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            MS. GAHED:  Good morning all.  Welcome to the 

  ACWS meeting.  I am Nevine Gahed and I'm the designated 

  federal official, and I hereby call the meeting to 

  order. 

            MS. ENOMOTO:  Thank you, Nevine, and good 

  morning.  

            VOICES:  Good morning.  

            MS. ENOMOTO:  First, I'd like to welcome 

  everyone to the Advisory Committee for Women's 

  Services.  We are very fortunate to have six of our 

  nine members here today.  And we have two fantastic 

  panelists who I'm looking forward to hearing from in a 

  little bit.  

            I'd to thank members of the public and the 

  SAMHSA staff who are here today.  We appreciate your 

  support and hope to have a stimulating and entertaining 

  conversation.  

            We're going to start with introductions of 

  the members and brief updates on where you've been, how 

  you've been, thoughts as you're coming into this 

  meeting today.  

            But first, I'd like to thank the folks who 

  made the meeting possible and introduce someone who's 

  important to us.  Nevine Gahed is joining us.  As you 

  know, Carol Watkins has transitioned to CMHS, and we 

  are going to recognize Carol in a little bit.  None of 

  you have probably met Nevine in person.  You've 

  probably talked to her on the phone.  But Nevine is now 

  our designated federal official for the Advisory 

  Committee for Women's Services.  She is here to stay.  

  I'm still acting. 

            And we are happy that Carol is now supporting 

  SAMHSA at the National Advisory committee for the 

  Center for Mental Health Services.  Still, all good 

  people just sharing their wisdom and their talents in 

  different places.  

            So why don't we go ahead and go around and 

  ask each of you to give a little update.  And I will 

  start with Susan.  

            MS. AYERS:  That's what happens when you have 

  a name that starts with A.  So thank you.  I'm Susan 

  Ayers, and I am the Executive Director of the Guidance 

  Center which serves Cambridge and Somerville families 

  from pre-birth through late adolescence.  We're there 

  to be a resource to parents so that they can have 

  whatever skills it would be that they would need to 

  feel successful and become successful in their jobs as 

  parents.   

            It's a pleasure to be -- you know, it's an 

  honor to be on this committee, and I'm grateful for the 

  opportunity.  

            DR. FALLOT:  I'm Roger Fallot.  I am Director 

  of Research and Evaluation at Community Connections 

  here in Washington, D.C., although I have moved to 

  Connecticut, which makes it a challenge to be working 

  in D.C. and to be living in Connecticut at the same 

  time.  It's a skill I've not yet managed, being in two 

  places at once.  

            Community Connections is a private, not-for-

  profit comprehensive human services agency in D.C.  

  It's the largest core service agency certified by the 

  D.C. government to provide mental health services in 

  the Medicaid rehabilitation program there. 

            In terms of what I've been up to, the most 

  interesting thing probably going on at Community 

  Connections, relevant for this committee's work at 

  least, is some joint activities we've gotten involved 

  in with the criminal justice system in D.C. around 

  mental health diversion and jail diversion in general 

  and especially with the Department of Corrections 

  grant, the possibility around reentry for women 

  prisoners in D.C.  So the criminal justice connection 

  is a new one, and it's a very nice and important one 

  for us.  

            MS. HENRY:  Good morning.  I am Renata Henry, 

  and I guess the last time we were together, I was 

  getting ready to move to Maryland to take a new job.  

  So now having been on that job as the Deputy Secretary 

  of Behavioral Health and Disabilities for seven months, 

  I've survived a legislative session.  Thank God it's 

  only 90 days.  Maryland has a 90-day session.  They go 

  in in January and they're out in April.  I've done more 

  testifying than I ever thought I ever would.  And now 

  it's on to the work to try and figure out the 

  configuration of behavioral health in Maryland. 

            As those of you who are from the area know, 

  in this public system mental health is carved out and 

  has been for, I guess, 11 years under Medicaid managed 

  care and the 1115 waiver.  Substance abuse is carved 

  in, and developmental disabilities has got this very 

  unique relationship with Medicaid.  So I am now trying 

  to figure out the best way to make the system work a 

  little bit better, and it's going to be quite a 

  challenge. 

            But to my luck, I guess -- I'll attribute it 

  to my luck.  We have a Governor that's very pro-

  substance abuse services.  Martin O'Malley was the 

  mayor of Baltimore, so he certainly understands the 

  issues around substance abuse in a significant way.  

  And several legislators in the House of Delegates also 

  are very responsive to substance abuse issues. 

            So it's going to be interesting.  Of course, 

  the context in health reform.  So I'm really looking 

  forward to our discussion on health reform today 

  because it will help inform me to begin to project 

  where we need to be. 

            So that's what I've been up to.  

            DR. RIOS-ELLIS:  I'm Britt Rios-Ellis.  I'm a 

  professor at Cal State University, Long Beach, and I'm 

  the Director of the CSULB, National Council of La Raza, 

  Center for Latino Community Health.  I work a lot in 

  Latino issues, and right now I'm living in Mexico, 

  swine flu-free.  So please, no one worry.  It's always 

  funny when I come back to the States and people back 

  up. 

            So I'm happy to report this is the first time 

  I have not had my temperature taken and my throat 

  checked on my way out of the country and back in.  So 

  things are going very well.  

            I work a lot in HIV/AIDS, working with 

  community-based organizations.  We work a lot with 

  Promotoras de Salud, or community health workers, in 

  designing programs where we can leave the capacity 

  within the communities and collaborate through 

  community-based participatory techniques. 

            So I'm very happy and honored to be here, and 

  I thank all of you for attending and am really looking 

  forward especially to the health care reform.  We were 

  talking about over breakfast.  So that discussion 

  should be great.  Thank you.  

            DR. CHIN:  Thank you.  I'm Jean Chin.  I'm 

  dean and professor of the Derner Institute for Advanced 

  Psychological Studies at Adelphi University.  I'm also 

  happy to be here and look forward to the discussion.  

            I guess three areas, just as an update.  One 

  is I do have a volume set on diversity in mind and in 

  action coming out within a couple of months, and it 

  does address issues of disparities and gender and other 

  stuff.  

            And the other is looking at issues of 

  leadership.  I'm the President of the National Council 

  for Schools of Professional Psychology and looking at 

  the issues of leadership and gaps in leadership, 

  especially with regard to gender and racial/ethnic 

  minorities in how we address that in terms of the 

  training and preparation and roles within psychology. 

            Thirdly, we'll be going to, actually later on 

  this week, to a practice summit from the American 

  Psychological Association which will look at the issues 

  of reform and so on with regard to practice and the 

  scope of psychology in today's age, especially in the 

  context of health care reform.  

            MS. HUTCHINGS:  Good morning.  I'm Gail 

  Hutchings.  I'm President and CEO of the Behavioral 

  Health Policy Collaborative.  A warm hello to my former 

  colleagues at SAMHSA and my pals on the faculty.  I'm 

  very pleased and, of course, honored to be here as 

  well. 

            I have been having a great time lately 

  working on things that I think are probably some of the 

  most important work I've done in my career.  

  Principally I'm trying to really focus both the mental 

  health and substance abuse fields on helping people 

  with behavioral health issues quit smoking.  I won't 

  step off of my soapbox.  I'm sure I'll squeeze it in at 

  some point today, but it's been very gratifying.  I 

  certainly want to thank you, Kana, Dr. Broderick, 

  others, the center directors who have really stepped up 

  on this.  

            A Hundred Pioneers Program, something that 

  SAMHSA has started with its existing grantees to 

  provide a little bit of seed money, has really taken 

  off and has been very, very gratifying using lots of 

  peer curriculum that we've helped create.  This is 

  literally saving lives, and as an old bureaucrat, it's 

  nice to be able to be that close to the front line of 

  something happening.   

            I also want to compliment SAMHSA and the 

  Center for Mental Health Services in particular.  It 

  has been just thrilling to see the new grants for 

  primary care and behavioral health integration hit the 

  streets.  I know there is a cohort of 11 grants that 

  are expected to be funded soon.  I won't say a lot on 

  that because I know it's on the street now, but a huge 

  step forward from important discussions to actual 

  action on this.  And we are going to see even more 

  lives saved with, hopefully, eliminating disparities 

  around that. 

            So I've been busy, been just honored to be in 

  the field overall. 

            Health care reform is no walk in the park, by 

  any means.  So I'm also looking forward to the 

  discussion and to learning from you about it too. 

            Thank you.  

            MS. GAHED:  Good morning.  I'm Nevine Gahed, 

  and again, I'm the designated federal official for the 

  Advisory Committee on Women's Services.  I'm really 

  pleased to see everybody here.  Thank you all for 

  coming. 

            MS. ENOMOTO:  Thank you all for catching us 

  up on where you are, where you've been.  I think I 

  could probably fill a shelf with Jean's books.  She 

  said seventh edition.  I thought she was giving me my 

  seventh book.  Probably at least. 

            I've introduced Nevine.  I'd like to 

  introduce a few of the other important people in the 

  room.  We have our writer, Deborah Berlin.  So needing 

  clarification, I said, please feel free to raise your 

  hand and stop us and ask any questions if we're not 

  being clear or there are terms or whatever.  She may 

  also come to you later to get clarification on things. 

            And we also have Ray Heer in the back of our 

  room, our fabulous recorder, with the iconic name.  

            I'd like to acknowledge Debbie Crump who is 

  also here and is very much the backbone of our group 

  and keeps the trains running on time, together with 

  Nevine, and I couldn't do this without her.  

            And also two important people you've already 

  probably heard from are Recha Bullock and Josh Shapiro 

  from Cabazon who are providing the support.  They've 

  probably stepped out because they're working.  They've 

  provided all the logistical support for the meeting, 

  which at this point is going so smoothly.  Three or 

  four years ago, I think we had to meet on a near weekly 

  basis to get these things off the ground, and now with 

  Cabazon on board, everything is just going like 

  clockwork, and it's really nice to work with such a 

  great team.  

            So that's our logistical pieces out of the 

  way. 

            Also, you notice our new thinner, leaner -- 

  SAMHSA is going green.  So we've decided to not give 

  you big, huge binders full lots of attachments, but 

  instead, you have everything on a CD-ROM.  Of course, 

  if you need a hard copy or prefer a hard copy on 

  anything, we can get that to you.  But I have enough 

  binders sitting on the floor of my office that I feel 

  guilty about getting rid of.  On the other hand, I 

  don't have enough shelf space for it.  So this way you 

  can put it in a file.  If you ever need it, you can go 

  back to it and the electronic copies are there for 

  cutting and pasting convenience.  

            So there is an evaluation form, if you could 

  let us know how this works for you.  We're flexible.  

  We're just trying something new, trying to save some 

  trees.  

            So it sounds like everyone is kind of geared 

  up for this health care reform discussion.  I think 

  it's going to be a good one.  We have a great set of 

  folks, I think.  Susan is from Massachusetts, and Jean 

  has been in Massachusetts as well.  We have Gail who is 

  helping SAMHSA pull together the paper from us, from 

  all of our constituents.  And Sue has been working very 

  closely with a set of leaders who have been talking 

  about how we can really bring the fields together.  I'm 

  sure Susan has got great perspectives from the State. 

            So we're going to have a very lively couple 

  of days.  

            We're also very pleased to have a new 

  Secretary and Deputy Secretary who have been appointed 

  by President Obama and confirmed by the Senate.  So we 

  have Secretary Sebelius and Deputy Secretary Corr who 

  are now on board and going full steam ahead.  I think 

  Secretary Sebelius came in on Wednesday night.  She was 

  confirmed Wednesday at 5:00 and then was in the office, 

  flew up from Kansas that evening and was in the office 

  and was doing a webcast the very next day on H1N1 

  telling people to wash their hands and coughing in 

  their sleeves and carry an antibiotic gel.  

            We do not yet have a SAMHSA Administrator 

  nominee named, although we are looking forward to that 

  any day now.  The IHS Director has been confirmed.  AOA 

  has a director that's been nominated.  And the HRSA 

  Administrator does not need Senate confirmation.  So 

  Dr. Mary Wakefield is already in place.  It's sort of 

  coming together across the Department, and we're 

  looking forward to SAMHSA having some more permanent 

  leadership.  

            In the meantime, though, we are not at a 

  standstill, and we've been quite busy under the helm of 

  Dr. Eric Broderick who has been our Acting 

  Administrator now since September when Terry Kline went 

  to Baghdad.  Terry e-mails every now and then to give 

  the update on his late-night meetings with the minister 

  of health and working on the Basra Children's Hospital, 

  and he's doing very well in Iraq, although he's 

  accepted a post as Commissioner of Health in Oklahoma 

  where he'll be starting in July.  

            So all things are going well here at SAMHSA, 

  and though it's a time of transition, I think we've 

  made important progress in a number of areas.  I want 

  to tell you a little bit about our FY 2010 President's 

  budget, which was just dropped on the 7th.  So some of 

  you may not have had a chance to take a look at that. 

            Overall, we did very well.  We have a 1.7 

  percent increase, which doesn't sound like a lot, but 

  when you talk about $3.525 billion, it ends up to be 

  $59 million.  So we were pleased to have growth in our 

  budget line.   

            We had increases in drug treatment courts.  

  Drug courts were $35 million, which runs out to 100 

  additional grants.  It includes $5 million for 

  protecting methamphetamine's youngest victims.  So 

  services for children and parents who are using meth. 

            We also have a plus-up in our ex-offender 

  reentry drug treatment program of $15 million, which 

  will result in 30 additional grants. 

            In the Children's Mental Health Services 

  Program, we'll see an additional $17 million, resulting 

  in 16 additional grants to States and localities to 

  support comprehensive systems of care for children and 

  their families.  

            The Projects for Assistance in Transition 

  from Homelessness, or the PATH program, received $8.4 

  million more than is in the FY 2009. 

            So children and homelessness and drug court 

  seemed to be a focus in our budget for the 

  administration.  

            Our other SAMHSA programs of regional and 

  national significance, our other discretionary grants 

  and our other block grants, are level-funded and will 

  continue to operate at the 2009 level.  

            Our decreases -- though they are decreases, 

  these are not bad new decreases.  We have a $16 million 

  decrease in congressional projects.  So there will be 

  the savings and the discontinuation of one-time 

  congressional projects, otherwise known as earmarks. 

            And in data evaluation, we're going down by 

  $3 million because there's a one-time project looking 

  at evaluations and data collection efforts in substance 

  abuse across the government.  And so that project will 

  be winding up and so we will not have funds for that in 

  2010. 

            So you actually have the budget summaries on 

  your CDs for your reading convenience, and we will be 

  mailing you a copy of the congressional justification. 

   It's a big, thick document.  We have them upstairs.  

  So if you'd like the copy to read on the airplane, 

  we're happy to give it to you, but we thought perhaps 

  just sending it to you would be easier.  

            As we move ahead, I'd like to just update you 

  on a few of our accomplishments because, like I said, 

  even though we're in a time of transition, we are not 

  at a standstill.  The agency and the SAMHSA Women's 

  Coordinating Committee and the centers and offices are 

  still pursuing SAMHSA's vision and mission and going 

  along the charge of what the previous administration 

  and Congress have given us to do. 

            Thanks to, much at the urging of the Advisory 

  Committee for Women's Services, we've concluded a 

  final, cleared version of the women's TIP.  So this 

  treatment improvement protocol has been in the works 

  for a number of years, and probably since the first 

  meeting that I chaired, the ACWS asked -- this was the 

  first question from the group.  Where's that women's 

  TIP?  And we finally are getting it out the door, in 

  conjunction with the men's TIP.  So they will both be 

  released in hard copy during the summertime, but you 

  guys got the approved, but preprint version.  We're 

  trying to consolidate and get the biggest bang for our 

  buck.  We're sending everything to the printer at once. 

            The committee members also were reviewers.  I 

  think we had sent this out to you for review, and the 

  SAMHSA's Women's Coordinating Committee members also 

  reviewed it, and so this is just as vetted as vetted 

  could be.  And we're really pleased to see it seeing 

  the light of day.  And the folks at CSAT, the 

  contractors who work on it, Christine Courier and also 

  the staff in the office of the communications have 

  really been stupendous.  I mean, they said, tell us -- 

  you know, because it's going in -- people said, well, 

  it's got to go into content clearance and goodness 

  knows when it will come out of there, and they worked 

  with the OC.  And I said Women's Health Month is in 

  May.  We'd like to get it out then.  They said, tell us 

  when you need it.  Tell us how many copies you need and 

  we'll get it for you.  And we'll let you know if we run 

  into any bumps along the way.  And they were fantastic. 

            The ACWS.  Actually I realize now, it's 

  Gail's first meeting.  No.  This is our third meeting 

  of this group here.  For those of you in the audience 

  and our panelists, we had a listening session in Tampa 

  in September at the Third National Conference on Women, 

  Addiction, and Recovery.  I think that was a fantastic 

  meeting.  It's where I met Sue, the other Sue.  And we 

  did a site visit to Operation PAR.  I'll let you guys 

  speak for it, but I think it was a successful meeting 

  in that we got a combination of seeing on-the-ground 

  services, a model that's working in Florida.  We got to 

  hear from just a really large number of the attendees. 

   Maybe about 75-80 people came to our listening session 

  and were really pressing us on tough questions. 

            And I was so grateful to have our members 

  there because, you know, there's like what's SAMHSA 

  doing for the States?  And Renata is right in there.  

  Here's what I do.  Here's what you can do.  Here's what 

  other States are doing.  Everyone is kind of talking 

  about their perspectives, a lot of cultural competence 

  type of diversity questions.  I was really pleased to 

  see the committee functioning as representatives of 

  SAMHSA.  I mean, it gave you a chance to speak for the 

  national picture of women's services and be the kind of 

  national experts that you are on our behalf and our 

  advisors.  I think it gave the participants who came to 

  the listening session the feeling that we are working 

  with people who represent different facets of the 

  community.  We are in touch with what the issues are, 

  and to greater or lesser degrees, we have good 

  responses.  It's hard to know what to say when someone 

  says my department of addiction treatment has cut $50 

  million out of my budget.  What should I do?  We don't 

  have answers necessarily, but we can listen and we can 

  try to respond in the best way that we could.  

            So I'd like to try to continue this type of 

  model with the committee.  The SAMHSA National Advisory 

  Committee, where Nevine is also a support on, recently 

  held not its first off-site meeting, but it's first 

  off-site meeting in a very long time at the San Carlos 

  Apache tribal community in Arizona.  From all reports 

  that I've heard, just a fantastic meeting where they 

  talked about health care reform, but they talked about 

  it in the context of Indian Country and what 

  implications are kind of bidirectionally.  What does it 

  mean for Indian Country when health care comes around 

  and vice versa?  Are there lessons in Indian Country 

  that we can learn that can apply elsewhere? 

            So the council members, I think, had very 

  positive reactions to see the impact of substance abuse 

  and mental illnesses on Indian Country.  They went in 

  the treatment programs and the wellness center for San 

  Carlos Apache.  And then the members have said, well, 

  we like this traveling NAC meeting and we want to do it 

  every time. 

            So Toyian Vaughn, who is our DFO on the 

  SAMHSA NAC, is looking forward to that, I'm sure, all 

  the logistics of planning the off-site meetings.  It 

  doesn't seem like a lot, but it is actually quite a 

  bit.  And they did just a great job on that.  So thank 

  you to Toyian and Nevine for pulling off that meeting 

  and congratulations to the NAC for following the ACWS' 

  cutting-edge move of taking the show on the road.  

            For some internal business, our human capital 

  initiative, called People First, was recently 

  recognized with the Hubert H. Humphrey Award for 

  service to America, which is a departmental award for 

  agency activities that make a contribution to public 

  service.  And we have seen just phenomenal -- in about 

  almost 2 years now that we've been doing this effort to 

  engage our staff in making improvements to the agency 

  -- we're sort of following the community coalition, 

  patient-centered care model where we just ask people.  

  We said, could we bring in contractors or bring in 

  experts to tell us how to improve our morale?  And 

  instead, we just turned around and we asked our 

  employees what should we do to improve morale.  And 

  then we engaged them in actually doing the things that 

  they wanted done.  So we've spent almost nothing in 

  terms of contractors or consultants. 

            So our own staff created a parenting support 

  group, and our own staff created a SAMHSA-wide 

  newsletter.  They created SAMHSA in Motion which is a 

  physical fitness program, and they've created a Go 

  Green, SAMHSA.  So we're doing it.  They got me to 

  train for the Marine Corps marathon.  I did my five 

  miles this weekend.  

            So we've seen substantial, substantial gains 

  in employee morale from 2006 to 2008.  So those of you 

  who do surveys and things, it's not easy to see 30, 50, 

  60 percent jumps in people's opinions of things, and 

  that's what we've achieved.  I mean, it's just been 

  wholesale change.  

            In addition to that, two of our very 

  important staff who do do activities that are quite 

  related to women and girls were recognized by the 

  Secretary for their meritorious service, which is among 

  the highest recognitions that you can receive as an 

  employee of HHS.  Those two individuals were Dr. 

  Richard McKeon, who leads our suicide prevention 

  efforts in the Center for Mental Health Services, and 

  Dr. Gary Blau, who is the Branch Chief for our Child, 

  Adolescent, and Family Branch in the Center for Mental 

  Health Services. 

            For our senior executives, HHS annually -- 

  actually federal government-wide, they recognize 

  exemplary senior executives at different levels.  The 

  Presidential Rank Award is the highest of all the 

  levels for our Senior Executive Service members.  HHS 

  this year had four awards.  Across HHS, there are quite 

  a few, maybe over 300 SESers.  We have about 16 here.  

  Two of the Department's four Presidential Rank Awards 

  went to SAMHSA leaders, and those were Dr. Wesley Clark 

  and Darryl Kade from our Office of OPPB.  It's really 

  quite a testament to their level of commitment to 

  outcomes, to accountability, to services improvement 

  that they were recognized not only by SAMHSA but by the 

  entire government.  So we are very proud of all of our 

  awardees. 

            Finally, we are going to do our own 

  recognition of someone who has been instrumental to the 

  ACWS for over five years.  I was sorry to lose Carol to 

  CMHS, but they were in need and we thought here's 

  someone who is experienced, who has a very steady hand, 

  who has a wonderful manner in working with our members 

  who are all busy and important people.  So we thought 

  who better to do that than Carol Watkins.  So I took 

  the bullet or the agency.  I got Nevine, who is 

  fabulous, but I do want to recognize Carol Watkins.  

  So, Carol, could you come up?  

            (Applause.)  

            MS. ENOMOTO:  Carol actually picked this out. 

            (Laughter.)  

            MS. ENOMOTO:  It was her good taste.  This is 

  the women's committee.  Right?  So we're going to make 

  look like not all the other chatchkes on your shelf 

            This is presented to Carol Watkins in 

  recognition of five years of outstanding management of 

  the Substance Abuse and Mental Health Services 

  Administration Advisory Committee for Women's Services 

  and in gratitude for your tireless support and care of 

  its members.  May 2009, signed by Dr. Broderick and 

  myself. 

            (Applause.)  

            MS. ENOMOTO:  So, Carol, we wish you well in 

  CMHS, and we miss you and we thank you.  

            MS. HUTCHINGS:  Kana, excuse me.  Before you 

  transition from the topic of awards, the council and I 

  would very much like to congratulate you.  And you know 

  I love to make you blush.  Kana, of course -- I 

  understand it was in SAMHSA News recently -- is a 

  recent recipient of the King Davis Award from the 

  American College of Mental Health Administration for 

  limiting disparities among racial and ethnic groups.  

  It's very well deserved and well earned.  So all of us 

  want to send our congratulations to you.  

            (Applause.)  

            MS. ENOMOTO:  Yes.  Normally I have very good 

  cooperative relationships with all of our staff, but I 

  actually told them, don't put that in the SAMHSA News 

  and they went ahead and did it anyway.  That was very 

  sweet.  I was very grateful to ACMHA for the 

  recognition.  Thank you, Gail.  

            So we are moving to consideration of the 

  minutes from the September 2008 committee meeting.  The 

  minutes have been sent out already.  So I now call for 

  a motion for formal consideration and approval of the 

  minutes for the September 14 to 15, 2008 meeting. 

            Do I read these now? 

            MS. GAHED:  Yes. 

            MS. ENOMOTO:  These minutes were certified in 

  accordance with the Federal Advisory Committees Act, 

  the FACA, regulations.  Members were given the 

  opportunity to review and comment on the draft minutes. 

   Members also received a copy of the certified minutes. 

   If you have any changes or additions, they will be 

  added in this meeting's minutes. 

            If not, may I have a motion to approve the 

  minutes?  

            MS. HENRY:  So moved.  

            MS. HUTCHINGS:  Second.  

            MS. ENOMOTO:  The minutes are officially 

  approved.  Thank you so much.  

            Before I walk us through the agenda, does 

  anyone have any questions or comments?  

            (No response.)  

            MS. ENOMOTO:  So we're here on updates.  I 

  think as we go into updates, perhaps we could prime the 

  pump a little bit in terms of what you're thinking 

  about in terms of health reform, what you're seeing on 

  the ground, and how you're seeing service needs or 

  policies affecting women and girls, and how they might 

  be relevant to the conversation. 

            Dr. Broderick is going to be joining us at 

  10:05, and he'll be giving us an update on activities 

  surrounding transition and health care reform.  To the 

  degree possible, he may give you an update on ARRA, the 

  American Recovery and Reinvestment Act, activities that 

  SAMHSA has been very actively engaged in.  

            Then we have a brief break, and we'll be 

  advancing behavioral health of women and girls in the 

  health care reform environment.  So that's going to be 

  one where we're going to have our fantastic panel, 

  including Dr. Wanda Jones from OWH, Sue Thau from 

  CADCA, Susan Gadacz who is joining us from Wisconsin 

  and is also the President of the Women's Services 

  Network, which is a newly formed organization that we 

  are very pleased to support, Bill Emmet from the 

  Campaign for Mental Health Reform, and Mark Weber, who 

  is the Principal Senior Advisor to the Administrator 

  and has really been leading our efforts pulling 

  together SAMHSA's perspectives and the field's 

  perspectives on health care reform. 

            Then we'll have lunch here.  We have a busy 

  schedule.  So lunch is coming in.  We are going to ask 

  each of you to -- 

            MS. GAHED:  Actually, if anybody is 

  interested in lunch, we're bringing the tray.  If you 

  please see either Debbie Crum or Toyian Vaughn, and 

  they will just put your name down.  What we're looking 

  at is a charge of $15 for the luncheon and the 

  refreshments. 

            MS. ENOMOTO:  I think for the last meeting, 

  we did a food waiver.  They said, you can't do a food 

  waiver for federal employees.  

            Before the discussion begins, we are lucky to 

  have Gail here who has been helping to herd the cats 

  and really doing some of the hard-thinking work of 

  pulling together the over 100 contributions that we've 

  received from the field on their suggestions for what 

  to do around health care reform and behavioral health. 

   Gail has done such a nice job of summarizing that for 

  us and for the field that I'd like to ask her to share 

  some of her thoughts. 

            Then we'll just have a conversation with the 

  panelists in terms of where they see the movement going 

  in general, what the opportunities are and then, to the 

  degree they can or anyone is prepared to, what the 

  implications are for women and girls.  

            We're going to have an update from the CDM 

  Group on the treatment improvement protocol series, our 

  new women's TIP.  

            That will be followed by a roundtable 

  discussion.  We've asked each of the center directors 

  to come talk with us about what's going on in their 

  centers, and they can tell you some of the new grant 

  announcements that are on the street right now and some 

  of their take around health reform, et cetera.  

            Amanda Manbeck was, unfortunately, unable to 

  join us this week.  So I will give a short update on 

  our Indian Country trauma initiative that we have been 

  working on, and it's really been fascinating and 

  excellent work.  

            Then two of our SAMHSA's Women's Coordinating 

  Committee members, Sharon Amatetti and Michelle Carnes, 

  will do a brief update for us on a product that they're 

  working on, developing core competencies for working 

  with women and girls. 

            SAMHSA has had its Behavioral Health 

  Workforce Initiative for many years, and one of the 

  first things that came out of the Annapolis Coalition 

  was saying that we need to have a competency-based 

  approach because people are coming out of academic 

  institutions, they go into the field, and what they 

  learned in their programs relates nothing to what they 

  need to do on the job.  So we need to start looking at 

  competency-based training.  So SAMHSA's workforce 

  efforts have been focused on identifying what are the 

  behavioral health core competencies for prevention, for 

  treatment, for mental health. 

            As an outgrowth of that, we were doing this 

  project to look at, okay, so here's what you need to do 

  to be a good clinician or a good provider or a good 

  administrator overall.  In addition to that, what do 

  you need to know to be effective in working with women 

  and children?  So that's an excellent project that 

  Sharon and Michelle have taken the lead on. 

            And we will have our public comment.  One 

  person signed up for comment today.  

            That's it for today.  

            Tomorrow, again, we're going to really look 

  at the health care reform discussion and then applying 

  that to a lens on SAMHSA.  So what does that mean for 

  us?  So there's kind of health care at large and then 

  how does that play out at our level and in our 

  programs.  So we'll have that conversation.  And as we 

  are moving toward putting together our 2011 proposals, 

  I think it's apropos. 

            And we're done by tomorrow at 11:30.  

            So any questions, comments on the agenda?  

  Any changes?  

            (No response.)  

            MS. ENOMOTO:  Then I am so pleased to welcome 

  my boss, Dr. Rick Broderick, who has been -- I think 

  Charlie Currie actually said it the first time Rick was 

  our Acting Administrator, that he is just a shining 

  example of transitional leadership because Rick has a 

  very steady hand.  He has a calming presence, as most 

  of you who know him know.  But he also still has a very 

  clear vision of keeping the agency moving.  He does not 

  let the noise distract us.  He keeps us on target.  He 

  keeps us moving forward.  He calms the fears and he 

  encourages the motivation and the inspiration. 

            I don't know all the dentists in the world, 

  but I imagine he is probably among the most impassioned 

  dentists around behavioral health issues that you could 

  possibly meet.  We are so grateful to have someone 

  who's so committed to public health, that he can jump 

  into our field only a few years ago and be as 

  knowledgeable and caring and inspired as he is to lead 

  our agency because Rick cares as much about these 

  things as I do, and that's saying a lot.  So thank you, 

  Rick.  

            (Applause.)  

            DR. BRODERICK:  Thank you, Kana.  I'm not 

  sure a shining example or a bad penny is the right 

  metaphor.  

            (Laughter.)  

            DR. BRODERICK:  But I'm happy to be with you 

  today.  

            I must say that before I sort of go into my 

  report, that it's a gift that you all have given me, 

  the folks at SAMHSA, the folks on this advisory 

  committee, Gail, Sue, Renata, the rest of you, all of 

  our other advisory committees as I've sort of 

  interacted with you over the course of three-plus 

  years.  There's a certain fire in my stomach for -- or 

  my belly, as the saying may go, for these issues.  It's 

  a great gift, and I want to thank each of you for that. 

            What I'd like to talk about a little bit is 

  transition and health reform and the stimulus, but 

  before I do that, I want to thank Kana for the 

  enthusiasm that she has shown for this council.  We 

  talked about -- geez, I guess it's been a year ago now, 

  hasn't it, or maybe a bit longer -- how we could look 

  at this council and look at an opportunity for 

  resurgence.  I think that clearly has happened and it's 

  largely due not only to all of you, but to the hard 

  work and enthusiasm that she brings to the task.  So, 

  Kana, thank you for doing that.  It's very important. 

            SAMHSA's council structure is unique in my 

  experience, anyway, in that we have four that are FACA 

  councils and one that is not.  But it's really a 

  wonderful opportunity to have an opportunity to get 

  advice and guidance from each of you and each of our 

  other council members.  It really does make a 

  difference.  So I want to thank you for investing your 

  time and spending time with us to help us better 

  understand issues from your perspective.  We bring a 

  certain perspective and one needs to always be vigilant 

  not to rely only on your perspectives.  So thank you 

  very much for spending that time with us.  

            With regard to the transition, you all know 

  that Secretary Sebelius was confirmed very recently. 

  Deputy Secretary Corr was confirmed, as was Yvette 

  Rubideau as the Director of the Indian Health Service 

  late last week.  So that leaves us at this point with 

  several operating division directors in addition to Dr. 

  Rubideau.  Peg Hamburg is the Director of the Food and 

  Drug Administration, and Mary Wakefield is the Director 

  of HRSA.  SAMHSA at this point does not have a nominee 

  for administrator, nor do the other agencies.  I expect 

  those will follow shortly.  I can't tell you when and I 

  can't tell you who.  You might be able to tell me when 

  and who, but I can't tell you.  I don't know.  

            The way the process works is the vetting 

  process is done by the White House personnel office in 

  consultation with the Secretary.  Typically career 

  staff who lead on an interim basis through the 

  transition are not included in that process.  So I 

  don't expect to be.  But hopefully at some point in the 

  not-too-distant future, the Secretary will fill out her 

  leadership team at the political level for all the 

  agencies.  

            There have been a few other appointments.  

  David Blumenthal, who is a professor from Harvard, has 

  been identified as the health IT Director for HHS. 

            Dr. Jean Lambrew, who leads the Office of 

  Health Care Reform at HHS, also had her team filled out 

  I guess this morning.  Some I think eight or nine folks 

  will lead a newly created Office of Health Care Reform 

  at HHS.  She will work with Nancy Ann De Parle at the 

  White House Office of Health Care Reform.  So the White 

  House reform effort is, at least at this point, 

  staffed. 

            I also want to thank Gail for her work on 

  behalf of our fields to help us identify and hopefully 

  speak with a single voice from the substance abuse and 

  mental health fields.  What we've done at this point is 

  -- I think it started in December with the convening of 

  constituents by Kathryn Power on December 17th, as I 

  recall.  Then after the holiday in mid-January, Wesley 

  Clark and Fran Harding did the same for the substance 

  abuse fields. 

            We then brought all of the constituents 

  together for a broad meeting on health care reform.  We 

  convened our staff here, an all-hands meeting, and got 

  their ideas on health care reform and have been having 

  regular Friday brown bag lunches where we invite 

  constituents, some of whom are traditional, some of 

  whom are nontraditional.  We've had people from the 

  health field, but this coming Friday, we'll have people 

  from the criminal justice field.  All to say we're 

  trying to get a wide variety of opinion about what 

  folks think should be a health care reform system that 

  includes mental health and substance abuse services and 

  both prevention and treatment services, as well as 

  recovery support services.   

            So we've had two meetings now of a core group 

  of our, I would call them, architects within our field. 

   The next one is this Friday.  As Kana said, we called 

  for and have received about 100 papers, two-page 

  papers, from anyone who wanted to submit them.  Gail 

  had the great job -- it was a wonderful job, wasn't it, 

  Gail?  Gail was honored.  It was a very difficult job 

  to go through those 100 papers and synthesize them into 

  about 10 principles that seemed to float up from all 

  those papers, as well as sort of supporting information 

  and data to support those principles.  

            As I said, we convened the second meeting of 

  an architects group, representing membership, Sue among 

  those, from both the substance abuse prevention and 

  substance abuse treatment and mental health fields, to 

  comment on those eight principles.  We received, I 

  assume, a fairly substantial amount of comments.  I've 

  received a number directly.  And we will reconvene that 

  group this Friday, as I said, hopefully to, in a fairly 

  short period of time, come to consensus around those 

  principles.  I think you're going to talk about that a 

  little bit later.  So I will leave that to Gail to tell 

  you what those are. 

            All to say that the paper and the principles 

  aren't the end product.  The end product is a position, 

  hopefully a consensus position, about what a health 

  care reform bill should say about mental health and 

  substance abuse.  I'm very, very optimistic that we 

  can, in fact, get there.  I know that the process 

  marches forward whether we get there or not.  I believe 

  that the individuals who have either mental health or 

  substance abuse issues will be better for our attempt 

  to arrive at consensus and ultimately will be speaking 

  with one voice, whether it's me speaking on behalf of 

  SAMHSA and the field with the Secretary and Dr. Lambrew 

  or whether it's you or our other constituents speaking 

  with folks from the Hill or others who have interests 

  in a reformed system.  So I think there is much 

  enthusiasm.  There's much impatience, and there's much 

  opportunity.  

