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            MS. GAHED:  Good morning everyone.  Welcome 

  back.  This is the second day of the ACWS meeting.  I 

  hereby call it to order.  

            MS. ENOMOTO:  Good morning.  We have a more 

  intimate group today.  I have invited the attending 

  members of our SAMHSA Women's Coordinating Committee to 

  sit at the table.  In a little bit, we'll give them a 

  chance to give an update.  

            Michelle talked some about what she's doing, 

  but if she has other things, and certainly Linda will 

  get a chance to update the committee on what she's 

  doing with the stellar data that Rich Kopanda was 

  presenting yesterday about the pregnant/postpartum 

  women program.  That is something that Linda has the 

  lead on for CSAT, among many other things.  

            First of all, a quick thank you to everyone 

  for your lively participation yesterday, to our 

  audience members who are returning. 

            It was an intense day.  We were very 

  ambitious in what we put on the agenda.  I think it 

  worked well.  I think we had an exciting set of 

  speakers and presentations.  Maybe we could have spaced 

  it out a little bit, but as it was, I think it turned 

  out very well.  So I thank you.  It wouldn't have been 

  the same if didn't have all the good questions and the 

  input and the perspectives of our members.  

            What I gathered from yesterday -- I mean, I 

  think there were some key themes around health care 

  reform that give us a good jumping-off place for today, 

  as we kind of bring it home a little bit.  What I'd 

  like to ask from you is if you have specific 

  recommendations for what we should be looking for as we 

  go into these conversations around health reform, not 

  necessarily the specifics on bill language, but just an 

  overall SAMHSA approach and a handful of things to keep 

  in mind as they apply to women and girls.  

            Some of the topics that came out or themes.  

  I heard the modernizing and defining of the continuum 

  of care, looking at dissemination strategies for the 

  good work that we do and that other people do that 

  really reach people in ways that they can use them.  

  The use of technology in the services that we provide. 

            Really I think grappling with the idea of 

  ensuring that a system provides not only what's 

  medically necessary, but also what's clinically sound. 

   I think that has been and will continue to be a 

  struggle. 

            Defining the continuum of prevention.  So we 

  look at the universal, selected, and indicated and how 

  do we get that into a payment structure and then woven 

  throughout all of our services.  

            Really the safety net issues.  How do we 

  ensure that the good work that's happening and being 

  done by communities continues to be done and to be 

  supported and that small organizations and those that 

  are serving people who fall through the cracks don't 

  themselves fall through the cracks?  That's really a 

  struggle because I think when you talk about who is 

  serving women and girls, oftentimes they are those 

  providers who are where they live.  It's what's 

  convenient.  It's what's accessible.  But if these 

  smaller organizations fall through the cracks, then who 

  will be there?  I think Britt used the term "Medicaid 

  mills," which is not something that gives an image of 

  the highest standard of care.  So we want to look at 

  that.  

            And then a couple other themes that emerged 

  both during and a little bit after our meeting were how 

  to function in these challenging economic times.  Dr. 

  Broderick gave an update on what's happening with the 

  stimulus funds and the American Recovery and 

  Reinvestment Act funds and the impact of the economy on 

  people's social and emotional well-being, as well as I 

  think our returning veterans issue. 

            Trauma, of course, is recurring throughout 

  almost any aspect of the conversations that we've had. 

   With the economy, you have more domestic violence.  

  With the returning vets, obviously, trauma inflicted by 

  sort of from without in, from within, and then 

  throughout our service structure. 

            The other struggle that we have, which came 

  out somewhat with Sharon and Michelle's presentation is 

  how we really look at -- as well as with the women's 

  TIP -- how do we define what is specific to women and 

  girls and the continual challenge of not reinventing 

  the wheel every time we talk about what are good 

  services for this population, not to encompass what's 

  good services for anybody.  So capturing that 

  uniqueness is a struggle we have, but it's a good one. 

            I guess I'm open to hearing other themes that 

  I've missed that you all picked out or that you wanted 

  to continue discussing today. 

            What I'd like to do is let you pitch in your 

  perspectives yesterday.  Then we'll ask Linda and 

  Michelle to provide any updates -- Susan, if she's able 

  to get here -- and then talk about next steps, 

  recommendations, things for us to keep in mind, as 

  we're reconfiguring our own programs towards 2010 and 

  beyond. 

            I'll share with you some strategic directions 

  that we're thinking about for our 2011 process and 

  putting those in the context of what was articulated in 

  the 2010 budget overview on health reform.  

            So I'll open it up to you guys.  

            MS. HUTCHINGS:  Do we have to keep in your 

  order that you mentioned?  

            MS. ENOMOTO:  I was going to ask you guys to 

  comment on any of the themes from yesterday and then 

  we'll go for an update.  

            DR. FALLOT:  Is there a possibility of adding 

  a theme?  

            MS. ENOMOTO:  Yes.  

            DR. FALLOT:  One of the themes that emerged 

  very briefly but is important I think in the larger 

  picture of wholeness and wellness emphasis especially 

  is spirituality.  It came up in the context of the 

  Indian Country presentation on trauma informed care, 

  but it's something I would like to keep on the table, 

  especially because so many women report it being 

  essential to their recovery process.  However it's 

  defined and however it's understood -- and I understand 

  the complications that arise when we get into this 

  area, but I know that CMHS has some interest in it, and 

  I just wanted to ensure that it doesn't fall off the 

  table entirely here as well.  

            MS. HENRY:  Roger, I think that also speaks 

  to the whole inclusion of alternative medicines and 

  practices in wellness and the whole wellness and 

  prevention, whether it's meditation or massage or 

  acupuncture or church, or whatever it is.  I think it's 

  that larger scope of many ways to wellness, I guess. 

            DR. RIOS-ELLIS:  I think right now we have 

  this opportunity especially around sexual health around 

  HIV, around all the things that we've been doing, 

  particularly within the issues that women of color -- 

  and I'm speaking more, of course, because of my work 

  with Latinas.  Women often aren't able to dictate their 

  sexual health or the parameters or the contexts within 

  which there are things happening that are affecting 

  their sexual health.  We've all been trying so hard to 

  keep to the ABCs and all of the things that have been 

  placed into RFPs of the past, and now we have an 

  opportunity to really begin to explore that context in 

  a much richer and a much greater fashion and to begin 

  to connect what's happening with women and what's 

  happening with girls. 

            I'm thinking of the program that I mentioned 

  that was funded by the Office of Women's Health where 

  we actually got the mothers and the daughters and the 

  aunts and the nieces together and began to dialogue 

  around not only sexual health, but health in general.  

  I think we're able to expand that context now 

  especially for women and girls in a very unique way.  I 

  think that there are so many challenges that are going 

  to be placed on us in doing that right now, especially 

  with the trying economic times and the seeming 

  displacement of many men. 

            But within that whole context, I think 

  there's a really unique opportunity to do more grounded 

  theory, more linking the qualitative and the 

  quantitative so that the quantitative actually 

  resonates and makes sense for the populations that 

  we're serving and that our research findings actually 

  lead to something beyond what we've been doing for a 

  long time, which is just adapting to the same model. 

            I know, just from what I've seen in SAMHSA in 

  our last visit, that's less relevant for SAMHSA than 

  maybe NIH where the behavioral health has really been 

  relegated, especially in terms of HIV because within 

  the last eight years, primary prevention became going 

  out and finding HIV-positives.  For me from a public 

  health standpoint, I learned that primary prevention 

  was the very first point.  You prevent something from 

  even happening. 

            So just all of those dialogues now we have an 

  opportunity to change.  We have an opportunity to go 

  back to kind of what Gail was talking about, those 

  principles, I mean, in a different context, but the 

  principles that sustained us and really be part of this 

  new vision of what this is going to look like.  

            MS. HUTCHINGS:  I'm trying to build on what 

  I've heard and think creatively.  These aren't 

  necessarily well cooked ideas.  So I apologize from the 

  onset.  

            I'm trying to think from the perspective of 

  someone needing services.  My own family and loved ones 

  lately, as late as last week, someone having a serious 

  alcohol problem in Florida.  Here I know all these 

  people and how hard it is -- you know, my own immediate 

  family members recently. 

            Somehow I think we have to figure out how to 

  do a better job with things that we've invested so much 

  in already, for example, the treatment locators, 

  phenomenal service.  People don't know to go on 

  SAMHSA's Web site and to look for a treatment locator. 

   If you don't know how to access providers in the first 

  place -- you know, this loop is just so -- there are 

  more gaps in it than solid lines in it I think.  I 

  don't pretend to have the answer to this. 

            I'm just thinking it's time to go back from 

  the very beginning of a person in need and sort of a 

  common sense approach to where might they turn for some 

  help, whether it's their clergy who may be able to do 

  some pastoral services, and then if it gets sort of too 

  deep for them, where might they turn.  It's sort of the 

  natural pathways that people might use.  Maybe it's an 

  oversimplification, but I think sometimes there's more 

  beauty in simple and there's more effectiveness in 

  simple.  So that's sort of an unbaked idea.  

            The other is we blew it with -- and I own 

  part of this -- Science to Services.  It's not working. 

   It didn't work.  It's not working.  And I really think 

  we have to go back.  I think the theory is still there 

  with it.  I believe in the cycle of it still, but 

  there's another one that's badly broken.  We have 

  tremendous colleagues to try to effectuate this.  I 

  think with the new leadership that's coming from the 

  President to the Secretary to the SAMHSA Administrator, 

  whoever that will be -- the CDs I think get it.  It's 

  time to go back and reinvest in that, particularly with 

  health reform coming. 

            We are not ready for when payors insist upon 

  evidence-based practices only as payment.  We are not 

  ready there in terms of what we know currently much 

  less all these things that are potential, 

  implementation, clinical, procedural, et cetera in the 

  pipeline.  We haven't figured out what works in various 

  communities of color and tribal organizations, et 

  cetera. 

            So I'm a big fan of -- we might not have 

  taken the full ride the first time.  Let's get back on 

  the ride and try to take that around again.  

            Those are just two unbaked ideas.  

            DR. CHIN:  I'm trying to develop some of my 

  unbaked ideas too.  

            I think one theme that we didn't talk about 

  as much was the issue of work-family balance and how it 

  disproportionately affects women and its consequences 

  in terms of stress and other factors related to 

  caretaking and so on.  So that's something to be 

  included.  

            I think the other is what I am struggling 

  with.  As we talk about the new vision, the reform of 

  the system and so on, what is it that SAMHSA can do and 

  so on to make a difference in that focus.  When I look 

  at the disproportionate amount of dollars that was put 

  into NIH, for example, as compared to SAMHSA, it still 

  reflects what the sense of the priorities are.  I think 

  you made that comment yesterday about instead of 

  complaining about it, how do you build and take 

  advantage of the fact that is the reality. 

            The issue of science and evidence-based and 

  all of that is something that is the mind set of the 

  current environment.  However, there are limitations to 

  that in terms of the failure of a lot of the evidence-

  based approaches to focus on racial/ethnic populations, 

  special populations.  So, therefore, the existence of 

  evidence is not always correlated with the study of 

  those populations.  So I think the reform is to begin 

  to make distinctions between -- and people have -- 

  empirically based, randomized controlled studies and 

  stuff like that versus evidence-based which also 

  includes a wider range of methods and so on to inform 

  practice.  

            The second is where SAMHSA starts from the 

  issue of service as opposed to science.  It seemed as 

  if the response was at one point, SAMHSA being more 

  focused on ensuring the science to what felt like the 

  detriment of practice.  I don't know whether people 

  agree with me about that.  But it seemed as if there 

  was more of a focus on proving what works and then in 

  the presumed eyes of good science, to replicate and 

  duplicate.  But I didn't see more service come with 

  that model.  

            So while I believe in the importance of 

  evidence, it's kind of being mindful of the fact that 

  we're talking about service.  So if we talk about 

  health care reform, that probably is the biggest 

  advantage that SAMHSA could have with regard to 

  starting from a service perspective, but not 

  disproportionately allowing the science to drive the 

  service, but to really have the science and practice 

  interconnect in a way that you are actually doing the 

  practice informed by science for the populations, for 

  their needs, and for all of that. 

