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The Substance Abuse and Mental Health Services Administration (SAMHSA) Advisory Committee for Women’s Services (ACWS) convened at SAMHSA headquarters in Rockville, Maryland, on March 26, 2012. Ms. Kana Enomoto, SAMHSA Principal Deputy Administrator and Associate Administrator for Women’s Services, chaired the meeting.

Committee Members Present: Barbara (Bobbie) S. N. Benavente, M.P.A. (by telephone); Johanna Bergan; Yolanda B. Briscoe, Psy.D., M.Ed.; Harriet Forman; Velma McBride Murry, Ph.D.; Starleen Scott-Robbins, M.S.W., LCSW (by telephone); and Carole Warshaw, M.D. (see Tab A, Committee Roster) 
SAMHSA Administrator: Pamela S. Hyde, J.D.
Principal Deputy Administrator, Associate Administrator for Women’s Services, SAMHSA: Kana Enomoto, M.A.

Designated Federal Official: Geretta Wood
Non-SAMHSA Federal Staff Present: 1 individual (see Tab B, List of Attendees)
Representatives of the Public Present: 1 individual representing 1 organization (see Tab B, List of Attendees)

Call to Order

Ms. Geretta Wood, Committee Management Officer and Designated Federal Official for the Advisory Committee for Women’s Services (ACWS), SAMHSA, identified the presence of a quorum and called the meeting to order on March 26, 2012, at 9:00 a.m.

Welcome and Introductions

Ms. Kana Enomoto, SAMHSA Principal Deputy Administrator and ACWS Chair, welcomed participants and introduced SAMHSA’s new Committee Management Officer, Geretta Wood, and new ACWS member Dr. Carole Warshaw. ACWS members and observers introduced themselves. 
Opening Remarks 

Ms. Enomoto described the visit she and SAMHSA Administrator Pamela Hyde made to Guam and Micronesia at the invitation of the Pacific Behavioral Health Coordinating Council to determine ways that SAMHSA can help Pacific Island jurisdictions advance their behavioral health programs.
Ms. Enomoto reported on recent key SAMHSA personnel changes. Dr. Eric Broderick retired as SAMHSA Deputy Administrator; and Ms. Enomoto was named Principal Deputy Administrator in addition to her current role as Acting Director of SAMHSA’s Office of Policy, Planning, and Innovation (OPPI). Ms. Nevine Gahed now serves as Special Assistant to the Principal Deputy Administrator. Ms. Mirtha Beadle has joined SAMHSA as Deputy Administrator for Operations, and Dr. Miriam Delphin-Rittmon serves as Senior Advisor to the Administrator. Mr. John O’Brien, former health reform expert at SAMHSA, has moved to the Centers for Medicare and Medicaid Services (CMS). SAMHSA has newly hired ten regional administrators, including Kathryn Power, the Center for Mental Health Services’ (CMHS) former director. Mr. Paolo del Vecchio currently serves as CMHS’s Acting Director. Upon the departure of Rose Shannon, Mr. Onaje Salim serves as Acting Director of SAMHSA’s Division of Executive Correspondence. 
Ms. Enomoto highlighted aspects of the President’s proposed FY 2013 budget relevant to women’s services. The Administration released the budget in February 2012 requesting $3.4 billion for SAMHSA, a decline of $142 million, or 4%, from the previous year. Despite the decline, the budget reflects the Administration’s continuing priority placed on health and behavioral health. The budget provides $500 million for targeted prevention efforts, including grants to states, territories, and tribes to bring prevention strategies to scale nationwide. SAMHSA’s budget is divided into four appropriations; budget lines cover mental health, substance abuse prevention, and substance abuse treatment, plus health surveillance and program support. Two new initiatives include a $2.9 million services research project on adult trauma screening and brief intervention to explore best ways for providers to address reported histories of trauma and abuse. SAMHSA’s trauma work responds in part to Institute of Medicine (IOM) recommendations for more universal screening of women and adolescent girls. The budget also proposes establishment of a disaster and distress line linked to the suicide prevention hotline that will link callers to nearby crisis centers in times of local disasters. In both 2012 and 2013 SAMHSA is increasing its focus on trauma in the Pregnant and Postpartum Women program and the Children’s Mental Health Initiative. SAMHSA has been partnering with the Administration for Children and Families (ACF) on child welfare as part of HHS’s cross-cutting goal to address trauma in children in the foster care system. Although SAMHSA has proposed reduced funding for fetal alcohol spectrum disorder, the agency will continue to provide strong technical assistance and support. 
The FY 2012 budget increased support for the mental health and substance abuse prevention and treatment block grants, and SAMHSA requests the same level of support in the FY 2013 budget. In an increasingly austere budget environment, this emphasis highlights SAMHSA’s commitment to support states and communities with best services and infrastructure to attain and sustain recovery. 