            So I want to thank all of you who have 

  participated in that process.  I think you'll find the 

  discussion of the principles very interesting later.  

  They're not revolutionary.  They are things that we all 

  know.  As we move forward, moving from very broad 

  principles at 30,000-foot levels kinds of things to a 

  detailed description of what a reform system should 

  look like in very specific terms, I think it will 

  provide an opportunity for continued input and guidance 

  from lots of people, and there are lots of people who 

  have interest in that.  

            Let me talk just a little bit about the 

  stimulus package, the ARRA bill.  That bill was, I 

  don't know, several hundred billion dollars or so.  I 

  can't believe how quickly we throw around a billion 

  here and a billion there.  Our budget is just $3.5 

  billion.  So it's a fairly significant amount of funds 

  that were made available for our recovery from the 

  economic downturn by the President.  HHS got on the 

  order of $50 billion or so. 

            Unfortunately, SAMHSA wasn't mentioned in the 

  bill specifically, and there were a lot of bricks and 

  mortar projects that went out to a number of agencies. 

   HRSA got several billion for new community health 

  centers.  NIH got about $10 billion for research, as 

  well as infrastructure.  CDC got a little bit for 

  infrastructure.  IHS got a little bit for 

  infrastructure.  

            Then there were some undesignated funds, if 

  you will, in three categories.  $650 million for 

  prevention.  There was $20 billion for health IT.  $17 

  billion or so was identified for infrastructure for 

  physicians in hospitals to go out through CMS.  There 

  were $2 billion or so that were undesignated for health 

  IT, and there was an amount identified, $2 billion I 

  think, for comparative effectiveness studies that would 

  be managed by AHRQ and NIH, and there were $400,000 of 

  that $2 billion that were undesignated.  

            The Secretary's office convened working 

  groups right after ARRA passed, and SAMHSA has been 

  well represented on each of those three subcommittees. 

   Pete Delaney and Kana on the health effectiveness 

  studies; the health IT, Wesley Clark with backup I 

  believe from Kana as well; and the prevention group, 

  myself, Kathryn Power, and Fran Harding.  So each of 

  those subcommittees continue to meet. 

            It's an interesting process.  The Hill 

  continues to have interest in how those funds are spent 

  and are making their opinions known with some 

  regularity.  The Office of Management and Budget 

  continues to inject themselves as well, as do all of us 

  from the operating divisions.  As you'd expect, the 

  first meeting or two was kind of a free-for-all.  

  Everybody was trying to get their piece, and it was no, 

  no, no.  We're not going to do that.  We're going to 

  try to find an HHS approach that will involve agencies 

  as opposed to sort of agencies staking out their claim 

  to a part of the action. 

            So I can't tell you how the process will come 

  out.  I can tell you we have been actively engaged in 

  providing our input, our advice, our recommendations 

  around each of the three.  And I suspect over the 

  course of time decisions will be made about the final 

  disposition of those funds over the course of the next 

  several years actually, and it's my hope that substance 

  abuse and mental health will be involved in some way, 

  depending on sort of the final decisions that are made 

  with regard to how things are going to get done with 

  those funds.  

            I guess there's a silver lining to the 

  process, no matter how much funds are sort of directed 

  toward people with addictions or mental health 

  problems, in that it's forced us to come together as 

  agencies and actually listen to one another, as opposed 

  to sort of operate in our stovepipes.  So I've learned 

  a lot about the Centers for Disease Control.  They've 

  told me they've learned a lot about sort of the role 

  that mental health and substance abuse plays in the 

  disease process in general and in the chronic disease 

  model. 

            So it's been an opportunity for people who 

  otherwise wouldn't talk to each other to talk a lot.  

  Each work group started meeting at least once a week, 

  sometimes twice a week.  It's been, I believe, a fairly 

  helpful process.  I don't know how the Secretary will 

  approach interagency workings, but that process has 

  been one that, for me anyway, has been very interesting 

  and helpful in terms of engendering some better 

  understanding of where our sister agencies come from 

  around a variety of issues that we otherwise wouldn't 

  know about.  

            A couple of other things that I would mention 

  that are pertinent at this point in time.  The 

  President released his 2010 budget request last week.  

  Our budget is -- and I don't know if that's on the 

  agenda or not to talk about.  

            MS. ENOMOTO:  I went through it.  

            DR. BRODERICK:  You went through it?  Good. 

  Then I don't need to.  Thank you.  

            In any case, I would like to leave 

  opportunity for any of you to ask questions of me, and 

  so why don't I stop at this point and turn my 

  microphone off and let Kana sort of help us through a 

  question and answer period.  

            MS. ENOMOTO:  I think we jumped over the 

  committee members' updates, but I think maybe this is 

  an opportunity for you to share with Dr. Broderick 

  where you are with things and your thoughts in response 

  to what he shared with you just now on ARRA and health 

  reform and our budget.  

            MS. AYERS:  In sitting here and thinking 

  about when we did introduce ourselves, I realized I 

  didn't say anything about how the safety net is totally 

  shredding in the communities.  I'm here as a person who 

  operates a very sma,ll in these days, you know, $6.5 

  million/$7 million child and family agency.  We serve 

  two communities actually.  One of the things we're 

  challenged with is getting bigger.  So we actually are 

  in very active conversations with larger agencies 

  because you just can't survive in the community at this 

  size and realize your aspirations, which would be 

  research, electronic health records, ensuring that we 

  have the services that families and children need. 

            In Massachusetts, this scarcity is one 

  factor, and the other factor is the State lost a 

  lawsuit, which is always kind of a good thing because 

  then something good is going to happen for kids and 

  families.  But it's really driven the child-serving 

  agencies to be talking together in a way they haven't 

  before, which makes me think about what you are all 

  trying to figure out with all this stimulus money. 

            So I'm curious about -- I never quite have 

  understood about Washington in terms of how many 

  different agencies there are because the funding that 

  then comes into the community is so siloed and it 

  really poses a real challenge for those of us who are 

  trying to find a way to pay for services for kids and 

  families so they don't have to go to three different 

  agencies because that money is over there and this 

  money is over here, and that money is over there.  So 

  I'm curious about your interagency kind of 

  conversations.  

            DR. BRODERICK:  Thanks, Susan, for that 

  question.  

            Actually, Kathryn and I met last week with 

  Curt Coy, who is the Acting Assistant Secretary for 

  ACF.  I failed to mention that two agencies have 

  individuals nominated who have not been confirmed by 

  the Senate yet.  One is ACF.  Carmen -- I'm blanking on 

  her last name.  

            MS. HENRY:  Rosario?  

            DR. BRODERICK:  Thank you, Renata.  

            MS. HENRY:  She used to be in Delaware. 

  That's why I know.  

            DR. BRODERICK:  Carmen Rosario is currently 

  on the faculty at the Inter-American University in 

  Puerto Rico, and she's been nominated to serve as 

  Assistant Secretary for ACF. 

            In any case, a week ago, Curt -- well, 

  actually about a month ago.  It was right after the 

  shootings in Binghamton, New York.  Curt and I happened 

  to be at an ARRA meeting, oddly enough, and talked 

  about the issue that you just brought up.  Clearly, 

  that was not the first event that, unfortunately, sort 

  of represents a very dramatic, a very, unfortunately, 

  newsworthy demonstration of some of the things that can 

  happen when people are at wits' end, if you will. 

            In fact, I got a call from the Attorney 

  General Office also in that same time frame just 

  recently just around the time that Curt and Kathryn and 

  I met about 67 people having been killed in multiple 

  homicide/suicide events related speculatively, but with 

  some confidence that the perpetrator had been 

  destabilized by a dramatic change for the worse in 

  their economic situation.  And of those 67 people, 7 

  were police officers who were killed. 

            So it stimulated a conversation that Mr. Coy 

  and I had about what can we do to deal with the fact 

  that the money comes in kind of strange ways, but what 

  could we do to leverage our resources to better help 

  communities address what is, I think, accurately 

  described as a system that's quite, frankly, badly 

  challenged. 

            The latest estimates that I've seen is both 

  the substance abuse prevention and treatment 

  communities are down $1.5 billion or so in lost 

  revenues from the State, about the same amount in the 

  mental health community treatment capacity, and demand 

  for care is up in all quarters.  Our calls to our 

  suicide crisis counseling centers are up 30 percent in 

  the last year.  We're about 50,000 calls a month.  We 

  just got on Friday 40 or so letters that were addressed 

  to the President where the individual either himself or 

  herself or a family member was threatening suicide 

  based upon their economic condition.  So it's clear 

  that much by way of challenge exists in communities 

  across this country. 

            So Curt and I talked about what ACF -- 

  actually he didn't ask for anything from us.  He said 

  what can we do for you.  And we've actually talked 

  right after that meeting about his very generous offer, 

  and I think there are ways that we can get information 

  very quickly to ACF constituents who we typically 

  wouldn't communicate with, TANF, Head Start, their 

  child block grant network, about how to promote 

  resiliency and coping skills for families who are 

  challenged by the economic downturn. 

            With regard to resources, we have a follow-up 

  meeting scheduled with ACF over the course of about 

  three weeks from now. 

            We will also be convening the Federal 

  Executive Steering Committee on Mental Health that I 

  chair to talk about what our collective response should 

  be at the federal level to the needs of the system that 

  are, quite frankly, being fairly dramatically 

  challenged. 

            So all to say, as we submit our 2011 budget 

  request, as we engage our partners around the 2010 

  request, and as we look to our existing resources 

  within 2009's budget, it's a very significant problem, 

  and we're exploring sort of what our options are for 

  each of those three years. 

            But it's a very, very grave concern to me and 

  to this agency to do what we can to help because it's a 

  dire time, and I think that we've all heard the 

  President describe the crisis to the banking system and 

  to the home mortgage system and to homeowners.  I think 

  it's up to us to also talk about the challenges that 

  poses to people, not only to banks and to employment 

  kinds of situations, but just people in general.  

            DR. CHIN:  I have a comment.  It seems to me 

  that with the stimulus package, there have been more 

  dollars certainly to NIH and to HRSA compared to 

  SAMHSA.  I guess I wonder what does that mean and what 

  your thoughts might be in terms of the challenges, what 

  to do, and how to increase the focus on the service 

  side which doesn't seem to be as emphasized within the 

  plan.  

            DR. BRODERICK:  I think we all in our various 

  roles need to be very vocal about the needs of people. 

   The stimulus bill, as we all sort of watched it unfold 

  -- there was some emphasis on sort of dealing with the 

  economic downturn and to restimulate the economy, but 

  for whatever reason, the outcome was the outcome, and 

  there were no resources identified specifically to deal 

  with the mental health and the substance abuse effects 

  of that.  

            As I've thought about it -- I mean, I've 

  thought about it a lot, not to try to relitigate the 

  past, but to think about what should we do now.  If you 

  think about any disaster -- I've sat through many, 

  many, many, many, many, many, many drills on 

  emergencies, and they're all focused on the acute 

  event.  They focus on what would happen if a dirty bomb 

  went off in Seattle.  What would happen if there was a 

  hurricane in Florida?  What would happen if there was 

  this event or that event?  And they all go from the day 

  that the event happens to a week out or so, and 

  virtually none of them really talk about the mental 

  health and the substance abuse effects because that 

  stuff doesn't happen until later.  I think that's kind 

  of what's happening here.  The meltdown in the economic 

  system with regard to banks and then the subsequent 

  decline in employment is the acute part of the 

  emergency. 

            But as we begin to gather more information, 

  both anecdotally and now, as data become available 

  about the human toll, that mental health and substance 

  abuse piece is going to become more -- as the economy 

  stabilizes a little bit hopefully and the banking 

  system stabilizes a little bit, there will be an 

  opportunity for a societal conversation, quite frankly, 

  about, okay, that happened and it appears to be in 

  check.  But what's been the longer-term effects on 

  people with regard to their coping skills, their 

  resiliency, and when they have not got a sufficient 

  amount of resiliency, what have we observed about the 

  needs of the system to care for those who need care?  

  So I think we're seeing sort of not an uncommon chain 

  of events with regard to the acute event and then the 

  aftermath of the acute event as it relates to people's 

  mental health and substance abuse. 

            So I think it's up to all of us, quite 

  frankly, it's up to me, it's up to all of us around the 

  table, all of us in the room to make that a point of 

  the conversation, as the President and the 

  administration talks about the crisis, to also 

  acknowledge that there's a more chronic part of the 

  crisis that doesn't relate to banks and to mortgage 

  companies.  It does relate to people, and unemployment 

  and home loss is one of the first things that happened, 

  but when that when that happens on a population basis, 

  you should expect these other things.  And they're very 

  similar things to what happens in other emergencies. 

            So I think that while the stimulus package 

  didn't focus on mental health and substance abuse, 

  oftentimes the immediate after-effect of a disaster 

  doesn't -- that doesn't focus on mental health and 

  substance abuse either.  So we need again to be a 

  fairly prominent participant in developing that 

  societal conversation, if you will, and I think health 

  care reform provides an opportunity to do that, as does 

  the normal appropriations process and the development 

  of health policy with our new Secretary.  

            MS. HENRY:  I know that Dr. Broderick and I 

  had the conversation around the stimulus package.  So 

  the first thing I looked at when I saw that, I said, 

  why aren't we in there anywhere?  But in some ways we 

  were, maybe not by name, but around the issues of 

  health IT and the prevention/wellness piece. 

            Those States that have had success -- those 

  substance abuse and mental health agencies that have 

  had success, in working well with their public health 

  counterparts in States, probably have a leg up on being 

  able to pull down some of that around prevention and 

  wellness activities and how to focus on that.  It may 

  not necessarily be our system, but in partnership with 

  public health and certainly in the area of health IT. 

            But I think the whole issue of why SAMHSA 

  wasn't named like a commodity, you know, putting people 

  to work, I think is going to be one of our challenges 

  in this whole health reform because we have a lot of 

  safety net.  So some of what you were saying rings to 

  me of the whole safety net issue.  I think we're going 

  to be challenged to find what the safety net is, how 

  much of the safety net is really in general health 

  care, how much is truly a specialty system safety net 

  issue.  We say we're part of the health care system and 

  we've been saying that for a long time, but how much 

  are we part of the health care system? 

            So I think there's some real challenges for 

  us moving forward around defining safety net, specialty 

  system, where we are in that, and that kind of to me 

  relates to, in a roundabout way, the whole stimulus, 

  where we could benefit from the stimulus.  You know, 

  what is our commodity?  What do we sell?  What is it 

  that we do that puts people to work around the stimulus 

  piece? 

            And I still think there's room for us in the 

  stimulus package.  I know in Maryland, we're going to 

  be working with public health to see where we are with 

  the wellness piece, alternative medicines, you know, 

  like acupuncture, wellness coaches, how can we bring 

  them in for our system.  

            So I don't think that it was necessarily a 

  real bad thing that we weren't named in the stimulus 

  package.  I think we do have to be creative about how 

  we can get in partnership with folks to pull some of 

  that down.  I think there are ways.  

            DR. CHIN:  There's a growing focus on the 

  integrated health care, and I think we've talked about 

  it for decades but we don't really do it in terms of 

  our reimbursement or our service delivery system.  

            MS. HENRY:  That is going to be our challenge 

  in reform.  So like I say, when we get to that point in 

  the agenda -- but I really believe that is going to be 

  our challenge, especially the issue of safety net.  I 

  saw that as one of the consensus statements.  What is 

  the safety net?  I really think we're going to have to 

  define that for our field.  

            It also brought another point to mind when 

  you talked about you're too small to make it on your 

  own.  I think that's a whole other discussion around 

  reform.  Who remains as the safety net, and what does 

  that look like?  And who do we need to partner with? 

  And how does our infrastructure change and our 

  structures change in communities?  You know, for lack 

  of a better phrase -- this is a terrible phrase.  It's 

  cliche and I hate it.  But the small agencies, the mom 

  and pop agencies -- can they survive?  And if they 

  can't survive on their own, what is it that they have 

  to -- who do they need to partner with?  How do they 

  restructure?  What does the structure become so we can 

  maintain whatever that safety net is?  I think that's 

  an excellent point.  I think many, many mental health 

  and substance abuse agencies across this country are 

  going to have to answer that question, can I survive as 

  I am currently structured and what do I need to do to 

  be part of a network or other structure that will help 

  me survive? 

            So I'm hoping that we can have some of that 

  discussion because I think answering that part question 

  is going to be vital our staying alive and well in the 

  coming years.  

            MS. ENOMOTO:  Gail and then Britt?  

            MS. HUTCHINGS:  I think sometimes in pressure 

  situations and disasters that we forget about some of 

  the tools or resources that we do have that we've not, 

  by any means, fully tapped to their full utility.  For 

  me, one of those would be the Strategic Prevention 

  Framework. 

            I think SAMHSA and its stakeholders, 

  particularly CSAP, has done a really nice job in sort 

  of the second generation of SPF, and it's something 

  that I think the technology -- and I think SAMHSA could 

  play a huge role in filling this vacuum -- needs to be 

  applied at a much wider level.  I want to make it clear 

  I'm not at all recommending that the resources that are 

  now dedicated to SPF don't stay focused on prevention 

  efforts for substance abuse. 

            At the same time, the technology that 

  underpins SPF that looks at community-wide resources, 

  the protective factors, risk factors of particular 

  populations in particular communities does a gaps 

  analysis of what those resources are.  I don't know why 

  I'm describing this.  There are so many more expert 

  people in the room than I am -- but that looks at those 

  is of dire consequence and need right now to the 

  programs as yours, Sue.   

            You know, I remember the white paper that we 

  wrote when I was still here, and we saw a place for 

  substance abuse treatment and mental health prevention 

  and services in the theoretical framework for SPF.  As 

  I travel around to various clients at the State level 

  and community level, that is not happening.  I think it 

  is being well done, applying to the prevention side of 

  the spectrum, if you will.  But you really can't find 

  many of these groups that include stakeholders from the 

  substance abuse treatment and the mental health 

  prevention, promotion, and treatment side. 

            We have to figure out a way to make room at 

  that table.  We are going to be obsolete quickly, and 

  there will be no specialty sector if we don't figure 

  out -- and the people with the most serious needs will 

  end up in -- what's less than the safety net -- in 

  entrenched poverty, the back allies, wards of nursing 

  homes where they don't belong, not getting treatment 

  for -- forget about their behavioral health needs -- 

  their chronic physical illnesses as well. 

            And so at some point it would be wonderful to 

  have a conversation about what would it take to look at 

  the SPF model and see if, indeed, it could be helpful 

  to try to get us out of this ditch a bit.  

            DR. RIOS-ELLIS:  As we talk about culture and 

  as we talk about cultural competency and how that's 

  integrated in, I think keep on thinking of what 

  happened in California where we had very, very -- not 

  very small, but just very small to small agencies doing 

  really, really good work, and all of a sudden, with the 

  health care reform that happened in California, we 

  ended up with Medi-Cal mills and very much larger 

  agencies that were plummeted into their largesse very 

  rapidly and not really adhering to the principles that 

  they had in the very beginning in terms of how that 

  quality care was given.  

            And when I think about health care reform, I 

  keep on thinking about -- I had an opportunity to do a 

  fellowship in Japan, and when I was there -- I've done 

  a lot of work with families in child health and infant 

  health.  And I watched as all of the infants were very 

  healthy.  It was the healthiest clinic I had ever been 

  in.  I'm looking at cultural competency.  I was 

  surprised to see that all of the documents had been 

  thoroughly vetted and transcreated, not just translated 

  in 15 different languages, although Japan is very 

  homogeneous.  I'm dating myself, but this is a long, 

  long way back.  And every child who came in visited 

  with a social worker, a physician, and a nutritionist. 

   Every child and their mothers as well.  And I keep on 

  thinking about how much better smaller agencies might 

  be able to do that than large, large agencies and 

  really protecting those neighborhood cultures within 

  those agencies as we move along.  

            DR. FALLOT:  One of the things that is 

  especially interesting to me, as I think about the 

  possibilities of integrating these systems a bit more 

  fully, is another of the cross-cutting principles on 

  the SAMHSA matrix which is trauma and the importance of 

  trauma as a risk factor not only for women and 

  children, but for men as well.  The Trauma Informed 

  Care Report that Amanda is unfortunately not going to 

  be here to go over with us, but I'm looking forward to 

  hearing more about -- because Indian Country is clearly 

  a condensation in some ways of the pervasiveness of 

  trauma in people's experiences.  

            And the ways in which we talk about 

  integrating primary care and behavioral health care, 

  the ACE study, the Adverse Childhood Experiences study, 

  has provided immense evidence for the impact of adverse 

  childhood experiences on not only substance abuse and 

  mental health vulnerability, but physical illness as 

  well.  So when we talk about prevention, it seems to me 

  when we talk about looking at some of the risk factors 

  and resilience factors, we need to take very seriously 

  the impact of trauma and especially of interpersonal 

  violence which is still disproportionately, obviously, 

  directed against women.  

            MS. ENOMOTO:  I think the points that 

  everybody has raised have been some of the themes that 

  have emerged in our conversations here over the past 

  months with ARRA, with health reform, with the economic 

  crisis.  We did respond.  SAMHSA has a very nice Web 

  site, Responding in Challenging Times.  Mark, what's 

  the title?  

            MR. WEBER:  In Challenging Economic Times. 

            MS. ENOMOTO:  Right. 

            And we've had hundreds of thousands of visits 

  to that site just in the time that it's been up.  So 

  clearly, there is a need to get information out to help 

  people foster resilience and cope with their stress and 

  understand that there are places to go, places to call. 

   We have our 273-TALK phone number there.  Rick had 

  noted that we have had an increase in calls and an 

  increase in calls relating to people with job loss or 

  foreclosures, et cetera.  

            In the ARRA conversations, I think we have 

  talked about -- the SPF sort of came up.  You know, SPF 

  was an HHS-wide activity.  How do you get it to harness 

  the power of coalitions in communities?  I know they 

  thought very hard about ways to do that. 

            Certainly even whatever happens with ARRA, it 

  would be interesting for us to think about what can we 

  do in-house, how can we apply that model across our 

  centers and either combine efforts or create a standard 

  model or at least a template for how to approach 

  prevention, promotion, resiliency work so that we can 

  be consistent and we can have common measurement and we 

  can report out that this is the approach and these are 

  the outcomes that we're yielding.  I think that would 

  be very helpful to us because prevention and wellness 

  have in the past been tough sells anyway, and then when 

  you kind of saddle it further by this kind of 

  prevention and that kind of prevention and that kind of 

  prevention -- you know, Beverly Watts Davis is famous 

  for saying prevention is prevention is prevention.  So 

  for us to kind of walk that talk would be probably a 

  step in the right direction. 

            At this point, our panelists are here, and 

  I'd like to take a break, but before then, are there 

  any last comments or questions?  Renata? 

            MS. HENRY:  So my comment is really kind of 

  an accolade for Rick, for Dr. Broderick, because I 

  think you put it right on target, the calming influence 

  that Dr. Broderick has with SAMHSA.  So I know as we 

  move forward now in the next few days, we'll be getting 

  nominations for SAMHSA, but I think we all owe Rick a 

  -- and I'm sorry.  I'm just being real familiar here -- 

  a round of applause or at least some acknowledgement of 

  the leadership that he has provided over really rocky 

  times because when you have an agency, and there's a 

  long wait for who is it going to be, and all of that, 

  that must be really a tough road there.  So thank you 

  very much for your leadership.  

            (Applause.)  

            DR. BRODERICK:  Thank you very much, Renata. 

   I appreciated it.  I've been asked many times, well, 

  don't you want the job?  And I said no, not because 

  it's a bad job.  It's just I'm not a candidate.  I'm 

  not the right one.  So not having to deal with all that 

  -- and I know people oftentimes feel awkward when they 

  say, well, who's the SAMHSA Administrator like it's 

  going to hurt my feelings if it's not me.  No.  As 

  people have said, who do you think it should be, I'm 

  sure they would like me to say a name.  

            But what I believe is what would be extremely 

  helpful for SAMHSA is whoever is the SAMHSA 

  Administrator, that that individual, he or she, an pick 

  up the phone and the Secretary will take her or his 

  call and pick up the phone and the Director of the 

  Office of National Drug Control Policy will take the 

  call and the Vice President says, what does the SAMHSA 

  Administrator think about XYZ? 

            If that can happen, it's not like everything 

  will be smooth sailing, but it will be a whole lot 

  easier in terms of these issues being part of a larger 

  discussion because if they're not, what you all have 

  taught me is if they're not addressed, the country is 

  not going to get better. 

            The epidemiology is pretty clear that we're 

  not organ systems.  We are, but we're people.  We're 

  not diseases.  We're people, and we all have this 

  untidy predilection to having a lot of things going on 

  with us.  Until we can deal with all of those -- and we 

  as a country don't do that very well, and I believe 

  it's why we spend twice what any other nation spends 

  per capita on health care and our health care status, 

  depending on the marker that you choose to use, are 

  24th or 26th or 30th in the world.  If you look at the 

  list and you see Bahrain well above us, you think 

  something is not working here.  We can't buy health.  I 

  think it's reflective of the way the health care is 

  delivered by organ systems and by disease states as 

  opposed to for people. 

            So I think a SAMHSA Administrator who can 

  deliver that is going to be pretty important to a 

  resolution of the system that's not integrated.  It 

  needs to be.  

            Thank you.  

            MS. ENOMOTO:  Thank you, and on that note, if 

  we could take a brief break, and we'll reconvene at 

  10:45.  

            (Recess.) 

            MS. ENOMOTO:  Thank you everyone for 

  convening in a timely fashion.  

            I'm very excited about our panel today.  We 

  really have a set of stars who have agreed to come 

  speak with us.  These are all our first-asks.  You 

  know, you plan meetings and you brainstorm on who 

  should we have.  Usually you come up with three or four 

  names and you have to come up with the names two or 

  three deep because inevitably someone can't make it or 

  has a conflict or whatever.  We are fortunate in that 

  the five names that we first came up with -- everyone 

  agreed, had the time, and was willing to come speak 

  with us today.  So our members are in for a treat, and 

  I think we are all in for some very interesting 

  conversation. 

            The panel, as you can see, reflects a range 

  of backgrounds and disciplines.  As we were coming into 

  it, I was reassuring some of our speakers that we want 

  you to speak on what you're expert on, not what you're 

  not expert on.  So I think there was some perspiration 

  dripping down, like how am I going to relate this to 

  women and girls.  I'm not a women's person.  That's not 

  exactly what we want.  

            I think we have certainly some women-specific 

  perspectives.  We're fortunate.  Dr. Jones is the 

  Deputy Assistant Secretary for Health and the Director 

  of the Office on Women's Health.  Are you a 

  microbiologist by training?  

            MS. JONES:  Microbiologist and geneticist. 

            MS. ENOMOTO:  There you go.  So behavioral 

  health, obviously, right in her bailiwick.  But 

  actually a fantastic champion for our issues.  

            We have Sue Thau who is with the Community 

  Anti-Drug Coalition of America who has a reputation of 

  just excellence and commitment to the field and of 

  really being able to move mountains and get things done 

  and as passionate an advocate for prevention, I think, 

  as it out there.  So Sue will share with us 

  perspectives on community prevention and what's going 

  on on the Hill, in the field, what is the talk around 

  prevention and health reform and how it all fits 

  together.  

            We have Sue Gadacz from Wisconsin.  Wanda is 

  sort of the big picture, women's health, and Sue, big 

  picture prevention, communities, and policy.  Sue 

  Gadacz is actually our women's behavioral health person 

  who is the President of the Women's Services Network 

  and a women's services coordinator for her State and 

  brings again a perspective closer into what some of you 

  have as people who provide services to women or who 

  work on those issues. 

            Bill Emmet, Director of the Campaign for 

  Mental Health Reform, was actually the sole sort of 

  behavioral health representative at President Obama's 

  health summit and has a really global perspective on 

  health reform and our policy issues and has as his 

  members or as his board many of the leading mental 

  health national organizations, and so he represents the 

  voice of mental health quite ably and has some great 

  perspectives of what is going on policy-wise at the 

  moment. 

            And Mark Weber, as I mentioned before -- his 

  home is SAMHSA's Office of Communications, and his 

  current duties are as Principal Senior Advisor to the 

  Administrator.  And he has done an incredible job of 

  herding the organizations and our constituents that we 

  so fondly refer to as "cats" in terms of getting their 

  perspectives on health reform.  He's done it in a 

  multi-staged process that has worked quite elegantly 

  and has resulted in some really nice products.  Mark 

  can share with you the SAMHSA perspective on where 

  we're going with things and what we hope to achieve 

  with our work and how we're going to define success 

  internally and externally for all the folks that we're 

  working with.  

            So that's what we have. 

            Dr. Jones is going to be able to stay with us 

  for this session but not through the lunch where we 

  were hoping to have more of the discussion.  So we'll 

  ask that if members have questions for Dr. Jones, you 

  go ahead and ask it either during or through her 

  presentation.  I imagine that the other panelists would 

  welcome that opportunity, but in general, because she 

  needs to leave for another appointment, we'll take her 

  questions earlier on. 

            With that, I will go ahead and cede the floor 

  to you, Dr. Jones.  

            MS. JONES:  Thanks, Kana.  It's just a busy 

  day because this is the first day -- well, yesterday 

  was the first day, but Monday is always the busiest 

  work day of National Women's Health Week. 

            And I'm sure the timing of this advisory 

  committee's meeting is not coincidental because SAMHSA 

  is an invaluable partner with us in all that we do in 

  women's health across the Department, always ensuring 

  that mental health/substance abuse issues are 

  incorporated into the work we do. 

            So I love my colleagues in SAMHSA.  They have 

  probably helped keep me sane and from being a substance 

  abuse because I've been in my job for 11 years, and 

  it's the longest I've ever stayed in one place.  I've 

  always moved on.  And I haven't this time, and it's a 

  curious sort of phenomenon.  I keep wondering why and 

  how, but I know that it's support from agencies and my 

  colleagues, including those at SAMHSA, that have just 

  made all the difference.  

            I would say as well that we have provided to 

  you today our two-part report to the public, Women's 

  Mental Health, and then the consumer piece, Women's 

  Mental Health:  What it Means to You.  The larger piece 

  is an action step document updating the science, not 

  the basic science, but more the applied work that's 

  been done since the Surgeon General's report on mental 

  health about 10 years ago.  Then the other piece, the 

  briefer one, is a consumer piece. 

            These two pieces grew out of our efforts to 

  address the gender-specific issues that really got 

  short shrift in the mental health report.  We started 

  through a concept mapping process that identified 

  resilience at the heart of interactive personal, 

  environmental, and systemic factors.  And pretty 

  astonishing, back five years ago when this first came 

  out because who was talking about resilience?  We were 

  laughed at by more than one academic researcher, and 

  frankly, I think they need to get out more. 

            You know, this whole concept of resilience 

  should have been a no-brainer because we know that the 

  after-effects of war, of any sort of trauma, natural 

  disaster, you name it, personal or community -- it is 

  not 100 percent determinant of PTSD, of depression, of 

  anxiety, you name it.  So for us to think that 

  resilience played no part was a pretty naive sense and 

  reflected perhaps our own lack of understanding of the 

  human spirit, if you will. 

            So we had a decade of research on the brain, 

  and we're about what?  Halfway, two-thirds through a 

  decade of research on behavior.  We certainly are 

  seeing and have seen that mental illness -- and just as 

  the Surgeon General said, but confirmed even more -- 

  that this is not a choice.  You don't wake up one day 

  and decide to have major depressive disorder, to be 

  schizophrenic or to have an eating disorder or any 

  other of the mental illnesses.  This is fundamentally 

  brain biochemistry run amok.  And it could run amok 

  through exposure to traumatic occurrences, a single, 

  horribly traumatic or a series of traumatic assaults, 

  or it could just happen with no seeming precipitation 

  because perhaps it runs in the family, a depressive 

  affect.  

            So in between there is a lot of room that 

  research has revealed for us, not just in identifying 

  some of these disrupted pathways, but in helping 

  reinforce, number one, because it is biochemically 

  driven, it's not a choice.  So we can talk about 

  stigma.  We can address stigma in talking about mental 

  illness.  

            Number two, it is treatable.  It doesn't 

  necessarily require a prescription to overcome that 

  biochemical disruption because what we've also learned 

  is that there are patterns that can be established.  

  Then the brain sort of follows.  And if you can break 

  those patterns through cognitive behavioral therapy or 

  through other modalities, you can rewire, reset those 

  patterns to a more healthy state.  And sometimes, 

  obviously, it requires both approaches 

            So it's treatable.  It's not a choice.  It's 

  highly treatable. 

            And at the heart of how we talk about mental 

  illness, mental health, and recovery, we should find 

  room to embrace and promote and support resilience, 

  building resilience.  I would argue that starts 

  probably at birth, maybe even before, but certainly the 

  support we feel from our family is the first place in 

  which we have an opportunity as individuals to build 

  resilience.  Our interaction with communities, 

  communities who don't decide that some class or group 

  of children -- they're going to act like that anyway, 

  so we're just not going to do anything.  It's not 

  helpful.  Schools that recognize kids who may be at 

  risk and who take positive steps in a resilience 

  framework.  You could call it something else, but 

  resilience is what we're trying to build and support 

  here and working toward eradicating the stigma around 

  mental illness. 

            The hardest thing, I think, for society to do 

  is going to be to overcome -- I was just talking with 

  Dr. Broderick at the break -- this legacy, more than 

  100 years, of a blood-brain barrier that medicine is 

  primitive, although it considered itself highly 

  advanced in the late 1800s when it determined that the 

  brain was a private organ and couldn't be interfered 

  with or affected because if you did, you'd kill the 

  person.  So medicine decided somehow that the brain was 

  separate.  I even came through school 30 years ago.  It 

  was clearly described as a blood-brain barrier.  The 

  entire system has evolved.  I somewhat facetiously look 

  at it and health is here and mental health is there, 

  but we shouldn't tolerate that any longer. 

            And if we're seriously talking about health 

  reform, taking a system that is broken beyond repair 

  and throwing more money after it and telling it to 

  integrate is not going to be the solution.  Thinking 

  about bold, new steps and about a system that functions 

  efficiently and effectively, not under current models, 

  but in a "sky is blue" sort of model that integrates 

  that body, mind, and spirit, makes us whole again, 

  gosh, mightn't we even get better outcomes for diabetes 

  self-management?  Mightn't we see less family violence? 

   Mightn't we see people employed and contributing to 

  society to their full capacity?  Many of us dream that, 

  and we shouldn't be ashamed of that dream.  The really 

  hard stuff, obviously, is making it reality. 

            So for women, this is an absolutely key 

  component.  Women have been saying for years -- I've 

  been doing women's health in one level or another for 

  over 15 years now, and women have consistently and 

  constantly said, please recognize that depression, that 

  stress, that anxiety interferes significantly with my 

  ability to do anything about my health, let alone that 

  of my family, that of my community. 

            So I think it's time to move forward.  I 

  could give you lots more details on either of these, 

  but I would just commend them to you for reading 

  because you gave me a microphone and told me to talk 

  for 15 minutes.  So I thank you all for the chance to 

  chat with you and would be happy to take your 

  questions. 

            I really commend this advisory committee for 

  its work in helping keep SAMHSA focused and for 

  SAMHSA's leadership in recognizing trauma.  You know, 

  men have trauma too, but for women, the impact -- the 

  risks for it, particularly when it comes to sexual or 

  physical assault, may be slightly greater, but the 

  impact -- risk for post-traumatic stress disorder is 

  greater than that for men, and for SAMHSA to have 

  recognized that and how it affected their substance 

  abuse treatment outcomes was huge.  So this advisory 

  committee I know has played a strong part in all of 

  that and I salute you for it.  

            Let me just stop there and leave time for 

  questions, if need be, and for my other distinguished 

  colleagues who really know what they're talking about. 

            MS. ENOMOTO:  Britt?  

            DR. RIOS-ELLIS:  When you were talking about 

  resiliency, I work in Latino/Hispanic health, and we're 

  constantly talking about the Hispanic paradox and the 

  resiliency of the Latino community.  We work a lot with 

  Latino women.  I keep on thinking about the word 

  "stigma" and how we're working with stigma because the 

  word "stigma" is so differently conceptualized.  When 

  we talk about stigma with Latinos, they think, stigma 

  es stigmata, which are marks of God, which can mean 

  punishment from God.  So then you absolutely don't want 

  that associated with any type of an illness whatsoever. 