            So how do we do that with regard to the 

  reimbursement system?  How do we do that with regard to 

  best practices and all of that within the delivery of 

  care?  It seems to me the important way to go, as well 

  as what was mentioned about technology. 

            That's probably the biggest avenue to bring 

  that stuff to practitioners and the public and so on 

  that we have as an opportunity, more so than in any 

  other age that we've had.  I mean, that's why when you 

  talk about going green and how it simplifies more ready 

  access to information that we would have, you know, 

  that would inform practice.  

            MS. AYERS:  I would love to take off on 

  something along there.  The community system doesn't 

  have any money, and you could talk science to practice 

  all day long.  If you can't pay people an adequate 

  wage, if you can't afford the client information 

  systems that you really need to have to be able to 

  document and demonstrate and really analyze if this 

  evidence-based practice brought into a community 

  setting is actually going to work the way it's supposed 

  to, then training your clinicians, because they're not 

  going to get trained in graduate schools, or they get 

  trained in graduate schools and then they come out into 

  the community, and we can't afford to do the kind of 

  work that they supposedly were trained in graduate 

  school to do.  But that's not so much of a problem that 

  we have, but it costs money to train staff.  You have 

  to pull them offline when it comes to how much revenue 

  they're generating.  It's a hard nut to crack.  I don't 

  understand why exactly. 

            I feel like we'd be really wealthy people if 

  human capital were valued the way widgets are because I 

  feel like so many have been able to pull together 

  practices that do support and transform the lives of 

  families and build stronger communities.  But there's 

  no profit in that.  You have to raise a lot of money to 

  even be able to just meet your bottom line.  So this 

  concept of the value of human capital, how you develop 

  it, you know, you spend 2 bucks, you save 20, all of 

  those kinds of formulas somehow don't ever really 

  translate into getting real dollars into the community 

  system.  

            The paper sort of addressed the workforce 

  issue.  There are plenty of people that want to do this 

  work, but they can't come out of college.  I mean, loan 

  forgiveness would be a huge step as you cited, but how 

  do you come out of school with $100,000 loan with a 

  masters degree and get paid $33,000 a year?  Of course, 

  if you go talk to legislative aides, at least at the 

  statehouse in Massachusetts, they'll say so.  That's 

  all we're going to get paid.  But then you know they're 

  going to go to law school, and then they're going to 

  make a lot of money and this is just a step along the 

  way for them. 

            It's a really, really hard thing to do 

  because there are plenty of us out there determined to 

  make it happen.  But even getting a SAMHSA grant or any 

  of these grants -- again, I think we're pretty doggone 

  good to have a researcher on board.  It's just really, 

  really hard to do.  And we're not really a mom and pop 

  shop.  I mean, it's $6.5 million.  We're very, very 

  sophisticated business people and have very 

  sophisticated clinical people.  There's just a huge 

  disconnect between understanding what it takes to 

  really deliver these services to families who are in 

  need and that underfunding, which I think just comes 

  from under-valuing, just like the surgeons and the 

  psychiatrists or the primary care docs and whatever 

  else. 

            But we need to keep a real focus.  I realize 

  it's probably not this department.  It's some other 

  department.  Somebody else has to worry about that 

  issue.  But it's a huge one. 

            So I just feel concerned about how do we get 

  the solutions into the community system that's 

  fundamentally crumbling.  And we have a lot of reports 

  actually in Massachusetts.  The Boston Foundation did a 

  big one.  The Executive Office of Health and Human 

  Services in the State did a big one, you know, took a 

  very close look at the community system, and it's 

  getting crushed. 

            So it may be different in other States where 

  there are great big community mental health centers.  

  Somewhere else it must work differently because even in 

  Connecticut -- you know, our staff goes to Connecticut 

  because they've had three lawsuits.  We've only had 

  one.  But they get paid $50,000 for a clinical social 

  worker, and we're only paying $45,000.  So it's kind of 

  crazy out there.  But being a pathological optimist 

  helps.  

            The other theme that came up yesterday I 

  thought was the kind of cross-conversation that's 

  happening here in Washington because now there's a big 

  pot of money, so everybody is trying to play nice.  I 

  would really hope that whether it's scarcity or a 

  largesse will help people make information more 

  accessible, sort of learn how to realize that by 

  collaborating at this level, it's going to make life at 

  this level in the community much more robust in terms 

  of what kinds of outcomes you're going to get from the 

  Feds.  

            That's all.  

            MS. HENRY:  I'll just touch on the Science to 

  Service briefly.  Not only do we need more, but we need 

  to update what we have.  So the six tool kit 

  interventions -- we need to really get some research 

  going on on different models within those models.  Does 

  the ACT model work with substance abuse?  Does it work 

  with criminal justice folks?  So we really need to do 

  that. 

            But the place I think we need to partner with 

  NIDA and NIMH is this whole area of comparative 

  effectiveness.  The stimulus money has a focus on 

  comparative effectiveness.  So hopefully that 

  partnership and process can be revitalized.  I think 

  that's extremely, extremely important.  

            But I have to tell you, having been in that 

  fray for -- I don't know, what -- five years, six 

  years, there has to be some significant redo, as Gail 

  said.  That needs to be a commitment from the new 

  Administrator.  And I don't know what's going to happen 

  at NIMH and NIDA, but whoever is leading the bandwagon 

  there, the same kind of commitment to that.  

            And the whole concept of modernizing 

  treatment and really beginning to look at what works is 

  going to be dependent on playing nice together with the 

  folks at NIH.  

            DR. FALLOT:  Let me just pick up a bit on the 

  Science to Service and Service to Science background 

  and that whole circular argument.  One area that I 

  think we can draw on, with any kind of luck -- and I'm 

  really looking forward to hearing from Linda and 

  Michelle this morning about some of the data from the 

  projects -- is that as an evaluator now on three 

  existing SAMHSA grants, I keep thinking about what's 

  happening with the data that comes out of these grants 

  that we've worked so hard to gather and that is so 

  important to our local sites and then is accumulated at 

  a cross-site level and then goes off somewhere.  And 

  where does it go, and what happens to it?  What use is 

  it put to? 

            As part of these conversations with people 

  who are concerned with the evidence base that we're 

  developing to take seriously the limited but still 

  valuable findings from evaluation projects and that as 

  a part of the Service to Science model, at least the 

  evaluation data can be very helpful.  It begins with 

  the on-the-ground findings from a number projects that 

  have been developed, some of which incorporate directly 

  supposed evidence-based practices and others of which 

  have a conglomeration of those practices and others of 

  which have best practices or promising practices or 

  adaptations of practices that have been labeled 

  evidence-based.  But that whole array of data can be, I 

  think, put to better use than it currently is, as far 

  as I know at least.  

            DR. CHIN:  That was part of the comment I was 

  going to make, that there isn't enough emphasis on the 

  practice to science.  It's more been science to 

  practice.  In addition to some of the things that 

  you've mentioned, I think it's also how practice 

  informs the kinds of problems that ought to be studied 

  in science.  That is part of that cycle and we haven't 

  done enough of that so that the science ends up driving 

  it the other way.  

            MS. HENRY:  Let me state just a comment on 

  that.  You're absolutely right, but I know that several 

  years ago when we worked really hard at this and we 

  were coming out to the field -- and I have to qualify 

  the field as being mental health directors and some 

  substance abuse directors.  You know, what are the 

  questions that you want answered about the practice?  

  Help us define the research agenda for NIDA and NIMH.  

  That was the hardest thing to do.  We couldn't get 

  really the generation of the research agenda or ideas 

  or questions that folks really wanted answered about 

  the practice, even about the science that exists and 

  what else and how to generalize.  That was a very tough 

  thing to make happen.  As a matter of fact, we didn't 

  do a good job of that at all, of being able to generate 

  the questions to help inform the research agenda.  

            MS. HUTCHINGS:  I wonder if sort of a 

  evolutionary step might be some of the newer programs 

  that I'm a bit more familiar with, for example, CMHS' 

  portfolio where LAUNCH is only a little over a year 

  old, the brand spanking new primary care-behavioral 

  health integration grants.  Maybe as part of developing 

  the new initiatives -- and I think this is done.  I 

  just don't think outsiders know it or see it or can 

  read it somewhere.  If there was its own cycle that 

  went with, you know, here are the goals and objectives 

  we're trying to reach with this particular endeavor, 

  here is what the interventions are supposed to show us, 

  here's the evaluation component that somehow comes from 

  the beginning or we'll glue on as soon as we can, and 

  then here are the ways that the pipeline of Service to 

  Science will be fed -- to get at that very point from 

  the beginning of designing a program.  We do know 

  certain gaps are ready.  We know we want these answers 

  or we're going to look at A, B, and C to see if those 

  are areas we want these answers in.  So from the very 

  beginning, the expectation is set that that, indeed, 

  will occur. 

            I don't think that that's in a rigorous way 

  being done.  I think that good people work on these 

  programs that have the thoughts and it's written down 

  somewhere, but I don't think it's presented as -- it's 

  almost as if it was a software program, it would be a 

  suite of software packages that would form Microsoft 

  Office.  Well, this would be SAMHSA's suite.  

            MS. ENOMOTO:  I think we did do it in the KDA 

  days.  That's what we were doing.  If you limit the 

  amount that's available to be invested in the 

  evaluation and the analysis, then I think that just is 

  a de facto thing that gets let go of.  So I think we 

  would need to reexamine our ability to do that kind of 

  applied services research.   

            MS. HUTCHINGS:  I'm not suggesting that 

  SAMHSA would do it.  I'm suggesting that as part of 

  this renewed partnership with the institutes that -- 

            MS. ENOMOTO:  The culture at the institutes 

  is such that it's investigator-initiated.  So you would 

  have to get a whole bunch of investigators to agree 

  that they wanted to do the research.  It's not the way 

  the academic system works because you're rewarded for 

  doing an independent and novel body of research.  Then 

  signing up to do a study that is all dictated for you, 

  what you have to evaluate is not rewarded.  So I think 

  that's why they do investigator-initiated work for the 

  most part, and within a broad domain, there might be an 

  RFP that says if you want to do something in this 

  domain.  But then you get to do sort of what you 

  propose which is in your systematic body of work.  And 

  the kind of stuff that we do really requires that 

  you're looking at a certain set of outcomes in a 

  certain way with a certain set of questions. 

            So I think that's part of the disconnect that 

  happened when we moved away from doing the demos here 

  because we didn't need to rely necessarily on the hard-

  core researchers being interested in the questions we 

  wanted to ask.  

            I want to give Linda a chance to respond, 

  though, because she is doing some very innovative 

  evaluation work with her programs, and then Britt.  

            MS. WHITE-YOUNG:  I just wanted to note about 

  Project LAUNCH.  They're doing exactly what you were 

  saying.  They have an independent evaluation, as well 

  as they're meeting with primary health, HRSA, ACF, and 

  they're doing a cross-site evaluation.  They have 

  actually developed core measures they're going to use. 

   So we look forward to that. 

            They have a cost study that's going to be 

  tied to that as well.  In fact, the PPW program -- 

  because we had launched -- our cross-site evaluation 

  started in 2003.  We're kind of a little too far gone 

  to go back and use some of their measures, but they 

  have actually invited us and we've been participating 

  with HRSA, ACF, and with the Project LAUNCH.  We 

  probably will participate in the cost piece because our 

  cost piece is not as far gone.  So we are actually 

  doing that and it's very promising.  It's been very 

  exciting.  We've been meeting now for a couple months. 

   Maybe at some point we can report out on that whole 

  evaluation piece.  

            But for the PPW, we're really excited.  We 

  started in 2003, and during that time, we were waiting 

  for OMB approval.  So we were able to do a lot of 

  piloting of our tools and going backwards and forwards 

  with the field.  The field really took the lead on 

  identifying instruments and questions that they wanted 

  to answer.   