Ms. Enomoto announced that SAMHSA’s Center for Behavioral Health Statistics and Quality (CBHSQ) reports significantly higher rates of mental illness among women on probation or parole than among other women. Ms. Enomoto also announced that the National Council of Community Behavioral Health has awarded its National Excellence in Public Service Award to SAMHSA’s Susan Salasin. 
Adoption of Minutes of 8/15/11 ACWS Meeting 
Members unanimously approved the minutes of the ACWS meeting held on August 15, 2011. 

ACWS Members’ Interests: Update 

Dr. Velma McBride Murry stated that in her work with rural African American families to enhance parenting and community processes that foster positive outcomes for youth, preliminary outcomes relate especially to father involvement. She also finds growing evidence in rural communities of HIV diagnoses among mothers who lack access to treatment and who face difficulties in preventing HIV among their daughters while simultaneously not compromising their own health. The church, the most trusted of rural institutions, offers opportunities to prepare lay people to provide assistance and to develop family coaches and partners to help navigate complicated systems and to garner resources for access to care. Dr. Warshaw stated that women with an HIV diagnosis in rural areas experience high rates of domestic abuse and violence. Dr. Yolanda Briscoe asserted the need for more emphasis on engaging families in treatment. 

Ms. Bobbie Benavente stated that Guam’s prevention focus includes mentoring young girls and women, encouraging them to take on leadership roles in training peers in prevention and encouraging them to stay in school, and finding adult mentors to help families address traumatic events. Guam has developed an interest in trauma-informed care, especially in including families in treatment. Guam has launched an innovative, culturally competent pilot program, Master Trainer Development, to build local trauma-informed capacity to serve Pacific Islanders and to educate additional trainers and providers about evidence-based practices. Dr. Murry observed that greater uptake of healthy messages occurs in rural localities when community members deliver messages. 

Ms. Starleen Scott-Robbins reported on NASADAD’s Women’s Services Network (WSN) activities. WSN currently focuses on behavioral health integration for pregnant and parenting women, and on medication-assisted treatment for pregnant women; peer coach models in recovery-oriented systems of care and credentialing peers for women’s treatment; surveying states on their data collection, outcomes, and how data supports continued treatment and increased access to services; and services and models to help women transition back into communities from criminal justice systems. WSN will support the 2013 National Behavioral Health Conference for Women and Girls. North Carolina has been moving toward Medicaid managed care, and the state’s treatment system for women and their children enjoys better outcomes than the general public system. 
Ms. Johanna Bergan described Youth M.O.V.E. National’s work to establish local groups nationwide to help young people in mental health, child welfare, and special education systems share their experiences, and then to influence positive change in themselves and other young people. The organization’s redefinition of “youth” to span ages 11 to 28 has changed relationships with funders and potential funders. An evaluation of chapters’ programs aims to maximize collaboration and strategy sharing. The organization intends to partner with support programs geared to young people in the foster care system. 
Dr. Warshaw described initiatives of the National Center on Domestic Violence, Trauma, and Mental Health, which bridges gaps between service delivery systems and builds capacity to address trauma and mental health needs of domestic violence survivors and their children. The organization recently added substance abuse as a focus. Among other activities, the center is developing capacity to bring culturally competent, trauma-informed care to state mental health systems and to minority communities; launching a train-the-trainers technical assistance program; conducting research on substance abuse coercion in the context of screening and safety planning; building the evidence base for trauma-informed work in domestic violence; hosting a new website with tools for survivors, programs, and policy makers; and developing a curriculum for domestic violence advocates on child trauma and parenting.
SAMHSA Women’s Coordinating Committee: Update 
Ms. Sharon Amatetti, SAMHSA’s Women’s Issues Coordinator, reported that SAMHSA’s Women’s Coordinating Committee members attended a meeting of the Women and Trauma Federal Partners Roundtable, at which SAMHSA Administrator Pam Hyde and other SAMHSA leaders spoke. Former ACWS member Stephanie Covington gave the keynote address at a policy program sponsored by the HHS Office of Women’s Health, the agency with which SAMHSA works on the annual Women’s Health Week. A SAMHSA in-service program will enable staff to learn about the committee’s work and the agency’s programs for women and girls. The committee is planning SAMHSA’s 2012 National Conference on Behavioral Health for Women and Girls—”It’s All About HERR: Health, Empowerment, Resilience, and Recovery”—in collaboration with many organizational partners. Groups including PPW grantees, Women’s Addiction Services Leadership Institute alumni teams, and NASADAD’s Women’s Services Network representatives will meet prior to the conference, and SAMHSA’s website will post all conference materials following the meeting. 
Behavioral Health and Middle School–Age Girls: Discussion of the Movie “Thirteen”
Ms. Amatetti introduced a discussion of the movie “Thirteen” as seen through a gender-specific lens as context for the next day’s Joint Council discussion on behavioral health and school-age youth. Prior to the meeting ACWS members had viewed the movie, which portrays issues that young people face, including a glorified drug culture and family, peer, and school pressures. A segment of the movie was screened, and Ms. Harriett Forman and Dr. Velma McBride Murry led the ensuing discussion. 
Ms. Forman asserted that schools must be accountable to middle-school students and must insist that students be accountable for themselves. Schools must establish a code of conduct with consequences for behaviors such as tardiness, skipping classes, and rudeness. Acknowledging the vulnerability of students entering middle school, schools must make it clear to students that staff cares about them as individuals and that relationships with them are important. Students need personal relationships with good teachers who set goals, establish mutual commitments, and communicate with families. 