            But in looking at what you're doing at the 

  Office of Women's Health -- and we actually did receive 

  funding and did a wonderful program for Latino moms and 

  their daughters from the Office of Women's Health.  So 

  thank you. 

            When you're looking at how you're grinding 

  this down to work within diverse communities, what 

  steps are you taking to make sure that those 

  connotations are matched with the communities that 

  you're trying to serve? 

            MS. JONES:  That's a great question.  Our 

  first approach in working with communities is to let 

  the communities surface their issues and possible 

  solutions from either published evidence or things they 

  know that work in the language that means something to 

  the populations that they deal with and in ways in 

  which the population can engage. 

            We try, when we put our grants and funding 

  out -- we've actually not because our resources have 

  been so focused on just getting this to print after 

  several very difficult hurdles we've had to overcome.  

  We are hopeful in fiscal 2010 to actually do some 

  program funding, now, in collaboration with SAMHSA, 

  with NIMH, with other partners across the Department to 

  help us inform an announcement. 

            But the model we follow is here's our big 

  idea and some ways, but tell us what you'll do to meet 

  these overall outcomes and let the communities surface 

  that in a voice and an interaction point that they know 

  best because we're constricted by the beltway.  You 

  know, that structure around our neck sort of limits our 

  vision, but we can define objectives that then 

  communities can help us meet. 

            MS. ENOMOTO:  Wanda, speaking of the 

  structure around us, I wonder if you could share with 

  us any kind of early take you have of the 

  administration's interest or priorities around women, 

  women's health, the Women's Board.  

            MS. JONES:  Well, Secretary Sebelius has been 

  in what?  Maybe two weeks?  And she hit the ground 

  running.  She was sworn in like at 4:45 in the 

  afternoon and worked until almost midnight because of 

  swine flu.  Her time has been consumed with that.  So 

  I've not even had a chance to meet her.  

            There have been reported sightings in the 

  building, but really everything -- you know, it's like 

  all swine flu all the time.  Or H1N1.  I apologize.  

  For the record please, that's H1N1. 

            But at any rate, she certainly is aware that 

  this is National Women's Health Week, and we will be 

  engaging with her this week.  The administration itself 

  has indicated that -- well, it's already announced that 

  it's establishing a White House Commission, I think it 

  has referred to it, on Women and Girls that will 

  presumably be the principals of the different 

  Departments, the cabinet-level Departments.  And 

  Valerie Jarrett will head that.  Secretary Sebelius, 

  obviously, will be the HHS representative to it.  

            But my office actually leads the Coordinating 

  Committee on Women's Health, which is now 23 or 24 

  years old.  Obviously, we know the assets across the 

  Department and how to get things done.  So just like in 

  the Clinton years when Secretary Shalala was on a 

  similar committee and we staffed her, supported the 

  efforts and so forth, we're anticipating that it will 

  probably be a very similar sort of relationship, but 

  the details are yet to come.  There's a lot of 

  interest, a lot of excitement, but not many details 

  yet.  So we're hopeful that it will be a very positive 

  experience.  

            MS. ENOMOTO:  Okay, if there are no more 

  questions for Dr. Jones, we'll move to Sue.  

            MR. THAU:  Thank you so much.  I just want to 

  say how much I appreciate the opportunity to be here 

  and the effort that SAMHSA has really made to build a 

  very large tent for everybody under its jurisdiction 

  and purview to have a chance to really get involved and 

  comment on their two cents on how to get involved in 

  health care reform.  So I just think SAMHSA deserves a 

  tremendous amount of credit for opening up this process 

  very wide.  

            I actually shuffled the deck of my slides.  

  So this is impossible to read.  So the vision up here 

  is really to say that when we thought about the 

  substance abuse prevention and the paradigm for it and 

  how it would possibly fit in health care reform, we 

  decided that we really needed to lay out a systematic, 

  holistic approach that really involved the entire 

  system.  This has been quite a fragmented, underfunded 

  system, and little pieces of it have been picked up and 

  funded in different silos. 

            But for health care reform, we thought if we 

  were going to get considered at all, people had to 

  understand the system, how it worked, why it was 

  important, how it's data-driven, and the pieces of it 

  that could perhaps be incorporated into either a health 

  and wellness fund, a medical home model, or a benefit, 

  which is not to say that we think that our whole system 

  should be picked up lock, stock, and barrel and dropped 

  into health care reform.  We're absolutely not saying 

  that at all.   

            We've built on some of what SAMHSA tried to 

  do with coming up with principles in general for how to 

  include behavioral health in health care reform.  So 

  we've come up with actually four principles -- this is 

  not them -- for what we think should be happening.  The 

  principles came after the slides were put together. 

            But the first one is that there needs to be a 

  recognition of the whole continuum of prevention from 

  universal, selective, and indicated throughout the life 

  span and throughout all sectors of a community.  The 

  one thing I wanted to say about this is most people, 

  when they think of universal, selective, and indicated, 

  think of programs.  In fact, this was really meant to 

  be looking at populations and subpopulations.  So 

  universal interventions are for those people who have 

  not started using drugs at all.  Selective are for 

  people at high risk because of either trauma, co-

  occurring mental health disorders.  They're the 

  children of substance abusing parents.  And then the 

  indicated really are the interventions and screening to 

  get people who have started using to use less.  

            We feel that substance abuse prevention needs 

  to be systematic across the life span and embedded into 

  multiple community settings and sectors.  There is no 

  one silver bullet.  There is no one community sector.  

  Like schools cannot do this alone.  Just doing 

  prevention programs in schools is necessary, certainly 

  not sufficient, and not the answer. 

            We feel very strongly that there needs, based 

  on the public health model, to be multi-sector 

  infrastructures in place in communities that can plan, 

  implement, and evaluate community-wide strategies both 

  to change norms and environments to achieve population- 

  level outcomes, but also to make sure that we have the 

  services, programs, procedures, and practices in place 

  in communities to deal with people across that whole 

  continuum of levels of risk.  

            And the last one is this has been a really 

  underfunded, underemphasized part of the system.  We 

  would hope that health care reform would adopt whatever 

  it does to make this an enhancement rather than a 

  trade-out because we need all the help and the money we 

  can get. 

            The paradigm I just showed you embedded all 

  of those principles into it.  It shows a multi-sector 

  community coalition model which includes the Strategic 

  Prevention Framework components of assessment, 

  capacity, planning, implementation, and evaluation.  

  And in the slides, we've built in how you could do 

  gender-specific paradigms within all of this from the 

  very beginning.  From looking at your community data, 

  you really do need to take into account how girls and 

  boys access the substances, the stress factors that are 

  different for boys than girls, the fact that girls tend 

  to want to use things to lose weight.  They tend to 

  access substances from social sources.  Boys tend to be 

  more of the experimenters.  They tend to access things 

  more from commercial sources. 

            So right from the beginning when you're doing 

  environmental strategies and looking at how kids even 

  begin to use and where they obtain substances, you have 

  to build gender differences into the model.  But that 

  means you need data that actually tells you who's 

  using, what they're using, where they're using because 

  to intervene properly, you have to actually back this 

  up to the very, very beginning before anybody has ever 

  gotten involved with substance use to start with. 

            This is too many words to read.  But the 

  point here is that prevention is prevention is 

  prevention.  Building resilience is critical.  And 

  thank you so much, Dr. Jones.  We agree 100 percent. 

            There's a part of substance abuse prevention 

  that actually is unique so that if you say prevention 

  is prevention is prevention, this is the part that ends 

  up getting left out, and we want to make sure that it's 

  understood and explicit when people think about it.  

  For tobacco, people get it.  Reducing access and 

  availability are critical.  Everybody gets that for 

  tobacco prevention.  For drug and alcohol prevention, 

  they don't necessarily. 

            So these are actually community and statewide 

  things that involve changing laws, regulations, and 

  enforcement.  You can't reduce availability and access 

  unless you're actually dealing with substances, how 

  they're provided, where they're provided, and how you 

  can intervene to stop the availability and the access. 

            Enforcing consequences is important.  

  Prevention and law enforcement do work together, 

  especially for underage drinking enforcement, for 

  tobacco, for making sure that people under 18 cannot 

  access and buy the product and for drugs also. 

            Changing attitudes and perceptions about the 

  dangers and acceptability of alcohol, tobacco, and 

  drugs is also incredibly important.  We know from the 

  research that there's an inverse correlation between 

  perception of risk and social disability and use.  The 

  more kids think something is dangerous, will hurt them, 

  and is not socially acceptable, the less they're likely 

  to use it.  

            Social norms are involved.  We need to change 

  environments.  This isn't just about poverty.  This is 

  also about if there's alcohol served at every community 

  event and every social function that you're parents are 

  at, the community norms are going to tell kids this is 

  really a right of passage.  It's okay.  And that's 

  something that actually needs to be dealt with at the 

  community-wide level.  

            Raising awareness about the cost of 

  consequences of drugs, and then building skills.  This 

  is where the resilience comes in in youth, parents, and 

  communities to deal with these issues effectively. 

            So this is part of the universal prevention 

  that's community-wide and it's creating a community 

  context within which you can actually do your school-

  based, community-based, and other programs for 

  substance abuse prevention across the life span and 

  across levels of risk.  

            So as I said, gender differences are 

  incredibly important to understand when you're even 

  designing how you're going to collect your data in a 

  community to do your community assessment.   

            So this is really an interesting thing.  In 

  the stimulus package -- and this is how we came up with 

  the idea to really lay out what substance abuse 

  prevention at large would look like.  Among 10th 

  graders in the most recent Monitoring the Future 

  Survey, 30-day use of marijuana has eclipsed that of 

  tobacco. 

            So the Senate totally understood that tobacco 

  should be included in a health and wellness fund as far 

  as smoking prevention.  They actually didn't get it all 

  that drug and alcohol prevention should be included. 

            And part of the issue here is that we've done 

  a great job on tobacco.  We really have.  And we've 

  done it by using the paradigm we put in the beginning 

  of this.  Bill Corr will totally get this.  It takes a 

  whole community.  It takes changing norms.  It takes 

  changing policies, laws, practices.  It takes 

  enforcement.  It takes school-based programs.  It takes 

  parents talking to kids.  It takes workplace programs. 

   It takes dealing with high-risk kids, and it takes 

  intervening when people have started to use. 

            And kids get that tobacco is dangerous and 

  can kill you.  They are not getting the message for 

  marijuana.  They're thinking it's an herb, it's a 

  medicine, it's good for you.  Big problems here because 

  we know from the research that drug addiction, alcohol 

  addiction, tobacco addiction -- it's all developmental 

  disorders that begin in adolescence, sometimes as early 

  as childhood, for which effective prevention is 

  critical. 

            Increasing the age of initiation is the key 

  here.  We know for all substances, adolescents who 

  begin using anything before the age of 15 are four 

  times as likely to develop alcohol, drug, and tobacco 

  dependence as adults. 

            So if there's anything we need to get from 

  this it's that preventing use before it starts for 

  substance abuse is what's critical.  For mental health, 

  building resilience is a key.  It's a key in substance 

  abuse prevention too.  However, just building 

  resilience, a lot of resilient kids experiment with 

  substances.  They actually also have to get the message 

  that this is really not something that they need to be 

  involved with, as do their parents.  

            Cost-benefit for prevention, depending on how 

  you measure the costs and the benefits, can range from 

  $2 to $20 depending on what you're implementing and how 

  you're looking at it.  

            So basically a multi-sector public health 

  approach to substance abuse prevention is what we're 

  hoping will be looked at for health care reform.  This 

  is, obviously, a model, as Gail said before, that can 

  certainly be applied to a number of other chronic 

  diseases.  I think it is critical that whatever we do 

  at the community level we do not do in stovepipes, that 

  we need youth, parents, media, business, the faith 

  community, schools, law enforcement, mental health, 

  substance abuse treatment and prevention providers, and 

  other people who deal with youth to build resiliency 

  and skills.  So totally multi-sector. 

            Coalitions do use a strategic prevention 

  framework approach to how they deal with the issue.  

  It's basically data-driven.  So it starts with 

  assessments.  You're going to collect and analyze your 

  data across various sectors, across various data 

  sources, and it needs to be community data. 

            I'm just going to say it right here.  The 

  meth crisis was a crisis in specific communities.  At 

  the national level, it never showed up as a major 

  crisis, which is why it took a long time for anybody to 

  do anything about it, but in the communities where it 

  was a problem and they knew it was a problem, it was a 

  crisis.  So it's critical to have community-level data 

  and not just rely on national data sets because you're 

  never going to get down to what actually is happening 

  in your specific community.  

            I just wanted to put that the data-driven 

  slide from behind here up here.  Coalitions use a lot 

  of data.  Youth surveys, school-based surveys that talk 

  about what kids are using, the age of initiation, where 

  they're using, where they're obtaining are critical if 

  you're going to do a good community assessment.  But 

  they use police data, emergency room data, complaints 

  checked out, treatment admission data, and all of this 

  data can be segmented based on gender, and we would 

  recommend people do that at the beginning rather than 

  picking programs at the end where they haven't actually 

  done a good enough assessment.  

            On implementation, it's really important that 

  when you're picking what it is you're going to 

  implement, not just programs, but also environmental 

  strategies that you're implementing things that meet 

  your community's specific profile based on its data, 

  given every community is different.  

            And then evaluation.  Obviously, if you have 

  baseline data, you need to track your data over time, 

  report outcomes, and continue to collect and analyze 

  data. 

            For incorporating substance abuse prevention 

  into health care reform, what we are hoping is that the 

  coalition process and products is something that would 

  be considered, if there is a health and wellness fund 

  that is established.  It would be on par with what they 

  know works for tobacco.  We know it works for alcohol 

  and other drugs and that we would be looking at 

  universal prevention in that mode, so that if, in fact, 

  we want health care providers who deal with youth to 

  get involved, they should be able to talk to people at 

  lifetime transitions, like going into middle school.  

  Parents and kids should be talked to by pediatricians, 

  pediatric nurses, and other people about why it is not 

  a good idea to get involved with alcohol, tobacco, and 

  other drugs, and that should be something that is 

  reimbursed for.  

            Gender plays a role in all of this, and I 

  said it at the beginning.  For the most part, girls and 

  boys have different reasons for using drugs.  Girls 

  tend to use amphetamines and crystal meth and things 

  that actually help them lose weight.  Girls are very 

  interested in staying thin.  Therefore, they're 

  interested in taking drugs that are a little bit 

  different.  Females also tend to use alcohol, tobacco, 

  and other drugs to deal with stressful situations more 

  than males do.  

            The next thing is when we talk about the 

  Adverse Childhood Experiences study, the children of 

  alcohol-abusing parents, we're hoping that given we 

  know that those are subpopulations of kids that are at 

  highest risk and they might need more intensive 

  preventive interventions than the universal ones for 

  everybody, that in fact we screen for those things.  We 

  identify gaps in selected prevention services for kids 

  in communities and we figure out how to include that in 

  a medical home model for health care reform. 

            And then, of course, everybody is getting for 

  the indicated populations that screening and brief 

  interventions are critical.  

            So I want to leave you with our two cents 

  would be that we don't move so far down the continuum 

  in looking at this that indicated prevention becomes 

  where we start and that we start looking at kids who 

  have started to use, that we actually start doing this 

  process from the very beginning based on data so that 

  we have in place the universal and selective programs, 

  procedures, and policies that are needed to actually 

  help stop use before it starts in all kids of all 

  levels of risk.  

            MS. ENOMOTO:  Any burning questions for Sue? 

   Are we okay to move on?  And we'll have a chance for 

  more discussion, more questions.  Renata?  

            MS. HENRY:  Real quick.  Is this the plan 

  that's on the Web site?  

            MR. THAU:  On the SAMHSA Web site?  

            MS. HENRY:  On your Web site.  

            MR. THAU:  Yes.  We put this up on CADCA's 

  Web site recently.  

            MS. HENRY:  I had heard that CADCA has a 

  prevention for health care reform provision.  So I just 

  want to make sure this is -- 

            MS. ENOMOTO:  It's on your CD.  

            Gail?  

            MS. HUTCHINGS:  The four principles are going 

  to go up?  

            MR. THAU:  Yes.  We're going to put 

  everything up.  I have to say SAMHSA really -- and I 

  know Gail helped tremendously -- did something and it 

  targeted us to start thinking about really having 

  principles made sense.  So, yes, we're going to put 

  this all up on our Web site.  Thank you.  

            MS. GADACZ:  I just also would like to thank 

  the Advisory Committee on Women's Services for just the 

  opportunity for the Women's Services Network to be 

  represented here today.  

            I wanted to just give a quick background of 

  what the Women's Services Network is.  We were formed 

  back in 2007, and the Women's Services Network is a 

  component of NASADAD, the National Association of State 

  Alcohol and Drug Abuse Directors.  We sit underneath of 

  the National Treatment Network and in partnership with 

  the NPN, the National Prevention Network. 

            The Women's Services Network is comprised of 

  women's treatment coordinators, women's service 

  coordinators from all of the country, but so many of 

  our duties overlap in other areas such as adolescent 

  treatment, quality assurance regulation and licensing, 

  and mental health and also tremendous work with other 

  formal systems such as child welfare, criminal justice, 

  and our TANF system.  

            As the Women's Services Network was forming, 

  we knew we had to take a look at really key areas in 

  how we need to get our message promoted on a national 

  level.  So we broke out into four committees.  We have 

  a Treatment Standards Committee.  We have an Outcomes 

  Committee, a Committee for Criminal Justice Activities, 

  and then also a Committee for Pregnancy and Early 

  Childhood. 

            One of the things that was our probably 

  biggest accomplishment, being such a young 

  organization, was that we developed national treatment 

  standards that were published last year.  And I brought 

  of the book.  It's very voluminous.  If you want to get 

  a copy of the book, it's at nasadad.org. 

            But I think one of the things that we knew 

  was critical is as we start to take a look at treatment 

  standards, we knew that we had to be the voice to 

  define everything that we said, and we knew that once 

  we provided that type of definition, that we had to be 

  able to stand shoulder to shoulder to own the 

  information that was in here. 

            And it's easy to say women-specific 

  treatment, but there has to be a tremendous amount of 

  detail and definition behind what we actually mean.  

  There are 26 elements that are listed in the book, 

  everything from screening and assessment to medical 

  care and primary health care, trauma and violence, 

  family strengthening, and parenting. 

            But I think one of the things that as we were 

  developing the treatment standards, it became very 

  clear that the elements provided the detail.  The 

  detail is critical but it was the information that we 

  were gathering regarding prevention and early 

  intervention that were probably some of the greatest 

  lessons learned for all for the women's services 

  coordinators that were there.  It forced us to take a 

  look at the linkages that we have regarding prevention 

  and especially for children.  One of the things that it 

  really helped us define is that it is those 

  preventative interventions that truly become the prime 

  facilitators for family recovery. 

            One of the things that it helped us provide 

  some information is that even though addiction is a 

  heritable disease, we don't have to precipitate it, and 

  there are things that we can do with our own practice 

  to have an impact on our families by the way that we 

  behave, by the way that we define, and by the way that 

  we administer. 

            I think that what is important in regards to 

  health care reform is that, hopefully, with any bill 

  that gets introduced, it includes strong components for 

  prevention, for treatment, and recovery for substance 

  use disorders.  And that is something that is a given, 

  and that is a language that we all continue to convey 

  and something that we embrace from this moment forward. 

            I think one of the things that has been 

  mentioned earlier is that we know what's working in 

  States, and it would be incredibly challenging for us 

  to disassemble the infrastructure that States have 

  already established.  We have cross-systems 

  collaboration.  And when I talk about cross-systems 

  collaboration, it doesn't just mean formal systems 

  coming together.  It means that you participate and you 

  partner and you agree upon a philosophy as to how 

  you're going to help families heal, families that are 

  involved in multiple systems that have complex needs. 

            One of the things is that we're working in an 

  environment where our State revenues are declining. 

  They're brittle.  They're fragile.  And the one thing 

  that has been the constant has been the substance abuse 

  prevention and treatment block grant.  That is 

  something that has been our saving grace.  The federal 

  funding and the opportunity for the discretionary 

  grants is something that has been an incredible 

  blessing for States.  

            So we rely very heavily on the substance 

  abuse prevention and treatment block grant for 

  programming for women and their children.  I think one 

  of the things is that it allows for flexibility and 

  creativity in how we actually deliver our services.  

  There is tremendous comprehensiveness that we can 

  provide through the overarching structure of the 

  substance abuse block grant.  

            But I think one of the things that's 

  important is that the way that the set-aside is 

  written, it truly gives us best practice right within 

  the set-aside itself.  I would hope that as bills get 

  introduced, that we would continue to embrace issues of 

  working with pregnant women, especially the 48-hour 

  rule.  I think that that's something that helps us as 

  far as relationships that we have with our local 

  providers in ensuring that individuals, especially 

  pregnant women, access services in an incredibly timely 

  manner.  

            I think one of the things that is very 

  interesting is that -- 

            MS. ENOMOTO:  Sorry.  Could you clarify the 

  48-hour rule?  I think there are some people that may 

  not be familiar.  

            MS. GADACZ:  The block grant has a 

  requirement that a pregnant women is the first priority 

  of service.  If a pregnant woman presents at a 

  treatment facility, she has to be engaged in services 

  or interim services or priority placement within a 

  48-hour period of time.  How it's applied within 

  certain States is if that can't happen, a provider then 

  would contact the women's treatment coordinator and we 

  find a placement for her.  So that's basically how we 

  do that. 

            I mean, obviously, that's incredibly 

  critical.  Not only are we treating, but we're also 

  preventing.  So those are some things that we really do 

  need to take a look at as how it has an impact on a 

  family.  

            I think also with women's treatment, there 

  are a lot of things that do not cleanly fall into a 

  definition of medically necessary, but they are 

  definitely needed services.  So we need to be able to 

  try and find a balance of addressing those things that 

  are medically necessary and those things that are 

  clinically sound, such as assessing the woman and a 

  child as a unit, providing child care, and 

  transportation.  And even though transportation might 

  be components within certain health plans, there's not 

  consistency across the board.  

            So the prevention and treatment block grant 

  allows us to truly incorporate prevention and recovery 

  services at the treatment level, and those are some of 

  the things that are critical.  

            I sit here representing the State of 

  Wisconsin, and I'm very aware that what works in 

  Wisconsin works in Wisconsin.  I would never try and 

  sell our treatment model to my neighbors to the south, 

  to individuals in Illinois, or to my neighbors to the 

  west in Minnesota or Iowa. 

            I think that one of the things is that we 

  really need to be able to embrace the current State 

  systems and how we can have a balance and have an 

  interaction between anything that gets moved forward 

  regarding health care reform and what States are 

  currently doing because we have our pulse on how our 

  citizens respond to the treatment services, the 

  prevention and recovery activities that we have 

  available.  So there really does need to be something 

  that works directly with the State agencies to deliver 

  those services.  

            I was pleased that stigma was continually 

  discussed because I think that our language is 

  something that is incredibly important.  Stigma still 

  does exist.  When we were developing the guidance 

  document, we were very clear to use the phrase 

  "substance use disorders" throughout the entire 

  document.  Our language is something that is incredibly 

  significant in how we have an impact on stigma. 

            I have to say something that might be 

  unpopular, but maybe it's time for us to take a look at 

  the phrase "behavioral health."  Even though I know 

  that our disease has an impact on behavior, sometimes 

  it sends a confusing message.  We treat disease, and 

  the science supports that.   And I think that that's 

  something that will really help when we take a look at 

  stigma reduction too because our families are, you 

  know, the individuals that are basically telling us 

  that.  Stigma reduction starts with accurate disease 

  information and it does start with the messages that we 

  give.  

            I think, in closing, what I would like to say 

  is that the members of the Women's Services Network are 

  the eyes and the ears and the voice of the people that 

  we serve in our States.  Kana, we appreciate the 

  opportunity and we would like to just say use us.  Use 

  us for anything else that you'd like.  I mean, there is 

  tremendous overlap with activities of serving women and 

  girls and women and their children.  There's a 

  tremendous wealth of information and a willingness to 

  help in any activities that you have in the future. 

            We get tremendous support from NASADAD, and I 

  know that Rob Morrison is sitting behind me.  He 

  directs the policy work at NASADAD for the association. 

   So use him and direct future inquiries to Rob and to 

  Barbara Durkin.  I know Sharon Amatetti is sitting back 

  there, and she gives us tremendous support from CSAT 

  and has always been a champion for us.  And the Women's 

  Services Network was fortunate to have a place on the 

  Core Competencies Panel.  

            But I think, in closing, just to revisit the 

  key ideas is that prevention, treatment, and recovery, 

  all three of them, are listed in anything regarding 

  health care reform.  Maintain what States can do 

  regarding the infrastructure that we have.  Maintain 

  the block grant, please.  And give States the voice 

  that we really do need to continue to move forward.  

            So thank you.  

            MS. ENOMOTO:  It is interesting to try to 

  balance the idea of moving forward with something bold 

  and sort of some wholesale change in health reform 

  because we can't buy health the way we're currently 

  structured, but then not to lose the strengths of what 

  we know is working in States and communities right now. 

            So with that, I will preempt any questions.  

  We will go with Bill, who is going to share with us a 

  little bit of his perspectives on where the health care 

  reform dialogue is currently. 

            MR. EMMET:  I will try to do that, Kana.  

  Thank you.  

            It is a privilege to be here.  Thank you very 

  much for inviting me.  It's, among other things, 

  already been a great learning experience just to sit 

  here and listen to the other presentations.  

            It might be useful just to quickly give a 

  little sense of what the Campaign for Mental Health 

  Reform is to those who don't know.  The Campaign for 

  Mental Health Reform was started up when the 

  President's New Freedom Commission on Mental Health was 

  meeting.  So it's a little more than six years old at 

  this point.  It was started by the major mental health 

  organizations to try to present a united voice in 

  support of the recommendations of the New Freedom 

  Commission.  We can discuss at some other point whether 

  it was successful in doing that. 

            But as things evolved, we began to see that 

  health reform is going to be a major issue on the 

  horizon.  So about two years ago the Campaign for 

  Mental Health Reform -- more than two years ago, two 

  and a half years ago now, the campaign member 

  organizations got together for a couple of retreats and 

  began to look at mental health in the context of 

  broader health care and sort of made our catch phrase 

  "mental health is integral to health," and that guided 

  our activities from that point forward till now. 

            Obviously, we weren't alone in seeing that 

  health reform was on the horizon.  I think it's also 

  instructive to really think a little bit about why 

  health reform is happening right now.  It's happening, 

  obviously, because there are 47 million uninsured 

  people in the country, and it's happening, obviously, 

  because the health care sector comprises about 17 

  percent of our economy at this point, which is far more 

  than is true of any other industrialized nation. 

            I think it has taken up a little bit more 

  urgency over the last year precisely because of the 

  economic downturn, and I think when you listen to 

  President Obama and the people he has been meeting with 

  today from across the health care stakeholder 

  community, including the insurance companies and pharma 

  and so forth, they recognize that there is a tremendous 

  urgency. 

            So I think it's important for us to bear in 

  mind that there are huge forces propelling health 

  reform forward and mental health and substance use 

  disorders, but mental health, being my main bailiwick, 

  is really just a small part of what's going on.  

            That said, I think it's also important that 

  we look at what has happened in the last year, 

  specifically the passage of parity legislation on 

  October 3rd, 2008, the passage and signing on the same 

  day, October 3rd, 2008.  That was something that a lot 

  of us have worked towards for a long, long time, the 

  better part of two decades in some cases.  I think we 

  felt it was very necessary to see parity enacted and 

  passed into law before health reform was really taken 

  up because it was necessary to have that platform for 

  us to move forward.  It was necessary for us not to 

  have the discussions that took place in '93-'94 about 

  whether mental health should be part of the health care 

  discussion.  And in many ways, having parity in place 

  obviated that discussion.  

            It was also a little bit dangerous, though, I 

  think that parity took place last year because it does 

  give some policymakers and some legislators the 

  opportunity to say, well, mental health was taken care 

  of last year.  You just now should go back and be quiet 

  and watch what we at the adult table do now. 

            So I think our approach to health reform has 

  to take account of that tendency on the part of some 

  policymakers.  I think I will say, having identified 

  that danger, that there has been less of that head-

  patting going on than I would have expected in many 

  cases from members of Congress and, indeed, from the 

  administration.  So I think that we are part of the 

  conversation in a meaningful way in many of the 

  corridors.  

            So it is important to look at what's driving 

  the conversation, and it is costs, first and foremost, 

  just a recognition that the costs of health care are 

  out of control and need to be curtailed.  We see that 

  as the conversation has moved forward, and I'm sure  

  you've all seen the news today that President Obama is 

  meeting probably right this very moment with leaders of 

  industry who are presenting him a plan that they claim 

  will save $2 trillion over the next decade or 

  something.  So it's important to recognize that costs 

  are very important, that the uninsured population is 

  very important, and then what's driving the 

  conversation beyond that is a lot of the solutions that 

  people are coming up with.  

            So our task is really to demonstrate that 

  when you talk about costs, for example, you can't talk 

  about the cost of the health care system without 

  recognizing that mental health and substance use 

  disorders are significant drivers of that cost.  There 

  are real consequences to not addressing mental health 

  and substance use disorders in health reform.  The 

  consequences can be seen in the poor outcomes and the 

  higher costs that arise when you fail to take 

  depression into account when you're treating diabetes 

  or heart disease or any number of conditions. 

            Similarly, the costs are obvious when you 

  look at the health of people with serious mental 

  illnesses and talking about the diminished life 

  expectancy of people with serious mental illnesses, the 

  25-year diminished life expectancy.  I think 

  policymakers have been really forced to sit up and pay 

  attention to facts like that, and it has helped 

  tremendously to be able to go to Congress and to say 

  that that is an issue that you've got to address. 

            It helps tremendously to be able to say -- 

  you know, if you want to talk about prevention -- and 

  obviously, as has been already discussed here, a 

  favorite example in prevention and health care in 

  general is tobacco use cessation.  It's very helpful to 

  be able to say that people with mental illnesses 

  consume perhaps half of the cigarettes produced in this 

  country.  People sit up when they hear that, and 

  policymakers begin to pay attention to that.  

            So I think part of our task has been to use 

  that kind of information, the kind of data that Sue was 

  talking about, and use it just to insert mental health 

  into the broader health care conversation.  I think at 

  that, we are finding ourselves somewhat successful. 

            What I think the health care reform 

  conversation has done, in other words, in many ways is 

  similar to what the parity conversation did, which is 

  to give us a platform to talk about mental health in 

  new ways.  If you think back to before parity was being 

  discussed, we didn't have any real way to talk about 

  the gross discrimination that people with mental 

  illnesses were experiencing in many facets of their 

  lives.  But what the mental health parity conversation 

  allowed us to do was to say, look, here are people with 

  all of these other conditions who got unlimited, in 

  many cases, access to health care and here are people 

  with mental illnesses who have lifetime caps, who have 

  dollar limits, and treatment visit limits that really 

  are discriminatory.  So we were able to say that, and 

  we've largely won that battle.  

            Now we're able to talk about mental health 

  and substance use in the context of broader health care 

  and show that mental health and substance use disorders 

  are really integrated into all aspects of health care. 

   So to me that's tremendously exciting and it really 

  has changed the conversation, and I think it's done it 

  in several different ways.  

            First of all, I think that we in the mental 

  health community are talking with our colleagues in the 

  substance use community in a way that we have not done 

  before.  That's very exciting.  

            I think we're talking with our colleagues in 

  the broader patient advocacy community in a way that we 

  haven't before because, as the kind of information that 

  I've just been talking about has come out, we've been 

  approached by people from the cancer societies and the 

  diabetes foundations and heart disease people.  And we 

  are now working increasingly with the National Patient 

  Advocacy Foundation or the National Health Council in 

  getting this information out.  That's tremendously 

  exciting.  

            And I think it's also very exciting to be 

  able to work with SAMHSA in the way that we have.  I 

  know Mark is going to talk in a moment about some of 

  that.  What we've realized, I think, through all of 

  this is that we do have to be putting out common 

  messages.  We have to be consistent in what we're 

  saying, and we have to be clear that each of us has 

  entre to different portals.  And if we coalesce and use 

  the different entryways that we have, we're going to be 

  able to be very successful. 

            Today, for example, I know that Secretary 

  Sebelius has just announced her health reform team.  I 

  think that SAMHSA is going to have a significantly 

  better opportunity to impact what goes on within that 

  health reform team than those of us on the outside may. 

   So it's very important that we are all saying the same 

  thing.  

            So what's going to happen?  It's an 

  interesting question that I'm certain I don't have the 

  answer to.  As we all know, we have the administration 

  leadership, and I think that President Obama has done a 

  tremendous job of placing health reform on the agenda 

  and keeping it there.  From my visit to the White House 

  for the health summit and everything I've read since 

  then, I think he won't be quiet until it's achieved.  

  So I think that from the administration's standpoint, 

  that's very exciting.  

            I think seeing what Congress has done -- the 

  HELP Committee started meeting last year, and has been 

  doing work that's going to kind of come to a head on 

  May 22nd when they produce language.  That's going to 

  be very interesting to see. 

            The Finance Committee got a little bit of a 

  jump with the white paper that they produced last 

  November or December, whenever it was.  And now they're 

  in the process of holding their roundtables and 

  producing their policy options that come out of those 

  three roundtables with ones on -- what are they?  

  Coverage, financing, and wellness.  The Finance 

  Committee is looking at a slightly different cut than 

  HELP.  They're looking at quality -- I'm sorry.  I'm 

  just having a bit of a glitch here, but I will look 

  that up in a moment.  I've got it here in my little 

  book.  

            Anyway, so they're producing their papers 

  that will all be out by the end of this month.  So 

  there's going to begin to be a convergence of many 

  solutions on the table.  

            Meanwhile, in the House, the three committees 

  of jurisdiction, Ed and Labor, Energy and Commerce, and 

  Ways and Means, are all holding a lot of hearings and 

  will be producing language as well.  

            But what I think is important for us to 

  realize at this point is that a lot of the language 

  we'll see will be about things that are, of course, of 

  interest to use in the mental health community but 

  probably not as central to the areas of greatest 

  concern to us, as some are.  They will be producing 

  papers and legislative language on coverage to make 

  sure that there's universal coverage.  By the way, 

  that's of central importance to the mental health 

  community because something like 34 percent of people 

  with mental illnesses are among the uninsured or 34 

  percent of the uninsured are people with mental 

  illnesses.  It cuts both ways.  

            I think it's important to look at financing, 

  obviously.  We have many concerns about financing.  We 

  want to make sure that Medicaid, for example, is kept 

  intact or at least the services that are covered by 

  Medicaid are kept intact.  

            And we want to make sure, obviously, that 

  benefits are covered.  I think it's in benefits that 

  we'll see a little bit of a kicking the ball down the 

  field.  I don't think that we're going to see detailed, 

  descriptive legislative language about what the benefit 

  packages are going to look like. 

            So let's just take the optimistic scenario 

  that there is legislation on health reform passed and 

  signed into law by this fall.  I think what that will 

  precipitate will be a real discussion about what 

  benefits ought to look like, and depending on what 

  mechanisms they put in place to determine benefits, 

  that's a conversation that could go on for some time I 

  think, particularly if there's a commission or some 

  kind of a national health policy council.  

            In closing, I think we've got to really think 

  about how all of this affects mental health.  We have 

  gone along for decades, if not more than a century, as 

  kind of a separate entity.  As Dr. Jones was talking 

  about, the whole mind-body divide has been instituted 

  in policy and we've all been in some ways the victims 

  of that.  Now we have the opportunity to look at 

  integration in a really meaningful way. 

            But I think in doing that, we have to really 

  bear in mind the admonition that comes from Richard 

  Frank and Sherry Glied's book, Better But Not Well, in 

  which they say, yes, it's very important that mental 

  illnesses be mainstreamed.  As in other areas of 

  medical care, people with mental illness will gain from 

  efforts to improve the quality and outcomes of 

  treatment across providers and health plans. 