            So in 2006, we had a little break, but the 

  2008 grantees have actually participated in the study 

  now for three years.  We are now in the process of 

  writing our first director's report.  The findings are 

  very good.  We had five goals that we primarily focused 

  on.  The most exciting finding is the breakout data, 

  very good. 

            And we had some surprise findings like 

  fathers' involvement.  We didn't expect the number of 

  fathers that would be involved.  So we now know that 

  that's an area that we really need to pay more 

  attention to.  

            We've learned that it's very difficult to 

  engage children who are in the community living in 

  other settings, but the mothers still continue to have 

  custody of those children even though they're in 

  residential treatment. 

            So we actually got involved with our Now Tech 

  process and we wanted to improve our capacity to reach 

  minor children who were living in alternative sites, 

  fathers of children, and family members of the women 

  and the children.  We have some evidence-based 

  practices that we're going to roll out towards the end 

  of the summer in terms of improving that process and 

  what processes have been improved and what are some of 

  the successes. 

            This whole piece about what does it take to 

  manage a family system model of care has been a very 

  interesting finding.  We recognized that many of the 

  small programs don't have indirect rates.  They don't 

  allocate a sufficient amount of funds to support the 

  administrative activities, the glue to coordinate, to 

  integrate a large system of care. 

            In the PPW program, those grants are about 

  $500,000 each, but they have approximately 30 to 50 

  MOUs and MOAs, which is a requirement of the grant.  

  Even though we're giving $500,000, those programs are 

  ranging about $1.5 million to $2 million.  So it's been 

  a big deal. 

            So with the 2008, we ended up giving a 

  $100,000 administrative supplement, which was a big 

  deal to see if that was going to improve their capacity 

  to coordinate the system of care, not just for the 

  mother who was in treatment and the children, but for 

  all of these external people.  For each mother, we are 

  really serving approximately five to seven additional 

  people, and these people are all over the place.  So 

  how do we bring them into the fold, get them engaged in 

  a system of care?  So we will have some report-out on 

  our lessons learned from that.  

            In addition, the primary technical assistance 

  required to manage this large system of care is how do 

  we sustain the fidelity to these models and how do we 

  help them with the adaptation and then how do we report 

  that information back.  So I was really engaged with 

  your conversation around that. 

            So we get a lot of TA requests for 

  implementation of evidence-based practices.  I think, 

  just from my experience with this program, that's very 

  critical because with the cross-site evaluation, we 

  actually have a process piece with that.  We call it a 

  diagnostic assessment process. 

            We send four experts to the field, and we 

  look at the program very carefully.  We really have two 

  experts for children because we're collecting data on 

  children from 17 to birth.  So we couldn't find one 

  person to do that that had the skill level.  We look at 

  the women's component, and then we look at the system, 

  the organization, and how they integrate services.  

            So we are going to learn a lot about their 

  models, some of the challenges in implementing and 

  sustaining the fidelity to models, as well as we're 

  going to learn again some of the administrative 

  requirements to manage such a large system of care. 

            We are rebranding in the women's field.  I 

  was very interested in the conversation yesterday from 

  the public discussion.  We're trying to talk about a 

  family system model of care.  We're also wanting to 

  sustain the focus on the woman.  We don't want to lose 

  that focus, while we are trying to see the children as 

  a client or a consumer in their own right, while we are 

  trying to sustain the family, to strengthen families, 

  to heal families.  So we are talking about that a lot 

  and we're hoping that we can inform the field how we 

  are trying to move, yet sustain the woman at the core 

  of what we do because that's what I do, is bring women 

  and children in family treatment work.  

            The thing about implementation studies -- I 

  know NIDA is doing some work around implementation.  

  That is really critical.  You can have these models, 

  but how do you implement them into treatment and how do 

  you sustain the fidelity.  How do you finance the 

  retraining?  Because we have a lot of turnover in our 

  program, and we're constantly doing that. 

            So those are just a few of the things.  I'm 

  hoping that the first report will come out in -- well, 

  several reports will come out by the end of this fiscal 

  year.  But the first report will be our director's 

  report because he's required under the Public Health 

  Act, section 508, to disseminate the PPW cross-site 

  evaluation findings.  

            One thing we hope that will come out of the 

  report is looking at what is core services, give a 

  sense of service utilization.  Everybody knows the 

  list, you know, the comprehensive service list.  But we 

  are really wanting to have a better sense of what are 

  core services that need to be provided in an organized 

  way, even though you may refer out quite a few of those 

  responsibilities to your external providers.  And we do 

  a lot of that because the general service list is over 

  100 -- well, maybe about 50 to 60 required services.  

  Then when you think about individual needs, it gets to 

  be up into the hundreds because you're not just looking 

  for the woman, the children, these different ages.  And 

  we're using about 15 standardized tools in the cross-

  site evaluation.  

            So that's a quickie.  

            MS. ENOMOTO:  Thank you, Linda.  

            I think PPW is probably unique, for SAMHSA 

  anyway, in that it's had very sustained support and a 

  pretty constant set of grantees that have been able to 

  evolve with their evaluation in this way.  But even 

  with LAUNCH, even though they're planning to do some 

  interesting things, SAMHSA I think needs to work on its 

  culture or achieve a different balance because CSAT has 

  got the standard set of NOMs.  Everyone is collecting 

  those data. 

            At CMHS, we were saying, well, can the LAUNCH 

  study look at the ACEs?  Because that would be very 

  interesting to see.  There haven't been ACE 

  intervention studies yet.  If we know what the adverse 

  childhood experiences -- we have child trauma stuff, 

  but not ACE because it's broader than what we 

  currently, I think, define as trauma. 

            The program staff say, well, everyone is 

  doing something different in the LAUNCH program.  So we 

  can't have them collect really a common set of -- the 

  stuff is very focused on process.  They're very 

  challenged to get to outcome.  They're not doing the 

  same interventions.  And these are SAMHSA grantees.  

  Imagine if you go to the institute and have the 

  institute do it.  I mean, people will not want to do a 

  standard intervention with a standard set of outcomes 

  in a clinical setting unless it's going to be a 

  randomized, controlled trial that they can get a 

  different set of publications out of.  

            DR. RIOS-ELLIS:  I feel like things just in 

  the past couple months are really, really beginning to 

  shift around what we're looking for.  Just by example, 

  I got a call from NIH, can you come to a meeting, can 

  you talk about Latinos and HIV?  And then two weeks 

  later, we want to come and visit your office.  So we go 

  to the office.  We want you to do some stuff.  We don't 

  even want it to be an R21 process.  We really know that 

  what we've been doing and the way that we've been doing 

  things isn't reaching who most needs to be reached, and 

  we don't want you to go through this process of a 

  three-year, you know, get some comments, go back, get a 

  score.  So I feel like things are beginning to shift a 

  little bit. 

            But I really think that we need to -- as I'm 

  thinking about LAUNCH, LAUNCH has a common theme.  I 

  feel like over the last eight years or ten years or 

  whatever it's been, we've been living program to 

  program to program to program.  So I can tell you where 

  those data go.  Literally no time for sabbaticals, and 

  universities aren't even granting sabbaticals.  So time 

  to write -- you have time to survive within your 

  programs and meet the requirements.  And the programs 

  themselves, the RFPs, are getting much more 

  prescriptive in terms of want they want because they're 

  trying to meet a set of guidelines.  

            I feel like now we really need to change, to 

  shift the way we're doing things.  Looking at LAUNCH, 

  there's a common theme there.  So can we build on the 

  end our RFPs opportunities for people to come back, a 

  final year of X amount of grant funds where people 

  actually come back? 

            And I'm just thinking of -- we're funded by 

  CMS -- a meeting we just went to.  They had us do a 

  rehearsal PowerPoint presentation.  I'm thinking, why 

  are we doing this?  Wow.  It was such a great -- 

  literally, change this, change that.  By the time the 

  presentation was finished, I was so happy.  I mean, the 

  presentation will just lead into a manuscript, I mean, 

  very, very easily lead into a manuscript. 

            I think being able to get people back, 

  whether there are funds for supplements, which I know 

  are difficult, but I think getting these things 

  published is something that we absolutely need to do 

  very, very soon because I think as things get dictated 

  by best practices and where best practices have been 

  defined from -- and we all know that sometimes those 

  best practices didn't include our involvement at all.  

  If we can tack on another year, if we can tack on a 

  publication opportunity -- and I know within NIH now, 

  they're saying you must publish or you will not be 

  refunded kind of thing -- and tack on that final year 

  at a very low -- it doesn't have to be a large amount, 

  but actually bring people back into working on 

  manuscripts and providing them an opportunity. 

            Especially I think a lot of the stuff that 

  needs to be published isn't necessarily coming from 

  R01s.  It's coming from the teaching universities.  

  It's coming from the HCBUs, the HSIs, the places where 

  they have a lot of people within their student bodies 

  and they're working actively with communities, and 

  their teaching loads are four and five classes a 

  semester.  Those are where things are fermenting to a 

  certain extent. 

            I've worked in both R01s and -- there's a lot 

  of opportunity there for a lot of creative 

  collaboration with community, with students that 

  reflect the communities where they live.  And we're not 

  capitalizing on that as much as we should be.  I don't 

  think it would cost a lot, and I think we will be able 

  to get a real good bang for the buck, so to speak, and 

  begin to shift the whole best practices stuff.  

            MS. ENOMOTO:  I think it will be interesting 

  to see where our leadership takes us.  In the past so 

  many years, when we did OMB, we had the PART process, 

  and there would have been no room for -- and then we 

  gave money to people to just sit and write.  They want 

  to know what is your marginal gain.  We gave you $2,000 

  per person.  I mean, you got $100 million for this 

  grant program.  Divide that by $2,000 per person.  You 

  were supposed to serve this many people.  So whether 

  you spent money on evaluation, on computers, on staff 

  time, on indirect rates, it didn't matter.  It was 

  $2,000 off the top straight up per person.  And you 

  achieved what outcome?  And next year, can you do it 

  for $1,800 per person?  So that's how the PART process 

  has gone.  

            And because we're a services administration, 

  I think that there's a -- I'm not actually knocking 

  that process, but that is the approach.  That's our 

  reality.  So adding the kinds of things that you talk 

  about I think are excellent ideas.  It's not been our 

  context I'd say for the past so many years.  It's been 

  accountability of you got this much money, how many 

  people did you serve, how many of them got housed, how 

  many of them got improved symptoms. 

            No one is asking us how many publications we 

  generated, and thus the gap.  We are not being held 

  accountable for that.  We're not getting money to do 

  that.  So a few people like Linda and others who kind 

  of came up in the KDA days are still dedicated to 

  working it in where they can.  But in something like 

  ATR where it was so highly scrutinized, I don't think 

  there was the luxury to think about that.  

            DR. RIOS-ELLIS:  I know with NIH that's a 

  shift.  That's a definite shift.  They're talking about 

  it all the time.  What I'm worried about is as our 

  leadership moves through, if we're not behind them, so 

  to speak, but if we're not taking them there too, I'm 

  afraid that the best practices aren't going to include 

  where -- that's my concern.  I don't have clear answers 

  in terms of funding or a checkbook just to say here, go 

  for it. 

            But at the same point, somewhere in there 

  there has to be some kind of an opportunity to be able 

  to get this stuff out in whatever way we're getting it 

  out so it can contribute to how things are going to be 

  developed because I'm really concerned with health care 

  reform.  You know, it's just what's happening with the 

  evidence-based practices.  I mean, 80 percent of the 

  funds for the State are evidence-based practices.  I 

  mean, you look at who was included in the portfolio of 

  evidence-based practice research and people aren't 

  there.  That's my biggest concern.  So whether we take 

  them, whether they take -- on some level, I really feel 

  like there just has to be more opportunities.  

