beast.  So, yes, both Carol and Shelly are saying how do we use the members as advisors.  I think advisors is certainly the primary role, ambassadors is another one.  And I think in today's presentation where we're briefing you on several of our marquis programs, it is an opportunity for you to advise us on sort of future directions of those programs, as well as to learn more about what we do at SAMHSA so that you can also be effective ambassadors for us as you relate to the rest of the world and talk about what SAMHSA is doing in the arena of women and girls.

I just want to check in if Johanna, Jean, or Velma -- Velma, I'm sorry I didn't mention you earlier -- have any closing comments.

MS. JOHANNA BERGEN:  This is Johanna.  Can you hear me?

MS. KANA ENOMOTO:  Yes.

MS. JOHANNA BERGEN:  Yeah, this has been a really great meeting.  The agenda always seems spot on when I get it.

It does feel a little like I've learned so much today that by the time we get to the questions at each of the presentations, that I'm still absorbing.  So it takes a little while to process right afterwards.  So I think help in getting the questions a little bit beforehand so we kind of know.  It helps to prep to know what the presentations are going to be about.

And then in the future, most of what we talked about is what I would want us to keep talking about is how to help young mothers and children, birth to five population really, having early prevention and intervention.
So thank you.
MS. KANA ENOMOTO:  Wonderful, thank you.  Velma or Jean?

[No response.]

MS. KANA ENOMOTO:  Perhaps they're napping.  No, I appreciate it.  It has been quite long a day, and again we appreciate everyone being on the phone and on the web with us for as long as you have.  I think we've had over 50 people joining us, which is a great number considering kind of the level of notice and the format.

And to each of you, I say a personal thank you.  I'm happy to talk with any of you individually if you'd like to have further discussion about kind of the role of the members.  And I know, Shelly and Carol, you're both new.  We haven't had a chance to chat about that.  I think when you come in, there will be an orientation on being an Advisory Committee member.

Geretta, did you have any final comments?

MS. GERETTA WOOD:   I would like to echo Kana's thanks.  I thank you for bearing with us through this first attempt at a webcast, and I look forward to receiving your feedback regarding how you think it went.  Hopefully as we proceed through these three days, we'll get better as we go along.

I'm wanting to also remind you of the joint meeting of SAMHSA's Advisory Councils tomorrow, and I believe that Katie has posted the link and the phone number, telephone conference number for you, as well as the passcode.  If you have any questions, please feel free to contact us.  This information is available on the SAMHSA Internet page and on the SAMHSA blog, Facebook, and Twitter for both the joint meeting tomorrow and the SAMHSA National Advisory Committee.

Thank you very much.

MS. KANA ENOMOTO:  Thank you very much.  And with that, I now call this meeting adjourned.  Thank you.

UNIDENTIFIED SPEAKER:  Thank you.

MS. KANA ENOMOTO:  Thank you.  Goodbye.

UNIDENTIFIED SPEAKER:  Bye.

UNIDENTIFIED SPEAKER:  Bye.

 [Whereupon, at 3:38 p.m., the meeting was adjourned.]
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