            But the policy challenge is to encourage the 

  integration of people with mental illness into the 

  mainstream, at the same time recognizing unique 

  features of their circumstances that social and medical 

  insurance programs must take into account to 

  effectively serve them.  I think that applies to what 

  the Advisory Committee for Women's Services is 

  discussing as it does to all of mental health. 

            Thank you.  

            MS. ENOMOTO:  Thank you.  Thank you very 

  much, Bill. 

            I want to get to Mark next.  If there are any 

  burning questions for Bill -- and I know that Dr. Jones 

  also needs to leave in a couple of minutes.  So any 

  burning questions?  

            (No response.)  

            MS. ENOMOTO:  All right. 

            Mark is going to -- what do you call it?  

  Who's the last hitter when you're doing baseball? 

            MR. WEBER:  Cleanup. 

            MS. ENOMOTO:  He's batting cleanup.  That's 

  right.  And just share with you all, kind of walk you 

  through what the SAMHSA process has been.  We did, 

  Mark, send out the call for papers to the ACWS members 

  so they would have that window to it, but if you could 

  talk about kind of where we are and where we're headed, 

  that would be great.  

            MR. WEBER:  Okay.  A quick little how this 

  started, and it started with the SAMHSA Advisory 

  Council in a sense.  Given your role as advisors, we 

  thought it would be great to ask our advisory council 

  members their ideas on health system reform and how 

  they saw it playing out and what would the role of 

  SAMHSA be.  We worked with our advisory council in sort 

  of looking at it.  It's like, well, assuming it's going 

  to happen, this is the future and how do we need to be 

  positioning ourselves.  So anyway, that was a beginning 

  point for the SAMHSA journey on this.  

            And then there's sort of the very practical 

  approach in terms of having been around here long 

  enough and in the government long enough to know that 

  one day, somebody is going to ask us for a paper.  And 

  instead of scrambling to write it, we figured we would 

  have it in our back pocket.  So we haven't been asked 

  for our paper yet, but I hear that clock ticking. 

            In order to start that process -- and it has 

  been an iterative process.  It's been a pretty fun and 

  exciting process, and it seems to be having the 

  intended effect at this point in time.  So, again, as I 

  said, the initial goal was to have it when asked. 

            What we started out with is, after the 

  election, we held a series of constituent group 

  meetings.  We met with the mental health groups.  We 

  met with the substance abuse groups, solicited ideas, 

  thoughts, and opinions.  Each of those two separate 

  groups put together a report. 

            We also then had an all-hands meeting with 

  all of SAMHSA's employees, broke them out into work 

  groups, got their ideas and input.  That meeting has 

  also resulted in another paper.  

            We started weekly executive leadership team 

  meetings in terms of let's have a lunchtime discussion 

  on health reform.  We've been inviting in our, I call 

  them, traditional constituent groups.  That means they 

  have substance abuse or mental health in their names.  

  And then the nontraditional groups, the American Public 

  Health Association, American Medical Association, 

  people we always talk about needing to talk to but 

  sometimes don't get around to doing it, and they came 

  in.  

            We had another luncheon with consumers, and 

  always when you reach out to the consumer group, it 

  never fails for me that that's where the story gets 

  told.  We had a woman.  She came in and she was in a 

  wheelchair.  She had adopted three children, all with 

  serious emotional disturbance needs.  She sat there and 

  told the SAMHSA executive leadership team, I don't know 

  how I've made it this far with all the multiple 

  challenges that she and her family have faced and what 

  was going on. 

            And next week we're bringing in -- or 

  actually this week we're bringing in a number of 

  leaders from the criminal justice community.  The 

  county folks -- it was pretty interesting -- said to 

  us, you know, if you don't do health reform and include 

  substance abuse and mental health services in it for 

  the sake of people who need them, you need to do it for 

  the sake of your counties because we're running out of 

  money putting so much money into our jails because 

  that's where your population is going.  So if you don't 

  do it because of people needing it, we need to do it 

  for our counties.  

            We've also put out a call for papers, went 

  broad and wide, put together a template, solicited 

  communities across the country to join in, constituent 

  groups.  My favorite account is a rural mental health 

  group in northern Wisconsin sent it out on Twitter.  So 

  we have been twittered and tweeted.  And the good news 

  is all responses came back with 140 characters or less. 

            (Laughter.)  

            MR. WEBER:  So we're really getting sharp on 

  the message there.  

            So anyway, we've taken this, and so very, 

  very true to the initial intent, we wanted to reach out 

  to the field, reach out to those with a stake in the 

  issue.  Sort of the common element to all of this is 

  meeting the multiple needs of individuals where they 

  are in a meaningful.  And that sort of brings it all 

  together for everybody, whether you're arguing over a 

  particular minutia issue or not.  But everyone who has 

  submitted has that common goal in mind.  

            As a result of that input, and as a result of 

  all these meetings and the staff at SAMHSA, and working 

  with Gail, we actually have developed a paper that has 

  10, as of today, consensus principles around what we 

  want and how does it fit in.  I believe, true to form, 

  this is a reflection of the community to their 

  government about what needs to happen.  So we're 

  working with that consensus document right now.  It's 

  not that that consensus document, once we say it's 

  done, is going to be the end of it.  It actually is 

  sort of the beginning of the next phase of all of this 

  in terms of what we're hoping and what the desired 

  outcome is and what would be successful is that 

  everyone who talks about substance abuse or substance 

  abuse and mental health issues starts out with here are 

  the 8 broad principles or the 10 broad principles or 

  the 12 or whatever it ends up being that we are 

  concerned about and how it fits into health reform.  

  And today I'm here to really talk to you about 

  principle number four, which I'm not sure -- it may be 

  workforce -- and how the mental health and substance 

  abuse workforce fits into advancing health in the 

  overall reform effort.  

            You know, one of SAMHSA's roles is, again, to 

  make the government work for the people that we serve. 

   We have gathered your opinions, thoughts, ideas, tried 

  to produce an accurate reflection of what that is.  We 

  are ready to hand in a paper when asked, and believe 

  me, if we're not asked, they're going to get it anyway. 

   But we'll get into that after lunch.  And we hope it 

  has provided a valuable service to the community and 

  constituents and that woman in the wheelchair who 

  walked in with all those multiple needs. 

            So if I can answer any questions, I'd be 

  happy to do that.  Otherwise, we're on time.  

            MS. ENOMOTO:  Thank you, Mark.  I want to 

  really credit Mark who has stepped into the breach and 

  taken this on very enthusiastically and very 

  skillfully.  He was the right guy for the job.  He 

  knows the players.  He can bring people together.  He 

  knows how to produce good products and find the win-win 

  solution in face of every challenge.  So I think it has 

  worked out very well.  So thank you, Mark.  

            And also thank you to the constituents.  

  SAMHSA has its own couple of papers or many papers or 

  series of papers, but the consensus principles are not 

  SAMHSA's principles.  They are, like Mark said, a 

  reflection of what was received and was sort of put 

  together on behalf of us just because we paid the bill 

  by Gail, but really on behalf of the whole field.  I 

  think it's a real credit to all of the organizations 

  who, perhaps through the experiences of parity and 

  stimulus and other things, have also agreed that we do 

  need to work together.  So we may be having a role in 

  convening, but there would be no convening if there 

  were nobody else at the table.  Everyone to a person, 

  to an organization, has said, yes, we all need to work 

  together to do this. 

            We're always checking in.  How are the 

  comments coming?  How was the paper received?  What 

  were the reactions.  I guess maybe if you could speak a 

  little bit to how the organizations have responded in 

  terms of support.  

            MR. WEBER:  Well, so far, the response has 

  been favorable.  We're in the process right now of 

  looking at -- again, I'm sort of very practical about 

  these things.  It's like listening and responding.  

  It's like do we need 10 principles.  Maybe we could do 

  it better with eight.  And we have gone out fairly far 

  and wide with asking for comments on the consensus 

  document, and the feedback has been favorable.  I have 

  not seen anyone who has said we can't live with this.  

  We aren't even near that.  So far, so good.  We're 

  almost to the goal line.  Let's get health reform done 

  and celebrate when it says "comma mental health and 

  comma substance abuse."   

            Now I will go off on the whole thing here, 

  but it's like I think the entire health system needs to 

  look at mental health and substance abuse in terms of 

  how we create a new health system because when you look 

  at the programs that this agency funds, it is all about 

  that recovery-oriented system of care and what does it 

  take to get a person, whether they have diabetes or 

  bipolar, to the treatment center.  In terms of 

  prevention, it's all about communities and families and 

  parents and kids. 

            My gosh, if you could get the heart disease 

  people to start thinking about things in the way we do, 

  we would have a pretty incredible health system.  So 

  I'm trying to, as I talk about health reform, lead in 

  terms of, you know, people need to be looking at us to 

  figure out how to do it versus us chasing the train.   

            Anyway, last little commercial there for what 

  everybody in this room and this organization helps 

  support and the values that stand for it should be out 

  there promoting.  Thanks.  

            MS. ENOMOTO:  Thank you.  So thank you to our 

  panelists, and thank you to everyone in the room for 

  your patience. 

            We're going to take a short break to get 

  lunch.  Nevine will walk you through the logistics of 

  that.  And then after we convene, I hope we do have our 

  audience members coming back because I'd like for that 

  to be an interactive conversation both with folks from 

  the audience who have questions and comments and from 

  our members.  

            (Whereupon, at 12:05 p.m., the meeting was 

  recessed, to reconvene at 12:30 p.m., this same day.) 

                     AFTERNOON SESSION 

                                             (12:30 p.m.) 

            MS. ENOMOTO:  Thanks to everyone for agreeing 

  to work and eat at the same time.  We appreciate your 

  dedication to the cause.  

            We're going to resume the discussion based on 

  our panelists' presentations.  So this is a time for 

  the members to ask any further questions, offer your 

  thoughts and perspectives.  I did ask Gail, because she 

  had such an instrumental role in putting together the 

  draft, to a do a brief review of the principles.  I 

  don't know that everyone in the audience has a copy of 

  them.  All of the members have them on the back of 

  Mark's bio, I just want to point out.  We're saving 

  paper.  It's page 8-9 in your booklets.  

            Before we get to the principles, I did want 

  to go back to Sue and Bill a little bit on your take on 

  the context.  So I appreciate your thoughts on where 

  prevention is in health reform, where mental health is 

  in health reform, and I think both of you touched on 

  this, but sort of where are those staffer 

  conversations, where are the committee conversations, 

  when do we expect to be able to react to something, 

  what are the opportunities to get in before then, what 

  are they looking for, and kind of what level of 

  granularity or grandiosity are they getting.  

            I had an opportunity to hear Senator Wyden 

  speak on his bill, which was introduced a long while 

  back.  I mean, he's talking about getting rid of 

  Medicaid.  I don't know that that's really a viable 

  option.  There are a number of things that have sort of 

  been taken off of the table.  If you two could kind of 

  get at some of those policy perspectives.  

            MR. EMMET:  Well, I think the opportunities 

  to impact at least the first draft of any of these 

  things are pretty much gone.  As I said, I think the 

  HELP Committee is going to be producing language on May 

  22nd. 

            The Finance Committee is producing its policy 

  options papers right now.  I fixed the brain glitch 

  here.  They produced their one on delivery system 

  reform already.  Tomorrow we'll see the one on 

  coverage, and then we'll see the financing and cost 

  containment, revenue control, and so forth in another 

  week or so.  They're having their roundtable on 

  Wednesday, I think, or Thursday.  Thursday. 

            So I think those opportunities are almost 

  done. 

            But I think what that does now is it gives us 

  a sense of where the different committees are headed 

  and allows us to enter the conversation at a different 

  level than we've been able to to date.  It's all been 

  speculative to this point, and now we're going to be 

  able to react to something that's in black and white.  

  Does that make sense?  

            MR. THAU:  I just want to say that if there 

  is a health and wellness fund, part of it, from what 

  I've been told too, is our hundred pages is going to be 

  boiled down to maybe a sentence or two of language.  

  And to get that sentence or two or three of language in 

  is what's going to be critical.  But unfortunately, it 

  takes all of this work behind it to show that we 

  deserve to be in there, belong to be in there, and have 

  thought it out to the point that it's worth 

  considering.  So I think all of this is extremely 

  important.  But in the end, it might be that we're 

  fighting literally to have a sentence in a couple of 

  places in the bill.   

            MR. EMMET:  No.  I think that's right.  I 

  mean, clearly, they have been looking at prevention, 

  for example, and prevention in pretty broad terms.  I 

  think it's just very important for us to be able to do 

  what Sue has done and many have done, to be able to 

  offer examples of preventive approaches that are 

  working in Wisconsin or someplace that they can draw 

  from.  I think we need to continue to do that. 

            The opportunity for strengthening what's 

  going to appear in language in the next couple of weeks 

  is going to be real, but it's just affecting what's in 

  the language that we'll see -- that opportunity has 

  passed.  

            MS. ENOMOTO:  Renata?  

            MS. HENRY:  A couple of comments.  I was 

  talking to Bill.  I think now more than absolutely ever 

  -- I don't think there's room anywhere in this 

  conversation for mental health/substance abuse 

  separation.  That's over.  It has to be a mental 

  health/substance use, substance use/mental health.  I 

  understand the concern about behavioral health, 

  whatever.  But it can no longer be separate.  As a 

  matter of fact, from my perspective, I think we can 

  only talk about it together. 

            I listened to Sue talk a little bit about the 

  block grant.  So I think that's another area where when 

  they talk about coverage, I'm real interested to see 

  the roundtable outcome on coverage because how do you 

  fund coverage.  Right now, the block grant funds a lot 

  of services for people with no coverage.  So what 

  happens to our block grant, for example, when they 

  begin to fund coverage and expand coverage?  So I don't 

  know.  Do we argue that you leave the block grant 

  intact and find new money and other money to expand 

  coverage?  I don't know.  

            So those were the couple things that come to 

  mind for me. 

            But especially at State levels, I just don't 

  think we can afford to have separate systems.  It can't 

  be a separate mental health system.  It can't be a 

  separate substance abuse system because when it comes 

  to really carving out what's going to be the -- and I 

  don't mean carve out in terms of Medicaid or managed 

  care, but the specialty system, however you define that 

  -- it's not going to be a subsidy specialty system.  

  It's going to be the specialty system for those two 

  conditions.  

            Gail, maybe you'll speak to this around the 

  principles.  I had a question about the principle that 

  speaks to the workforce where it talks about 

  galvanizing the behavioral health workforce.  I'm not 

  sure what that means, so I'll be anxious to hear that. 

   And I do think that that's an issue that we're going 

  to have to face head on in the systems around the role 

  of the various individuals in our systems that deliver 

  services in a medical -- in health reform as we look at 

  medical systems and going into the health system, 

  becoming an integrated part of the health system.  So 

  the roles and what will those roles be of the various 

  individuals in our system as it currently stands in a 

  reform system because our medical system and our health 

  system is such a credentialed system.  So it's going to 

  be interesting. 

            And I think that's something that we have to 

  face head on because we have paraprofessionals working, 

  as do other parts of the health system have 

  paraprofessionals.  But what's going to be the role of 

  our paraprofessionals?  I think that's something that 

  we have to hit head on and begin to have those 

  discussions. 

            So are physicians integrating into the 

  primary care system?  I think about my own experiences 

  with specialty systems.  There's the expectation that 

  whatever happens with the specialists that I go to see 

  -- all of that information is coming back to my primary 

  care physician so he can manage it all and we can talk 

  about it.  So what does that mean for us? 

            So we're talking concepts now, and I think 

  that's what everybody is because that's where we are in 

  health reform.  But I think there are a lot of 

  implications for our system that we need to start 

  having those discussions now. 

            I was telling a couple of people when I leave 

  here tomorrow, I'm on my way to Ocean City to talk to 

  the Maryland Alcohol and Drug Directors Council.  I've 

  been pretty blunt with them.  Number one, if you can't 

  generate a claim, you're not going to be in business, 

  and a lot of our system cannot generate electronic 

  claims.  

            Two -- and it resonates again what Sue was 

  saying earlier -- how are we structured?  What do we 

  have to do to survive?  The halfway houses, for 

  example.  I'll just use that.  The mom and pop halfway 

  houses.  And I'm not saying that negatively at all.  

  But what is their role in the system and where do they 

  fit? 

            So I think we have a lot of looking in our 

  own systems that we have and figuring out how do they 

  reconfigure, restructure, partner from an 

  infrastructure standpoint.  So when I talk to the 

  directors, I say, look at your infrastructure.  Who are 

  you partnering with?  Who do you work with?  How do you 

  relate to primary care even now? 

            I'm actually thinking that significant 

  wholesale change for our systems of care that we really 

  have to begin to think about, on the other side, how do 

  we emerge and what do we look like?   

            So that galvanizing the workforce is a good 

  one, but I'll be interested to hear what you mean by 

  that.  

            MS. AYERS:  I'm curious and I'm naive.  So 

  I'm curious about the role of the health insurance 

  companies in kind of crafting this.  I'm pretty much 

  driven 24/7 thinking about business models because 

  that's pretty much just what I do.  Yes, I'm a 

  clinician, but right now I just have to try and figure 

  out how to pay for getting the services delivered. 

            Again, back in Massachusetts, I know we've 

  got the health care thing going on, but this lawsuit 

  that was brought -- it's called Rosie D.  And I know 

  some people are looking at it.  It was brought against 

  Medicaid.  It's only going to serve the Mass Health 

  kids, but it finally is going to bring the kinds of 

  services that community-based agencies have been 

  bringing for some time and that would be a pairing of a 

  clinical person and then a parent partner or a family 

  advocate or whatever you want to do. 

            And the conversations back and forth between 

  CMS and our people have been endless.  We did finally 

  get the intensive case management approved, but who 

  knows if CMS is going to approve.  We heard Oklahoma 

  got sort of these parent partner people.  I think you 

  have to come up with a fancier name so it sounds more 

  medically necessary.  

            This whole issue around medical necessity 

  versus a more rehab model or recovery model, however 

  you want to think about it, and the different levels of 

  care delivery and the people we need to do that in the 

  system -- you know, it's pretty complex. 

            I know, again, we carved out or the policy 

  people carved out mental health and substance abuse for 

  the very reason that in the HMOs that were supposed to 

  be responsible for the overview -- and these are just 

  regular HMOs.  You know, their profit was in not doing 

  substance abuse and mental health.  So a fraction of 

  their premium went -- well, 75 percent went to the 

  management, of course, but of the 25 that's left, I 

  mean, like 2 cents went to mental health and substance 

  abuse, and the rest went to medical care.  

            So I mean, the business model we have driving 

  this now worries me.  The medical necessity piece, as 

  Renata was saying, worries me.  And then the concept of 

  the family as a whole -- I was thinking if you can 

  figure out how to design a health care system around 

  the mom in a wheelchair with her three kids that were 

  adopted, so they probably had all kinds of different 

  health insurance issues, you'd probably be ahead of the 

  game. 

            So the role of the health insurance companies 

  is something I'm real curious about.  

            DR. CHIN:  I guess overall the principles are 

  ones that seem very positive and I agree with. 

            I think the question is how to -- when you 

  talk about integration, clearly it's something we've 

  talked about for a long time.  It hasn't happened.  But 

  there's a problem with the dichotomy between the, say, 

  primary care and specialty care and where mental health 

  and substance abuse should or should not fit in.  In 

  one sense, defining it as specialty care, whether it's 

  a carve-out, is also problematic when we talk about 

  where mental health enters the primary care system at 

  the very outset in terms of both medication and care.  

  So to make it into a specialty becomes problematic.  

            And I guess the point is with our current 

  system -- when we're talking about health care reform, 

  we're still using the term to define it as it currently 

  exists.  And how do we create a system that really 

  talks about integration in a way that doesn't simply 

  dichotomize it from primary to specialty care?  

            MS. HENRY:  So now when you go to a 

  specialist, why do you go?  And what is the threshold 

  for being referred to a specialist?  

            DR. CHIN:  That's right because also that's 

  been a deterrent because the move to primary care as 

  the gatekeeper and so on was done in response to the 

  high focus on specialty care in which the health care 

  system was not looking at the whole person and the 

  attempt to move towards a primary care model as a 

  gatekeeper and all of that.  But it got overdone and 

  now you're not able to then go for the specialty care, 

  and so everything gets channeled back to the primary 

  care.  And that's not as efficient either in terms of 

  addressing a holistic view of health.  

            DR. RIOS-ELLIS:  Susan, when you were 

  speaking, I'm going right back to what happened in 

  California where voters voted in Medi-Cal.  We voted to 

  provide care, and all of a sudden, basically the care 

  in California for the indigent was being conducted by 

  two large insurance companies.  And they started 

  cutting and cutting and cutting.  And it wasn't just 

  mental health services.  It was 90 percent of glucose 

  tests and all kinds of things were happening that 

  shouldn't have happened.   

            And I go back to that integration of what I 

  saw where there was a physician and then you moved from 

  the physician to the social worker or you moved to the 

  nutritionist.  And child after child after child, there 

  was that opportunity to integrate, and people within 

  those specialties had the responsibilities.  And 

  everyone literally worked together with the important 

  piece being -- and again, it's a totally different 

  system -- not where you're going to finance it from, 

  which obviously I know we're in the United States and 

  that's what we have to focus on -- but how are we going 

  to benefit the health of this child?  And how are we 

  going to deal with the health of this mother? 

            I think dealing with this from a public 

  health standpoint, also we really have to keep in mind 

  things like the built environment and how can we 

  utilize those environments in an effective way to make 

  sure that we are integrating care on every single level 

  because, I mean, just the thing -- and I can't 

  remember.  I want to say it was in Kings County where 

  the woman went in for services and literally had 

  seizures.  It was filmed.  I don't know if anyone saw 

  this.  An African American woman filmed, and she 

  literally dropped dead on the floor.  It happened over 

  a period of hours.  How can this happen here?  

            So I really think those principles are going 

  to be key and they have to be driven -- we literally 

  have to field those principles with every single 

  decision we make or we're going to miss the boat.  

            MR. EMMET:  Well, I think all the concerns 

  that have been expressed are legitimate concerns that 

  we need to keep very vigilant about. 

            I think the issue of coverage is fascinating. 

   With universal coverage, there will, obviously, be a 

  rebalancing.  We just have to make sure that the 

  different -- you know, whether it's enhanced Medicaid 

  or if there is a public plan option or what happens 

  through whatever the equivalent of a connector is, they 

  have to be relatively equal or else we're going to wind 

  up in a situation where the disparities that we've seen 

  are perpetuated or perhaps made worse. 

            But if we can assume that there is relatively 

  equal coverage, regardless of what the mechanism is, 

  then I think we get towards the issue that several of 

  you have talked about, which is where is the best place 

  for people with different degrees of either disability 

  or different impacts from substance use or mental 

  illness.  Where are they best served?  I think the 

  primary care system, obviously, is able to serve people 

  with what we would all generally acknowledge to be mild 

  to moderate problems.  And then what happens?  Where do 

  you draw the line?  I think that's very interesting.  

            But I think we will see a rebalancing because 

  we all know that there are a lot of people who are in 

  the system today -- and I'll take my brother as an 

  example -- who continue to be served through, in his 

  case, Medicare, but through Medicare or Medicaid 

  because they know that's there.  They haven't been able 

  to make the leap to the private insured system. 

            And if that's no longer a barrier, I think we 

  will see a rebalancing, and people who like my brother 

  have their symptoms pretty well in check for long 

  periods of time at this point may not need to be in the 

  specialty system per se, may not need to be going after 

  specialty services for much of the time.  But when they 

  need it, they need to have access to it.  That's the 

  other side of it.  

            MS. HENRY:  That's the way our current 

  "specialty" system works.  You go to your primary care 

  doctor, and then something happens or test indicate, 

  and then you're referred to the specialist, whatever it 

  may be.  I think that's going to be a challenge.  Our 

  system, because it's been so isolated, currently sees 

  people in it and serves people in it that probably 

  could be integrated well into the "primary" medical 

  system, you know, health care system, but for whatever 

  reason, they're still in our system because it's been 

  siloed and the funding issues and lack of insurance 

  coverage.  So when that gets rebalanced, who goes 

  where? 

            I think the other issue, at least here in 

  Maryland -- I can't speak for other States because I 

  really don't know -- we have a huge shortage in 

  Maryland of primary care physicians.  

            MR. EMMET:  That's universal.  

            MS. HENRY:  Okay, so if that's a universal 

  issue, then we've got a pipeline issue, you know, a 

  medical school pipeline issue.  I would imagine it's 

  because the primary care doc can't command as much 

  money as the specialists do, except for us.  And what 

  does that say in terms of medical homes, integration 

  with primary care if you don't even have enough of 

  those physicians?  I think that does have some 

  implication for working in teams across conditions and 

  paraprofessionals and peers and the supports in the 

  system as part of a team to at least mitigate some of 

  that shortage that we're currently seeing.  

            DR. FALLOT:  This is really a question more 

  for Bill and Sue perhaps.  Bill, you mentioned that 

  prevention is being considered as a part of this whole 

  discussion.  I'm wondering what the status of the 

  prevention models are in the current drafts of things 

  because prevention is part of resilience and 

  identifying early on risk factors and protective 

  factors rather than waiting until they become 

  diagnosable as disorders of any type is a real 

  important part of this process, it seems to me.  

            MR. THAU:  Well, interestingly -- and it was 

  the hearing that you had testified at -- for obesity 

  and tobacco, which were really the two things that were 

  mentioned -- otherwise, it was prevention of chronic 

  diseases.  There were a couple that were actually 

  singled out that were behavioral health issues.  They 

  were talking about sort of the comprehensive community-

  wide changing incentives, changing environments, 

  changing norms.  It just never really got off of 

  anything other than tobacco and obesity.  

            So I think, one, it's left to be seen, and I 

  don't know if you know if they're going to put a health 

  and wellness fund into health care reform the way they 

  did in the stimulus package.  I don't know.  Because it 

  has to be funded from someplace is the issue.  So 

  that's why we're saying if there is one, please make 

  sure that it's broader than just obesity and tobacco, 

  which were the two that were highlighted and 

  specifically included in the stimulus.  

            MR. EMMET:  I think one thing that we have to 

  look out for is a perhaps well-intentioned proposal but 

  one that, nonetheless, could really fall 

  disproportionately heavily on the people that we're 

  concerned with.  It's kind of lifestyle premiums where 

  there's a penalty for smoking or for being overweight. 

  Well, people with mental illness at this point tend to 

  be overweight in many cases because of the medications 

  they're taking.  It's not their lifestyle choice 

  necessarily.  So that's seen as a preventive measure, 

  but there's a danger there that we need to look out 

  for.  

            MR. THAU:  Just to go back to what you were 

  saying, that's exactly right.  It's where you put the 

  prevention.  And a lot of this is starting way down the 

  continuum, and there are things -- you're right -- 

  especially for obesity that are because of other things 

  that you're dealing with.  Say what you just said.  I 

  think it is interesting about your plan in Wisconsin. 

            MS. GADACZ:  I was sharing a story with Sue. 

   The treasurer of our Women's Services Network is from 

  the State of Alabama.  They built into their health 

  coverage higher premiums for those individuals that 

  smoke or those individuals that are obese.  One, it was 

  definitely an issue for here. 

            But basically then the whole State system 

  change, though.  They provided wellness programs for 

  all their State employees.  They changed all the food 

  in their cafeterias.  They allowed incentives for those 

  individuals that had memberships at gyms.  They had 

  walking programs during the lunch hour.  They gave 

  recommendations on dietary tips. 

            It's intriguing that sometimes forced reform 

  and forced behavior can have a positive effect.  

  Sometimes that's not an approach that is well looked 

  at.  I think that's part of a balancing act sometimes 

  that that's kind of critical too.  

            MR. EMMET:  It's important to remember that 

  Peter Orszag identifies himself as a behavioral 

  economist.  He's trying to use incentives to change 

  people's behavior.  

            MS. HENRY:  That's where I think we'll see a 

  lot of focus on the prevention/wellness side.  With 

  tobacco, it's the use of tobacco.  Over the last 30 

  years, we have literally changed social attitudes and 

  all of those things around tobacco.  I think we will 

  see the same kind of shift around obesity because 

  obesity is going to get at the diabetes issue.  It's 

  going to get at a lot of things.  And we're going to 

  see this kind of shift, and I'm looking forward to it. 

   My premiums would be out through the roof.  

            MS. ENOMOTO:  I hope with the prevention and 

  wellness, we truly do see it, as Sue noted, as an 

  enhancement rather than as a tradeoff because, 

  otherwise, we cannot let the other people fall off the 

  map.  

            With that, I'd to let Gail walk us through 

  the draft principles, the first one of which is around 

  prevention and wellness.  So if you would do that, 

  Gail, thanks.  

            MS. HUTCHINGS:  I pride myself in not 

  stealing somebody else's work.  So let me recognize my 

  collaborator, Cristen King, who is a technical writer 

  that I worked with on this.  And no, you can't know 

  anything about her other than that because you can't 

  have her.  

            (Laughter.)  

            MS. HUTCHINGS:  But a tremendous colleague.  

  Whatever bags I have under my eyes from this project, 

  she probably has just as many. 

            It's interesting, I think -- and I'm really 

  grateful for the work.  I learned a great deal, and I 

  was picked for this.  To give me a project where it's 

  not supposed to be about me and my opinions, but I'm 

  supposed to reflect on dozens and dozens and dozens of 

  papers and interviews from other people and try to 

  present something as unbiased as I can.  I don't know 

  that I rise to the top of that list.  But that's what 

  this really is intended to be.  It's a collective -- 

  less analysis and more reflection I think of what 

  SAMHSA's work in reaching out and inviting and 

  embracing input from a really impressive cadre of 

  people in the field.  

            So with that, let me say that I agree with 

  Sue.  I'm hoping it gets more than a sentence, but 

  maybe some fragments that total up to a sentence. 

            But I, nevertheless, also agree that this is 

  part of a pretty important process.  I liked the way 

  that you put it.  Without these principles to sort of 

  ground us -- having been both on the inside of systems 

  and bureaucracies and back and forth on the outside, 

  I'll say it's one thing to talk about coming together 

  with, whatever the rhetoric is, a single voice or a 

  single set of agreements.  It's another thing to do the 

  leadership-oriented work and the participatory-oriented 

  work to try to get something down and that gets people 

  something concrete to react to and then hopefully to 

  resonate.  That's the goal.  

            The paper itself -- you know, a lot of sweat 

  went into it.  Mark, Kana, your input, Dr. Broderick's, 

  all the stakeholders.  As early as 5:30 this morning, 

  another set of comments came in.  That's what all these 

  are.  Really, an important developmental process too. 

            So let me jump right in.  I'm not going to 

  read all these to you.  I know the fellow committee 

  members got this in advance.  But particularly out of 

  respect for the audience to make sure that if you 

  haven't seen these, you can see these.  Again, this is 

  in draft version. 

            These first two are actually purposely 

  intended not to mention specifically in the principle, 

  mental health, substance abuse prevention, substance 

  use disorder.  We are not in my -- biased or not, we 

  are not going to get our own special little party in 

  this boat, by any means.  And the extent that they are 

  -- you know, as Bill was articulate about, we are 

  overall from the big world, sitting at the big people's 

  table perspective, not a huge constituency that has to 

  be accommodated in this.  To the extent that we believe 

  we're going to get all this air time and press and 

  special accommodation, I'm sorry to be the one to say 

  that I disagree.  And I think the consensus was about 

  that.  

            Instead, there's going to be a bunch of 

  important developments that we must figure out how to 

  plug and play.  We are ready to insert ourselves into 

  the structures, the processes, the legislative 

  materials, the rules and regs that come out to try to 

  make sure that we get some visibility and not as 

  separate attention-getters, if you will.  If you're 

  able to pull that off on your own, good luck.  But 

  there are so many people competing for this attention. 

            I tend not to only use the word "integrate," 

  just so you know.  I think the word "coordinate" -- 

  "coordinate" gets short shrift sometimes when we're 

  talking about health care reform.  And there are 

  tremendous opportunities for coordination as well as 

  integration.  If you're a person who believes in an 

  incremental approach to public administration and 

  policy development, as I do, then I think that we 

  should seize these opportunities immediately for 

  coordination as we build integrative opportunities. 

            So anyway, with this first one, it doesn't 

  take a rocket scientist to really recognize -- this 

  isn't meant to be a mirror check.  Our nation does not 

  have a health and wellness plan.  We have a model of 

  health care, depending on how many bucks you have, for 

  the most part, that you can get access to some pretty 

  high-quality treatment, which may or may not have some 

  good outcomes, not anywhere near as good 

  internationally as we'd like to say.  We pump a lot of 

  money in this system, and we do pretty much zippo when 

  it comes to taking a public health approach. 

            So this is meant to try to emphasize that 

  prevention -- and I love the way you framed that.  

  Early-on, upstream, all of those words that go into 

  that.  Early, you know, birth as you mentioned, young 

  children, moms prevention that comes in the context of 

  people's lives across a life span as well.  

            Then, of course, the idea that the early 

  identification, at least if not wholly preventative, 

  prevents exacerbation of illness and costs, et cetera. 

   You know, Bill is exactly right.  Cost is one of the 

  primary drivers in this conversation.  And that's one 

  of the things we do not often lead with.  We are not 

  going to be taken seriously if we don't get that in the 

  first one or two sentences.  Not only is this the right 

  thing to do, there's a moral imperative to do it.  

  We're talking about people who are disenfranchised and 

  have such serious needs.  At the same time, we can't 

  sustain the system that we have.  

            So this does call for a universal screening 

  tool.  It's sort of a "get over it" kind of approach, 

  to be honest.  What we want to do is, of course, see a 

  screening tool that minimally also includes key 

  indicators of behavioral health issues.  

            I apologize for using the term.  It's one 

  that I am comfortable with.  In the revised paper, if 

  it stays in at all, which I haven't heard back from my 

  bosses on this yet, there will be minimally a footnote 

  that reflects that are lots of terms people use to 

  apply to this.  We need something else perhaps that 

  refers to mental health and substance abuse prevention, 

  intervention, and treatment together.  But forgive me 

  while I use that term.  

            Of universal screening tools in order to try 

  to -- we have certain models.  We need to promote these 

  models better.  SAMHSA's SBIRT program out of CSAT, 

  Screening, Brief Intervention and Treatment, is a great 

  example of how we can really use allies in the primary 

  care sector to help us get not as early upstream as 

  we'd like in some instances, but when people are coming 

  into ERs, crisis, other types of primary care settings, 

  as well as a whole bunch of clinics, et cetera.   

            So let me try to move more quickly through 

  these.  

            The next one.  You know, I think Bill got us 

  off to a good start.  Universal health care and 

  coverage.  If we take for granted ourselves, much less 

  accept what others want to take for granted for us, 

  that parity has been taken care of and therefore you, 

  mental health and substance abuse, gratefully, included 

  in parity finally -- that you're sort of taken care of 

  and you're going to be okay.  I interviewed quite a few 

  people that sort of said, you know, we know we'll be 

  included because of parity.  You know, whether it's a 

  bias of mine or learnings from many other people I 

  heard from, I would not take that bet whatsoever. 

            So this is one where we tried to put it in 

  italics.  Coverage does not guarantee access.  Given 

  how medically vulnerable people with behavioral health 

  issues are or those at risk for those are, we really 

  need to pay attention to universal coverage.  

            Again, one of the beauties of parity is it 

  hopefully extends the private insurance coverage and 

  prevents the millions of people we have exhausting 

  their private insurance and coming into the public 

  sector.  A great thing.  But that does not help the 

  people that are already in the public sector ensure 

  access.  

            Let us not forget that -- you know, people 

  tend to think that everyone with serious mental 

  illnesses or co-occurring disorders are automatically 

  eligible for Medicaid or Medicare.  It's certainly not 

  the case.  And if you talk to most community-based 

  providers, by and large the directors I talked to -- 

  about 60 percent usually -- I don't know if that 

  resonates with you -- of the people that they serve in 

  particularly more of a mental health-based population 

  are eligible.  That leaves a lot of people with nothing 

  at all.  

            If we can, we'll go -- too quick, too slow, 

  Kana?  

            MS. ENOMOTO:  Quicker.  

            MS. HUTCHINGS:  Quicker, okay.  Nobody ever 

  tells me to go quicker.  