            I think there's been very little 

  accountability on the top, and then we have to be 

  accountable for every single little, tiny thing.  We 

  were talking about this yesterday.  It seems like it 

  should have been a little bit reversed, but it hasn't 

  been.  

            MS. ENOMOTO:  I would say I agree that there 

  may be some shifting.  They were certainly shifting 

  priorities with the ARRA funds that went to NIH.  I 

  mean, there was a push with the Challenge Grants to do 

  new and different things.  I think there was probably a 

  lot of funding off the shelf of good grants that were 

  meritorious and got good scores, but they didn't have 

  the funds for last year because they needed to move 

  $10.2 billion within a fiscal year.  $10.2 billion 

  extra. 

            But we did get a call from the director's 

  office of NIH, and they did say they are interested in 

  trying to partner with the other operating divisions in 

  HHS and to look at perhaps in an announcement next year 

  doing something jointly that would leverage the 

  populations that we reach with the work that they do.  

  So I think it's yet to be seen what that will look like 

  and whether it's something that would truly be -- you 

  know, how practical it will be to do that. 

            I know that in the past, we tried 

  partnerships, for example, with our children's system 

  of care, and we didn't get many applications or 

  projects out of that.  We opened up our grant program 

  to NIH investigators, and it was a challenge to get it 

  through review.  So we'll see how it goes.  But I think 

  there is definitely that interest. 

            They reached out to HRSA, CMS, AOA, IHS, and 

  us and CDC.  So I think there is that realization if 

  they're going to put this emphasis on comparative 

  effectiveness, then you need to have the research that 

  includes the population of people being served.  I 

  think that's a good sign and certainly something that 

  we'll be looking forward to.  

            MS. AYERS:  I'm awed by the complexity of all 

  of this, I have to say.  But your finding and 

  understanding that a mom, as a woman and a mom, and 

  raising her children needs to be looked at as a unit.  

  I think the research on kids and families -- there are 

  so many moving parts that you just can't work with a 

  woman who has children or you can't work with a child 

  who's got family and not talk to everybody and their 

  teachers and the child protective workers, if they're 

  there, and their pediatrician.  So if you can quantify 

  sort of, okay, there are seven more people that that 

  person is going to be involved with and you try to 

  bring forward some of that thinking, that sounds 

  terrific because in some respects it's not so 

  complicated when you get to the ground.  If a mom has 

  five kids and they need a washer and a dryer so that 

  she doesn't have to take them all to the laundromat 

  with her when she's working two jobs, I can tell you 

  that $500 went a hell of a longer way than five 

  sessions with anybody's counselor. 

            So it's a combination.  It's a relational 

  based system and it feels like there's a lot of noise 

  around it, and yet what you really just need to do is 

  pretty much be in a relationship with people and help 

  them with the complexity in their lives and have a 

  little cash on the side to be able to take care of some 

  of these other issues so that they don't get evicted or 

  whatever some of these other challenges are.  

  Eventually you'll see people get back on their feet. 

            MS. ENOMOTO:  I wanted to share with folks 

  looking forward to 2011 and beyond.  We have President 

  Obama's reform principles that were articulated in the 

  overview budget for 2010.  There are eight of them.  

  Protect families' health, financial health.  Make 

  health coverage affordable.  Aim for universality.  

  Provide portability of coverage.  Guarantee choice.  

  Invest in prevention and wellness.  Improve patient 

  safety and quality care.  And maintain long-term fiscal 

  sustainability.  So those are the principles that were 

  articulated for health reform.  So protect families' 

  financial health.  Make health coverage affordable.  

  Aim for universality.  Provide portability of coverage. 

   Guarantee choice.  Invest in prevention and wellness. 

   Improve patient safety and quality care.  And maintain 

  long-term fiscal sustainability.   

            MS. AYERS:  Where did you find that?  

            MS. ENOMOTO:  In the 2010 budget.  

            MS. AYERS:  So it's protect families -- 

            MS. ENOMOTO:  Protect families' financial 

  health.  

            MS. AYERS:  Is that on page 2430?  

            (Laughter.)  

            MS. ENOMOTO:  We can get it to you.  

            I think one of the things to note about that 

  -- we talked about health reform.  They're really 

  talking about health care financing reform.  Only a few 

  of those really are about the delivery of services, 

  although obviously the delivery of effective services 

  and preventive services will contribute to long-term 

  fiscal sustainability.  So obviously our quality of 

  care has an impact on the cost of the system.  But in 

  general, a lot of the focus you can hear in that is on 

  health care financing.  

            So we're looking at kind of where does SAMHSA 

  fit in in that overall picture.  Several of these apply 

  to us when we're talking about investing in prevention 

  and wellness, patient safety and quality care, long-

  term fiscal sustainability, protecting families' 

  financial health.  If we address mental illnesses and 

  addiction -- if we prevent illness and addiction, 

  obviously, that helps families' financial stability.  

  If we intervene early, if we keep people employed, 

  we're playing a role there.  

            If you think about a universal system, we 

  have to consider, well, what then is SAMHSA's role in 

  that.  

            Britt, did you have a point?  

            DR. RIOS-ELLIS:  Yes.  I just keep on going 

  back to that visit that we had in Florida.  Her name 

  was Cecily.  I remember her so well.  I keep thinking 

  about what her options were when she left and having 

  gone through -- I think, Susan, you were with me -- 

  what she has gone through and the fact that she was so 

  articulate and so bright, and that college probably 

  wasn't an option because she's going to get out and 

  have to start working 30 hours a week.  There was one 

  community college option.  And I think they were saying 

  there was the Dunkin Donuts and another place that 

  might employ her and whether that's still going or not, 

  I'm not sure.  

            I think one of the things in terms of 

  protecting families' financial health would be to make 

  sure that there's a segue.  I mean, she was amazingly 

  bright and articulate and just the fact that she's 

  there and she's doing so well.  But make sure that 

  there's a segue to college.  I mean, if that's what 

  we're going to do, that there's a segue to careers for 

  people.  And if SAMHSA can play a role in somehow 

  repealing some of that very rigid, okay, you did this, 

  so you're only able to go this far -- I really think 

  that you might have some shining examples to really 

  begin to change what limited options there are 

  available for a few people. 

            I don't know how to do that.  It's a half-

  baked idea, but I was just so impressed with her.  And 

  I don't think she's the only one out there.  I think 

  that there are a lot of people like her.  And I think 

  looking at those options -- you know, if we're going to 

  form a family and if we're going to talk about 

  families' financial health, obviously, working at the 

  Dunkin Donuts 30 hours a week isn't going to allow for 

  that flourishing opportunity.  And for all of the stuff 

  that she's learned from an experiential standpoint to 

  really begin to be translated, for example, in your 

  agency or someone else's agency through the combination 

  of her life experience and training. 

            So I think as much as we can begin and -- the 

  other thing that I think is really clear is knowing who 

  we've got in terms of the Secretary of Labor and 

  knowing what she's done and how much she's really got 

  the community health worker on the bandwagon -- now 

  it's an official classification.  Utilizing that 

  classification, I don't know, through maybe some type 

  of an RFP process and really working with community 

  health workers who are aligned with treatment centers 

  and creating that opportunity might provide some kind 

  of a real shining initiative to demonstrate how very 

  effective models can work within communities for 

  longstanding change and do the financial thing at the 

  top.  

            MS. ENOMOTO:  I think supported education and 

  supported employment have been kind of long-term 

  undercurrents here.  We're trying to put together an 

  employment summit for the fall to look at the 

  intersection between mental health, mental illness, 

  addictions, addictions prevention, treatment and 

  recovery, and employment.  So not only people who are 

  currently employed -- I mean, 86 percent of people who 

  have a substance use disorder have full-time 

  employment.  Most of them are on the job somewhere, as 

  are people with mental illnesses.  On the more severe 

  side of the spectrum, then we have disproportionate 

  rates of unemployment.  So there are a number of places 

  where work and our set of issues and education 

  intersect.  So we are looking at doing that in 

  September. 

            Also, there are things like TANF.  There are 

  the laws that would prohibit people with felony 

  convictions from getting jobs and stuff like that.  So 

  it's a multi-layered issue, but we are going to try to 

  do a meeting in the fall that looks at a number of 

  those avenues from how do you deal with depression and 

  stress in the workplace. 

            I think I shared it before.  UPS said that in 

  2007 the number one reported health complaint of their 

  employees, surpassing cardiovascular and 

  musculoskeletal disorders, was mental health.  For UPS, 

  which is predominantly male, predominantly blue collar. 

   For many years, it was musculoskeletal and 

  cardiovascular as the leading problems.  But Verizon, 

  UPS, Home Depot, big employers are recognizing this is 

  an issue. 

            So we're engaging the National Business Group 

  on Health.  We also have the Legal Action Center who 

  will be working on the restitution type of issues in 

  terms of barriers to employment.  And Judith Cole will 

  be helping us look at the supported employment aspects 

  and economic well-being of people with mental illnesses 

  as well as the consumer groups who are talking about 

  home ownership and savings and accumulated wealth and 

  stuff for people with severe or more chronic problems. 

            Hopefully, along the continuum we'll be 

  looking at the issues.  Programmatically I'm not sure 

  what that will translate to, but certainly it's on the 

  radar and would contribute along that theme of health 

  reform. 

            Gail, while you were out, I was going over 

  the eight health reform principles that were 

  articulated in 2010.  

            MS. HUTCHINGS:  The President's?  

            MS. ENOMOTO:  The President's.  

            Then as SAMHSA moves forward, we were trying 

  to look at a direction for ourselves.  And some themes 

  that have emerged for us overall that we'll be 

  discussing in the coming weeks are:  that in order to 

  adapt and thrive in a reformed health environment in 

  2010 and beyond, SAMHSA would foster resilience, 

  prevent illness, and invest in health; that we would 

  broker information; seed innovation; improve quality; 

  promote accountability; and support the safety net.  So 

  I'm putting that out there -- foster resilience, 

  prevent illness, invest in health, broker information, 

  seed innovation, improve quality, promote 

  accountability, and support the safety net -- as a way 

  to look at our portfolio and adapt it to an environment 

  that is focused on fiscal sustainability, financial 

  health, as well as quality of care, patient safety and 

  wellness.  

            When we talk about supporting the safety net, 

  I think it's not only the block grants, but also the 

  workforce and the small organizations and health IT, 

  all of these things.  

            But I guess if you guys have thoughts on that 

  or perspectives on those themes -- is there something 

  missing, is there a gap, is it not pushing the edge far 

  enough, is it too far over the edge -- I'd just welcome 

  those comments.  

            MS. HUTCHINGS:  They sound like a good start 

  to me.  They sound good.  

            Do you envision crosswalking those with the 

  ones the President just issued?  I imagine at some 

  point or another, you'll need to be able to relay that. 

            MS. ENOMOTO:  Yes.  I think that sort of if 

  you went to patient safety, quality of care, getting 

  the -- I think it largely goes into the quality domain 

  and then the prevention and wellness obviously.  

            MS. AYERS:  I'm trying to articulate this 

  better, but I can see that given the complexity of your 

  realities here, in terms of the limitations and what 

  people will allow you to do and the $2,000 per person 

  and get it back to $1,800, you know, I have to commend 

  you on sort of sorting out what's possible and 

  strategically aligning what you can do with the reality 

  of the environment.   

            The other thing I'm always impressed with, 

  when I'm able to come here, is the quality of thinking 

  and then how do you get that back into the community.  

  I was here for the Surgeon General's listening session 

  and then for the children's action agenda when that was 

  created.  I just mostly ran all over Massachusetts 

  saying, well, here.  Why do we need to reinvent the 

  wheel?  I mean, here it is.  It's exactly what we need 

  to be doing.  It's really hard to get traction.  But I 

  commend you for your leadership on these things.  

            MS. ENOMOTO:  I think the brokering 

  information one is one that Dr. Broderick is 

  particularly supportive of, and I think it gets at a 

  couple of the things.  Like, Roger, you're saying you 

  have lots of data.  It needs to get out there.  You're 

  saying people don't know how to get to treatment.  