Dr. Murry stated that she was struck by the pain the movie characters must have been feeling, and she considered whether family-based prevention approaches early in the developmental trajectory might have made a difference for these high-risk teenagers as part of a comprehensive approach that involved the school. She observed that expelling students generates consequences that the student may desire but that do not improve the situation. She pointed to teachers’ common dilemma of striving to meet performance requirements to retain their jobs—or paying attention to troubled students, whom they perhaps may believe should be socialized by their parents and not by the schools. She suggested that SAMHSA might address the ramifications of required school testing with its education partners. Dr. Murry asserted that some students do not care about schools because they feel that schools do not care about them. 

Discussion. ACWS members recommended SAMHSA actions to address the issues raised in the film. Dr. Briscoe observed that many mothers and their families would benefit from supports for the mothers, particularly guidance in setting boundaries. Ms. Scott-Robbins noted that effective school-based programs exist for prevention and intervention, but schools, parents, and the community must be committed to the interventions for them to work. Ms. Bergan stated that school efforts at better communication among teachers, parents, and the community may help identify maladaptive behaviors early. She suggested that schools track students on Facebook and on blogs to identify suicidal behaviors. Peers worry about identifying serious problems among their friends, but they can seek and access help on hotlines by texting or chat. Dr. Warshaw noted that prevention of teen dating violence relies on social media, which offers potential for collaboration around healthy relationships. Ms. Bergan added that schools nationwide offer education on violence and teen dating.
Dr. Murry suggested that middle schools offer in-service training to teachers at the start of the school year to help new students navigate their surroundings and to elevate teacher awareness of possible triggers and effective mechanisms to address them. School assemblies offer opportunities to conduct activities with students, teachers, and parents. An automated monitoring system can alert parents by phone when students skip class. Dr. Warshaw noted the need for training in noticing problems and planning responses. She suggested that students screen a video to help them develop critical thinking about peer pressure and substance use. Caring teachers may influence students who experiment with substances to return to a positive behavior trajectory. Dr. Murry noted the usefulness of a gatekeeper program that involves all members of the school community in prevention and early intervention activities. Ms. Bergan suggested providing teachers, staff, and students with a checklist of problem behaviors, framed in a common language, that concerned persons might use to avert problems. Ms. Forman noted that schools are asked to do an impossible task, and many willing warriors try to meet the challenges. ACWS members observed that schools offer opportunities for parent education and support. 