            This is the one back to our original point 

  about fragmentation, being eradicated.  That's sort of 

  the lofty word for, of course, getting rid of it.  We 

  need to severely reduce if we're going to save a penny. 

   This is where I bring the point back about 

  coordination and integration together.  There's got to 

  be a way that we have some models for both reducing 

  costs and improving outcomes, including people with 

  comorbid, somatic issues, as well as behavioral health 

  issues. 

            This is another one, of course, that gets 

  back to this full prevention, full range of services, 

  both mental health and substance abuse services.  The 

  whole health approach, an emerging term, we're going to 

  hear much more often, I think.  This is where our 

  opportunity is to show that we have prevention 

  interventions, we have clinical interventions that 

  work, and that we have done relatively a pretty poor 

  job in getting that message out there. 

            I think this represents a host of 

  opportunities for us both in a big-picture health care 

  reform and a bunch of the things that we've been 

  working on so hard for years, that we need portals to 

  try to use that influence.  These conditions are 

  treatable with the interventions that we have.  

            This is another one.  You know, I stopped 

  counting at about 600 pages of materials and two laser 

  printer cartridges later.  But we heard this one 

  clearly as well.  It's time for some national 

  standardization around clinical and quality outcomes. 

  That's not to say that we want to be dismissive of the 

  unique -- you brought this up about Wisconsin.  What 

  works for Wisconsin works in Wisconsin.  At the same 

  time, we are not going to be able cruise much longer, 

  that we cannot come up with any standards for certain 

  treatments.  And we've done some of that too.  We 

  finally made some progress on treating depression in 

  primary care settings, some other interventions as 

  well.  And that's, I think, going to be essential.  

            We've got to link this quality and outcomes 

  to actual accountability too.  Payors aren't going to 

  suffer through anymore the little bit of slack that we 

  don't think we have -- but we really do -- for what 

  interventions.  And this is where evidence-based 

  practices comes in a lot, or at least best practices or 

  promising practices.  We're going to have to get on 

  that road much, much sooner.  

            This one is interesting.  I understand some 

  of the feedback is whether this is consistent with the 

  principle, if you will, or if it needs to be connected 

  about cultural competency across the life span, racial, 

  ethnic, linguistics, cultural competency, as well as 

  geographic competency.  Whether this one should get 

  more attention actually by being placed perhaps 

  commensurate with the goals about quality outcomes, 

  eliminating disparities, et cetera.  So I particularly 

  appreciate your feedback on that one when I race 

  through these.  

            DR. RIOS-ELLIS:  The one thing I would say is 

  instead of different -- because we're always comparing 

  the norm, so to speak, to what's different, I would say 

  diverse.  It's just much more -- 

            MS. HUTCHINGS:  Excellent.  Thank you.  

            This one also, of course, has key workforce 

  implications that we'll get into more.  It's 

  interesting to try to get these separate enough yet 

  overlapping at the same time.  I know that's probably 

  an oxymoron, but where you want to see key issues come 

  up throughout them, yet segregate them enough so you 

  can speak to them.  So if you can do that, I'm sure you 

  can improve upon it.  Let me know. 

            The next one HIT.  There is no conversation 

  about health reform anymore without talking about using 

  technologies more effectively, whether it's electronic 

  health records, all the other sort of software 

  development, the interoperability, creating all these 

  news words that we never have heard before.  And this 

  is where it's essential to make sure that we don't have 

  a standalone set of technologies, software, et cetera 

  that are primary care-related, somatic disease-related, 

  and have nothing to do with -- literally we're going to 

  get down to details of fields, questions, data 

  collection, analysis around behavioral health issues 

  too. 

            There have been some really great, promising 

  work that's started already on that.  I'm hoping that 

  SAMHSA sees some of the resources coming out of the 

  stimulus monies to help further this.  It would be a 

  huge step backwards if we can't figure out from the 

  front end of designing the IT structure, how to make 

  sure that we're involved.  

            Galvanizing the workforce.  Galvanize.  That 

  took a while to come up with.  Some people don't like 

  it, I heard, too.  So we'll see.  But essentially it's 

  a recognition that we have a lot of talented people in 

  our workforce, all different strata of paraprofessional 

  peers, family members, professionals who either have 

  not been provided with the tools and training anywhere 

  near adequate to keep up with, for example, evidence-

  based practices.  If I talk to another director who 

  tells me of a community-based substance use 

  intervention clinic who says, all I have to do is 

  untrain them when they get here and then retrain them 

  again about recovery and about evidence-based 

  interventions -- and we've got to figure out how to 

  change the resources.   

            I'm surprised we haven't heard a lot of push-

  back about this yet, but there were a lot of people 

  that recommended we need a national credentialing and 

  privileging system that payors can respond to, one that 

  applies to clinician licensing across States.  Why 

  somebody in New Hampshire really has different 

  standards for credentialing a certain provider than 

  somebody does in Wisconsin, with the very real needs of 

  population-based differences, is somewhat, I think, 

  beyond many of the people that submitted their 

  comments, and I think this reflects that.  

            The next one, the National Behavioral Health 

  Public Education.  People, very appropriately I think, 

  have given some feedback that it might not stand on its 

  own or need to stand on its own and perhaps should come 

  up under the first one about the National Wellness 

  Plan.  This is simply meant to say that overall health 

  education initiatives to date, public education 

  campaigns, are not sufficient and have not and probably 

  won't include behavioral health issues without our own 

  special, at least, focused effort on that front too.  

  And we're never going to get anywhere about your issues 

  around stigma that you spoke so well about if we don't 

  start focusing. 

            And finally, this one.  I want to recognize a 

  super-quick conversation I had with Rob Morrison around 

  this in particular.  He helped me form my thinking 

  around this and helped me distill some of the input 

  from people.  I think some of us have talked about it a 

  little bit already.  Until we figure out that some of 

  this has promise and some of these reforms have 

  effectiveness, that if we raid what little we have in 

  the coffers now to be of service -- and that's a very 

  real potential that somewhere this money is going to 

  have come from and that the block grants, particularly 

  on the substance abuse prevention and treatment side, 

  that support such a huge proportion of the system, ends 

  up kind of giving one -- what was your term?  Taking 

  one for the team as Kana said before.  We will end up 

  really being of disservice to people dismantling -- 

  your point before, Susan, about dismantling systems.  

            At the same time, if we're going to guard all 

  our toys so carefully and not be willing to give up and 

  show flexibility and embark upon new relationships and 

  lead some of this coordination into the integration, 

  we're going to be left out of this conversation too. 

            That's meant to be a quick snapshot.  Again, 

  my gratitude to literally hundreds and hundreds of 

  people that submitted their thoughts.  This is not my 

  work.  This is the cumulative community's work.  

            MS. ENOMOTO:  Britt?  

            DR. RIOS-ELLIS:  As I'm looking at it and as 

  I'm reading it -- and I'm just reading it with 

  different lenses on -- there's a lot of talk about what 

  it is for Americans.  In looking at Latin America, 

  Latin Americans consider themselves Americans.  So I 

  think in terms of rhetoric, if I were speaking it, I 

  would speak it that way, but if I were writing it, I 

  would remove.  I would talk about patients and people 

  because whether they have residency or don't have 

  residency or they're going for citizenship, what 

  constitutes an American -- all of those dialogues 

  happen in diverse communities all the time.  And 

  they're usually done in different languages.  So people 

  who speak English don't know they're going on.  So 

  these are things to just think about in terms of as we 

  start to embrace -- and it also goes along with some of 

  the rhetoric from some organizations who literally -- 

  you know, without citizenship, you'd get absolutely 

  nothing.  

            MS. HUTCHINGS:  This is something that, quite 

  frankly, I really grappled with, and I've been waiting 

  for those comments, to tell you the truth. 

            I'm going to step outside my neutral role, if 

  I can.  There's something about mentioning in the first 

  couple that Americans need this or this is a national 

  endeavor or something, that seems to get attention and 

  resonance.  At the same time, I would be mortified that 

  someone used any of the consensus principles to deny 

  some people in most need of services. 

            So I think that's a grapple, to be honest.  

  From a values perspective, it's not a hard decision, 

  but I think from getting as many people to give this a 

  glance perspective, I don't know. 

            DR. RIOS-ELLIS:  Maybe some type of a 

  qualifier in terms of what you mean because I love the 

  word and I use the word and when we speak, we use the 

  word.  But I know for so mangy people that -- 

            MS. HUTCHINGS:  Yes, absolutely.  

            MS. ENOMOTO:  Renata?  

            MS. HENRY:  Gail, your last point on this 

  around how do you convey the message that while we 

  don't want to -- as we're moving into health care 

  reform, that we don't dismantle the current system but 

  still send the message that we want to play.  I find 

  that a hard line to walk.  So I don't know.  I hate 

  when people say this isn't the way to say it, but don't 

  give you any way of how to say it, and I'm doing just 

  that.  As I read it -- and I have to admit I have a 

  biased hat because I think we need to fundamentally 

  change how we're doing business.  But that sounds too 

  much like keep it the way it is.  

            MS. HUTCHINGS:  Yes.  I mean, hypocrisy in 

  public administration action in a way, in a really real 

  way, to be honest.  

            All I have to say with that is the feedback 

  has been -- one person actually used the term that was 

  "brilliant," and the other person said that's the most 

  offensive thing and that shouldn't be on there.  So I 

  feel like the sports caster who got 50 letters after 

  the game that said you were biased for that team and 

  you got another 50 said you were biased for that team. 

   So somewhere you hope you were fair.  You're raising 

  probably a really good point. 

            I think the extent that we can say and use 

  empirical evidence to demonstrate the vulnerability of 

  people that are, by and large, so poor, so ill, and 

  have these comorbid conditions, that maybe we're not 

  the starter pack for where you might look for all of 

  the resources, or at least all of the ones that we 

  have.  There may be some way of having a fair share 

  conversation like we used to try to do about accessing 

  housing for people, et cetera.  

            But you're right.  We won't be taken 

  seriously when we say it's all about us, but we're not 

  going to chip anything in.  

            MS. GADACZ:  I just wanted to make a 

  clarification.  In regards to the block grant, we 

  finance best practices, evidence-based practices.  We 

  have not moved to pay-for-performance, but definitely 

  outcomes are something that are absolutely critical. 

            But I think one of the things that's going to 

  be essential for this is that the transition becomes 

  gradual, and you ask partners to be included in a 

  conversation and a dialogue as to how that transition 

  actually occurs.  I think sometimes it seems like 

  there's a disconnect from decisions that are made 

  having such a great impact at the local level and on 

  the clients that we serve, that there's no level of 

  involvement for any kind of contribution to what the 

  outcome should actually be of that transformation.  So 

  I think that that's probably the thing that's really 

  important too in the conversation.  

            MS. AYERS:  I know as we're working on 

  implementing this, the remedy in Massachusetts -- 

  because it's such a small segment of the population, 

  but it's just again Mass Health, Medicaid population of 

  kids and families.  It's going to cover maybe what?  10 

  percent or 20 percent of the kids that are insured in 

  Massachusetts.  So what do we do about the other 80 

  percent?  If anybody has private insurance and has a 

  child with a major mental illness, you're just really 

  right out of luck because it's the Medicaid that's sort 

  of the gold standard. 

            But we're trying to sort of transition, like 

  hold in place.  So maybe some transitional language.  

  We're holding in place some of those discretionary 

  dollars that the State has.  I mean, we're worried 

  eventually they're going to have to all go into the 

  settlement, but we have all these privately insured 

  families who are not going to have access to any kinds 

  of services.  So for now, they're trying to figure out, 

  well, how many is that going to be and how many high-

  end kids.  So for a year, I think we're all kind of 

  anticipating they're holding everything in place and 

  then they'll begin.  So if we did some transition kind 

  of language, I think that would be some way to sort of 

  think about it.  

            DR. RIOS-ELLIS:  I think on that if it were 

  just framed positively in some way because I look at 

  the end.  It's dismantled.  It's not.  I'm thinking of 

  something like exactly what you were talking about, 

  Susan, something like restructured at the cost of 

  losing individuals needing care.  Take it back to the 

  individual level.  What's going to happen with that 

  safety net?  Who's going to fall through?  Right? 

            And that's where I think you can use the 

  emotive part of what will happen if that is dismantled 

  too quickly, what will happen if the restructuring 

  doesn't take into account the needs of the most 

  indigent and the most needy, those kinds of things.  

  You hate to end on a negative point, but you definitely 

  want them to know what the consequences are if they do 

  that.  So I would say restructuring, those kinds of 

  things, and then take it back to the individual.  

            MS. ENOMOTO:  I think Dr. Broderick's comment 

  on that was, I think, similar to what Britt just said. 

   What we want to do there is to continue to support the 

  safety net while other options are falling into place. 

   I think it's the idea of a rash we're going to sweep 

  up every block grant and toss into a pot.  And there 

  you go.  You've paid for the national plan.  Of course, 

  our people who are homeless living under bridges, who 

  are in jails, prisons, and in the throes of addiction 

  don't go and sign up for the new plan.  So where do 

  they go and how do they get there? 

            I think we want to have a clear message that 

  we are supporting communities and providers that are 

  serving the neediest populations until there is such a 

  system where they can be assured access and quality 

  services. 

            A question that I have for the group, going 

  back to the cultural competence one.  A thought that I 

  had entertained -- and I will own that I did not get my 

  comments in on Friday as we were supposed to.  So mine 

  are not yet in the pile.  But I'm wondering, given 

  where the administration also seems to be heading, if 

  we use a term or a phrase such as "work toward health 

  equity," would better address not only -- I mean, 

  cultural competence is a nice thing, but it's a means 

  to an end.  Cultural competence itself is not the goal. 

   The goal is to get people good and equal outcomes or 

  equitable outcomes. 

            And then also kind of the health equity would 

  address the issue of the folks in our systems being at 

  such high risk for HIV/AIDS, such high risk for chronic 

  disease, premature death, and other things and also get 

  at the issue of women and girls or gender.  You get 

  really caught up in this culture thing.  What is 

  culture?  There are so many different cultures, culture 

  gender, religion, disability.  You know, the list kind 

  of goes on.  And I think if you go at the broader 

  health equity, we want all the people that our systems 

  are supposed to be serving to get good services and 

  equitable access.  

            MS. HENRY:  Certainly the use of the word 

  "equitable" or "equity" falls right into the IOM.  The 

  sixth IOA definition of quality health care would be 

  equitable.  And it does raise gender, geographic, et 

  cetera. 

            DR. RIOS-ELLIS:  As I'm looking at that, I'm 

  also looking at what we're talking about.  We're not 

  talking as much about interpretation now as we are in 

  terms of transcreation.  And I want some contextual 

  language.  

            And I apologize too because I'm in your boat. 

   I was in South Carolina last week and didn't have time 

  to get my comments in. 

            But I think there needs to be something there 

  that talks about relating to the contexts, and there 

  are multiple contexts of the diverse communities we're 

  serving.  But I think we're beginning to talk about not 

  translation but really transcreation, and what that 

  means is that our messages resonate with the different 

  groups they're targeting.  And I think having some of 

  this contemporary language in there is really, really 

  important.  

            MS. AYERS:  I meant to say this the last 

  round, back to my business notion.  With more widely 

  used health insurance as your primary focus, again with 

  this settlement, my clinicians are going to be billing 

  in 15-minute increments, and whether you are a family 

  partner who maybe has relocated here from Colombia or 

  some other part of the world or you're a clinician 

  trained in our current system, billing 32 hours, which 

  is what you have to do to be able to make it even close 

  to sustainable, in 15-minute increments without a 

  medical record that you bill for is kind of ludicrous. 

   I don't want to be negative.  And everybody just said, 

  well, that's the Feds.  You can't do a case rate.  You 

  have to do this incremental thing.  

            So I'm just looking at where can we get your 

  expert panel of people who say if we get rid of this or 

  you can get rid of this -- I mean, a lot of us are 

  hoping that in this time of just terrible economic 

  challenge, if we could just pull out some of the silly 

  regulations that we have and some of the ways of doing 

  business -- that must keep somebody in a job, but it 

  certainly doesn't help anybody on the ground, which 

  actually goes back when Gail asked something about the 

  workforce, if we could have some national standard. 

            If it were a national standard that really 

  was recognized as a national standard -- you know, for 

  some places, well, that's a national standard.  That 

  will work in five States but it's not going to work in 

  your State. 

            And all the HMOs have to have NCQA approval, 

  and that seems to be all over the board.  And sometimes 

  they pass that down to the providers and other times 

  they keep it in their own little worlds.  Everybody has 

  got their fiefdom, and it's a little complicated.  

            MR. EMMET:  I think it's the sort of thing 

  that we're really eager to see.  There's been a great 

  deal of rhetoric in the last six to nine months about 

  pay-for-performance, about paying for outcomes.  Now 

  it's time to see some language that helps us move 

  towards that and get away from some of the ludicrous 

  stuff that you were just talking about that really 

  inhibits quality in many ways.  If we're talking about 

  a system that rewards quality, I'm very eager to see 

  how they begin to frame that.  

            MS. ENOMOTO:  I'm just looking at the time.  

  I will let Britt ask a question, and then I'd like to 

  give each of our panelists an opportunity to give last 

  thoughts or leave, as is needed.  Thank you very much, 

  Susan.  

            Okay, Britt?  

            DR. RIOS-ELLIS:  Just going back to what 

  Susan was saying, we spend more time filling out the 

  forms and doing the business than we can providing the 

  care.  I think if we could all reflect on why we went 

  into what we went into, we didn't go into it to become 

  business people.  So we've got to really take that 

  reflection very seriously.  

            But I also think around the cultural 

  competency, we need to look at -- we have a very unique 

  opportunity in that Hilda Solis is now our Secretary of 

  Labor.  And now promotoras or community health workers 

  or whatever you want to call them are now an official 

  occupational category.  So I think some really creative 

  language -- you don't have to mention them, but I think 

  some language around creative systems of care or new 

  workforce development, not just at the college level 

  but at the community level.  I think these are some 

  directions that we can go as a nation that I think will 

  definitely have a huge impact on the communities.  And 

  we don't have to wait for people to trickle through the 

  systems that are already established for us to see 

  change at the community level.  

            MR. EMMET:  I think my only closing thought 

  is keep doing what you're doing because it's by raising 

  all of these issues in the context of this kind of 

  committee and everybody you work with moving up through 

  the government and down through the grassroots, that 

  these values that I think we all share will be somehow 

  imbued in whatever health reform turns out to be.  

  Fingers crossed.  

            MR. THAU:  I just want to echo that and just, 

  again, say thank you for the opportunity for 

  considering sort of the field at large and listening to 

  what everybody has to say.  It's been really an 

  opportunity for people who usually are shut out to be 

  able to feel that they've been heard.  I think people 

  are looking to whatever is done to go forward to really 

  make a difference and represent our whole field.  So 

  thank you.  

            MS. ENOMOTO:  I want to say thanks to our 

  panelists.  We have our next panel waiting.  But thank 

  you.  It was a very stimulating discussion.  I 

  appreciate all of your thoughts.  

            (Applause.)  

            MS. ENOMOTO:  Dr. Blackburn, are you okay to 

  sit there?  You can be centered or you can stay where 

  you feel most comfortable. 

            We're very fortunate to have Dr. Blackburn 

  with us here today.  I met her for the first time I 

  think when we kind of had resuscitated the TIP.  We 

  sort of dug it out from wherever it was, and the CDM 

  Group came to meet with us and they introduced us to 

  Dr. Blackburn.  We're very lucky to have had her 

  attention.  She is the expert content director for the 

  TIP program at CDM Group, which produces all of our 

  TIPs for the Center for Substance Abuse Treatment.  She 

  happens to also have expertise around family treatment. 

   So it was a nice marriage of background and skills and 

  interests.  I have spoken with Norma and the report is 

  that you've done an excellent job of shepherding the 

  document through to now see the light of day.  So she's 

  just here to give us a brief update, kind of closing 

  that loop. 

            Some of the genesis for the women's TIP was 

  in this committee.  Some of the concern about its delay 

  in coming out was from this committee, and now I'd like 

  to just close the loop to say you have it.  It's on 

  your tables, and Dr. Blackburn is here to walk us 

  through it a little bit.  So thank you.  

            DR. BLACKBURN:  Well, thank you very much.  

  I'm very excited to be here.  I'm excited about the 

  women's TIP really coming to fruition.  

            As many of you know, it's a process and it 

  starts out with a consensus panel.  Through the years, 

  what happened with that initial process is that the 

  research was actually moving much further along than 

  actually the writing.  There's so much research that 

  has evolved in particularly the last five years on 

  women in substance abuse treatment and women who are 

  suffering substance-related disorders.  So it's been a 

  real challenge to really take a look at what has 

  evolved and begin to reformulate that document.  

            I've been with CDM for the last year.  My 

  heart is in working in grassroots in clinical and also 

  as an administrator for treatment programs, but more so 

  for workforce development because so often -- before I 

  go through this -- counselors do not have the adequate 

  resources or actually the materials to be able to 

  really end up having streamlined information related to 

  substance use information.  

            So with that, let me tell you that the 

  women's TIP is specifically designed for substance 

  abuse counselors mostly and then also at the tail end 

  administrative.  

            When you go through the particular TIP -- 

  what I like to do, at least to start off, is to tell 

  you what it is and what it is not.  It's not meant to 

  be a primer -- this was probably the greatest challenge 

  -- on just drug and alcohol counseling.  The decision 

  on the final revision was that the material that was 

  placed in this TIP was material that was specific.  It 

  was researched around women whether it was best 

  practices, promising practices, focused on the research 

  that has evolved.  So that was the deciding factor of 

  what went in, what didn't go in. 

            So as you go through this particular manual, 

  you might say, well, gee, in the assessment portion, 

  how come they don't have this particular instrument?  

  And the reason is because in that instrument, there was 

  no research to document or no specificity related to 

  women.  And that would be an example.  

            Also, when we were looking at decisions, we 

  were also focused on particularly adult women.  TIPs 

  aren't designed around that unless it's especially 

  topic.  So as you're reviewing it, you might say, well, 

  how come we don't have a section on adolescents?  And 

  it's particularly designed for adult women, although we 

  made decisions on this last revision to add different 

  pieces of it with adolescents to really lay the ground 

  work of what's evolving in the population of women down 

  the road for treatment services.  So throughout the 

  chapters, you'll see some initial information related 

  to adolescent patterns, risk factors, et cetera. 

            The other thing about the TIP is that we 

  spent time looking at the SAMHSA Crosswalk and really 

  making sure that the priorities were represented in the 

  TIP.  We also did not put in a special section that was 

  repetitive of any other TIP.  So there was some 

  material that we actually carved out because that 

  information was already represented in other 

  publications.  

            One of the things that we talked about in 

  several of the meetings was this idea that when you're 

  doing a specific population, the tendency is to always 

  compare it to another population.  So the intent, as 

  you read through this TIP, is that we do not spend a 

  lot of time saying men do this and women do this.  What 

  we really did was focus on women, and then any study 

  that did a comparison with men, we added that.  And 

  then we also made sure that we really did a thorough 

  literature review and search for any materials that 

  compared different populations of women.  So the 

  language is consistent with keeping the focus on women 

  throughout the document.  

            The framework of the TIP -- so as you look 

  from the very beginning all the way through, it's 

  actually on a continuum of really the journey of 

  substance-related disorders from initial use all the 

  way through to after-care relapse and programming.  So 

  when you start out with the TIP, we begin with some of 

  the general principles, and I'll come back to that in a 

  minute. 

            But we start off from the very beginning 

  looking at patterns, but more so initiation patterns, 

  what are some of the risk factors for adolescent 

  females and adult women.  And we begin with those risk 

  factors and move through kind of the life span 

  throughout the entire document and actually the 

  treatment experience of looking at what are the 

  particular needs in continuing care, what are the 

  particular issues specific to relapse. 

            In relapse, the research is really not as 

  prevalent as in some of the other areas, but it's 

  really evolving, especially in the last two or three 

  years.  So we continue to kind of integrate that as 

  well.  So the whole document is on a continuum.  

            In any document, I really feel that you need 

  to have a foundation, and very much what we were doing 

  today, as you were going through the principles, we 

  also started out with this document and rewrote 

  principles for substance abuse treatment.  I won't go 

  through all of those gender-responsive principles, but 

  most of them are really general when you look at them. 

            But in that first chapter, we lay out the 

  gender-responsive treatment principles, and then what 

  we do is we then support those principles, what we call 

  biopsychosocial uniqueness of women.  It's a mouthful. 

   But we took all of the research and clinical 

  experience, and what we did was we broke out what are 

  the main differences with women.  What are the specific 

  needs that women have?  And out of that, we came up 

  with 12 general principles.  If you have the actual 

  document in hand, that starts on page 5.  Some of the 

  principles would be to promote cultural competence 

  specific to women to endorsing a developmental 

  perspective, addressing the unique health concerns of 

  women.  So you can see that they're very broad.  But 

  then we move to more specific issues of support, and 

  this is where we call the women's biopsychosocial 

  uniqueness. 

            To get into looking at what is so unique 

  about women and why do we need this specific TIP, it 

  was really important to take a look at women 

  developmentally in context of their lives.  So in the 

  first chapter, we also use two, what we call, 

  ecological models.  One is for CSAT's women for 

  substance abuse and women and children, the model -- it 

  goes through the three main systems of care.  And then 

  the other is based more on child and adolescent 

  development, Urie Bronfennbrenner's -- and we talk 

  about different systems and really looking at those -- 

  women in treatment -- it's in context of what else is 

  going on in their lives and the backdrop of that.  And 

  this TIP really tries to address throughout each 

  chapter those context factors or context influences. 

            You'll see that across chapters we have -- 

  some chapters we start off with factors of influence, 

  meaning that we carve out some of the different unique 

  contexts that may influence, say, retention or may 

  influence relapse, and then we move on to the actual 

  subject at hand.  So when you're looking at how we set 

  this up, we use more of an ecological and a systems 

  approach.  We set out the side for the principles, and 

  then we did a considerable review of literature to 

  carve out what is so unique about women. 

            And how we did the biopsychosocial section is 

  we broke it into really three categories.  The easiest 

  for us was to break it into biological/psychological as 

  one, social/cultural as the second, and cultural is 

  underneath the social, and also the last one would be 

  developmental.  Underneath those particular topics, we 

  begin to explore what is so unique about women with 

  substance abuse. 

            And one of the first things that -- if I was 

  just giving you some examples, in the biological and 

  psychological section, we know that women respond 

  differently, are physiologically different with 

  substances.  So we spent a section just focused in that 

  area.  

            We also know that women have earlier onset of 

  medical problems related to their use of drugs and 

  alcohol with less amount over shorter periods of time. 

   Biological and psychological.   

            We also talk about in this section what are 

  some of the unique co-occurring disorders or the more 

  prevalent co-occurring disorders with women, including 

  depression, obviously postpartum depression, trauma, 

  post-traumatic stress disorder, anxiety disorders. 

            The other psychosocial area is social, and 

  you cannot do much justice in working with women in 

  treatment without addressing relationships, and 

  relationships with their children, relationship with 

  the family, relationship with their significant other. 

   What happens in this section is we kind of take a look 

  at what are all the different pieces that are unique to 

  women socially, and we highlight that to kind of set 

  the stage.  And that includes even women who inject 

  drugs, how they consider that process with their 

  boyfriend, partner, spouse as a means of connecting to 

  the relationship because they're both injectors.  So we 

  talk about how that kind of solidifies in another way 

  their use. 

            Then we went through a whole other area of 

  what is unique about women developmentally, and some of 

  the hallmark -- the potential uniqueness from giving 

  birth to living longer, to menopause, and looking at 

  those areas and how those areas also really stand out 

  to make the treatment experience or make the process of 

  addiction different.  

            So the first chapter is really setting the 

  tone, and then from there, the second chapter begins 

  with initiation of use.  A lot of publications with 

  substance abuse treatment usually have some kind of 

  chapter.  It has epidemiology.  It goes through all the 

  statistics.  And what we strive to do here is to really 

  say, okay, here are the stats, but we wanted to set it 

  up so that we clearly laid out what the risk factors 

  were before spending any time -- and we did not spend 

  as much time on statistics as much as giving meaning to 

  those statistics and kind of talking about as far as 

  the kinds of addictions, the types of issues that women 

  struggle with when they're entering treatment.  And we 

  set that tone in the second chapter.  

            Before I go through the other chapters, just 

  kind of as a brief overview, putting my clinical hat 

  on, I'm always thinking about I have a limited amount 

  of time.  I have how-many-minute sessions.  Right?  I 

  have a limited amount of time to work with clients, and 

  I need the resources as quickly as possible. 

            So what we did with this particular revision 

  is we added a lot of different clinical activities and 

  clinical notes so that someone can go through the 

  section and say, oh, that's a great activity.  They're 

  activities that, on a very basic level of counseling 

  skill, that person can actually provide.  So we didn't 

  do anything sophisticated that they needed any kind of 

  specialized training outside of the training that one 

  would receive for substance abuse counseling.  

            But here are some examples.  For example, we 

  did a very simple time line.  In each chapter, we did 

  something a little different, but in the physiology 

  chapter and also in the pattern, we did a time line 

  where you really asked the woman to kind of walk 

  through and look at some of the symptoms from the very 

  beginning, from initiation, to the end and begin to 

  write in on a time line what happened.  

            Superimposed on that with the amounts of use, 

  et cetera, we really used that time line for someone 

  who had, let's say, a co-occurring disorder and having 

  them write in kind of the symptoms that evolved with, 

  let's say, an eating disorder.  And particularly 

  bulimia goes hand in hand more so than any other eating 

  disorder for substance-related disorders.  So we used 

  as an example. 

            This is something that you can do so that 

  when someone comes into treatment, usually most clients 

  don't have a singular issue that they're coming in 

  with, you know, substance abuse.  They have a whole 

  array, and you're looking at what should I be dealing 

  with.  And I think women also struggle with that.  They 

  get so overwhelmed with trying to figure out what 

  should I be focused on, and they're socialized to be 

  other-focused to begin with.  So doing a time line 

  helped.  It was a clinical activity so that you could 

  work with a client for them to kind of get more of an 

  insight about how do these two things in my life really 

  actually relate to each other.  

            I put in there what we call a social gram.  A 

  social gram is something -- if you have the manual, 

  it's on page 153.  What you are really asking a woman 

  to do is to take a look at what are the significant 

  relationships in the history of their life and to begin 

  to identify what are the characteristics of those 

  relationships, and from that, in this activity, really 

  asking a woman how do the things that you learned about 

  those relationships impact your relationships with 

  other women in treatment, other men in treatment, 

  people in your life.  So each chapter is designed to 

  provide really kind of a hands-on, and it has a how-to, 

  specific materials that are needed, and it goes through 

  step by step.  

            Some of the other things that we did 

  throughout are clinical notes.  Clinical notes are just 

  like little highlights, things to kind of remember.  

  One area with that is the fact that, for example, I 

  have a clinical note in there that's specific on paying 

  attention.  Even though we put a lot of energy in 

  looking at the fact that women do prefer same-gender 

  groups, you also have to be aware that some women are 

  very threatened by other women in the group and that 

  generally you're going to have some clinical issues 

  that arise from that.  So we kind of put a little 

  insert into that.  So throughout the manual, we have 

  that. 

            We tend to have throughout the entire manual 

  -- we have it kind of in capsules.  We refer to them as 

  advice to counselors and administrators, things that 

  you need to pay attention to.  If you're implementing 

  screening and assessment tools, what should you be 

  paying attention to in making those decisions? 

  Throughout, we have more what we call adapting signs to 

  practice, things that are very practical.  

            The other chapters go through from initiation 

  to really looking at physiological issues.  We have 

  carved out sections of women in pregnancy, women and 

  children throughout each of the chapters.  We then move 

  to retention, how do you engage women and keep women in 

  treatment and eventually, as you're going through, 

  looking at substance-related treatment, and then at the 

  end, we really cover relapse prevention and continuing 

  care.  

            I know my time is running out.  So I just 

  wanted to do really just a general overview and go from 

  there.  

            MS. ENOMOTO:  We're handing them out to the 

  audience, as we speak. 

            I see our committee members are perusing it 

  pretty actively.  So I want to make sure they have a 

  chance to ask you any questions.  

            Gail and then Renata?  

            MS. HUTCHINGS:  To you as one of the leaders 

  on this, thank you very much for filling a sorely 

  needed tool in the field.  Particularly if Wesley were 

  here, I'd want him to hear this too, but filling it 

  with something that's so well respected, the actual 

  TIPs series, and having this become one of the series 

  and not sort of this little fly-by-night extra thing 

  that doesn't get that kind of credibility and credence 

  and resources that went into it.  So a beautiful job. 

            Could you speak a moment to the dissemination 

  plan for this?  I don't know if that's under your 

  guidance or others.  

            DR. BLACKBURN:  Right now, it's going through 

  all the clearance levels, and at this point, it's being 

  prepared as far as the indexing, et cetera.  From that 

  point on, that's not an area that I'm aware of and how 

  that works.  

            MS. HUTCHINGS:  I'm sure there is one.  

            DR. BLACKBURN:  There is.  

            MS. HUTCHINGS:  As one of the persons who 

  gets so concerned from a technical assistance 

  perspective of what it takes to get things out there, I 

  think the council may be helpful in perhaps providing 

  some creative ideas that may not necessarily have been 

  developed already, of course, electronic access, all 

  those things that I know you guys are all over.  But 

  I'd really love to see you get out there, and not 

  necessarily in only the traditional pathways, but some 

  nontraditional, especially primary care settings as we 

  try to move this health care conversation from theory 

  to practice.  Thank you.  

            MS. HENRY:  So Gail and I are kind of 

  thinking along the same lines here.  I was going to say 

  basically the same comment.  But what I would suggest 

  is because -- like all the TIPs, they're so 

  comprehensive and they have so much in them, I guess 

  working maybe through your contract that does the -- 

  well, the KAPs, knowledge, application, and then the 

  tools to make this user-friendly, you know, the TIP 

  keys, the various things that your contractor does to 

  ensure that the information doesn't get put on a shelf 

  because the first thing that happens when you see 

  something this thick is -- you know, it's too easy and 

  it gets put on the shelf. 

            But there are a lot of things in here that 

  could be broken up for lectures.  States do summer 

  schools, training.  I'm hoping that the ATTCs will take 

  some of this and develop a course that they could bring 

  to States on technical assistance around women's 

  treatment.  So using the vehicles like that to get this 

  out to make it more palatable and user-friendly than 

  the paper document.  

            MS. ENOMOTO:  While we don't have Dr. Clark 

  here, we will have Rich Kopanda here in the next 

  session, and I think that's an opportunity to talk 

  about -- I don't know that he's completely up to speed 

  on what the roll-out plan is for the women's TIP per 

  se, but what are the roll-outs for the TIPs in general 

  and how can we partner with CSAT to move it forward.  I 

  think that's a good opportunity.  

            Again, I really thank the CDM Group for doing 

  the job that they did with the TIP.  It's very 

  thoughtful.  It's very, I think, women- and girl-

  centric.  There was a lot effort that went into paring 

  it down.  I mean, for as big of a document as it is, 

  it's pared down from the big, fat document that it was 

  before that, which would really only have been a 

  doorstop.  I think it was probably literally four 

  inches thick.  Part of that difficult decision-making 

  was this is not a primer on what are good services.  We 

  have to assume a baseline level of competence.  We 

  assume that they read all of the other 41 TIPs and this 

  is their 42nd TIP. 

            And this is the challenge that we have had in 

  a number of the women's core competencies and other 

  conversations.  We're not just talking about what's a 

  good organization or what's a good clinician.  It's 

  what are the magic ingredients that make you good at 

  working with women and girls.  It's tricky.  It's 

  tricky to separate out.  You know, meeting someone 

  where they are.  You're supposed to do that whether 

  you're working with a man, a woman, a girl, a boy or 

  whatever.  But it's hard not to say it.  There were, 

  I'm sure, many long conversations and tough decisions 

  that had to get made, and we appreciate that the end 

  product is a document that represents the field so 

  well.  So thank you very much, Claudia. 

            So we'll take any questions from the 

  audience. 

            Everyone who would like a TIP, has a TIP? 