  SAMHSA could further explore and carve out that role of 

  how do we become the one-stop shop, that if people need 

  treatment, if people need information about how to 

  deliver a service, if people need to know where to go 

  to school and how to get a student loan, that we become 

  seen as that go-to broker of information.  We certainly 

  have our toes dipped in all of those puddles of water, 

  but haven't necessarily, I guess, fully exploited an 

  opportunity or figured out how to do it in the way that 

  really gets to people. 

            I think it's the same thing as the TIP.  We 

  have a lot of information, but the key thing that Rick 

  is getting at is being the broker of the information.  

  So it's not just getting the information and holding 

  onto it, but it's getting it out there because we're 

  not going to become NIH.  We're not going to be the 

  ones generating all of the information, but we can be 

  the ones that people go to.  I think there's an 

  opportunity to further do the reach.  How do we expand 

  our reach?  

            DR. CHIN:  Clearly technology is a big piece 

  of that.  Now, was that intentional not to include that 

  as one of your themes?  And do you see it kind of 

  buried under some of the themes? 

            MS. ENOMOTO:  Yes.  When we're seeding 

  innovation, it's how do you e-therapies?  If you're 

  improving quality, it's electronic health records and 

  health IT.  Promoting accountability, again it's the 

  HRs and comparative effectiveness, HIT.  Supporting the 

  safety net, helping people develop their systems.  So 

  that's definitely I think a cross-cutting theme within 

  that.  

            MS. HUTCHINGS:  It sounds like the matrix.   

            MS. ENOMOTO:  There has been the discussion 

  of how does this fit with the matrix, and I think it's 

  not that the matrix goes away.  The matrix is the what 

  of what our field is, and I think this is a little bit 

  more of a how.  Strategies.  These are the strategies 

  to do these things.  We don't walk away from co-

  occurring disorders or our Strategic Prevention 

  Framework.  That's still the what that we do.  But how 

  we approach each of these themes can become maybe a 

  little bit more consistent.  So it's focusing in 

  certain strategic ways to do mental health 

  transformation and certain strategic ways to do trauma 

  work or whatever the work is on the matrix.  Yes, 

  obviously, it came up.  

            I'm sorry.  I know that Linda gave some of an 

  update.  Michelle, did you have any other update?  

            DR. CARNES:  Well, I feel like Fran did a 

  great job of outlining where we are as a center and 

  that we have some new directions that we want to take 

  in terms of serving women in a better way. 

            Timing-wise, the SPF/SIG data is now coming 

  in and I should actually have a better picture in 

  September.  So they were reluctant to give me any kind 

  of sense of what it looks like now, which I completely 

  respect and understand.  

            But I wonder if it would be appropriate for 

  me to say a few sentences about the research that I'm 

  doing that I just finished through my university. 

            MS. ENOMOTO:  Go ahead.  

            DR. CARNES:  I've been thinking about it 

  while I've been listening to your conversation because 

  actually the group of folks that I studied get no 

  federal funding at all to do what they do, but it's 

  very effective and they do a great job of it.  

            For three years, I studied a group of women 

  in Washington, D.C. at three different sites, black 

  women who were doing health promotion events, one on U 

  Street, one on New York Avenue, and one in Southeast.  

  For three years, I interviewed folks.  And these are 

  performance events where health promotion materials are 

  available and they're linked up with good services in 

  the local area that are designed and aimed specifically 

  at them, that are culturally competent, that are in 

  their price range, all of these things.  

            It's really effective and they get no federal 

  funding at all.  I think that it would be great to look 

  more closely at things that women are doing to help 

  themselves that are entrepreneurial, that are self-

  sustaining, that they don't need our help at all.   

  So I'd like to add that to the mix.  

            MS. ENOMOTO:  I think the next question that 

  I have for you all kind of gets at our next meeting, 

  what things you'd like to discuss, where you would like 

  to have that meeting. 

            One of the options on the table is the tribal 

  justice, safety, and wellness meeting that we're 

  having.  We do that in conjunction with the Office of 

  Justice Programs at the Department of Justice and IHS 

  and SAMHSA.  So that's a cross-cutting collaboration 

  that brings in many tribal communities to talk about 

  not only the intersection of criminal justice but also 

  just the whole SAMHSA portfolio, as well as work that 

  IHS and Interior are doing in the field.  

            The last one that they had in Billings had 

  about 1,000 tribal members in attendance.  So similar 

  to what we did in Florida, there could be an 

  opportunity to do a listening session.  And the meeting 

  will be in Oklahoma.  So we would try to work in a site 

  visit as well.  That's one option.  

            I think we would be open to doing -- if there 

  are other meetings that you know of that are happening 

  in the August-September range, we could do something in 

  conjunction with that or other thoughts.  Or if there 

  are preferences on dates.  If August doesn't work at 

  all, then we could look at that.  

            MS. AYERS:  September would be better.  

  August is not a great month.  

            DR. RIOS-ELLIS:  September I think is a 

  better month.  

            MS. AYERS:  When is the tribal meeting?  

            MS. GAHED:  It's the second part of August.  

  That's all we know at this point.  We don't have a 

  date.  

            DR. RIOS-ELLIS:  I keep on wanting to go to 

  -- and you guys have already been there, and I can't 

  remember the name of the organization right now.  It's 

  in Santa Monica.  I'm totally blanking on everything. 

            MS. ENOMOTO:  Do you mean Prototypes?  

            DR. RIOS-ELLIS:  Yes.  You guys have already 

  been there.  Right?  

            MS. ENOMOTO:  No.  I've been there, but I 

  don't know that everyone has been there.  Actually her 

  office is in Venice, but Prototypes' offices are in 

  Culver City but the site is actually Pomona.  It's east 

  of LA.  It's past Monterrey Park.  

            DR. RIOS-ELLIS:  I would love to go to the 

  tribal.  I think that would be fascinating.  I think it 

  would be absolutely fascinating.  And I can go there on 

  my own, but it's just something that I was thinking. 

            MS. ENOMOTO:  If you let us know what we're 

  interested in.  

            MS. HUTCHINGS:  I'm trying to remember when 

  the national GAINS conference is going to be.  The 

  focus is on criminal justice interaction.  I think it's 

  in the spring actually because it's going to team up 

  with the national council.  Okay, never mind.  I'm just 

  wondering if we could do some scanning to see what 

  else. 

            MS. ENOMOTO:  We were looking for August-

  September.  We could do a spring meeting as well.  

  GAINS would be great.  

            MS. GAHED:  We actually looked at several 

  meetings, but we were looking more in the area of women 

  and trauma.  So one of the issues was how do we fit in 

  with maybe one of the tribal meetings.  There are two 

  of them.  Unfortunately, both are happening in August. 

   But we figured the second one with the tribal justice 

  would be a better fit only because of the work that 

  they do with HHS in general, as well as the DOJ.  So we 

  thought that would be a better fit.  It's also a much 

  larger and better presented or organized meeting. 

            However, if August doesn't work, we can start 

  looking at other topics, other issues.  

            MS. HUTCHINGS:  I'd like to think about 

  shaking them up a bit actually, not at all to take away 

  from our commitment to trauma.  I don't want to be a 

  hypocrite and tell you guys you need these new 

  conversations and these new partners, and yet we aren't 

  part of doing some of those conversations. 

            So just totally brainstorming.  But the 

  association that represents the FQHCs with the 

  expansions of FQHCs into behavioral health issues.  It 

  would be, for me, fascinating to sit down with some of 

  the people that are running those programs and have 

  they done collaborations with community-based 

  providers?  Might there be an opportunity for a 

  sustainability idea?  And can we get them interested in 

  gender-specific issues?  And maybe they're interested 

  already.  We don't know.  They have phenomenal data 

  sets.  

            DR. CHIN:  Well, that would be the NACH 

  meeting.  It's usually in October.  

            MS. HUTCHINGS:  We need to do it before the 

  end of FY '09?  Okay.  Well, maybe there's a regional 

  one of those or something.  I don't know.  It's an 

  idea. 

            MS. ENOMOTO:  We're also looking at when the 

  Maternal and Child Health meeting is.  We might have to 

  go out -- it's a very good idea and definitely I think 

  maybe we can try to align ourselves with that when we 

  have a little bit more flexibility on our timing.  

            MS. HUTCHINGS:  I'm interested in the tribal 

  one too.  I'm worried about August as a date.  But you 

  guys are off to such a great start with what we heard 

  yesterday as well, and there's so much really fantastic 

  investment in SAMHSA already about prioritizing tribal 

  things.  I'm trying to think is there a way for us to 

  hear things we might not hear which, of course, we 

  would at that meeting as well, but from some new 

  communities and new players. 

            Likewise, some of the health reform 

  conversations that are drawing big crowds at meetings 

  -- you were asking yesterday about private insurers.  

  With insurance companies getting ready for parity and 

  the regs coming out about parity, what are they saying 

  and what are they worried about?  And what are they 

  thinking?  Can we get them to make sure that they're 

  not frankly going to manage away the benefit we're 

  trying to see come through parity and then getting 

  deeper into some of the domain of this council to have 

  those conversations too.  So that's my two cents.  

            DR. CHIN:  You did say that it wasn't 

  possible to tie it with the American Psychological 

  Association because that meets in August.   

            MS. ENOMOTO:  I think Toronto would be a 

  challenge for us. 

            DR. RIOS-ELLIS:  What about coming back here 

  and seeing if we can meet with someone from the newly 

  announced staff and maybe someone from American Health 

  Insurance Plans?  I have a former employee from 

  American Health Insurance Plans.  I think we're all 

  knowing that we're not going to end up with the single 

  payor plan I was talking with Roger about before.  I 

  think that this is an area that obviously we're really, 

  really struggling with on an emotional, personal, and 

  professional level. 

            Would it really benefit us in some way to get 

  someone in from AHIP, to get someone in from NACH, to 

  get someone in from different organizations that are 

  really at the forefront of financing this so that we 

  can be a little bit more savvy?  And we can also have 

  some say in terms of promoting SAMHSA's -- you know, 

  what we can do to keep the finances low through rehab, 

  treatment, prevention, all of those things that are 

  built into those principles you just outlined. 

            As I was sitting here saying, well, let's go 

  here, let's go there, I'm feeling like we need to be 

  here and maybe even in the District.  I don't know.  

  Maybe I can get NCLR.  They've got a nice conference 

  room.  I don't know.  But if it's not being used, I 

  don't think it would be a problem, and it's two or 

  three blocks away from the White House.  I'm thinking 

  that part of me feels like we need to be here.  I don't 

  know.  

            MS. HUTCHINGS:  I think I'm in a bit of a 

  different place partly because I didn't have the 

  benefit of Florida that I heard was so excellent.  I 

  actually think it might be a great time to get the hell 

  out of here only because by then, legislation would 

  have presumably dropped and it would be, I think, 

  somewhat wonderful to have conversations with people 

  saying our understanding is it may play out like this. 

   What would that mean in terms of you, XYZ program 

  director, or you, XYZ family supporter ally, et cetera? 

   So I could go either way. 

            I don't think it will be done, but I think 

  there will be legislation out.  I certainly don't think 

  it will be done.  So by the time it drops, people 

  starting cooking it, you wonder about the implications 

  of it, and then you get to see now some kind of clarity 

  will come through from the committees.  They'll 

  probably do some revisions.  So really, fall might be a 

  really good time to say what does it mean?  

            MS. HENRY:  My only thing is August is a 

  terrible month.  That doesn't work in so many ways.  

            DR. RIOS-ELLIS:  In July, they're out.  So I 

  have a feeling it might drop, but I have a feeling we 

  might have -- I don't know.  Maybe that's a pipe dream 

  and I'm the, what do you call it, the recovering 

  optimist, or what did you say? 

            MS. AYERS:  Pathological optimist.  

            DR. RIOS-ELLIS:  But I just see it as a way 

  for us, if we're very creative about how we do this, to 

  really feature some of the programs, really feature 

  some of the individuals, kind of bring it to the 

  forefront, and begin to understand the complexity of 

  how the financing is going to play out.  