            If we have no questions, then we'll just take 

  a brief break and convene at 2:15, and we will have the 

  centers represented here.  So Fran Harding, Kathryn 

  Power, and Rich Kopanda.  

            (Recess.) 

            MS. ENOMOTO:  Let's go ahead and get started. 

   So today we are very fortunate to have Kathryn Power, 

  the Director of the Center for Mental Health Services; 

  Fran Harding, the Director of the Center for Substance 

  Abuse Prevention; and Rich Kopanda, the Deputy Director 

  of the Center for Substance Abuse Treatment.  

            We're going to be very efficient in our 

  movement.  Kathryn is going to speak first.  We're 

  going to have each Center Director, Deputy, speak for 

  about 10 minutes.  Kathryn needs to leave to do an 

  interview.  So we're going to go ahead and do her 

  presentation and then questions for Kathryn immediately 

  following.  We'll do the same for Fran and Rich, if you 

  don't mind.  We'll go that way.  So we'll do questions 

  and answers together. 

            I really am so grateful for the support of 

  the centers in being at the ACWS this session.  I don't 

  think we've had a panel which had all three centers 

  represented on it yet.  So this is a great opportunity. 

            We've had a wonderful conversation about 

  health reform.  The group has taken a look at the 10 

  principles.  We had Sue Thau, Bill Emmet, Susan Gadacz, 

  and Mark Weber and Wanda Jones here this morning to 

  give their perspectives on health reform and its 

  relevance to women or its relevance to mental health 

  and substance use disorders, prevention, treatment, and 

  recovery.  So I think the group is poised to hear how 

  does this come home here at SAMHSA and in the programs 

  that we're running in our centers.  

            So with that, Kathryn, thank you.  

            MS. POWER:  Thank you very much, Kana.  Good 

  afternoon everyone.  It's a pleasure to be here and 

  particularly with my center counterparts. 

            One of the reasons that Kana has graciously 

  allowed me to go first is that if Wanda Jones did not 

  tell you, Wanda, when she was here this morning -- she 

  and I are acting today and tomorrow as the spokesperson 

  for these fabulous new Surgeon General reports.  So I 

  am in my office taking phone calls from the media, and 

  she will do the same tomorrow.  So this is a nice 

  SAMHSA Office of Women's Health-Surgeon General's 

  connection around talking about improving women's 

  mental health.  

            I'm sure Wanda talked to you a little bit 

  today about this is derivative of the 1999 Surgeon 

  General's report, and under Surgeon General Carmona, 

  they really took the step forward to make sure that 

  women's mental health was addressed.  And I think it's 

  most interesting -- and tell me if I'm repeating what 

  Wanda said, but the executive summary on the action 

  steps are really quite exciting and look very much 

  derivative of the documents of the President's New 

  Freedom Commission and certainly speak to taking on 

  some very significant public policy and focused efforts 

  for women. 

            I think it's a wonderful next step in the 

  evolution of women's mental health and connecting that 

  very important issue around mental health being 

  essential to overall health and making sure that gender 

  issues are talked about openly and aggressively across 

  the research agenda, the public policy agenda, and many 

  others.  So I'm very honored to be working with the 

  Office of the Surgeon General on that.  

            Because I'm at the age where I have to wear 

  two pairs of glasses, one to read and then a totally 

  different pair of glasses to see Kana, I've asked Trina 

  to help me with some of the PowerPoints.  Thank you, 

  Trina, for being there to help me. 

            I'm going to start off with just doing a 

  quick overview of some of the things that the Center 

  for Mental Health Services is involved in as it relates 

  to women and girls.  So, Trina, why don't we go to the 

  first slide?  

            What we're doing in terms of connecting to an 

  understanding from the database is that the Center for 

  Mental Health Services has developed the TRAC system, 

  which stands for Transformation Accountability.  That 

  system has been coming online since 2006 and into 2007, 

  and we have six of our discretionary programs sitting 

  in that system.  I've shared with you a list of all of 

  the CMHS programs, and that is the handout that you 

  have in front of you.  So you can see we have a very 

  diverse portfolio.  

            Six of those programs, including Children's 

  Mental Health, the National Child Traumatic Stress 

  Initiative, Jail Diversion, Older Adults, HIV/AIDS, and 

  Services in Supportive Housing are now reporting into 

  TRAC.  Since they are now reporting into TRAC, we can 

  identify the national outcome measures for our female 

  consumers.  So we have, which I have not shared with 

  you but I will pass around, the NOMs described by 

  gender in those particular six discretionary programs. 

            So we really have an opportunity now to 

  capture girls and women exclusively in those 

  discretionary portfolios, and we will be building the 

  opportunity to track gender across all of the programs 

  as we continue to develop our TRAC program.  So from 

  the standpoint of being able to look at are the 

  programs meeting the needs of the consumers that they 

  were designed for and what is the breakout in terms of 

  age and what is the breakout in terms of gender, we 

  really do have an opportunity with the TRAC system to 

  begin to take a look at that.  

            I'm going to walk through some of the other 

  office efforts.  I don't know whether you all can read 

  that, but I'm hoping you can read that.  We have a 

  number of other efforts that are focused on women and 

  girls. 

            I'm going to start with the fact that our 

  Office of Consumer Affairs held a teleconference on 

  mental health and women in the military.  We focused on 

  promoting social acceptance and inclusion and have 

  started to take a look at research on women in the 

  military and mental health.  As a member of the DOD 

  Mental Health Task Force, we knew that women in 

  particular were reporting and experiencing sexual 

  trauma from their experiences in the military. 

            So we started to take a look at opportunities 

  for us to encourage and disseminate strategies to help 

  women promote an understanding and acceptance of the 

  fact that they may have a culture in which they have to 

  operate very differently, and they have to learn other 

  strategies in terms of dealing with sexual trauma. 

            We have archived that webcast and we are 

  continuing to use it in our discussions with some of 

  our work on returning veterans and their families.  

            We have, in fact, also created a database of 

  gender-related mental health issues focusing on social 

  inclusion, and that is also a link through our Office 

  of Consumer Affairs.  

            In our portfolio on Services in Supportive 

  Housing Grant program, we have a particular grantee 

  called RESOURCE, Inc. in Minneapolis, Minnesota, who 

  provides services solely to women.  RESOURCE, Inc. 

  works in collaboration with agencies to provide a 

  comprehensive, integrated continuum of care to women 

  who are homeless and who have that condition 

  chronically.  This particular collaborative is really 

  quite an astounding program, and it is, I think, one of 

  the stellar programs in our supportive housing grant 

  program.  

            We have just developed a new committee on 

  women and trauma within the Federal Partners.  The 

  Federal Partners are a group of Federal agencies that 

  are focused on the transformation of mental health in 

  America.  We asked the Federal Partners what were those 

  issues that they would like to focus on in this coming 

  year in 2009, and fairly resoundingly, they said we are 

  concerned about women and women's mental health and we 

  want to see a connection between women's mental health 

  and trauma. 

            So Susan Salasin from my staff is the key 

  staffer.  I'm sure Susan has talked a little bit about 

  all of her work on trauma. 

            But now we have a group of Federal partners, 

  including several other Departments, particularly the 

  Department of Defense, particularly the Department of 

  Veterans Affairs, particularly other federal agencies 

  that clearly have an interest in this issue and we're 

  now going to be bringing them together.  They've had 

  two meetings so far this year.  We see this as an 

  opportunity like our other federal collaborations to do 

  some fine work.  The Surgeon General's Office, the 

  Office of Women's Health, the Office of Minority 

  Health, and several others are involved in it. 

            We are moving out to make sure that we have 

  opportunities to talk about women and trauma in the 

  workplace by presentations at conferences and by using 

  an initial very strong collaboration that we had with 

  the Department of Labor.  And the Department of Labor 

  has really become, I think, one of our essential 

  partners in looking at building opportunities to get at 

  women in the workplace who may, in fact, be 

  experiencing the effects of trauma and it gives them an 

  opportunity to address in the workplace those women who 

  may have had trauma experiences but they're expressing 

  it through health issues, through absenteeism, through 

  presenteeism, et cetera.  So that new committee we're 

  very excited about. 

            We also have, as part of our workforce 

  development, a strategy.  I am the co-chair of the 

  Workforce Development Matrix area along with Beverly 

  Watts-Davis.  And as a part of our workforce 

  development effort, we convened an expert panel to talk 

  about women's services. 

            We did this because we see the workforce 

  development strategy as including the development of 

  competencies within the behavioral health workforce 

  that address specific populations, and we think women 

  are one population that really requires  individuals to 

  serve them who understand the unique behavioral health 

  care needs of women. 

            So we brought those experts together.  We 

  helped identify the competencies with that expert group 

  to make sure that we are promoting those competencies 

  within our workforce agenda.  

            Some of the topics may be of interest to you. 

   The expert panel really found that they wanted to see 

  professionals and providers in the behavioral health 

  field having an expertise, first and foremost, of 

  course, in trauma; secondarily, in family and family 

  health issues; in women's roles and how women perceive 

  their roles; women's self-efficacy and how they 

  experience self-efficacy; and women's barriers to 

  wellness and recovery; both pregnancy and postpartum 

  issues related to mental health. 

            So there were a whole host of issues that the 

  experts panel said, if you're going to develop a 

  behavioral health care workforce that has competencies, 

  these are some of the issues that you want to be sure 

  you're either training people in or you're looking for 

  people who might have had that experience.  I think 

  that's a really wonderful opportunity for us to broaden 

  our workforce development and to give the field some 

  sense of what those competencies are.  

            The next slide is some of the other Center 

  for Mental Health Services' efforts that we're doing.  

  We are participating in the Department of Defense and 

  Department of Veterans Affairs Strategic Work Group on 

  the Psychological Health of Women Service Members and 

  Their Veterans.  

            As you all may know, the Department of 

  Defense has adopted the term "psychological health," 

  which is their equal to mental health, but that's the 

  term they use. 

            There is a particular small group that has 

  been developed out of the Department of Defense Task 

  Force on Mental Health that's looking at 

  recommendations on how to improve within DOD and within 

  VA clinical practice and policy and military strategies 

  on how to intervene with sexual trauma and domestic 

  violence and looking across DOD. 

            I think one of the most salient points about 

  this is that the military itself is finally beginning 

  to understand that they have a responsibility and 

  accountability for the experience of women having 

  sexual trauma.  And, oh, by the way, it's not the enemy 

  that is sexually traumatizing women.  It is the people 

  in the military.  So I think it's a very good first 

  step for DOD finally to say we own this just like we 

  are owning the issues of suicide and suicide prevention 

  and many of the other more germane issues that used to 

  be, I think, set aside in that world.  So we're very 

  excited to be participating in the DOD and VA Strategic 

  Workgroup.  

            And then, Trina, the next slide.  We have 

  some contractual support that we do on a regular basis. 

   We have supported the Office of Women's Health, HRSA, 

  and CMS.  Center for Mental Health Services did a 

  special report on interpersonal violence in the wake of 

  disasters that was focused on women.  We've done some 

  specialized reports with a guide for improving 

  responses to women with mental illness who were 

  victimized by physical or sexual abuse.  We, of course, 

  did that across the Federal Partners.  And we support 

  the National Center for Trauma Informed Care.  I notice 

  you have a handout for that at your place.  So there's 

  a handout on NCTIC, which is our National Center for 

  Trauma Informed Care. 

            This is really a technical assistance program 

  that helps providers, consumers, family members, and 

  others recognize trauma as a central issue in the 

  mental health and substance abuse lives of the people 

  that we serve.  In most cases we find that individuals 

  with mental illnesses -- anywhere from 70 to 90 percent 

  of them have experienced trauma, and certainly the 

  statistics are equally as high for individuals with 

  substance abuse and addiction.  

            Then the final two pieces that I wanted to 

  mention are that we have an interagency agreement with 

  the FDA, and that interagency agreement is a part of 

  our 10 by 10 Wellness Campaign.  The FDA's Office of 

  Women's Health and CMHS and SAMHSA are working together 

  on a collaborative communication project that is 

  promoting the safe use of medications, smoking 

  cessation, and a number of other initiatives under an 

  interagency agreement.  And it's very exciting.  This 

  is a very new interagency agreement for us this year. 

            We're continuing to make sure that we partner 

  with as many Federal partners as we can and take 

  advantage of the numbers of agencies that actually have 

  offices of women's health and building in the 

  behavioral health and mental health capability and 

  thinking in those offices at the same time that they're 

  addressing women's health.  

            Then our final project this year has been the 

  publication and production of the IOM report.  The 

  Institute of Medicine report on preventing mental, 

  emotional, and behavioral disorders among young people 

  gets at the issue of young girls and boys, but 

  particularly focusing in on what are the strategies 

  that work well in early childhood, in middle childhood, 

  and in older children in that age span where you want 

  to have the most influence.  And there is some very 

  powerful work in there about how do you prevent mental 

  illnesses and how do you promote mental health across 

  the age span but particularly looking at young people. 

            And there are some really very fascinating 

  practical policy research and formative activities that 

  I think are fodder for a host of ways in which we can 

  try to influence the promotion of mental health, the 

  prevention of mental illnesses across young girls and 

  particularly younger children and young women.   

            So with that, I'm going to end and see if you 

  have any questions for me.  

            MS. HENRY:  Kathryn, could you say of the IOM 

  report again?  

            MS. POWER:  Preventing Mental, Emotional, and 

  Behavioral Disorders among Young People.  And Renata, 

  so I don't have to carry this back upstairs, you can 

  have it.  

            MS. HENRY:  Oh, thank you.  

            MS. ENOMOTO:  Is there a pre-publication 

  version that's available electronically?  

            MS. POWER:  Yes.  

            MS. ENOMOTO:  We can make that available to 

  all the members.  

            MS. POWER:  Absolutely.  

            DR. RIOS-ELLIS:  I noticed that you have an 

  HBCU program.  

            MS. POWER:  Yes.  

            DR. RIOS-ELLIS:  Is that still ongoing?  

            MS. POWER:  Yes, it is.  

            DR. RIOS-ELLIS:  Are you thinking about 

  planning one for Hispanic-serving institutions as well? 

            MS. POWER:  Planning on what?  

            DR. RIOS-ELLIS:  Are you thinking about 

  integrating one for Hispanic-serving institutions as 

  well, the HSIs? 

            MS. POWER:  That would be a great idea.  I 

  hadn't even really thought about that in terms of 

  taking the HBCU and moving it out further and beyond 

  that.  I think that's a terrific idea, and we should 

  consider that.  

            DR. RIOS-ELLIS:  Great.  I'll give you my 

  card.  

            MS. POWER:  Please do.  That's great.  

            Gail?  

            MS. HUTCHINGS:  Renata again stole my idea.  

  I was going to ask where we could get copies of the 

  IOM, but more to congratulate you for an important 

  piece of work that that is too and the investment that 

  you made in it.  

            I also wanted to offer -- I did this earlier 

  when you weren't you here this morning, so I want to do 

  it again -- the primary care behavioral integration 

  grants that you have on the street.  Nice, really nice 

  developmental step forward in getting that work done.  

  So congratulations.  

            MS. POWER:  Thank you very much.  We're 

  actually pretty excited about both Project LAUNCH 

  looking at 0 through 8, and then the piece about the 

  primary care/behavioral health integration and what are 

  we going to learn about ways to effectively get at some 

  of the issues of promoting mental health and preventing 

  mental illnesses.  So it's kind of a nice combination. 

   So thank you.  I appreciate your comment.  That's 

  great. 

            Other questions for me?  Yes, ma'am?  

            MS. AYERS:  Well, I'm not sure if you're the 

  right person to ask.  There are two training centers, 

  one in south Florida and out in Portland, Oregon, the 

  two technical -- the research piece.  There are two 

  children's research centers.  I don't know.  I read 

  something I think from the Portland group that came 

  across my email the other day about the two centers 

  might get combined or there may only be one center.  

  And they were going to focus on 14-year-olds to 

  transition age adolescents.  I'm in the wrong ball park 

  here.  

            MS. POWER:  Well, we do have some centers 

  that are involved in our National Child Traumatic 

  Stress Network, and there is a host of academic and 

  research centers that are part of that grantee program. 

            MS. AYERS:  Yes, no.  I know that group.  

            MS. POWER:  So I'm not sure whether that's 

  what you're referring to.  

            MS. AYERS:  No.  They host a research 

  conference on children's systems of care every year 

  down in Florida, and then there's the group out in 

  Oregon that's been looking at family participation.  

  You know, this email I got sounded like there will 

  probably be just one center and that they were going to 

  be focusing on kids 14 and older.  

            MS. POWER:  Well, I'm not sure but it would 

  be helpful perhaps to see what was described to you.  

  Certainly systems of care is something that comes under 

  our purview, but we don't do research.  So I'm a little 

  concerned about the fact that we may be evaluating 

  whether systems of care are effective, and that's what 

  we do do.  So the systems of care program is definitely 

  under the Center for Mental Health Services. 

            There are other entities, Georgetown 

  University, that do research on those kinds of things. 

   So it might be helpful for me to check back with you 

  or you check with me and we'll see if we can figure it 

  out.  

            But I think the notion here is that we know 

  that half of all mental illnesses in children start by 

  14, and three-fourths of them are emerging by 24.  So 

  that age is hugely important relative to the fact that 

  mental illnesses are generally not well-known as 

  illnesses of young people.  And I think that's why this 

  IOM report is so important because, in fact, 14 is a 

  critical year and that two-year period prior from 12 to 

  14 is often considered even more powerful because it's 

  considered the prodromal phase.  That's when, in fact, 

  many, many young children go undiagnosed or 

  unrecognized in terms of the development of illnesses. 

            So I could follow up with you a little bit in 

  terms of being able to answer the question.  

            Any other questions for me?  

            (No response.)  

            MS. POWER:  Thank you all very much.  I 

  appreciate it.  

            (Applause.)  

            MS. ENOMOTO:  Thank you, Fran Harding, from 

  our Center for Substance Abuse Prevention.  

            MS. HARDING:  Thank you.  Good afternoon.  I 

  too am happy to be here and share some of the 

  programming that CSAP has to offer for women across the 

  country and also share a little vision where we're 

  beginning to plan to focus some of our efforts in the 

  years to come.  

            Three areas that we are primarily focusing on 

  for that we have the most dollars and attention in are 

  our Fetal Alcohol Spectrum Disorder Center of 

  Excellence, our Minority AIDS Initiative, and our, of 

  course, Strategic Prevention Framework initiative, 

  which I will get into all of them.  

            We created the FASD, Fetal Alcohol Spectrum 

  Disorder, Center of Excellence in 2001.  And since 

  then, we have contributed -- the center itself focuses 

  on five separate areas and products and services.  One 

  is training and technical assistance for our States, 

  information dissemination, so that both paper copy and 

  electronically, capacity-building, developing our 

  partnerships stronger, and as we go into health reform, 

  I think we're perfectly set to help our partners see 

  the interrelation between FASD issues and our health 

  care system and building infrastructure in the way of 

  meetings, conferences, forums, and the like.  As recent 

  as tomorrow, we will be in Albuquerque for our FASD 

  building capacity with our State systems program.  

            Our other program that we're focusing on and 

  are developing great outcomes for is our program for 

  Minority AIDS Initiative, acronym of MAI.  It was 

  created in 1999 and continues to serve minority both 

  women and men in communities across the country.  We 

  represent the HIV/AIDS epidemic and racial minorities 

  and communities focusing on helping communities see the 

  connection between HIV/AIDS and drug and alcohol use 

  among, again, our minority population. 

            Based on recent estimates from the Centers 

  for Disease Control and Prevention, close to 280,000 

  women are living with HIV and AIDS in the United 

  States.  Women of color are particularly affected.  

  Black women accounted for two-thirds of the new AIDS 

  cases in 2007.  That's a large percentage still in the 

  country that has been spending so much attention on the 

  subject.  Latinos represent 15 percent and white women 

  are also represented with 17 percent, large percentages 

  across the board.  

            CSAP's substance abuse and HIV prevention 

  discretionary grants are five-year funding community-

  based organization grants to nonprofit entities to 

  prevent substance abuse and new HIV transmissions.  

            The RFA issued in 2008 identified African 

  American and Latino women as one of six eligible 

  subpopulation applicants to apply for the funds to 

  provide gender-specific prevention services.  Currently 

  MAI's portfolio is comprised of 135 active grants.  Of 

  this 135, 10 percent targeting minority women for 

  evidence-based services to prevent substance abuse HIV. 

   We're hoping to expand that, but we're getting very 

  good results with the 10 percent that we currently 

  have.  

            Along with those two very specific, narrowly 

  focused opportunities, we also work with our Strategic 

  Prevention Framework grants across the country to have 

  the communities focus in on a particular need of 

  highest attention.  20 percent of the total funds of 

  the block grant, as you know, goes to prevention which 

  helps fund the Strategic Prevention Framework. 

            Two particular programs I would like to 

  highlight.  One is in the State of Kentucky, which is 

  known as Kids Now Plus, and is the program that is run 

  out of their Department of Mental Health and Substance 

  Abuse.  It's designed to work with pregnant women who 

  need help abstaining from alcohol, tobacco, and other 

  drug use.  This program is including screening, 

  interventions, and referrals to treatment in their 

  State, and they're having tremendous success.  

            North Carolina is the second State that we 

  are working with under the Strategic Prevention 

  Framework.  In one particular county, they have 

  targeted Native American women as their highest need 

  resources.  They are providing technical assistance to 

  the community to identify the most appropriate strategy 

  to help identify their needs and refer them to the 

  treatment or prevention services of choice.  

            Along with these funded opportunities that we 

  have that CSAP is funding, we are also targeting for 

  the future our -- focusing on the populations of women. 

   In CSAP, we have not historically spent a lot of 

  attention with focusing on issues for women-specific.  

  We are learning, however, over the last couple of years 

  of our new -- some of our new outcome data, especially 

  through the NOMs, the National Outcome Measures, that a 

  couple of areas of focus we're taking a serious look 

  at.  One is older adults, women's issues of our older 

  adult population, both with the sense of loss and grief 

  and also with prescription drug abuse or misuse. 

            The other area, going almost to the other end 

  of the spectrum, is in our area of higher education and 

  women.  Women in higher education with alcohol and 

  substance abuse are also facing issues of unwanted sex, 

  unsafe behaviors, and issues of abuse and trauma as 

  well.  This is supposed to be the time when young women 

  are thriving and learning and becoming some of our 

  leaders.  

            The last two.  One is the focus on single 

  parents.  This one is of particular interest to me 

  because it's women as single parents, and as the 

  economy continues to have the struggles that we have, 

  we're starting to see an increased attention and need 

  to look at the single-parent issues and alcohol and 

  substance abuse, particularly around coping mechanisms 

  and using alcohol and/or drugs to help them cope 

  through the struggles that they're having.  

            And last and certainly not least, another 

  area of great concern that's growing, particularly 

  around our young women of middle school and high school 

  age, is dangers in our cyberspace on the Internet now 

  with the tweetering and all the other access that's 

  available to young people.  And as parents are now 

  working outside of the home, young people have more 

  access to the computers, to our Internet service, and 

  we're seeing a great concern mostly from the national 

  PTA groups that are beginning to ask for help and 

  assistance on what they can do to help the schools and 

  the parents prepare.  

            So that's pretty much a quick kind of 

  override of both what we are funding and where we are 

  looking to the future, but would love to have any 

  guidance or answer any questions or areas that you 

  think we're missing and could possibly look into.  

            DR. RIOS-ELLIS:  On the minority AIDS 

  initiative, I just want to make sure I'm understanding. 

   There were 135 grants and 10 focused on women of color 

  which would be about 7.5 percent?  

            MS. HARDING:  10 percent of the grants 

  targeted on minority women specifically.  Not all 

  grants were focusing just on women.  10 percent of our 

  grants, when we did our survey, are focusing just on 

  minority women specifically, which is actually 

  providing some interesting data for us to look into, 

  their issues specific to the community at large or in 

  the mixed community.  

            MS. HENRY:  I can ask Fran this question.  So 

  earlier we heard from Sue Thau from CADCA in terms of 

  where prevention stands in terms of moving forward with 

  health care reform.  So from CSAP's perspective, how do 

  you see kind of preparing for next steps around -- you 

  know, what's your portfolio going to look like?  How do 

  you see CSAP moving in that direction with all the 

  focus on prevention and wellness?  

            MS. HARDING:  Well, outside of being 

  incredibly excited that finally we are in an era where 

  our top leaders in our country are focusing on 

  prevention and actually are putting prevention first, 

  the first reaction to CSAP was one of disbelief, to be 

  honest.  The second reaction is, okay, so now what are 

  we funding?  Where is the direction going that we are 

  going to be able to help our communities? 

            And we've discovered that we feel we're in an 

  excellent position through the Strategic Prevention 

  Framework of the five models of going into communities 

  and helping them to assess their issue and to direct 

  funding and resources and programming to the areas of 

  most need. 

            Our challenge is and will continue to be to 

  help our prevention professionals learn how to 

  integrate their services into the broader public health 

  arena, and that they are the most trained and well-

  informed individuals to do that. 

            The balance is that historically prevention 

  professionals don't always see themselves on an equal 

  plane to other health professionals.  They've bought 

  into, and with good reason, that they are thought of 

  second, not first, that they are trailing behind the 

  world of physical treatment. 

            Well, when we talk about health reform and we 

  talk about the integration of prevention of substance 

  abuse and mental health issues, particularly alcohol 

  and substance abuse, our trained workforce is in the 

  best position because they know how to collaborate with 

  other systems.  They look at a community for all of the 

  problems that they assess.  They know how to teach.  

  They know how to use public education effectively.  So 

  what we're seeing a possibility of is having an 

  opportunity for technical assistance and training to 

  help our workforce learn how to integrate better with 

  physical health so that behavioral health and physical 

  health can now combine. 

            Added to that, finally, is working under the 

  rubric of risk and protection, having indicators of 

  risk, which they assess, that transcend over many 

  different health issues and mental health issues not 

  just alcohol and substance abuse.  They now can go to 

  many of their health partners and show them the value 

  of looking at these indicators of risk, working with 

  families, working with schools, working with 

  businesses, learning how to work with the doctors in 

  the community and the health care system in general. 

            So we're very excited.  It's almost an 

  organized chaos of trying to figure out what step 

  first.  There is so much out there and so much for us 

  to use.  So we are following with SAMHSA.  Prevention, 

  as you heard from Sue, is right there at the table 

  helping, and we're moving forward with developing an 

  agenda that will help all.  But we're feeling pretty 

  secure we're in a good place, if we can help our field 

  feel very empowered and in their rightful place.  

            MS. ENOMOTO:  Fran, I wonder if you could 

  share your thoughts on the role of trauma and 

  prevention and community prevention in particular.  I'm 

  wondering about if there's a movement in the community 

  coalition arena or in the prevention arena in general. 

  What we've seen on the mental health and substance 

  abuse side, on the treatment side there's this Trauma 

  Informed Care, and where are we with creating trauma 

  informed organizations on the prevention side?  Because 

  certainly there is room.  You've mentioned it as a 

  precipitant.  

            MS. HARDING:  It's interesting.  Prevention 

  has not focused specifically on trauma except in times 

  of high stress and trauma.  The techniques of uniting 

  family, school, community, individuals together to work 

  together to identify the issues and working among their 

  health partners has been our best defense.  It seems 

  like every category of need that our prevention 

  programs are focusing on in the States has some level 

  of trauma in it.  By helping individuals, communities, 

  families, and organizations become healthy and safe, we 

  hope it will reduce the need for future treatment and 

  issues around trauma.  So it's our business to help 

  train and educate our communities, our schools, our 

  places of worship, and every other part of a place 

  where a child resides to help build a defense and a 

  coping mechanism and a system of care and health. 

            So although we haven't -- actually I haven't 

  heard of anyone focusing on trauma specifically.  When 

  it comes to the trauma that some families are currently 

  facing with the economic crisis, what we're seeing more 

  of are the principles of good prevention, of helping 

  families learn how to communicate better with their 

  children and their communities, helping communities 

  work closer together with community group meetings and 

  support, helping the faith organizations to re-engage 

  with the community efforts.  It's more of a 

  preventative, keep everyone healthy and safe, both 

  mentally and physically, so that they can cope with it, 

  and lastly, in some States the prevention program is 

  the glue that helps the communities and individuals 

  find the right door to go into for the help that they 

  need.  So it's been an interesting time.  

            MS. ENOMOTO:  Not for today, but I guess in 

  the future it would be great to have the conversation 

  about what do we do -- I mean, you talk about we help 

  the families do this, we help the community.  The ones 

  who are doing the helping also need to be trauma 

  informed.  You're not going to get the families to talk 

  about the child sexual abuse that's going on unless the 

  people who are doing the facilitation are okay talking 

  about it and are able to recognize it and call it out 

  or know what to do with it when they run up against it. 

            MS. HARDING:  After 9/11 and followed with 

  Katrina, our prevention providers -- actually this is 

  an unintended consequence -- began speaking to our 

  treatment providers and substance abuse on a more 

  frequent basis so that they could be trained.  I had 

  forgotten about that.  So there was almost a mass 

  training occurring in the communities for treatment to 

  help prevention providers know how to do the 

  interventions. 

            There were two valuable lessons that we 

  learned. 

            One, prevention workers will do almost 

  anything that you ask them to do.  So specifically in 

  Katrina, we had reports from our prevention offices on 

  a regular basis of helping direct necessary services to 

  where they needed to go and doing interventions to a 

  point of taking care of the family members that did not 

  need more treatment. 

            The other is that in 9/11, we learned that 

  the in-school counselors that are prevention counselors 

  ended up being the coordinators of peace and safety 

  where the surviving relatives would seek out these 

  counselors because they knew them with the interactions 

  with the students, and those who were able to keep the 

  students calm were then able to help the adults.  

            So I agree with you, Kana.  It would be a 

  very valuable assignment to assess all of that that 

  went on so that we could develop maybe a tool that 

  would be followed for everyone.  

            MS. ENOMOTO:  Roger?  

            DR. FALLOT:  Yes.  There are three areas in 

  which I understand that trauma has been used in 

  prevention.  One is the one you just mentioned around 

  Katrina and the fallout from that. 

            The other two, though, are -- and Susan may 

  know more about this than I -- the Trauma Informed 

  Schools Initiative in Massachusetts, which has 

  published a very nice little manual about the trauma 

  informed environments created in the school systems. 

            Just beginning actually is a nice initiative 

  in, I think it is, Rockland, Maine that Ann Jennings is 

  putting together around the trauma informed community 

  of Rockland.  She's beginning with the schools and the 

  libraries and the churches and other faith 

  organizations to address issues of trauma in a 

  preventive way.  

            I think it would be very nice, in fact -- I 

  don't know how well familiarized she is with the 

  Strategic Prevention Framework, and I would be glad to 

  serve as a bridge there if that would be helpful.  

            MS. HARDING:  Thank you.  That would be very 

  helpful.  I will be surprised that her organizational 

  structure veers too far away from the Strategic 

  Prevention Framework only because of the steps 

  involved.  But thank you.  I would like to touch base 

  with you.  That will be great.  

            MS. ENOMOTO:  Rich?  

            MR. KOPANDA:  On behalf of Dr. Clark, I'm 

  pleased to be here today.  For those of you familiar 

  with Dr. Clark, you know he always starts his 

  presentations with a lot of data.  I've cut that back 

  to a little data, but hopefully very informative for 

  you. 

            The household survey in 2007, the last one, 

  estimates that there are 7.7 million women who need 

  substance abuse treatment, and fewer women 

  traditionally abuse illegal drugs and alcohol than men. 

   However, the consequences of their abuse are more 

  likely to affect their families and their children, 

  making the potential impact even greater. 

            The household survey data indicate that 3.4 

  million children live with a mother who met the 

  criteria for substance abuse or dependence.  And 8.4 

  percent of those children who live in a single-parent 

  family where the parent is the mother have that mother 

  meet the DSM-IV criteria for substance dependence or 

  abuse.  So it's fairly high.  

            To pick up on what Fran was saying on 

  HIV/AIDS, substance abuse is, of course, linked with a 

  higher risk for contracting HIV/AIDS.  It can lead to 

  lower inhibitions and impaired judgments.  The latest 

  CDC data show that the high-risk heterosexual contact 

  remains the highest transmission category for women 

  with a new HIV diagnosis resulting in 80 percent of the 

  cases, new HIV diagnoses.  

            Despite this potential harm to themselves and 

  their families, most women who need substance abuse 

  treatment don't receive it.  The figure is about 93 

  percent.  For those, once again, familiar with Wes' 

  charts, that's the big red slice, those who need 

  treatment and don't realize it and don't seek 

  treatment.  

            The reasons includes:  for 28 percent, they 

  don't have health care coverage.  They can't afford the 

  cost.  13 percent say they don't know where to go.  12 

  percent felt they could handle their own problems 

  without treatment.  And there's a whole variety of 

  other reasons why, but that's a fairly large 

  percentage.  

            Stigma is also a barrier to seeking 

  treatment.  According to the data we have, women more 

  than men were concerned that neighbors and their 

  community would have a negative reaction to their being 

  in substance abuse treatment.  More than twice as many 

  women as men, 7.5 percent versus 3.4 percent, did not 

  want anyone to find out that they were in substance 

  abuse treatment.  

            Despite these barriers, there were still over 

  half a million women who actually were in treatment, 

  about 32.3 percent of the total clients in treatment.  

  We got information through the Treatment Episode Data 

  Set, or TEDS.  Mostly they were in for alcohol abuse 

  either alone or in combination with some other 

  secondary drug.  Cocaine came in at about 16.1 percent 

  of those in treatment, heroin at about 13.2 percent, 

  marijuana at 13 percent, and methamphetamine or 

  amphetamine at about 11.1 percent.  

            About 32 percent of the treatment facilities 

  through our National Survey of Substance Abuse 

  Treatment Services reported that they have special 

  programs for adult women treatment.  But only 14 

  percent report special programs for pregnant and 

  postpartum women.   

            To achieve the most successful outcomes, 

  treatment services for women must recognize unique 

  challenges women face as mothers, partners, and 

  providers and how those challenges influence their 

  paths to recovery. 

            Before I discuss the CSAT program 

  specifically, I'd just like to present one piece of 

  data I found very interesting.  For all of our 

  discretionary grant programs, if you combine them all 

  in CSAT, we're pleased to report actually that 51.3 

  percent of all the clients were women.  So over half of 

  the clients in our discretionary grant portfolio are 

  women.  That compares to, as I mentioned, for all 

  public or primarily public treatment programs through 

  TEDS -- there's a little bit of private in there, but 

  the figure is 32.3 percent.  So we're well above that. 

  And the data for our block grants is 32.2 percent, 

  right about the same average as through TEDS.  So our 

  discretionary grant portfolio very much leans toward 

  treatment of women. 

            We have three different types of programs.  

  We have those directed specifically toward women, and 

  in that category, we really have the PPW, pregnant and 

  postpartum women, treatment program, which is 

  residential.  So the n, the number of clients, in that 

  program is not really all that high compared to the 

  total portfolio.  

            The second.  We have some programs which 

  focus on women as a priority population.  

            Third, we have some who simply serve women as 

  a population along with all the other populations.  

            The first of these, the PPW program, is 

  designed to ensure a family-centered approach to 

  treatment.  It builds on the strengths and resources of 

  the entire family.  In FY 2008, we funded 16 new 

  grants, totaling about $23 million.  This year we're 

  going to award 10 more.  So we'll have a portfolio of 

  about 26 PPW grants.  

            In the second category, we have over 180 

  other active grantees that report women as a priority 

  population.  They include programs like the HIV/AIDS 

  initiatives, Access to Recovery, treatment drug courts, 

  adolescent treatment programs, and others. 

            The President's 2010 budget includes a number 

  of new programs that will benefit women and their 

  families particularly, and that includes family-

  centered treatment grants for adolescents and their 

  families and treatment drug courts which will target 

  families affected by methamphetamine. 

            In these difficult times, of course, it's 

  very important to show how the programs are achieving 

  their success, successful outcomes to be continued.  

  When the outcome data for our programs are compared, it 

  is clear that programs designed specifically for women 

  and their families are significantly more effective.  

  With respect to the key measure of abstinence, our GPRA 

  data show a 117 percent increase between intake and 

  six-month follow-up for the PPW grantees.  This 

  compares to 48 percent increase for women served by the 

  non-PPW grantees that target women and 43 percent for 

  our other grantees.  I want to point out that they're 

  all good, but the PPW is better.  

            The outcomes for increased employment and 

  education are equally impressive.  Women served by the 

  PPW grantees increased in this category generally by 

  154 percent between intake and six-month follow-up.  

  The comparable figures are 37 percent for other 

  programs that target women and 21 percent for all of 

  our other grantees.  

            The positive outcomes demonstrate that women 

  are benefitting from the wide range of programs 

  available to them, regardless of whether they are 

  identified as a priority population or not.  However, 

  they do emphasize the additional advantage of creating 

  treatment programs that address the unique requirements 

  and challenges of women.  

            A number of other CSAT activities are also 

  focusing on quality improvement, including several in 

  the PPW program, increasing the engagement, access, and 

  retention of family members in the PPW treatment 

  process, developing a best practice guideline for 

  women, children, and family treatment, and implementing 

  a cross-site evaluation which can help demonstrate 

  their success. 

            CSAT is also sponsoring a number of 

  activities such as cofunding the National Center on 

  Substance Abuse and Child Welfare Web site, which 

  includes the links to technical assistance, tutorials, 

  and training, information on conferences, and resources 

  for States, communities, and providers.  An average of 

  500 people visit the Web site each day, and during just 

  the first quarter of this year, 42,000 documents were 

  downloaded from that Web site.  

            You've already heard earlier about our TIP, 

  substance abuse treatment addressing the specific needs 

  of women, which is scheduled for publication mid to 

  late summer.  

            We're working on developing supplementary 

  guidelines for the methamphetamine matrix model that 

  are gender-specific to women and will be distributed 

  through the Health Information Network.  

            We've also established a Women's Addiction 

  Services Leadership Institute, which I believe you were 

  briefed on a bit earlier.  18 associates have been 

  selected for the first six-month training, which will 

  be taking place in May, and there are plans to conduct 

  at least two more sessions later.  

            Through all of our initiatives, CSAT 

  continues to work toward ensuring that addiction 

  services for women, as well as their children and 

  families, are appropriate, accessible, and effective.  

  We appreciate the support and guidance we receive from 

  the Women's Advisory Committee and thank you.  

            MS. ENOMOTO:  Thank you, Rich. 

            Any questions for Rich?  I don't know if a 

  couple people that asked about the TIP earlier want to 

  reiterate the question. 

            MR. KOPANDA:  TIP distribution? 

            MS. HENRY:  I was actually in another 

  direction.  I wanted to ask you something about the use 

  of technology in the delivery of treatment services on 

  the addiction side, but I can ask the question about 

  the TIP distribution.  

            So this is a great document.  It's going to 

  be really good, but it's really comprehensive and 

  really thick.  So in order for it to not become 

  something that's get put on the shelf, I think it's 

  really important to think of lots of ways to get the 

  information out all the way from what role the ATTCs 

  are going to play in being able to develop curriculum 

  off of this or training for States.  I know there's one 

  section in there that spoke to guidelines for State 

  standards, for example.  So if I were a State director, 

  I'd be looking at how can I build some of this into 

  regulation or contract language.  So I should be able 

  to go to TA and maybe a SAMHSA or ATTC TA to get that 

  -- to training judiciaries.  It's just a wealth of 

  things, and we don't want to lose that.  

            MR. KOPANDA:  Well, we have been looking at 

  our TIPs with respect to them being fairly large and 

  maybe not as easily digestible for all the intended 

  populations.  However, as you kind of pointed out, 

  there's a lot of good information in there that would 

  be lost if we do that. 

            We're looking at various ways to kind of cut 

  our printing costs, and TIPs in the past have been very 

  large, very expensive to print.  I personally find that 

  having that copy -- from what I've heard, having that 

  hard copy on the shelf makes a world of difference to a 

  lot of people.  So I'm sure we will do some kind of a 

  hard copy distribution.  

            We also have it, of course, accessible on our 

  Web site that one could go in and print it out.  It 

  will be available to and distributed through the ATTCs. 

   The Women's Leadership Institute will certainly pass 

  it out and use that as part of the tutorial in that 

  program. 

            But I'm not familiar enough with the details, 

  the content to say, for example, how many copies we can 

  distribute hard copy.  We will do some automatic 

  distributions.  I mean, we have those distribution 

  lists, but we really need to get that in the hands of 

  many of the providers. 

            Now, some large documents like that we've 

  taken to conferences, and inside the space of two 

  hours, they're all gone.  I don't know if you've ever 

  noticed that.  They are a very, very hot seller, and 

  it's difficult to keep them there. 

            So we really need to think it through, I 

  think, and we'd look for your suggestions as to how we 

  do a better job of that.  

            MS. HENRY:  So not only just the distribution 

  of the document, but how you might use your network of 

  contracts and the ATTCs and others to make the 

  information that's contained in the actual document 

  user-friendly for the field. 

            You know, going to conferences and picking it 

  up doesn't guarantee that people are going to read it. 

   This was my push when I was with NIMH, sitting on 

  their council too.  We get such good information, lots 

  of really, really good information for the field, and 

  making sure that it gets down to the field and used by 

  the field is something that we really have to work at, 

  we've got to get better at. 

            So I'm just encouraging you to use all your 

  contracts and methods and vehicles to get the actual 

  information out in a usable way that clinicians really, 

  really can use it and apply it.  

            MS. ENOMOTO:  Any other questions?  

            MS. AYERS:  Just a quick question.  Do you 

  actually have a library of all the published materials 

  that SAMHSA puts out?  

            MR. KOPANDA:  We have a library here on the 

  first floor.  It might be worth taking a look at it.  

            MS. AYERS:  I'd love to.  

            MR. KOPANDA:  Hopefully they have all our 

  documents.  

            MS. AYERS:  Well, I agree with Renata.  

  There's so much amazing material, and I'm sort of 

  thinking about all the schools of social work and 

  psychology and whatever that are out there.  I wonder 

  if there is some really active engagement with them.  I 

  circulate this to my staff, and they just kind of gasp 

  and say, oh, nice, great material if you have time to 

  look at it.  So it's how do you get this information 

  transferred to where the people are billing those 15-

  minute hours.  

            MR. KOPANDA:  It sounds like we need some 

  kind of an abridged version that's, as you say, an 

  easy-to-use how-to.  So we'll certainly take that 

  suggestion under advisement.  

            MS. HENRY:  You actually had some contractors 

  who historically have done some of that, you know, the 

  TIP keys and all of that.  Like JBS and a couple of the 

  others worked long and hard on dissemination plans.  I 

  mean, I don't know the status of the contracts.  I'm 

  not interested.  But going back to figure out how you 

  might gain some of that information that they worked on 

  I think would be really, really helpful.  

            MS. HUTCHINGS:  I'm also thinking, Rich, of 

  maybe some webinars on targeted excerpts within it that 

  not necessarily that SAMHSA would have to pay for.  I 

  don't want to offer up my clients, but for example, the 

  national council and others would -- you know, they 

  have an infrastructure already in place.  They have 

  1,600 members.  They're front-line providers.  They're 

  really well attended and they have archive ability 

  where you go back and play this again.  So zero cost to 

  the center, to SAMHSA, minimal to no cost to them.  A 

  couple of experts.  We've been using that sort of idea 

  with this Hundred Pioneers for Smoking Cessation 

  campaign and it's just really taken off and been on the 

  cheap.  

            MR. KOPANDA:  We like on the cheap.  

            DR. CHIN:  I think at one point there was 

  what's called the DSS, Decision Support Systems.  Is 

  that still in existence?  Is it being updated?   

            MS. ENOMOTO:  Was that on the treatment side? 

            MS. HUTCHINGS:  That was Decisions 2000 for 

  mental health.  

            DR. CHIN:  That was to summarize findings and 

  so on using technology, both with studies and so on.  

  But it never went across the systems, and I guess I'm 

  curious about that.  

            MS. ENOMOTO:  When you're talking about using 

  technology in treatment, my sister is a general 

  practitioner and she has her PDA.  She's like, oh, I 

  just bought this thing to download.  If I have a fungus 

  on my foot, she's looking it up.  These are the 

  differential diagnoses and these are the kind of up-to-

  date treatments.  She just can pull it right up.  So 

  giving us that sort of capability to give people 

  something that they can just download in a decision 

  support type of framework to a personal computing 

  device would be handier, so they don't have to read the 

  whole thing and memorize it, but they know it's in 

  their BlackBerry and they could get to it if they 

  needed it.  

            Well, thank you, Rich, and for the leadership 

  of both CSAT and CSAP on these issues. 

            While you guys are here, I'd like to give 

  thanks to our incredible SAMHSA Women's Coordinating 

  Committee because now I actually see them all here.  I 

  was sort of waiting.  If you guys could stand up so 

  people know who you are.  Susan Salasin from the Center 

  for Mental health Services, Michelle Carnes from the 

  Center for Substance Abuse Prevention, Sharon Amatetti 

  from the Center for Substance Abuse Treatment, Linda 

  White-Young, Center for Substance Abuse Treatment.  

  Valerie Mills is from our OPPB, and Carol Watkins now 

  at CMHS, and Debbie Crump from the Office of the 

  Administrator.  So thank you all.  

            (Applause.)  

            MS. ENOMOTO:  The heart, soul, and Energizer 

  bunny work that went behind many of the things that 

  were talked about here today is the result of these 

  women's fantastic work.  When Richard was talking about 

  the PPW numbers, Linda is like, that's what I'm talking 

  about.  A big smile.  We're going to have a couple of 

  our folks get up and talk about the core competencies 

  project shortly. 

            But just to let the center leadership know 

  that we just have such a fantastic work group and I 

  really appreciate them and I hope the members also 

  understand that you guys make recommendations.  Someone 

  has got to do that work, and these are a few of the 

  people who do that.  They're just tremendous.  So thank 

  you.  

            Renata?  

            MS. HENRY:  I'd just like to make this pitch. 

   If Dr. Clark were here, I'd make the pitch to him as 

  well, as well as the Coordinating Committee. 

            More and more I think we have to begin to 

  think about how we can use technology to help us in our 

  prevention and treatment efforts.  So from that 

  perspective, folks like maybe my age and older or just 

  a little bit younger really haven't embraced that as 

  much.  But we're talking about how do we get kids 

  involved with prevention and even with treatment and 

  some adults who won't come into treatment.  So all 

  kinds of things like Internet counseling, prevention.  

  I mean, I really think we have to consider -- and 

  SAMHSA, I hope, is going to be taking some lead in that 

  -- how we use technology to help us in our -- I don't 

  want to say fight, but in our work in terms of 

  treatment for people who are not coming through the 

  public sector treatment doors or for kids who aren't 

  interested in coming through the doors because that's 

  not the world that they know. 

            I really, really want to stress how important 

  I think that is in taking treatment and prevention, 

  early intervention focus for women to the next level in 

  the 21st century how to assist the housewife who just 

  can't come to a clinic.  What is it that we can offer 

  to assist? 

            I know that we recently unveiled an Internet 

  counseling approach that had been proven, research by 

  Hopkins here in Maryland with a methadone population.  

  So the judge or the broker, people who won't 

  necessarily walk into our clinics may benefit from 

  this.  So I'd hope that SAMHSA would find ways to 

  perhaps look at that, see what the research is showing. 

   I think each of NIMH and NIDA have small business 

  grantees that they would come up with some great 

  Internet technology approaches, that we would be 

  looking at that and supporting that.  

            MR. KOPANDA:  I'm not sure if you know that 

  we do have several grants in the area of e-therapy.  

  They're still ongoing.  They're not research grants.  

  We still rely on the NIH.  But they give us some 

  insight as to how well the programs would work. 

            Also, Dr. Clark -- it's not directly related, 

  but he's on the Health Information Technology Workgroup 

  at the Department that's working on HIT generally.  I'm 

  not sure if they're thinking through whether there 

  would be some kind of a linkage between the 

  reimbursement part and therapeutic approaches.  But he 

  would be well poised to put that all together.  

            MS. HENRY:  How does it get reimbursed?  And 

  we need to have CMS at the table in that conversation. 

   I know we're doing telepsychiatry and telemedicine, 

  but how do we use it in the actual treatment.  I think 

  that is so critical.  

            MS. ENOMOTO:  I wanted to make a correction 

  or an addition.  I'm sorry.  Melissa Rael from the 

  Center for Substance Abuse Treatment was out of the 

  room when I was writing my list down, and now she's 

  back.  So I'd like to just also acknowledge Melissa as 

  part of our Women's Coordinating Committee.  I've known 

  Melissa and Susan both since my first days here at 

  SAMHSA working on the SAMHSA Women and Violence Study. 

   So two of my mentors and guides along the way.  

            Thank you very much, Rich and Fran.  I'd like 

  to give them a round of applause.  

            (Applause.)  

            MS. ENOMOTO:  We had hoped to have Amanda 

  here to present to us.  We'll give ourselves a one-

  minute stand up and stretch break, and then we'll 

  continue with the Indian Country Trauma Informed Care 

  conversation.  

            (Recess.) 

            MS. ENOMOTO:  If we could return to our 

  seats. 

            We have been very fortunate that Ms. Estelle 

  Bowman, our SAMHSA Tribal Coordinator, is here and Ms. 

  Lisa Neel from Kaufman & Associates.  They were both 

  instrumental in pulling together our meeting to look at 

  trauma informed care in indigenous communities.  

  Although Amanda, who participated, was planning to 

  present, she's not here due to illness.  So these two 

  ladies have agreed graciously to kind of give an 

  overview of what we did.  

            Just by way of background, I'll say that the 

  impetus for doing this was that the DOJ Office of 

  Justice Programs had convened a group on SANE and SART 

  programs, Sexual Assault Nurse Exam programs, in Indian 

  Country and they had asked SAMHSA and IHS and others to 

  meet with them on that.  They had a sort of 

  interminable series of staff-level meetings, and the 

  idea was that eventually we were going to get to some 

  kind of action, interagency collaboration.  I had set 

  aside some funds to do this and kept going to the 

  meetings and kept going to the meetings, and we were 

  just meeting.  I think perhaps something has 

  materialized now, but at that time, it had gone 

  probably a year without anything materializing. 

            So in the course of those conversations, 

  though, it was very edifying in that people talked a 

  lot about the prevalence of trauma and in fact the 

  ubiquitousness of trauma for women in Indian Country 

  and in Alaskan communities.  And again, it's OJP, but 

  it was also IHS and others. 

            The focus was overwhelmingly on law 

  enforcement, on the chain of evidence, on the medical 

  exams.  We met with the U.S. Attorneys and they talked 

  about how many rape kits.  I mean, it was hard to get 

  people to want to do the exams because they knew 

  someone who knew somebody who was related to, and the 

  closeness of the communities made it difficult.  The 

  demand on medical staff time made it difficult.  The 

  low likelihood of things ever getting prosecuted or 

  investigated created -- well, there was a lack of 

  incentive for the medical staff to do the exams and 

  then for the women to either report or request or 

  follow through. 

            What became clear to me was that whether or 

  not anyone reported a rape or the evidence was 

  collected effectively and accurately or whether a case 

  was investigated, prosecuted, and someone was found 

  guilty and sentenced, the women, primarily women and 

  children who were affected, needed to have trauma 

  informed services delivered to them regardless of what 

  happened in terms of the criminal justice or the 

  medical setting.  They deserved to be in trauma 

  informed settings. 

            For as much work as SAMHSA is doing around 

  trauma informed care, I thought it would be a good idea 

  to actually take a step back, look at what the more 

  kind of mainstream models of trauma were and see 

  whether or not there was a fit, whether it applied, 

  didn't apply, throw it out, start over, adapt, modify, 

  add to, subtract.  So that's some of the process that 

  Estelle and Lisa can tell you about, who we brought to 

  the table and how we got to where we are now. 

            MS. BOWMAN:  Good afternoon.  My name is 

  Estelle Bowman, and I serve as the SAMHSA Tribal 

  Coordinator.  

            One of the things that we still are doing at 

  SAMHSA is collaborating with other federal agencies.  I 

  just returned from the Office on Violence Against 

  Women, Department of Justice Workgroup meeting.  They 

  were very excited to hear that we had convened a 

  separate work group and that we had come up with some 

  guiding principles on how to address American Indian 

  and Alaska Native trauma informed care in those 

  specific communities. 

            So we shared that with them.  They're using 

  that as one of their guidelines in their guiding 

  principles as they go through their discussions.  We've 

  had three work group meetings, and we are going to 

  continue to have that dialogue by teleconference.  So 

  they're happy that we gave them a copy of what we 

  worked on.  

            Part of the process of what we've been doing 

  here at SAMHSA is trying to engage more tribes and 

  tribal organizations in our discretionary competitive 

  grant process.  So we are very pleased to report that 

  the numbers of dollars going out to Indian County have 

  increased.  As many of you may or may not know, the 

  tribal reservations, people that are living in the 

  Indian communities suffer disproportionately from 

  alcoholism, substance abuse, mental health.  We're 

  finding out that we need to help them build some 

  capacity to compete for SAMHSA grants. 

            So in fiscal year 2006, we had $3.7 million 

  going out to tribes or tribal organizations.  In fiscal 

  year '07, we had $56.4 million, and then last year, we 

  had $74.3 million.  So we're working directly with 

  tribes and tribal organizations to help them come up 

  with best practices and ways to treat their own 

  community members.  

            In the fall, our contractor, Ms. Lisa Neel, 

  who works for Kaufman & Associates, began the process 

  of developing a work group that could help us put 

  together and convene a meeting in Palm Springs at a 

  Tribal Justice, Safety and Wellness meeting. 

            Initially we had probably about 30 people 

  that we were targeting to bring their expertise to the 

  table, people that had worked in Indian County and had 

  worked with American Indian and Alaska Native 

  communities.  Initially there were probably about 10 of 

  us that did a couple of planning calls, and then we 

  started doing outreach so that we got a broad range of 

  providers and people working in the communities.  

            After we did the preliminaries, we had Lisa 

  go back and contact probably about 40 different 

  individuals from across the country.  We did outreach 

  to different communities and did a cross section of 

  providers from American Indian and Alaska Native 

  communities.  

            Once we got their buy-in, we started working 

  on what we would like to see and had some initial 

  conversations around what we wanted to develop and what 

  kind of end product we were all wanting.  And the buy-

  in from all of these folks on the teleconference calls 

  was pretty clear that they wanted something quick that 

  we could use and not continue to have meetings and have 

  meetings and have meetings and not have a working 

  document.  So the process went fairly quickly, and I'll 

  let Lisa talk a little bit about the work that 

  everybody did in Palm Springs.  

            MS. NEEL:  Thank you and good afternoon.  My 

  name is Lisa Neel.  I am a Cherokee from Oklahoma and I 

  live out here in Washington, D.C.  As Estelle 

  mentioned, I work for Kaufman & Associates, which is a 

  contracting firm based out of Washington State.  

            I wanted to give a little bit of background 

  on what we did in Palm Springs.  We had a one full-day 

  meeting.  It was very, very intense mainly because of 

  what we were discussing and the people we had brought 

  to the table, some of whom had been working in parallel 

  or in related fields for many, many years and had never 

  actually had the chance to sit down together.  So that 

  was a number one, major good outcome of the meeting, to 

  really give these leaders in the field a chance to sit 

  down and visit together and compare notes.  

            This is not one of those reports that is huge 

  and weighty and hard to digest.  It's only about 15 

  pages long cover to cover.  There's actually one page 

  -- if you had 10 minutes to orient yourself to this 

  entire field and the whole meeting outcomes, you would 

  only need to look at page 12.  We cheated in that the 

  font on that page is only 11 points, but it is only one 

  page.  

            I want to point out there's also one really 

  important page which is towards the end.  We did 

  include in a lot of the references if there was an 

  online availability of the reference.  It's in there 

  with the full link.  So it's at people's fingertips 

  because the idea was to sort of develop the broader 

  issue of the context around trauma informed care within 

  tribes and to really give providers and people really 

  in all walks of service at least a general sense of 

  where to start in their personal study of the issue. 

            We also have a very extensive set of online 

  resources that we developed in advance of the meeting, 

  and that's also available online.  If you contact me, I 

  can give you the -- it's a non-linked private Web site, 

  but we can do that for you if you're interested in some 

  of the resources that we use to really create a common 

  academic vocabulary around the text.  

            There are also some fairly important pieces I 

  wanted to highlight about the report.  It's really 

  essentially a review of currently prominent scholarship 

  and experience related to trauma and recovery among 

  native communities.  It's also a statement from 

  community leaders regarding trauma and recovery.  As 

  you read through it, there's a lot of that.  You can 

  really hear the personal voice of the people who were 

  engaged in the creation of the report.  That was what 

  we were trying to capture, the sense that this wasn't a 

  dry academic experience.  This was also about how 

  people have lived and breathed this issue in their 

  communities.  

            I also want to point out some things the 

  report is not.  It's not geographically comprehensive. 

   If you were to do a map of everybody who was engaged 

  in the process, even though we do have several very 

  prominent national leaders engaged, it doesn't actually 

  cover the full scope of all of our geographies.  That's 

  really important to point out because although we tried 

  to really discuss many of the overarching themes of 

  Indian Country, we could not bring everybody to the 

  table that we wanted.  So it's not entirely 

  comprehensive on a geographic scale.  Therefore, it's 

  not representative of all native communities, although 

  it's a very good start.  

            It's also not representative of all AI/AN 

  clinical or academic perspectives.  

            The other thing that we hope anyway with this 

  -- as we were developing it, one thing we kept talking 

  about was what's the next step, what's the next step.  

  The hope of the people who were engaged in this work 

  was that this wouldn't be the last step.  This was the 

  beginning of some broader themes of work.  

            One of the overarching themes that really 

  goes throughout the entire report and what was 

  represented to me to be the most essential piece of 

  this entire product was that effective community 

  engagement in planning and delivery is crucial to 

  advancing trauma informed care work in native 

  communities.  If you could take one thing away from 

  this entire document, that was the sentence that I'd 

  want you to remember, that when it comes down to it, 

  all effective work is based in appropriate and complete 

  community engagement, which is sort of the first and 

  hardest step in a lot of ways.  

            So there's my nutshell.  

            MS. BOWMAN:  One of the things that we've 

  recently done to get this great report out and the 

  eight guiding principles is we've supplied it to the 

  HHS Intergovernmental Affairs Office, and they hold an 

  annual tribal consultation around the budget and 

  policies within Health and Human Services.  So this 

  year, they put it on a jump drive, and they gave every 

  tribe a copy of it.  So this is included as one of 

  SAMHSA's works that we've been doing to assist Indian 

  Country to make SAMHSA more accessible to them. 

            So we've disseminated it to all 564 federally 

  recognized tribes.  It has also been made available to 

  the Office on Violence Against Women, their work group, 

  and that's a broader group.  So we've had it out in the 

  field, been out to several tribal consultation sessions 

  in the regions, and we've provided this as well.  

            MS. ENOMOTO:  Questions?   

            MS. HUTCHINGS:  I'm wondering, given the 

  numbers of indigenous populations who don't live on 

  tribal lands anymore but instead particularly are in 

  urban settings, have you had an opportunity to 

  collaborate with the States either through NASMHPD or 

  NASADAD and offer them dissemination of this as well, 

  particularly given what I hope to see much more of, 

  which is beginning partnerships between State mental 

  health authorities, single State agencies for 

  addictions, and tribal governance to try to make sure 

  populations are getting served behavioral health-wise? 

            MS. BOWMAN:  We have not yet disseminated 

  beyond getting the word out to the tribes of what we've 

  been working on.  But that's a good start.  SAMHSA is 

  working -- part of our tribal justice, safety, wellness 

  sessions -- the next session we're planning to have, we 

  want to do some work around beginning dialogue between 

  tribes and States so that they have the same type of 

  information and the communication line starts to open 

  up.  And SAMHSA is willing to facilitate that.  So that 

  would be a good time to have this available to those 

  parties. 

            Thank you.  

            MS. ENOMOTO:  Lisa had noted that it was a 

  relatively small group.  We tried to be as 

  representative as you can when there are 563 tribes and 

  15 people in a room.  It's still sort of draft, and I'm 

  glad that it's getting disseminated so that we can get 

  comments.  I'm also curious about if people have sort 

  of accepted it as that's great, looks good, move 

  forward, and do good things, or if people have had any 

  comments, reactions, suggestions because it was a 

  relatively small group of very hard-thinking people 

  that contributed to a document that I hope speaks to 

  many people but would also look forward to getting more 

  comment and more input before going to States because I 

  think once you get it out to States, then it's harder 

  to pull it back and say, well, we actually made a 

  change to number 7.  

            MS. NEEL:  If I may respond to that.  What 

  has happened, interestingly enough, has been not so 

  much any elaboration or changes to the general 

  recommendations, but what we have had is other 

  colleagues in related aspects of the field come forward 

  with previously undocumented work that they had been 

  doing in the field.  So we're finding out things even 

  with people that we had personally worked with.  We're 

  finding out about pieces of their work that touches on 

  this that we had never heard of. 

            One of the issues that makes it a little 

  difficult to really properly document or really 

  strongly write up a lot of this stuff is especially 

  around the realm of spirituality.  So what we are 

  getting is a little more information on a qualitative 

  level around what's already occurring on the ground 

  particularly with regard to spirituality and the 

  engagement of traditional healers. 

            So the primary outcome for me personally has 

  been finding out more about what people are doing and 

  what they really hadn't told anyone yet because they 

  were still trying to approach whether or not it was 

  appropriate to discuss outside of that small circle of 

  people, and that has happened.  Everybody that we've 

  talked to about it outside of the original group has 

  been very supportive of the work and has also been 

  really interested and especially interested in getting 

  the references and in having access to those online 

  resources because quite often the siloing that already 

  exists is even more extreme in these communities for 

  those same reasons. 

            DR. FALLOT:  I just wanted to thank you for 

  this good work and wanted to ask actually a follow-up 

  question to what you just mentioned around spirituality 

  and its centrality not only in individual healing but 

  in community healing in the groups with whom you're 

  working.  Is there any specific kind of content around 

  trauma, both historical trauma and individual trauma, 

  that has come up with relation to the healing 

  processes.  

            MS. BOWMAN:  One of the things that we've 

  been working with within SAMHSA is looking at the 

  practice of allowing communities to develop their own 

  methods on how they want to work within the community, 

  and a lot that is spirituality.  Most of the time most 

  communities are not bringing that to the table right at 

  the onset.  So it takes a little bit of developing the 

  trust relationship with them and continuing to have 

  dialogue with them and going out. 

            I know the contract on native aspirations 

  that SAMHSA holds -- they do routinely hold a gathering 

  of Native Americans around suicide, school bullying.  

  So they're using a process where they're allowing the 

  community to bring forward the spirituality at their 

  pace.  There are certain things that most communities 

  will not want to share.  So we need to be respectful of 

  that.  So we have been trying to encourage but not push 

  and become kind of nosey and getting into the 

  community, but respecting that they do have the 

  spirituality aspects that they'd like to share with 

  their children and future generations.  

            MS. NEEL:  Yes, and one public place where 

  that does get bound up into things that are readily 

  accessible is around language preservation work and 

  around actively engaging with language preservation and 

  other activities within the community.  

            Another really important piece I wanted to 

  bring up -- you brought up historical trauma.  One 

  thing that we talked a lot about in the session and 

  also in our follow-up calls and in our private 

  conversations around the documents we developed was how 

  essential it was to encapsulate historical trauma as an 

  issue and acknowledge it as an issue, but to not let it 

  overshadow the personal and family-oriented traumas 

  that are occurring. 

            There was significant concern among the 

  representatives that those things would get conflated 

  and collapsed together as this broader tangle of an 

  issue partly because that makes it more inaccessible 

  and makes it more difficult to reach through the 

  general population means.  The general consensus was 

  that historical trauma is very important to understand 

  context, but it's only part of the broader context, and 

  that when you're talking about individual healing or 

  community healing, that's something that people have 

  kind of figured out how to handle on their own, if 

  they're going to, and that it's really important not to 

  dismiss or belittle other opportunities to take the 

  best things from other communities and use them in 

  their own, which is one of the temptations that 

  historical trauma gives us is to say, oh, well, this is 

  a completely different situation and we have to do 

  everything entirely on our own.  It was really 

  important to all of our representatives that that be 

  very, very strongly highlighted.  

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

  and Estelle, for your leadership on this.  Estelle also 

  has a parting gift for each of you.  

            MS. BOWMAN:  Thanks for playing and asking 

  questions.  Those that asked questions get a card.  I'm 

  just kidding. 

            The culture card guide to build cultural 

  awareness for American Indian and Alaska Natives is 

  something that SAMHSA is very proud of.  We worked on 

  this for our commissioned corps officers initially for 

  this document to go out and be a little pocket fold-out 

  to provide some general guidance when there are people 

  that have never been in Indian communities to get a 

  little bit of understanding before they got out into 

  the field and did a misstep.  So we provided this.  We 

  developed it.  It was initially just for federal 

  employees, mainly commissioned corps officers.  Somehow 

  a tribal leader got a copy and it just became this big 

  thing where everybody wanted it. 

            So we have developed it and reworked it and 

  reworked it and reworked it, and it's finally been 

  cleared and approved by Health and Human Services.  So 

  you have the original that says "SAMHSA only" on the 

  back, but it has come to my attention at the last 

  tribal meeting that it is being developed and offered 

  to the public now.  So you're welcome to share it with 

  all your friends. 

            It's a fold-out and it gives you a little bit 

  of understanding about the historical trauma, some of 

  the federal policies, the distrust of federal employees 

  and federal government when they come to Indian 

  communities and also kind of your role as you go out 

  into Indian Country, the dos and don'ts, and some myths 

  and mistakes and factoids that you might need to know 

  when you go out.  

            MS. ENOMOTO:  Thank you.  It's also a nice 

  thought piece for what we could do for other kinds of 

  documents.  It's really been extremely well received, 

  as Estelle noted. 

            So thank you to both of you for your 

  presentation.  I appreciate it.  

            (Applause.)  

            MS. ENOMOTO:  So I'd like to welcome Sharon 

  Amatetti and Michelle Carnes.  Kathryn had mentioned 

  this project in her presentation of what CMHS is doing. 

   It is being done under our major workforce initiative 

  which is currently sitting in a contract that's in 

  CMHS.  The two staff that have been leading this effort 

  are, in fact, in CSAT and CSAP, and they've been doing 

  it in conjunction with the SAMHSA Women's Coordinating 

  Committee.  So Sharon and Michelle are here just to 

  present a little overview on where they are with this 

  project.  

            MS. AMATETTI:  Well, thank you in advance for 

  your continued attention this afternoon.  I guess we 

  really are the cleanup batters.  So thank you for that. 

            And we wanted to stand up here because we 

  spent the majority of today looking at the lovely backs 

  of people's heads and thought it might be better for us 

  to be up front, although I realize now that you can 

  tell that Michelle is a little bit taller than me when 

  we're standing this way.  Anyway, I know it's the end 

  of the day and we want to go a little bit quickly here. 

            We are presenting information about a project 

  that's entitled Developing Core Competencies for 

  Working with Women and Girls and Behavioral Health.  

  It's really a project that has come out of a larger 

  workforce development project that SAMHSA has 

  undertaken over the past couple of years, and with 

  Kana's leadership, we were able to look at some of the 

  gender-specific issues having to do with workforce 

  development.  She came to the SAMHSA Women's 

  Coordinating Committee and proposed that we look at 

  these issues more closely. 

            Michelle and I had the good fortune of taking 

  the lead on this project.  I was interested in it 

  because I had just finished working with the women's 

  treatment coordinators on the guidance to States on 

  women's treatment standards that Sue Gadacz mentioned 

  this morning, which was really an effort at looking at 

  the way treatment is delivered, not so much who's 

  delivering it.  But it was a model of developing some 

  standards that we thought we could possibly apply to 

  this work as well.  So Michelle and I were enlisted and 

  took the lead on this project.  

            I'm not going to read all of these slides to 

  you you'll be happy to know.  But I do just want to 

  read this first paragraph on this slide.  It comes out 

  of that workforce development larger umbrella project. 

   It says:  "The foundation of national behavioral 

  health policy is recovery and the promise that those 

  with mental health and substance use disorders can 

  recover full and productive lives.  The men and women 

  of the behavioral health workforce spearhead the 

  nation's effort to help fulfill the promise.  This 

  promise is empty if there is not an available workforce 

  large enough and with sufficient competencies to 

  address mental health and substance use disorders." 

            Why I wanted to start with that is because I 

  think all of us in this room have spent a lot of our 

  careers worrying about and working towards addressing 

  the issues of treatment capacity, whether there's 

  enough treatment, how to get people to treatment, 

  evidence-based practices when they're in treatment.  

  But if we don't have the workforce that is really 

  skilled and able to deliver all of those things, once 

  we finally get people there and this beautiful model of 

  design of care, well, we're missing that piece and our 

  model falls apart.  So it is a really important piece 

  of the work that we do, really looking at the 

  competencies of the workforce that are delivering the 

  services that we're interested in helping to promote 

  and deliver. 

            So as I said, this effort is part of a larger 

  SAMHSA effort to look at workforce development.  There 

  is a Web site that is in very close final stages of 

  being ready to be launched.  The Web site is going to 

  have information about recruitment and retention, about 

  employment both for employers and job seekers.  There's 

  going to be information about diffusion of core 

  competencies, and there you see highlighted our piece, 

  the women's core competencies, and then other 

  information about licensing and certification.  So this 

  project is part of a larger initiative.  

            Why women's competencies?  Well, it's felt 

  that core competencies development is widely used in 

  workforce initiatives to identify the essential 

  elements of effective performance.  Research shows that 

  women have specialized and unique needs.  This project 

  is looking specifically at the issues for women and 

  girls in delivering services to women and girls.  So 

  that's what makes this project unique.  

            As I said, our efforts to expand capacity to 

  meet the needs of women and girls requires a workforce 

  with sufficient competencies.  So because one of our 

  interests and a lot of our work has to do with 

  expanding the capacity and the extent of services we 

  have that are really gender-specific, we want to make 

  sure that we have a workforce that can deliver those 

  services.  

            The target audiences for the competencies is 

  everybody and their sister essentially:  

  administrators, program managers, and clinical 

  supervisors who are seeking to identify content for job 

  descriptions, staff qualifications, and training 

  programs.  It's licensing and credentialing bodies 

  interested in examining their efficacy and 

  demonstrating competencies for serving women.  It's 

  policymakers and funders.  It's educators and trainers 

  who want to develop more effective courses and 

  professional development opportunities, and it's staff 

  currently working in behavioral health and students who 

  are entering the field seeking to understand what they 

  need to know in order to effectively deliver services 

  for women and girls.  

            The behavioral health context.  When we began 

  this project, we realized that the context was very 

  broad.  We are talking about prevention, intervention, 

  and treatment.  We're talking about substance abuse.  

  We're talking about mental health.  We're talking about 

  staff at many different levels and working in all these 

  different disciplines.  We're talking about a lot of 

  different settings.  So we had to really kind of get 

  our arms around what it was that we wanted to 

  accomplish, and we realized that we couldn't be too 

  specific or else we would leave out part of the 

  audience that we were trying to reach.  So we have a 

  broad goal in development of these competencies.  

            I will turn it to Michelle now to give a 

  little bit about the framework.  

            DR. CARNES:  Thank you, Sharon.  

            So essentially we used a framework that's 

  very common among core competencies, and it's pretty 

  intuitive.  KSAA stands for knowledge, skills, 

  attitudes, and attributes.  So basically what we were 

  looking for in this project was what are the elements 

  which make a health provider or staff member effective 

  when they're serving women and girls.  

            We all have KSAAs at varying levels and in 

  various topics, but what is it that overlaps in terms 

  of creating a gender-specific competent staff?  And so 

  we were looking for that middle part where everything 

  really comes together and overlaps.  

            So knowledge, generally speaking, is what 

  someone knows.  We all get training in various ways.  

  It's not just our education, but also the kinds of 

  things that we gather in the settings where we work.  