            MS. HENRY:  Well, in Florida, the listening 

  session I thought was really, really good.  It was, I 

  thought, really valuable.  I don't know in what arena 

  we can do that unless we connect with another 

  conference to do that kind of exchange of ideas and 

  feedback.  We need to go somewhere.  So I'm with you on 

  that.  

            But also coming here in September and being 

  able to bring people in to talk about relevant issues 

  works as well. 

            The issue of partnering with the National 

  Council in -- did you say March?  Or GAINS I guess.  

  They're together.  I think that, thinking ahead, the 

  second meeting would be great.  

            MS. HUTCHINGS:  It's a 2,000-person minimum 

  environment to try to draw from, and I think the NACH 

  meeting is pretty large too.  That's my front runner 

  favorite.  I just don't think we've had any of those 

  dialogues. 

            I also think -- I've said this for years, but 

  the only real money I see coming to mental health is 

  through that HRSA doorway.  No matter what the politics 

  are of the administration, no matter who is running 

  HRSA or not, they've done a phenomenal job getting 

  increased dollars -- they've had to rob within HRSA to 

  do this too -- for more and more community health 

  centers and expansions to community health centers.  

  And that's for me where the action is.  

            MS. HENRY:  Well, if I were a substance abuse 

  provider in the community right now or if I were a 

  mental health provider, I would be looking at where I 

  could partner or become part of an FQHC.  How could I 

  change my board structure and everything to really 

  think about becoming a health clinic that is 

  comprehensive, that really integrates behavioral health 

  into that.  

            Now, Cherokee is -- the only drawback with 

  that is that they started that out of necessity.  Now, 

  you'd have to really look at changing structures and 

  boards and infrastructure.  But I think that's the way 

  that many small, particularly smaller, substance abuse 

  and mental health agencies should really be thinking 

  about.  

            MS. HUTCHINGS:  When you confront the very 

  real issue of an FQHC gets reimbursed at a higher rate 

  for the same service than a CMHC does -- 

            MS. HENRY:  They can buy drugs a whole lot 

  cheaper.  

            MS. HUTCHINGS:  Yes.  It's all necessity 

  pretty soon.   

            I know I'm beating this horse to death, but 

  at least the conversations I know I would learn a great 

  deal from.  I don't know. 

            There's also a chance to try to engage the 

  leadership at HRSA here.  So maybe there's a two-for-

  one of they'd be at their own meeting instead of being 

  here.  I'm trying to crosswalk our two ideas.  

            DR. RIOS-ELLIS:  My best friend is now in 

  charge the HIV at HRSA.  I think that would be a 

  wonderful opportunity. 

            And I'm thinking not strategically through.  

  If we were able to get together with AHIP, to get 

  together with some of these to understand the finance 

  so that when we went to the NACH meeting, we'd be a 

  little bit more savvy about how this is working and 

  what strategic ways we could work.  I think there might 

  be a nice segue there.  

            MS. ENOMOTO:  It looks like NACH.  I think 

  what I had looked for was the BIBC meeting, which is 

  different from the NACH meeting.  So the 2009 Community 

  Health Institute is in Chicago, August 21 to 25.  

            MS. HENRY:  Which one is that?  

            MS. ENOMOTO:  This is the NACH annual 

  meeting.  

            MS. HENRY:  August?  

            MS. ENOMOTO:  21 to 25.  

            MS. HUTCHINGS:  I'm trying to think if it was 

  at the very, very end and we'd try to piggyback, you 

  know, the 25th being a listening session and then 26th 

  our meeting.  It gets us at the end of the month.  I 

  don't know if that works for people or not.  

            MS. HENRY:  I have an event on the 25th I 

  cannot get out of.  But I think going in on the 21st -- 

  that's a Friday.  Could we possibly do Friday, Monday? 

            MS. ENOMOTO:  I'm guessing it's a big 

  meeting.  So I'm guessing we would probably have to do 

  Thursday, Friday if we did it.  

            MS. AYERS:  I would like to do it as few days 

  as possible.  I don't see myself staying around.  

            MS. ENOMOTO:  So Friday to Monday would 

  probably be a challenge, and then having the rooms 

  through that time would probably be hard.  

            DR. CHIN:  The front end is usually better. 

            MS. ENOMOTO:  We can look at that.  

            Another option, Britt, to get at what you're 

  talking about is we can still bring in speakers on 

  financing.  What I'm hearing, though, is an interest in 

  doing the next meeting on the theme of financing.  

            MS. HUTCHINGS:  For me, it's about more than 

  financing and working with the community health 

  centers.  It's really that some of us see it as that is 

  where the action is.  So it's a policy governance 

  issue, as Renata said much better than I could.  It's 

  certainly a financing issue.  It's a partnership, 

  collaborative set of issues.  I mean, how do they view 

  us and what they might need from us in these 

  conversations about trying to get together more.  How 

  do we avoid them not stealing staff that we can't pay 

  as well as they can?  Can we end up with more 

  memorandums of understanding with each other or 

  collocated services?  

            MS. HENRY:  It's also a best practice, and we 

  could get folks like Ben Druss or Barbara Mauer who 

  have done a lot of work on that model of integration to 

  also present to us because they've got some work going 

  on on looking at the integration of behavioral health 

  and primary care primarily through the FQHCs. 

            It also is an opportunity to look at -- 

  because one of the services they offer is ob-gyn.  So 

  if there's any focus on women and reduction of infant 

  mortality, that's a connection there because many of 

  those clinics do ob/gyn, and how do you integrate the 

  behavioral health piece in that. 

            DR. FALLOT:  I like the idea and I don't know 

  Ben Druss' work that well, but I know that he's also 

  including peers in wellness recovery, and it would be a 

  very nice way to blend some of the traditional emphases 

  we've had with these new collaborations we're talking 

  about.  

            MS. HENRY:  And Barbara consults with the 

  national council.   

            MS. HUTCHINGS:  Yes.  They have a set of 

  collaborative sites on this, but she just wrote the 

  medical home paper they just published.   

            And Larry Fricks is doing DBSA and 

  Appalachian consulting, some peer-based models around 

  wellness and health.  That would be great.  

            I'm also thinking who knows who the grantees 

  will be under the new CMHS program, but maybe either 

  Chicago or near Chicago might be a site.  And we'll see 

  if they end up naming what is supposed to be one of 

  their key partners in FQHC, and maybe that would be a 

  site visit while we're there.  

            I also want to get back to Britt's idea about 

  -- I think this stemmed from your comment, Kana, about 

  if there was somebody in the beltway who was a real 

  player in health reform and the plans.  Maybe if you 

  could provide logistics and they would have the time to 

  come out and meet with us there, that might work as 

  well. 

            So I want to try to get at both worlds. 

  That's my top vote I think with the tribal idea being, 

  for me, second, if you're looking to stratify it. 

            MS. ENOMOTO:  That's great.  Well, we'll get 

  in touch.  Michael Lardiere is their lead on behavioral 

  health at NACH, and we've had a number of meetings with 

  him.  So we'll be getting in touch with Michael to see. 

   It's a great idea.  NACH would have to agree that it 

  was a great idea, and they may be feeling overwhelmed. 

   I mean, who knows?  We will reach out, see what we can 

  do. 

            Again, if people have other ideas for a 

  speaker or two, we can look at that for our meeting as 

  well.  

            DR. RIOS-ELLIS:  I was just thinking of 

  American Health Insurance Plans.  I don't know much 

  about health care financing, but I know they're at 

  every single thing that I'm ever at that has to do 

  anything with -- I think they're fairly big players and 

  they're kind of the group of all the insurance plans. 

            MS. ENOMOTO:  There could be a nice 

  opportunity in that there may be a lot of these people 

  planning to be at the NACH meeting already, or at least 

  not a hard sell to get them to the NACH meeting.  

            MS. HUTCHINGS:  Yes, that's a good idea, to 

  look at their faculty and see if there's somebody we'd 

  like to sort of drain off that's on this pathway.  

  "Drain off."  Someone we'd like to benefit from their 

  input.  

            MS. ENOMOTO:  I think that's a good tasking 

  for us.  We'll look at what we can do, get out the 

  agenda.  I think they have their faculty up.  I can see 

  if they have a keynote speaker and stuff already 

  posted.  So we can disseminate that to folks.  If you 

  have thoughts, see if we can get an okay with NACH and 

  the hotel.  I'm a little bit nervous about that.  It's 

  fast approaching.  It's easier to make a commitment 

  that we can do it in Oklahoma in August than in Chicago 

  in August. 

            And then if people could look at availability 

  then on the 20th and 21st, unless you all just did.  

  The first day of their meeting is the 21st.  

            DR. RIOS-ELLIS:  And what's the Oklahoma? 

            MS. ENOMOTO:  The date is not set.  It's 

  going to be in the latter half of August.  It's just 

  Chicago during convention season might be a little bit 

  of a challenge.  If we want to do that, we probably 

  need to commit soon.  But we're not big, so we don't 

  need many rooms.  

            MS. HUTCHINGS:  We have friends in Chicago, 

  whether it's Laura Jones or others, that I'm sure might 

  be helpful to us. 

            MS. ENOMOTO:  Right.  I think we can make use 

  of the indigenous resources of Chicago to inform our 

  agenda or to provide the kind of input for that and 

  opportunities for visits or whatever or speakers. 

            MS. AYERS:  So what's the time frame?  I've 

  been looking at my calendar.  So you're talking about 

  flying out on?  

            MS. ENOMOTO:  It would probably be all day 

  the 20th and a half day on the 21st.  What we did last 

  time was really our formal meeting all day the first 

  day, and then the listening session on the second day. 

   Or we could do a half day the first day and then the 

  listening session. 

            I think we have to look at their schedule.  

  It says it's the 21st.  That may be registration.  It 

  may not really be the first day, or it may not be a day 

  when they expect a lot of people, or they may say no 

  way can you do a listening during our jam-packed 

  agenda.  You can do it as a preconference thing. 

            We'll look at the logistics.  I can't firm 

  that up right now, but we'll let you know as soon as we 

  can.  But that will be the first thing that we look at, 

  and then we'll keep the GAINS and CCBH thing on the tap 

  for spring and then plan for next year to do the spring 

  meeting away and then the fall meeting back at SAMHSA. 

            The general commitment that I've made to the 

  ACWS is that we would do one meeting a year on the road 

  and one meeting here so that you do have that chance to 

  get more of the -- we can't hear from the Center 

  Directors if we're all on the road, that kind of thing. 

   So we can hear more from the SAMHSA staff, et cetera.  

            DR. FALLOT:  The GAINS meeting is in Orlando. 

   Is that right?  

            MS. ENOMOTO:  In March?  The GAINS center is 

  a criminal justice, technical assistance center?  

            MS. HUTCHINGS:  Intersection of criminal 

  justice and mental health. 

            MS. ENOMOTO:  All right.  So at this point if 

  we could just go around and people have any closing 

  thoughts or comments or not.  

            MS. HUTCHINGS:  I'm kind of curious -- you 

  know, as you prepare to deluge the new Administrator 

  with briefings and lions and tigers and bears, is there 

  a way that we can be helpful?  Should we develop a 

  letter along some of the priorities and convey them?  

  Or is that overstepping?  We have the matrix we all 

  worked hard on kind of coming up with, and I think 

  that's going to stand the test of time I think for a 

  bit.  We really want to see some investments in the TIP 

  getting out there, you know, a resurrection of Science 

  to Service and some other key things.  Should we almost 

  advocate within for some of that or lay back?  Of 

  course, we would love to have him or her at the next 

  meeting.  I guess it's a chance for you to use us in a 

  way that might help. 