  So we looked at what do staff members serving women 

  really need to know about women.  So examples for this 

  particular project would be having familiarity with 

  trauma, intimate partner violence, and the effects on 

  the prevention, treatment, and recovery processes for 

  women, while also recognizing the social, political, 

  economic, familial, and cultural contexts that 

  specifically effect women's lives in particular.  Of 

  course, this affects everyone's life, but we really 

  wanted to look at how this really shook out for women. 

            Skills, what someone does.  So you have the 

  knowledge.  Now, how do you apply it?  So what are 

  these techniques and these proficiencies that let you 

  do the job that you do?  You have this knowledge.  What 

  do you do with it?  So we considered what staff should 

  be able to do to specifically address women in their 

  jobs, of course, covering all these different domains, 

  outreach, education, promotion, intervention, and all 

  the different target audiences that we just talked 

  about.  So the examples for this particular project 

  would be doing things like applying motivational 

  interviewing skills and the ability to recognize and 

  minimize situations which could trigger trauma 

  responses specific for women.  

            And then attitudes and attributes kind of 

  went together.  We put these two things together but 

  parse them out in particular ways because they are 

  related, but they are also separate.  This really goes 

  into the particular qualities that someone brings to 

  the table.  We can get trained.  We can have experience 

  on the job, but there are particular things that we 

  bring to the table that can really make all the 

  difference. 

            So for attitudes, that would be an empathetic 

  and supportive view of women and women with substance 

  abuse or mental disorders, and for attributes, that 

  would be the personal characteristics that would assist 

  you in serving them.  These are like the intangibles.  

  Sometimes these are the things that we are having a 

  little trouble like nailing down exactly what they are, 

  but for this particular project, they would be being 

  able to respect and empathize with the clients that 

  you're serving, the women that you're serving, 

  recognizing and believing in the power of women, and 

  having a shared gender or cultural background as your 

  clients, which is a tremendous asset and having a 

  personal experience in recovery, of course, makes a 

  significant difference as well.  So we wanted to ensure 

  that the competencies went beyond the theory or the 

  practice into those intangibles which can really make 

  all the difference. 

            So Sharon is going to outline how we 

  developed those.  

            MS. HUTCHINGS:  Can I ask a question?  Could 

  you go back one slide?  Are those research-based or are 

  those anecdotal or values-driven?  Can you help me 

  understand the genesis of those?  

            MS. AMATETTI:  Are you talking about the 

  framework of knowledge, skills, attitudes, and 

  attributes?   

            MS. HUTCHINGS:  The specific attitude and 

  attributes.  

            MS. AYERS:  These actually were examples that 

  we used in a conference call with a group of experts 

  that we pulled together for this project.  They're not 

  necessarily what's in the final document.  

            So let's move forward and let me tell you a 

  little bit about where we are right now.  I should have 

  said at the beginning that this is still a project 

  that's in process.  We're not finished.  Where we are 

  right now is sort of right in the middle.  

            What we did was really come up with a 

  framework that was general enough and based on other 

  competencies that have been developed.  These aren't 

  the first competencies, of course, for professional 

  development that have ever been developed.  By looking 

  at the research and even looking at some of our own 

  SAMHSA materials, including some CSAT competencies that 

  were developed generally, not for women and girls, but 

  generally, this framework of the knowledge, skills, 

  attitudes, and attributes was a framework that was very 

  common in the literature.  We thought we don't need to 

  reinvent the whole wheel.  We're going to go with that 

  sort of framework to get ourselves grounded. 

            And we proposed that to an expert advisory 

  group of people who were recommended from throughout 

  our agency primarily.  I have a list of them here.  

  Many of the women who served on our expert panel are 

  either current or former advisory council members of 

  the many different SAMHSA advisory councils, as well as 

  other people who came recommended through the SAMHSA 

  Women's Coordinating Committee membership, as well as a 

  few other recommendations that we got from our 

  colleagues.  And we were really trying to get a good 

  balance of people who were from prevention, treatment, 

  and mental health services.  I think we did get a very 

  good group of people.  

            We had a conference call with them where they 

  were able to provide some feedback about the framework, 

  whether they thought it would work or not, and how to 

  organize the work that we were going to do together as 

  a group, which we did in early March.  

            So we had this expert panel meeting and it 

  really was a combination of group and small group 

  processes.  We divided the 16 panelists into four 

  groups to look at four different topic areas, which 

  I'll show you what they were.  Then at the end, the 

  whole group came together and reviewed the content to 

  ensure that there was agreement about the draft 

  proposed content.  

            So the four topics that they ended up 

  addressing -- they didn't have to be these topics.  We 

  needed a way to work together, and we found that these 

  were some of the natural groupings of topics that 

  reflected the expertise of the persons who were in our 

  expert panel group.  So there were four main topics, 

  and we had growth and development of women; women's 

  behavioral health and trauma; relationships, family, 

  parenting; and finally, community. 

            We divided the group up into four groups of 

  four, and they worked together pretty intensely for two 

  days, including into the evening, to try to give us 

  language around the knowledge, the skills, and the 

  attitudes and attributes that would relate to all of 

  those content areas.  So it was a pretty intense time. 

            They really liked participating, I can tell 

  you that.  The evaluations that came back from the 

  meeting were among the highest that I've ever seen from 

  any meeting that I've ever helped be a part of, which 

  was to me a little bit surprising because they worked 

  so hard.  But I think they were very satisfied with the 

  way the process went and with the material that they 

  delivered to us.  They just thought that it was a great 

  meeting and that they would like to work with us and 

  continue to work with us on this in the future.  

            Having said that, after the meeting, I was a 

  little overwhelmed, and I think Michelle too -- I can 

  speak for her -- by the breadth of the material that we 

  had, just reams and reams of paper of recommended 

  content for the knowledge, skills, attitudes, 

  attributes and all the different things there. 

            I think I probably said to Michelle, you 

  know, I don't know if this stuff is good.  Is this 

  good?  I'm not sure if it's good, and what are we going 

  to do with it now and how are we going to organize it? 

   I think Michelle and I must have very different 

  Meyers-Briggs types because she's like, well, you know, 

  we're much further along than we were before.  Well, 

  that's right, Michelle.  You know, that's absolutely 

  right.  So I hope that this material is good.  I think 

  it's good.  I've never really developed competencies 

  before personally.  I've developed standards, but I 

  haven't developed competencies.  

            So we are working with the material right 

  now, and I hope it's good.  You all are going to have 

  to tell us if it's good when we send it out for your 

  review. 

            But we have an outline for our document, 

  which is up here, the introduction, the need for the 

  competencies, the background and framework, the 

  competencies themselves, some of the operational issues 

  to consider, and some conclusions.  

            Now, since that meeting has taken place, we 

  have revised the organizational structure of what they 

  gave us.  We no longer are using those four groups that 

  I showed you earlier that the material was divided into 

  because it didn't really work for us.  There was an 

  awful of overlap between the different topics in terms 

  of what they thought the content should be.  

            When they were working together, they also 

  developed guidance statements for all of their 

  knowledge, skills, attitudes, and attributes.  Again, 

  there was some sort of resounding themes that were 

  coming out.  So we were able to take all the guidance 

  statements out and clean that up and make it so that 

  there weren't quite so many of them.  

            Again, we reworked the topics. 

            And then the attitudes and attributes -- 

  after a while, they really started to come around to 

  the same themes.  So we wanted to express the themes.  

  I think that's what they wanted us to do, to express 

  the themes that they thought were important.  So we've 

  grouped them again.  

            These are just some sample guidance 

  statements.  I think there are actually right now 15 to 

  20 of these.  But I just took a couple out for you so 

  you could get a sense of what we meant by guidance 

  statements.  This was sort of philosophy that they 

  thought should accompany the work that persons working 

  in the field delivering whether it's prevention, 

  intervention, or mental health services to women and 

  girls, that these are sort of some of the global sort 

  of truth. 

            So women and girls are different than men and 

  boys in physiology, cognition, emotion, social 

  development, communication patterns, roles, 

  socialization, risks, and resiliency.  That would be a 

  sample guidance statement.  

            Another one is that interpersonal violence 

  and trauma is so prevalent that no woman or girl is 

  untouched by it.  Traumatic experiences across the life 

  span, such as abuse, rape, and violence place women and 

  girls at higher risk for associated health conditions 

  and other problems.  

            And a third one that I pulled out was women 

  and girls grow and develop critical aspects of their 

  identities through their relationships with other 

  people and generally place importance on their 

  relationships.  

            So these are the types of guidance statements 

  that are not necessarily specific to any one piece of 

  knowledge or one certain skill or attribute or 

  attitude, but they kind of would guide the work of 

  someone who wants to work particularly with women and 

  girls.  

            The revised topics now.  We have knowledge 

  and skills grouped together.  These are the working 

  titles for the different types of knowledge and skills 

  that we're trying to describe.  As I said, I don't know 

  if these are exactly the right titles or if these are 

  exactly the right groupings, but we have a lot of 

  material in all of these areas. 

            We're at the point right now in the project 

  where we're getting ready to send this back to our 

  expert panel to look at the way we've reworked their 

  work and make sure this is what they want represented, 

  if they're comfortable that this is this a good 

  expression of what they worked on together as a group.  

            Then the attitudes and attributes sort of 

  fell out into these main subpoints.  These are the 

  attitudes and attributes that they wanted expressed 

  about working with women and girls.  

            Some considerations.   

            DR. CARNES:  So these are a few of the 

  considerations that we really had to accept as 

  necessary boundaries that were inherent in creating 

  this document while at the same time maintaining its 

  utility and the applicability.  

            So in particular, we accepted that women are 

  diverse, and that specifically we wanted this document 

  to be applicable for working with women across the life 

  span, across cultures, across geographic and 

  professional lives.  That's a tall order.  So thus, 

  some competencies may be critical in one or more group 

  of women but not all.  So what we did was we added an 

  appendix that would contain some references to address 

  culture.  One of the phrases I want to draw your 

  attention to is "intentionally broad."  That was the 

  real intention behind this document, to make it 

  applicable.  

            Also we accepted that behavioral health is 

  complex.  There's a variety among staff and 

  disciplines, and so this document is intended to be 

  applicable in an array of environments.  

            We also recognized that our time and our 

  resources were limited.  So the intention was to reach 

  an elemental agreement about what this document should 

  do and in order to accomplish those goals, and we had 

  to limit the scope of the project. 

            We wanted to make it specific to women, so we 

  didn't want it to be a sort of best practices for the 

  field in general.  We really wanted to hone it down to 

  what really applies to women and girls as a population 

  and still encompass those elements of prevention, 

  treatment, and mental health. 

            So then Sharon is going to tell you about how 

  the project coordinates with other things that we're 

  doing at SAMHSA.  

            MS. HENRY:  Can you flip back to the last 

  one?  So the third bullet there.  I think you're really 

  going to have to ask the question over and over again, 

  is this applicable to just women and girls, or is this 

  behavioral health?  I think that's the question.  It's 

  almost like doing a root cause over and over again. 

            MS. AMATETTI:  Renata, I agree with that.  In 

  fact, at our expert panel meeting, the person who 

  facilitated the meeting was Deborah Warner from 

  Advocates for Human Potential who did a great job.  How 

  many times did she say that?  Staff, staff, staff, 

  women, women, women, girls.  That was like brought up 

  repeatedly.  Even with that, it's hard to do.  It is 

  hard to do, but that's what we're trying to pull out 

  now as we're working with the material that was given. 

            MS. HENRY:  So because all of these 

  competencies, you know, co-occurring competencies, 

  cultural competencies, there are just a lot of 

  competency documents out here.  So I'm wondering at 

  some point as part of a workforce process, maybe 

  looking at the general competencies that are for 

  behavioral health that you just put to the side for all 

  documents that have to do with behavioral health. 

            MS. ENOMOTO:  Actually this project was an 

  outgrowth of what was intended to be originally the 

  general behavioral health competencies.  So those 

  principles, I think, are on your CD.  We didn't hand 

  them out.  But AHP has that document in draft.  CMHS is 

  working on getting that through clearance.  AHP had 

  pulled together a very big, diverse group of 

  stakeholders across the disciplines, across the ethnic, 

  racial, specialty life span, psychiatry, psychology, 

  social work, paraprofessionals, et cetera.  This only 

  works if it's in addition to something at its core.  

  Otherwise we're repeating the same things over and over 

  again.  And I think this group really kept that in mind 

  as they were working on this.  

            MS. AMATETTI:  So just to finish up, just to 

  point out again that this is a companion.  It 

  complements other professional competencies.  We didn't 

  intend for it to be the piece on behavioral health 

  competencies.  And there are existing practice 

  standards for women's treatment services, and that's 

  not what this is either but it complements it.  So 

  we're really trying to get a very broad array of 

  resources that programs can use and teachers and 

  educators and policymakers and make this an additional 

  valuable resource.  

            Again, we hope it's going to be good, and we 

  would appreciate your looking at it and commenting on 

  it during the review period.  To the extent that you 

  have time to do that, that would be very helpful to us. 

            And the other thing that we really are going 

  to need some assistance with as well is the diffusion 

  of this piece and the best ways to get the product out 

  to all of the intended audiences.  Any of your thoughts 

  about that would also be very helpful. 

            Thank you.  

            MS. ENOMOTO:  Thank you very much, Sharon and 

  Michelle.  

            I'd like to recognize Dr. Michelle Carnes is 

  probably the newest Ph.D. that we are adding to the 

  SAMHSA roll.  She just successfully defended her 

  dissertation in anthropology.  So congratulations to 

  Michelle.  

            (Applause.)  

            MS. ENOMOTO:  Any further questions for 

  Michelle?  Gail?  

            MS. HUTCHINGS:  I can't believe this is 

  coming from me because it sounds more conservative than 

  I am generally, but I'm afraid from what little 

  exposure I've had -- that's the caveat -- that it 

  oversteps and it overreaches in some key areas.  For 

  example, the pretty bold statement that trauma affects 

  every girl, every woman is not true.  And I've learned 

  the hard way from getting whacked from other policy 

  people that if the bounds around conversations like 

  this aren't grounded, empirically grounded, 

  experientially grounded, then sometimes the whole, as 

  my grandmother would have said, kit and caboodle gets 

  thrown out. 

            So I guess I would ask for a rescrub, if you 

  will, with a lens toward exactitude for some of these 

  things.  It's not at all meant to be that I'm not 100 

  percent supportive of these competencies, et cetera.  I 

  just think we risk going backwards. 

            And I hear there's been evolution, which is a 

  significant thing to note, I think, but the beginning 

  smacked of sort do I have to look like you to serve 

  you, which I don't think our field has ever really 

  fully grappled with and understood.  I don't think we 

  have much good science behind that too. 

            But in the vacuum of some of this science, I 

  can just see this coming up and biting us badly.  So I 

  say that with all due respect, but I encourage you take 

  another look at some of these statements and the 

  exactitude thereof.  

            MS. AMATETTI:  That's very well taken, Gail. 

   I think that's really important.  I appreciate the 

  lens that you have on it.  I think when you have so 

  many different people with vested interests who are 

  looking at the way to express that interest, it's 

  tricky.  That's been tricky for us.  So we appreciative 

  of that, and I would like for you to look at it.  

            DR. RIOS-ELLIS:  I had the same reaction when 

  I saw it.  I said I totally agree with it from here, 

  but the academic in me is saying where's your 

  reference.  And we all know that.  But I think it can 

  be qualified either personally or indirectly.  That's 

  it.  So you've still got the statement.  Literally just 

  qualify it, and with the qualifier you've said it.  

            MS. ENOMOTO:  It's just like saying every 

  family is affected by mental illness or substance use. 

   You may not have it in your immediate family, but 

  someone's cousin, someone's uncle, someone's coworker. 

   You know, it's in your world.  It's in your 

  environment.  

            MS. HUTCHINGS:  But I'm not exactly there.  I 

  will say for me it's a bit different.  Saying that 

  every girl, every woman is directly impacted by trauma 

  is not necessarily the case from their experiential 

  base, and whether that changes over time as they age 

  and have different experiences is another matter.  But 

  these can actually, I think, be harmful to furthering 

  the public policy and developmental, on-the-ground 

  services conversation sometimes.  I just say that with 

  the bruises I've taken on with some of this.  

            MS. ENOMOTO:  I agree with you.  I guess 

  didn't see it saying directly.  

            MS. HUTCHINGS:  It does.  

            MS. ENOMOTO:  Oh, it does say directly.  So I 

  think we just need to qualify it, wordsmith it.  It was 

  a very impassioned group.  That is sometimes the risk 

  that you run when you have -- these guys did an 

  incredible job of getting prevention, mental health 

  treatment at the table, consumers, providers, 

  administrators.  It was a challenge.  Again, you get a 

  reflection, a microcosm in 15 people or fewer. 

            But again, it was a little bit of talking to 

  the choir and sort of ginning each other's enthusiasm 

  up.  So that's why we would send it out to you guys, 

  though, to get that lens.  How do you think this will 

  play in your kind of national perches in relating in 

  other domains?  

            MS. AMATETTI:  I'm sorry that Stephanie 

  Covington couldn't be here today because she was one of 

  the participants, and it would have been nice if she 

  could have commented a little bit on her perspective of 

  being an expert panel member.  But she wasn't available 

  for this meeting.  

            DR. RIOS-ELLIS:  I was going to say maybe 

  just some bullets from agencies on rape or trauma, just 

  the whys behind it so that you've kind of got everybody 

  there at the first read, literally four or five 

  bullets, and then you dive into the statements.  

            MS. HUTCHINGS:  I do finally want to say I 

  remember us being asked to make recommendations of 

  participants, and some of the folks I recommended were 

  in there.  So I appreciate having an opportunity to do 

  that.  Thank you again.  

            (Applause.)  

            MS. ENOMOTO:  So this project here I wanted 

  to bring back to the committee because it is a 

  reflection of your hard work or your predecessors hard 

  work coming to fruition because, as Gail I think 

  facilitated the conversation that led to -- you know, 

  we need to develop the workforce, which led to let's do 

  a core competencies project.  So this project, if you 

  follow its genesis, came from the ACWS, and we'll be 

  able to feed it back and have you involved as it goes 

  along.  

            So last but not least, we have our 

  opportunity for public comment.  We have two public 

  commenters.  

            MS. HENRY:  Can I just ask a question about 

  one of the handouts here?  The 10 key consensus 

  statements for behavioral health workforce.  It's on 

  the back of the working with women and girls.  Did I 

  miss something here?  Where did that come from?  

            MS. ENOMOTO:  So that's the overarching 

  SAMHSA workforce development core competencies project. 

            MS. HUTCHINGS:  That's what you just asked 

  for, Renata.  I just cooked it up for you. 

            MS. ENOMOTO:  We're that fast.  That was 

  supposed to be the basis from which we went on to do a 

  women and girls piece. 

            Connie Bastek-Karasow, Executive Director of 

  Libertae, Inc., in Pennsylvania has asked for time to 

  provide comments.  Is she here?  Yes.  Thank you.  

            MS. BASTEK-KARASOW:  I want to thank you all 

  very much for a really informative day and all your 

  hard work on behalf of providers out there who actually 

  do read all your materials and go to the trainings and 

  become developed.  

            I entitled this little piece called In Search 

  of a New Paradigm because I have good news for you.  

  For those of us who work in residential treatment in 

  Pennsylvania -- and I count myself among my colleagues 

  in Women and Their Children Heal.  It's a coalition of 

  women and children's programs and residential programs 

  in Pennsylvania that were initiated some 22 years ago 

  who have just finished their own white paper on gender 

  responsive treatment for our residential programs.  And 

  also on behalf of the Pennsylvania Halfway House 

  Association, which include both male halfway houses 

  sand female halfway houses. 

            And say hello again to Renata who gave me my 

  reference.  I landed at Libertae 19 years ago because 

  she gave me a reference.  I don't know whether I'm 

  grateful or not, Renata, but here I am.  

            I just want to tell you that much of what was 

  listed here today has been incorporated in many, many 

  of the providers that I work with in Pennsylvania.  So 

  that's the good news.  

            There is a new global model, kind of an 

  inverse -- I've been trying to wrap my brain around how 

  to say this in a concise way.  But 36 years ago, when 

  Libertae started, we were known as a -- it was because 

  women needed a little more.  They recognized right away 

  that men had a home and a hearth and a wife keeping it 

  all going, and women did not.  So grassroots spawned 

  from a rehab and then spun off into its own 501(c)(3). 

   Ever since, we've been serving women and expanding and 

  evolving and reinventing ourselves for 36 years to the 

  model we have today, which probably, by no stretch of 

  the imagination, reflects what comes to mind when you 

  hear halfway house. 

            My question, because of the people at this 

  table and in the audience, is how do you take a label 

  that does not encapsulate all the evidence-based 

  treatment -- we have masters and Ph.D. level 

  therapists. We have case managers who are B.S.W.s.  We 

  have a whole host of community collaborations and so 

  forth -- and make that the new global model, you know, 

  give off the old identity and be able to best represent 

  because we're endangered by the economic crisis before 

  us.  And when people think of halfway house, they think 

  expendable, residential, too expensive, and don't 

  realize that we are the safety net that's going to 

  continue to hold in our hand and our heart the most 

  fragile and vulnerable of the populations we serve in 

  Pennsylvania, which is women who are co-occurring, 

  homeless, HIV-positive, medically, mentally, 

  economically disenfranchised.  It was referenced 

  earlier today multi-disadvantaged, and we bring 

  meaningful work to that population.  

            Our women work as soon as possible, and what 

  we miss and what we've been doing for years at Libertae 

  is taking economic outcomes to the Hill and saying our 

  women work.  So they're off of welfare and paying 

  taxes.  We track fines that they repay.  We track the 

  numbers of children who are reunified with their 

  mothers out of foster care and that cost.  We track the 

  healthy babies that we see born at our residential 

  treatment program for women and kids.  So we have the 

  economic bang for the buck, if you will.  

            I like the 2 to 20.  It sounds a whole lot 

  better than 1 to 7 that I've been using for years 

  because it is 2 to 20 when you factor in children and 

  so forth.  

            So I've learned a lot today.  We have a 

  neurobiologist who talks about the neuroplasticity of 

  the brain, and we work on a DNA coalition in 

  Pennsylvania now that is trying to support and promote 

  an interdisciplinary study on DNA in Pennsylvania.  

  That would include criminal justice, and children and 

  youth and mental health.  What we really see the stigma 

  coming out of, if you want to start at home, is that 

  interdisciplinary collaboration and cross training 

  that's needed.  And that's where the stigma is.  

            Our funding comes in silos.  We had a lot of 

  reference to silos today.  And we are funded for all 

  this service to children and youth and probation and 

  mental health and some of the others because we're 

  residential and sorely in need of that level for all of 

  those populations, as well as drug and alcohol.  But we 

  get funded by one slim margin of one tiny budget in the 

  health and human service budget of Pennsylvania.  So in 

  conversations with our State legislators, we're 

  starting to draw their attention. 

            But it's going to change the paradigm.  Much 

  of what we predicate our research on is all models that 

  have long since changed but need to be caught up with 

  at this level, if you will.  

            So I'm trying to make this as concise as 

  possible.  I hope I'm making myself understood. 

            But I'm asking for some insights and some 

  thought about how do we start to recognize that all the 

  good work and all the things that you all have promoted 

  today are working and happening at the grassroots 

  level.  We just need a catch-up with redefining it, 

  owning it, promoting it, and being our own best 

  advocates.  Otherwise, we're going to the way of the 

  platypus.  

            Thank you very much.  I learned a lot today. 

            MS. ENOMOTO:  Thank you for pointing out that 

  halfway houses are an important part of the safety net. 

            Comments?  

            MS. HENRY:  Just a real quick comment.  A 

  couple weeks ago I was in a conversation about this 

  whole concept of modernizing substance abuse treatment 

  and what does that mean.  I was talking to some folks 

  at TRI.  Tom McClellan had a quote in the paper about 

  modernizing treatment as one of his foci at ONDCP. 

            So I suggested maybe we need to be talking to 

  folks who kind of put us in the paradigm we're in, 

  ASAM, and you know, they kind of did the levels of care 

  and the field embraced that and adopted that.  But I do 

  think we need to change the paradigm around residential 

  treatment and some of the models that we have so that 

  they can really be more modern so we can make the case 

  for having them fit appropriately in a new continuum of 

  care, whatever that looks like, and getting some 

  payment for that and funding sources that are not just 

  substance abuse or mental health because we are asking 

  the substance abuse residential program to take 

  individuals and work with individuals that are co-

  occurring, you name it, just as Connie has said. 

            So how do we modernize some of the concepts 

  we have?  I'm not sure how to go about it.  But I think 

  it's worth thinking about.  

            MS. AYERS:  I was sort of thinking of it 

  along the lines of rebranding.  Call it the "whole-way 

  home" instead of a halfway house.   

            Again, in Massachusetts, all along there has 

  been a real kind of stress and strain between community 

  providers and residential providers.  Again, this is 

  about kids.  And we're going to need both, and the 

  residential side is going to have to embrace evidence-

  based practice kind of criteria and family engagement 

  in a different way than they have in the past, which 

  goes back to we really need to have this happen across 

  the continuum, whether it's in the community system or 

  whether it's in a residential kind of a setting.  

            I think "halfway house" really connotes a lot 

  of things that completely lack a strength-based sort of 

  wholeness, wellness kind of fabric.  

            MS. ENOMOTO:  One more comment here.  So we 

  have Keith White, who is the Executive Director of the 

  National Council on Problem Gambling.  

            MR. WHITE:  Thank you for your time.  My name 

  is Keith White.  I'm the Executive Director of the 

  National Council on Problem Gambling.  

            I wanted to just bring a brief statement to 

  your attention about an issue that you may not have 

  thought about but we think has some very important 

  impacts on women's services, and that is the way that 

  women gamble and the way that women develop gambling 

  problems.  

            I'll just be very brief on the seven salient 

  points that we've identified in the research over the 

  last 30 years. 

            Women are now just as likely as men to gamble 

  in casinos and on slot machines.  This is a massive 

  shift over the last three decades.  They're more likely 

  to play bingo and less likely to gamble at the track.  

            Second, women who are problem gamblers tend 

  to start gambling later in life than men, but develop 

  their gambling problems much quicker. 

            Women pathological gamblers have been shown 

  in the research to wager more in response to 

  environmental and advertising cues. 

            Women are now equally represented in 

  treatment, which is again a massive shift over the last 

  20 years.  It's a good shift, but it shows that 

  certainly now women make up slightly more than half of 

  people in treatment for pathological gambling at the 

  State level.  

            Problem gambling, as you might expect, is 

  much more heavily stigmatized for women than it is for 

  men, although it remains highly stigmatized among both 

  genders.  

            We believe that problem gambling is more 

  prevalent in minority communities and that African 

  American, Hispanic, and native women may be 

  particularly vulnerable because of the role that 

  gambling plays in the social relationships in many of 

  these communities.  

            And last but not least, when you look at the 

  broader health services areas, there's a stronger 

  association of women problem gamblers and in female at-

  risk gamblers with the following disorders:  nicotine 

  dependence, major depression, dysthymia, panic 

  disorder, generalized anxiety disorder, and social 

  phobia.  So, obviously, there's a lot of comorbidity in 

  this issue.  We believe that women are particularly 

  impacted by some of these comorbid conditions.  

            So, therefore, it's imperative we think that 

  as we look at not just health care reform, but as you 

  look at women's services in general, since women now 

  make up almost -- women are now basically gambling in 

  almost the same percentage as men, which is again a 

  huge historical shift, we really need to look at 

  incorporating women-specific problem gambling services. 

   Especially even if we're not talking about gambling-

  specific services, when we're looking at existing 

  mental health and substance abuse services, it's 

  imperative that the association between problem 

  gambling and multiple psychiatric disorders among women 

  suggest that gambling problems are likely to impact the 

  course and treatment of mood, anxiety, and substance 

  abuse disorders, as well as the ability to stay in 

  recovery over time.  

            So given what we know and given the rate that 

  women gamble and given the huge, enormous comorbidity, 

  we believe that women's gambling problems that are 

  generally undiagnosed, highly stigmatized, and 

  unaddressed may be having some substantial impacts on 

  their recovery and their treatment in other disorders 

  that we are doing right now.   

            We have all the references.  We distributed 

  the statement in back, and we'd be happy to answer any 

  questions.  But we thank you very much for your work 

  and for you time.  And we hope that we can make problem 

  gambling a little bit part of this conversation.  

            MS. ENOMOTO:  Thank you very much.   

            Comments, questions, or responses for either 

  of our public commenters?  

            MS. HUTCHINGS:  I don't know which one to 

  start with.  

            First of all, thank you both for being here, 

  coming all the way from Pennsylvania.  

            We've been sniffing at each other between 

  behavioral health and gambling for 15 years, and nobody 

  has linked substantially in my personal opinion -- but 

  I think maybe there's a day when the household survey 

  will contain questions about gambling.  I'm not even 

  getting paid by you.  Am I making your day?  

            (Laughter.)  

            MS. HUTCHINGS:  I would personally be 

  interested in learning some more about if there are 

  stats on prevalence of the tri-occurring nature of 

  people's use.  

            I guess for me this becomes such a community-

  based/State-based issue of where are we when these 

  Governors are faced with these really, I think, real 

  issues about dangling the carrot.  Well, here's some 

  money to offset.  And do we have any cost offsets?  If 

  you follow that carrot, here's what it's going to end 

  up costing you on the back end for people that are 

  already costing you money, and here's how much more 

  addiction we can predict, et cetera.  So I'd love to 

  become much more educated about this topic to dive in. 

            I appreciate how you've presented your data 

  with a women's focus particularly for this committee 

  too.  So thank you very much.  

            For my colleague again from Pennsylvania, 

  just to build on the federal advisory council members, 

  you know, my understanding, having done some work in 

  Pennsylvania, is it has one of the most restrictive 

  addiction confidentiality laws in the country.  That's 

  fascinating to me for a couple of reasons. 

            One, of course, at the time, sorely needed, 

  you know, terrible things have happened to people 

  without this confidentiality wrapped around them.  On 

  the other hand, the issues you confront trying to 

  integrate services, systems, and coordinate those with 

  it being illegal to say to another colleague in another 

  system -- I mean, I'm not really going off the page 

  here.  It's really this specific.  You cannot say I'm 

  trying to work with Susie Q and she has X issue without 

  it being illegal in the State of Pennsylvania.  

            So I understand there's a lot of politics 

  around this.  I understand that some people may not 

  feel like there's any movement possibly on this, but I 

  would suggest to folks in Pennsylvania that without a 

  relook at that particular issue, the idea of staying 

  relevant and funded is going to become tougher and 

  tougher.  I'd love to engage in a conversation about 

  that at some point.  Thank you.  

            DR. RIOS-ELLIS:  I'm curious about gambling 

  online versus gambling in casinos and things like that 

  in terms of women.  Are you seeing an upswing in terms 

  of women gambling online?  Where is it?  Because we all 

  get those cookies across our computers all the time, 

  and I'm just curious as to what's happening.  

            MR. WHITE:  The information on online 

  gambling showed a remarkable increase in the number of 

  women who were gambling online, specifically on the 

  poker sites.  And what they were telling us is that it 

  was a way for them to learn poker without having to sit 

  down at a table with a bunch of guys who were going to 

  yell at them if they didn't know the game or played the 

  wrong card or stood on a 12.  That's dropped off a 

  little bit, but of the 7 percent of Americans that 

  gamble online with any given regularity, it's still 

  overwhelmingly male, but you're still looking at about 

  20 percent female.  And those that do gamble online 

  tend to gamble pretty heavily. 

            So while this is still in its younger -- 

  until you're 30-ish, it's still almost entirely male-

  driven.  The older you get, the more likely it is to be 

  women-driven.  By the time you're looking at senior 

  gambling, it's almost exclusively a disorder among 

  women.  As that cohort moves into greater Internet 

  adoption, what we're expecting to see is the rate go 

  up.  And there's also some significant gender switching 

  issues online, but there is certainly a large subset of 

  women that do gamble online and find it very easy, 

  convenient.  The anonymity and the social isolation 

  are, of course, the risk factors for developing the 

  problem.  

            DR. RIOS-ELLIS:  So you're saying women who 

  are older gambler more and more.  

            MR. WHITE:  Yes.  

            DR. RIOS-ELLIS:  Do you think they're 

  gambling more and more publicly because it's a social 

  opportunity, or their male gambling partners are gone? 

   I'm trying to think about why they might be doing 

  that. 

            MR. WHITE:  It's unclear.  It seems like a 

  lot of gambling among younger men is more about 

  aggressive risk-taking, the kind of typical narcissism 

  that you would see, winning money, betting on sports, 

  becoming a poker champion, living the big life.  

  Whereas, women problem gamblers in general are gambling 

  to escape.  

            And significantly, as the problem gamblers 

  age, they tend to be gambling much more to escape.  

  That cycles in with some of the other issues you've 

  been talking about here all day.  When you look at the 

  risk patterns for female problem gamblers, they're 

  almost exclusively gambling -- maybe their spouse or 

  partner has died.  They're alienated from the kids.  

  Grief or loss issues are a huge one. 

            Now it is socially acceptable.  20 years ago, 

  it was very rare to see an unescorted alone in a 

  casino.  It just simply wasn't done.  Now, almost 70 

  percent of the mid-afternoon mid-week gamblers in 

  casinos are women.  So there's an aggressive catering 

  and marketing to -- it's somewhere they feel safe.  

  There's a shuttle run, and it's now a meeting place as 

  well.  So there are some really interesting social -- 

  which I won't get into, but I think it's social 

  acceptance as well as a different type of gambling. 

            The women problem gamblers especially seem to 

  prefer machines, which don't talk back, which can 

  create a sense of enrapture.  I mean, where men are 

  generally seeking excitement, they're still escaping in 

  some ways, but a good day for a female problem gambler 

  is to take $50 to the casino, sit there in front of the 

  machine all day, and go home with $50.  That's what 

  we're seeing a lot more.  Anyway, there are some 

  interesting stuff.  

            But we're very curious and very concerned 

  about some of these gender patterns as gambling 

  becomes, as you noted, much more prevalent.  

            DR. CHIN:  I just want to underscore the 

  concern to the issue.  Certainly within the Asian 

  American community, gambling has been a really 

  significant problem among men and then its coexistence 

  with substance abuse, smoking, and other things. 

            And to underscore the issue of gender and age 

  is that I was visiting the community park in Chinatown 

  in New York City, and was amazed because I hadn't been 

  there for about 10 years.  What used to be the elderly 

  women knitting and talking, now they're playing poker. 

   So I was just amazed with that change and increasingly 

  it being a problem related to some of the social issues 

  that you mentioned.  

            MR. WHITE:  The number one activity among 

  seniors is gambling.  The number two activity, 

  interestingly enough, is bingo, which we would see as 

  gambling. 

            Especially when we look at the role of 

  culture, California has just been going through -- the 

  Office of Problem Gambling there has done a lot of work 

  with the bay area communities because there was a bus 

  crash recently and a number of Asian seniors were 

  killed in the bus crash.  It pointed out that there's 

  an enormous issue there especially with recent 

  immigrants that are socially and culturally and 

  linguistically isolated.  This is more or less their 

  only recreational opportunity. 

            So there was a meeting held last week in the 

  bay area with the Southeast Asian Community Services to 

  try and -- as we all talk about, looking at alternative 

  activities and looking at some prevention efforts.  But 

  the rates of pathological gambling among the Asian 

  community have been charted as high as 10 percent.  

  Again, it's a minority community we're very concerned 

  about.  

            Thank you.  

            MS. ENOMOTO:  Thank you very much to both of 

  our public commenters and to the committee and to our 

  enduring audience who has stayed with us through the 

  day.  I really appreciate your time and your attention. 

   And committee members and our staffers who have worked 

  to support the meeting so ably.  

            I'm not going to summarize the day's 

  discussions.  We'll do that tomorrow, and we'll have 

  more opportunity to talk about the way forward and what 

  we're leaning toward as a committee and the directions 

  that you'd like to offer to SAMHSA. 

            So with that, I'd like to adjourn today's 

  meeting and I will see you again tomorrow at 9:00 a.m. 

   Thank you.  

            (Whereupon, at 4:50 p.m., the meeting was 

  recessed, to reconvene at 9:00 a.m., Tuesday, May 12, 

  2009.) 