            DR. RIOS-ELLIS:  We don't know who that 

  person is yet, though.  Right?  No.  So I'm wondering 

  if we should wait a little bit, think about it, and 

  then when we see who that person is so that we can 

  customize.  But I think the idea of a letter would be 

  really, really good on behalf of us welcoming, saying 

  these have been our priorities.  But I'm thinking if we 

  can look at that person's CV and really think about, 

  okay, where are the points of interest, where are the 

  common points of interest.  

            MS. ENOMOTO:  I think we certainly could 

  start because I think certain themes will come through 

  no matter what.  Well, also just so we can respond 

  quickly, I think having kind of the broad strokes 

  outline of what it is or some summary of this meeting 

  or the themes that have come out of it and priorities, 

  and then, when we know more of the interest and 

  priorities of the new person, to kind of see how does 

  that crosswalk.  So not necessarily finalize and 

  deliver it and just have it sitting on the desk when 

  they get there, but at least get something started 

  maybe is a good idea.  I mean, just as we're doing with 

  health reform, Mark indicated yesterday no one has 

  asked us for the paper yet, but we have one ready for 

  when they do and we can tweak it when they get here. 

            Did you have a list of bullets, Gail?  

            MS. HUTCHINGS:  I think I mentioned some of 

  them, but for me it would be we share this interest and 

  we'd like to be kept informed in SAMHSA's work around 

  health reform development, and we're particularly 

  concerned about the impact on local community 

  providers, especially those that have come a long way 

  and have special expertise in gender-appropriate care 

  and are family-centered. 

            I think, again, the matrix of priorities that 

  we developed at the end of the last council's work, we 

  want to formally convey those. 

            I think sort of as a compliment, particularly 

  back to CSAT, about Wesley's presentation to us two 

  meetings ago and then Rich Kopanda's chock full of 

  data, yours -- particularly I think we benefit a great 

  deal from data-based conversations.  As Kathryn and 

  CMHS come online with their programs that are going 

  into the TRAC, we look forward to hearing specific data 

  from that too.  

            I mentioned the new TIP before.  We really 

  want to see that get distilled in the right way for the 

  right people.  The core competencies development that 

  we heard about yesterday.  And then I think Science to 

  Service, Service to Science.  Those are the ones I 

  heard from this morning.  We'll have to, I think, keep 

  it maybe three or four.  We could do a laundry list, 

  then winnow them down so we know our priorities and, 

  you know, Science to Service.  

            MS. ENOMOTO:  What was the last one?  

            MS. HUTCHINGS:  Service to Science and 

  Science to Service.  

            DR. RIOS-ELLIS:  Maybe reframing that Science 

  to Service in some kind of a continuum so we can spike 

  in that opportunity for dissemination somewhere along 

  the line and get things percolating.  And if we can tie 

  that into those eight principles in any way, which I 

  think there are natural tie-ins we could find all the 

  way along, we might somewhere down the line begin this 

  energy of thinking about SAMHSA in terms of the 

  President's principles in our work as well.  

            MS. HENRY:  I think there's a natural fit in 

  terms of evidence-based and the Obama principle around 

  patient safety and quality care.  The IOM has a 

  definition of quality that's pretty universal.  It 

  includes equitable, efficient, safety, evidence-based 

  practices.  So that fits right in with Science to 

  Service, evidence-based connection. 

            I just think it's extremely important around 

  developing the evidence base for substance abuse and 

  mental health treatment.  In reform, I think maybe not 

  initially but there eventually is going to be a lot 

  more focus on doing what works, and that's a patient 

  safety issue because the IOM says safety means not only 

  doing what's right, but cease doing things that we know 

  don't work.  I think our field does a lot of things 

  that don't work because we don't know what else to do. 

   So the evidence base issue for me is a huge one, 

  particularly as it relates around gender-specific 

  because the evidence-based practices that we know, are 

  they generalizable to women?  Are they generalizable to 

  minority women?  There are all of those issues around 

  Science to Service.  

            While I agree that NIH is set up to be 

  investigator-driven, I do feel that it's changed some. 

   I think by design it will always be an investigator-

  driven process, but I think there have been some 

  inroads along the way to step out of that and say there 

  are other ways to get to research other than this one 

  gold standard that they've set for themselves. 

            So I'd like to hope that a lot of work that 

  has been done over the last several years -- there's 

  still a desire there to continue looking at ways to 

  have a research agenda that's informed by the field.  

  But I have to tell you the field really has to begin to 

  define what questions they want answered.  That has not 

  been our strength.  That has not been something that 

  we've done well.  So pushing that I think is great. 

            DR. RIOS-ELLIS:  Renata, just when you were 

  talking about the gold standard issue, that's also 

  beginning to shift because all these random-based 

  trials -- how do you do a random trial within a very 

  tight-knit community where there's so much 

  communication and someone knows they got an 

  intervention and someone knows they didn't?  And how do 

  you expect that there aren't going to be historic 

  effects and all of those things that contaminate 

  research? 

            So I feel as if now, I think more than ever, 

  is a time that we can begin to redefine research, and I 

  mean, just in terms of the battles that we've been 

  having with it.  I didn't realize this was happening, 

  but we've been having battles within our own university 

  for years on the whole informed consent process.  Well, 

  now our university IRB is using our informed consents 

  in Spanish and distributing them to all researchers.  

  They're saying we don't want to use investigation 

  anymore.  They're actually coining the terms in Spanish 

  differently.  I didn't realize this was happening while 

  I was on sabbatical, but now they're using our work as 

  an example because the science hasn't been chartered 

  very well, especially with populations who are non-

  English speaking. 

            So in looking at all this, I really do feel 

  like we're going to begin to see sampling criteria 

  that's different.  We're going to see some caveats 

  around convenience sampling where maybe it's not truly 

  random, but it's a staged convenience sample.  We're 

  going to be seeing things that are very, very distinct 

  ways of reaching populations with more appropriate and 

  contextual research approaches that resonate much 

  better than they have in the past, I think.  But then 

  I'm a pathological optimist.  

            MS. ENOMOTO:  So the themes that I heard, 

  some of the priorities were health reform, impact on 

  community providers, matrix priorities that the ACWS 

  has developed, the benefit of data coming from SAMHSA 

  programs, information dissemination, sort of getting 

  things out in ways that people can use them and access 

  them, core competencies, and science and service. 

            I think Dr. Insole has asked that we use term 

  "science and service," rather than "science to 

  service," that it's a bidirectional or a multi-

  directional and ongoing relationship, and then sort of 

  crosswalking that with the principles of health reform 

  or whatever else emerges in the coming months. 

            So we can take a first try at drafting 

  something -- would that be preferable -- coming 

  basically from language in the meeting notes and 

  conversations, and then get that out for comment and 

  suggestions.   

            Another question that I would have is if the 

  ACWS -- I mean, it's one thing to share it with our 

  Administrator.  Are there any other folks that the body 

  would like to communicate with? 

            MS. HUTCHINGS:  Absolutely.  I mean, the 

  Secretary.  It's Women's Health Month.  I don't know.  

  It will probably get controlled right back to SAMHSA.  

  I think I know too much of the inside. 

            MS. ENOMOTO:  It could just be a thank you, 

  sort of no response required.  The job of the ACWS is 

  to advise the Administrator or the Secretary via the 

  Administrator, but also we want to share the letter 

  with bodies outside of HHS, I guess is what I was 

  thinking of like NIH.  Or I think one of the points 

  Renata was talking about is if we're going to be 

  setting priorities -- I mean, if we want for the 

  science to be informed by the needs of the service 

  providers, would it be relevant to share the letter 

  with NASMHPD, to share the letter with NASADAD that the 

  field needs to kind of come together in looking at 

  these questions and informing us?  

            DR. CHIN:  And toward the idea of encouraging 

  a partnership and a dialogue and the recognition of the 

  growing integration between -- so that's why the NIH is 

  an integration between science and practice or 

  conversation between that and then from the health 

  side, so NASMHPD, but also the health -- I'm trying to 

  think of which are the health ones like public health 

  or --  

            MS. HENRY:  Or ASTHO?  Sharing it with public 

  health.  What is it?  The State and Territorial Health 

  Officers.  

            DR. CHIN:  There are also women's offices in 

  many of the different groups.  

            DR. RIOS-ELLIS:  And I'm thinking that once 

  we develop that letter, there are sections of it that 

  are going to serve as a template that we can then 

  rework for all kinds of other things.  

            DR. FALLOT:  I'm talking about a quarter-

  baked idea here.  It's not even half-baked yet.  But it 

  has to do with some of the old issues of trauma and 

  related concerns.  It's interesting how the shelf-life 

  of some of these notions is so short as to be an old 

  idea after about 10 years or so.  Especially around 

  fostering resilience and brokering information and 

  seeding innovation -- I like the themes a great deal. 

            One of the things you said, Kana, I'd like to 

  hear a bit more about, if you've got a minute, about 

  the resistance to using the ACE questions because it 

  strikes me that one of the solid ways of building some 

  of these bridges that Gail has been so articulate about 

  to primary care and related areas is embodied in the 

  ACE study so beautifully.  It's a CDC-sponsored project 

  and the combination of the risk factors and protective 

  factors that are evidenced there are very powerful, 

  indeed, around the need to integrate the primary and 

  behavioral health issues, that the risks are so 

  intertwined with adverse childhood experiences that I 

  would just like to keep that somewhere on the agenda. 

            MS. ENOMOTO:  I think there actually was no 

  resistance, I should clarify.  The resistance was not 

  to the ACE, the relevance of the ACEs or making a link 

  between adverse childhood experiences and later health. 

   The challenge to that I was trying to convey was more 

  about culturally -- since we've moved away from doing 

  that kind of knowledge development work, that the 

  challenges that we have -- it's harder for us to drive 

  programs with our evaluations to answer policy-relevant 

  questions in an exploratory way.  So it was more that 

  we have eight different grants that are doing eight 

  different things, and so if you are now, after the 

  fact, trying to answer a policy question, it was just 

  challenging, and they couldn't think of how to do that, 

  given how it's set up now. 

            So it's more that, I think, if we want to 

  start answering policy questions with our evaluations, 

  we need to drive it differently, and it needs to be 

  more incorporated from the outset so that the grantees 

  have that understanding, so that our staff have that 

  understanding, that the evaluations are developed in 

  that framework. 

            I guess my question to the folks who are 

  doing the program was or my point was although LAUNCH 

  wasn't designed as an ACE intervention study, four 

  years from now when we're trying to report the data 

  from seven different sites, people are going to say, 

  well, and?  Now that we all know about the ACEs, how 

  does this reflect on the ACEs?  And we're not going to 

  be able to answer that question. 

            So it's just the challenge of being services-

  oriented and yet still having germane policy questions 

  that are -- I mean, they're demo kind of questions.  

  They're the intersection of policy and practice, and 

  the question remains, but we don't have quite a 

  mechanism to answer that question. 

            Absolutely people here are very on board with 

  the relevance of the ACEs to our populations.  It was 

  just more mechanistic than anything.  They did point 

  out that there isn't an ACE screening tool for 

  children.  The screening tool is oriented to adults. 

            DR. FALLOT:  Let me respond briefly because I 

  agree entirely with you around the value of having the 

  ideas up front and having them drive the structures and 

  the processes of these sorts of grants. 

            This is my pathological optimism about the 

  value of at least shoehorning whatever kind of data you 

  can get later on in the process. 

            I'm working on an MHHSC, which is the Mental 

  Health and HIV Services grant now.  We've developed a 

  trauma-related substudy that addresses these concerns, 

  and the number grantees who are willing to complete the 

  data -- so that may be three or four of the seven or 

  eight collaboratives, but three or four sites is better 

  than none.  So even that level of cross-site 

  collaboration is better than not having any of the data 

  at all.  

            MS. ENOMOTO:  I think what they'll do is look 

  at what kind of proxy -- I mean, if there isn't a 

  standardized ACE screening tool for children and their 

  families, then perhaps looking at are we collecting 

  that data from some subsample of kids and doing the 

  follow-up since we'll be doing the follow-up anyway. 

            DR. RIOS-ELLIS:  Just from my experience with 

  CMS, they really ask us to think about policy 

  implications.  So every time we present anything, we 

  have to think about policy implications, and it's 

  written into the RFP.  

            MS. ENOMOTO:  Are you talking about CMHS or 

  CMS?  

            DR. RIOS-ELLIS:  It's CMMS actually.  It's 

  Centers for Medicaid and Medicare Services.  I'm sorry. 

   I forgot the acronym. 

            So they're really particular.  They always 

  want us to present policy implications.  So it just 

  gets people who maybe don't think about policy that 

  often beginning to think about how this would mesh with 

  policy.  I'm wondering as RFPs are developed, just 

  literally a paragraph and providing the applicants with 

  some type of ideas around what these might look like 

  because many researchers don't -- 

            MS. ENOMOTO:  Are you talking about a CMS 

  demonstration program?  

            DR. RIOS-ELLIS:  These are demonstration 

  programs that we have.  Right.  They just have us 

  thinking about it.  What I'm thinking is within RFPs 

  that you're developing if there was a section on just a 

  couple paragraphs on policy implications or four 

  bullets so that people begin to gel their ideas around 

  policy.  

            MS. ENOMOTO:  I think we agree that there is 

  a great deal of benefit of doing those demonstration 

  programs.  It's what we're not quite currently set up 

  to do right now, but they are helpful because you are 

  doing it with an answer to a policy and practice 

  question in mind.  So I agree.  I think that would be 

  wonderful.  

            DR. RIOS-ELLIS:  And it's not even that we 

  have the question in mind yet.  It's just the possible 

  implication.  For those of us who work alongside policy 

  but not actively, to actually think that far ahead 

  might not be there, but these are some of the 

  implications that might be there.  And they constantly 

  have us thinking in that bent.  

            MS. ENOMOTO:  Well, I think that's very 

  helpful. 

            So we have our charge.  We will talk with the 

  NACH about joining up with their meeting.  We'll take a 

  first stab at least an outline or a draft of a kind of 

  a summary letter, like a position statement from the 

  ACWS which could get turned into a letter, customized 

  to whomever or however you all provide that feedback. 

            I think what was a helpful part of our 

  conversation today for me, in terms of going into the 

  2011 conversations and for the health reform 

  conversations, is bringing it back down to the 

  community provider level.  I think Gail was saying it 

  would be really great, once a bill drops, to be out in 

  the community to talk to people.  How will this play 

  out there?  We're in this building.  So we're not out 

  where you are, and we don't see that.  So it's good to 

  kind of ground all of those kind of theoretical and 

  macro-level issues down to, okay, how does this play 

  out in Poughkeepsie type of thing.  So this was helpful 

  in terms of informing me, and then I'll bring that, I 

  think, into our internal processes as well.  

            MS. HENRY:  I think I heard that there will 

  be some meetings convening to continue the conversation 

  about reform with the external stakeholders.  If you 

  could just put the women's council members on the email 

  list for receiving the summaries of those, I think it 

  would be helpful.  

            MS. ENOMOTO:  Okay.  

            MS. HENRY:  It certainly would be for me.  

            MS. ENOMOTO:  Absolutely.  I think the next 

  one will be -- we're going to have an all-stakeholders 

  meeting towards the end of this month.  We're trying to 

  get it before July 7th.  I think that's a day we're 

  expecting something to drop.  So we'll definitely put 

  you on the distribution list for that. 

            I can also share with you some of our other 

  papers.  The SAMHSA staff -- we did the all-hands.  It 

  was actually excellent.  I think we had like 300 people 

  in these rooms, and we went into small groups of about 

  10 people.  You had people from every level of the 

  organization giving their thoughts about health reform 

  because everyone has a thought about health reform.  In 

  fact, what they came up with was quite good.  So we can 

  share that.  

            I don't know.  Did we share the CMHS and CSAP 

  papers?  Did you guys get those?  No?  We can share 

  some of the different papers that have informed the 

  dialogue thus far.  

            You have already on your CD the draft paper 

  that Gail did, which I think already summarizes a lot. 

   She has looked at all of those things and distilled 

  them.  I think they come together very nicely in the 

  document that we do have.  But if you want to get back 

  and look at the input to that, we can share that, and 

  we'll get you on the distribution list for the future 

  conversations.  

            Are there other things that folks would like 

  or want before the next meeting in between, more 

  communication, less communication?  

            MS. AYERS:  I have just a curious question, 

  which is are there other women's advisory committees 

  under the structure of HHS?  

            MS. ENOMOTO:  I would imagine the Office of 

  Women's Health Research has one and the Office of 

  Women's Health probably has one as well.  

            MS. AYERS:  It just occurred to me that maybe 

  it would be interesting to meet the people on the other 

  women's advisory committees because sometimes maybe if 

  we got the advisory committees to be talking to one 

  another, there might be a way in which we could go, 

  wow, we could make this a lot more simple or whatever. 

            MS. HENRY:  That's a great idea.  I don't 

  know if NIH and NIDA have women's councils, but I know 

  they do have folks that are in the institutes that are 

  working on women's issues.  I know the Office of 

  Women's Health must have a council, and what was the 

  other?  Research.  I'm sure.  

            MS. ENOMOTO:  That's a good suggestion.  That 

  is another homework assignment for us to look at.  

            MS. AYERS:  Sorry.  

            MS. ENOMOTO:  No, no, no.  Things get lost 

  very easily off of my desk.  So I just have to keep the 

  running tab of assignments so that I know what I need 

  to actually respond to.  I think that's excellent.  To 

  see if we could somehow get alignment on that would be 

  really fascinating, and whether it's an actual in-

  person meeting or some way of using technology where 

  there's a facilitated conversation would also be 

  interesting.  

            I was participating in our smoking cessation 

  webinar, which was actually fairly engaged.  You can 

  see how many people are on there and all of that.  So 

  it's good to use the newer technologies if we can.  

            MS. HENRY:  Just a thought on this Science to 

  Service, what would be helpful or might be interesting 

  for us to get is the current research that is going on 

  at NIDA and NIMH around women-specific issues because I 

  know there is some so that we would know what's in the 

  pipeline, what has been done.  They probably have 

  several publications that they've done.  So that might 

  be interesting for our next meeting to just maybe have 

  someone -- not maybe the next meeting, especially if 

  we're away, but the next meeting that we have here -- a 

  sharing of those resources so we can be up to date on 

  what's going on with the research.  

            MS. HUTCHINGS:  I'd love that and maybe 

  opening up to SAMHSA staff to be invited to hear it 

  too. 

            MS. ENOMOTO:  I think we have enough fodder 

  for four more meetings.  We're going to have to start 

  meeting quarterly.  I think we've charted the course 

  for the next couple of years.  But I think those are 

  excellent suggestions.  

            Just on that one, just in a little bit of a 

  brass tack's way, would you want actually like a 

  compendium of research, sort of CD or hard copy 

  delivered to you or a presentation overview type of 

  thing?  

            MS. HENRY:  I don't know.  People take in 

  information different ways.  So a compendium on a CD or 

  something would be helpful.  But I also think if we had 

  the opportunity to have a presentation, particularly on 

  some of the findings, some of the outcomes because a 

  lot of the language is kind of stilted and sometimes 

  not user-friendly.  But I think both ways of giving us 

  the information would be helpful.  We'd have a 

  compendium.  We'd know what kind of research was going 

  on, but also maybe a presentation on several things and 

  findings that have strong implications for the field. 

            DR. CHIN:  Just to think of the format of 

  presenting it to us, whether CD or what, it should be 

  tied to what we want to see happen with it.  So, in 

  other words, how are we trying to use that towards a 

  way to build either partnership or towards the 

  brokering of information or dissemination of 

  information, and maybe that can drive the format in 

  which we would want to have it.  

            MS. HUTCHINGS:  My preference would be sort 

  of an executive-level briefing maybe by a branch chief 

  or a division director that knew the portfolio and 

  could get into some depth.  I don't necessarily need a 

  take-away, just more of where I could get this.  So if 

  they could just show their Web address, then just go 

  here, here, and here.  I'm less likely to have to flip 

  through it and keep it on my shelf than I am writing 

  something, trying to make an argument.  I would love to 

  be able to go find parts of that study, not to say that 

  I wouldn't welcome that, but with the going green 

  concept.  But sort of a distilled executive briefing I 

  think.  

            MS. ENOMOTO:  My question was more along the 

  lines of whether it would be something that we would do 

  at a convening or that it would be something that you 

  want us to do between now and the next meeting.  We'll 

  pull all these things together and get it out to you.  

  And I don't know.  Toyian and Nevine and Carol probably 

  know better whether we could do something like an in-

  between webinar where we ask for a briefing and you 

  have the PowerPoints.  You can get the source 

  documents. 

            I guess my preference would be similar to 

  Gail's, kind of an executive-level briefing.  Can you 

  just get us up to date on what's going on in the 

  portfolio?  Are there any kind of new findings that we 

  could know about, or are there things emerging?  Not so 

  much stuff that's already published and done.  So not a 

  literature review, but just what's happening, what's 

  cutting-edge right now.  If we did that as a remote 

  type of thing, then marinating on it a little bit, and 

  then having another conversation about what kind of 

  directions and opportunities for partnership and things 

  like that at a later date, if that makes sense.  

            Roger?  

            DR. FALLOT:  That's exactly what I was going 

  to suggest.  The first step, it seems to me, is for us 

  to get educated about what's going on and what the 

  emerging issues are, especially if there are new PAs 

  coming out of NIH or those kinds of things that might 

  be relevant for women and children, and then to build 

  on that in a more conversational way about the science 

  and service model.  

            MS. HUTCHINGS:  I hate having to put some of 

  that work for like eight people.  So I'm wondering if 

  there's a way to literally be able have a lot more -- 

  you know, the grantees of SAMHSA or whoever is 

  interested.  Maybe we could get a little bit of 

  preference and they open up our phone lines first for 

  questions or something where it's still an activity for 

  ACWS.  I presume it would be of interest.  I would want 

  to see that effort be able to reach them.  

            MS. HENRY:  There's not only the SAMHSA 

  grantees but NASADAD -- Sue Gadacz was representing the 

  women's coordinators group that is under NASADAD.  So 

  that would also be a group that should be interested.  

            MS. ENOMOTO:  I agree.  Having them go 

  through all of that for nine people would be rough.  

  But if we can do something that's open more broadly to 

  the SWCC, to their grantees, to our constituents 

  interested in women's behavioral research, perhaps that 

  would be a good thing.  

            It's May now and we also want to do a meeting 

  at the end of August.  So we'll see what we can get 

  together between now and then.  But we'll get on it.  I 

  like that.  I think that's good.  

            Let's look at what's going to be involved 

  just in terms of a commitment on timing.  I'd like to 

  look at what's going to be involved in putting together 

  the August meeting with also trying to pull off this 

  big webinar for the field of women's behavioral health 

  before then and also because it may be useful, if we're 

  going to -- depending on where the next meeting is 

  going to be and how we're going to organize that, 

  because it might be one of those things that's more 

  useful to do proximal to the meeting in D.C. so that we 

  can invite the institutes in after that to have a 

  conversation about what we just learned.  I think it 

  might be harder if that conversation is informed by a 

  webinar that we had nine months ago.  So to maybe bring 

  that timing together.  But let's look at it.  

            MS. HUTCHINGS:  I think we trust you, Kana.  

  We clearly see you have heard us.  Just work it.  We 

  have confidence.  Don't worry.  

            MS. ENOMOTO:  So we'll see how we can do the 

  timing on that, but I think it's a great idea.  So 

  thank you.  

            With that, any final comments from the group? 

            It's been a great meeting.  Well, everything 

  has been much appreciated.  I think we have 

  successfully revived the Advisory Committee on Women's 

  Services.  It is officially energized and activated.  

  So thank you all and safe travels.  

            We are officially adjourned.  

            (Whereupon, at 11:20 a.m., the meeting was 

  adjourned.) 