Ms. Benavente shared information about several Guam initiatives. Schools permit teen support groups to meet on high school campuses. The Rainbows for All Children program trains school cafeteria personnel to recognize and help young people deal with loss, and then to involve their family members. In middle schools and high schools, students participate as mediators in a conflict resolution program. 
Ms. Enomoto highlighted the need to work with educational systems to understand that students’ social/‌emotional success enhances educational success. Dr. Warshaw suggested adding new research on brain development to that conversation and also urged SAMHSA to involve youth in developing prevention messages. She noted that the Institute on Domestic Violence in the African-American Community has commissioned rap songs to engage young people that promote healthy relationships and criticize domestic violence. Ms. Bergan suggested enlisting sports organizations and the beverage industry to support behavioral health messaging.
Dr. Murry noted that with training, social media can bridge gaps between parents and schools. Ms. Bergan suggested using social media ads to motivate making homes safe places, using text messaging blasts as an educational tool, and identifying and engaging teachers and coaches to serve as mentors. Dr. Briscoe noted the tenacious problem of schools engaging families in their children’s lives and in treatment. Dr. Norma Finkelstein stated that schools have found some success in providing supports for parents, such as stress groups or yoga groups, that do not focus on their children. She observed that home visit programs may not offer a realistic solution. Dr. Murry observed that most of her work takes place in boys and girls clubs and in churches, where families and parents have a sense of connectedness.
Ms. Pamela Hyde, SAMHSA Administrator, expressed appreciation to ACWS members for their advice and counsel.

Barriers to Treatment and Engaging Adolescent Girls in Behavioral Health Services
Dr. Norma Finkelstein, Executive Director, Institute for Health and Recovery, Cambridge, Massachusetts, spoke about engaging adolescent girls in behavioral health treatment, first presenting a theoretical context, and then describing her experience in Massachusetts. She stated that research on gender inequality reveals different expectations for girls and boys. Girls are expected not to be angry or assertive and to value appearance; girls of color are stereotyped as promiscuous and/or angry. To date research on substance abuse has ignored girls. Dr. Finkelstein explained that the relational/cultural theory for females stresses the importance of connections in their psychological health and growth. Disconnections relate to nonmutual or abusive relationships that occur when the surrounding relational context is unresponsive, as it may be in schools. This disconnection can result in girls silencing themselves, removing themselves emotionally a relationship for the sake of what they think is maintaining the relationship, and losing their authentic voice. Girls’ need for connection, fear of disconnection, and loss of an effective voice place them at high risk for substance abuse, depression, suicide attempts, and trauma.

Strong feelings of connectedness with parents, family members, teachers, and counselors serve as a protection/resiliency factor. Research supports the importance of one strong person in a youth’s life to make a difference. Authentic relationships with adult women offer girls the best protection against the risk of disconnection and psychological distress. Three critical areas in working with girls, especially girls of color, include mutuality and responsiveness in interactions, knowledge of girls’ experiences, and listening for healthy resistance to the disease process.

Dr. Finkelstein described Massachusetts’ efforts to make its adolescent treatment system more gender responsive, including establishment of the Office of Youth and Young Adult Services in the Bureau of Substance Abuse Services in 2005. Prior to that time Massachusetts had minimal residential capacity for females, and the facilities followed male and adult models of care. Girls were primarily in the mental health system. Massachusetts established the Interagency Working Group composed of its major human services agencies, which recommended standardized screening and provision of evidence-based models of care, trauma-informed programs to address co-occurring disorders that take a family systems perspective and community-based after-care coordination, and that are gender, racially, and culturally sensitive. Although this is the ideal, all has not yet been accomplished.
In 2005 Massachusetts added licensed adolescent outpatient substance abuse treatment, central intake and care coordination, gender-specific services and short-term residential programs with structured recovery milieu incorporating a culture of recovery in the youth residential services system, family-centered treatment approach, psycho-education and peer group components, and a developmental treatment model. In 2007 recovery high schools were established. The next year comprehensive youth stabilization programs were offered with blended funding streams, and family engagement projects began in 2011.
Massachusetts’ current treatment continuum for adolescents begins with 6,000 intake calls annually, 29% of which are for young women. Two coed youth stabilization units have 24 beds each, and 32% serve females. In four coed recovery high schools, one third of students are girls and most come from treatment, whereas more boys come from community referrals. Small outpatient programs serve few girls, and the state has only one residential program for girls ages 16–24. Wait lists for females have grown long.
Challenges have included an initial low rate of referrals for girls and limited follow-through on those referrals, and girls leave treatment earlier than boys. The director of Youth and Young Adult Services reviewed the retention issue and initiated staff trainings on co-occurring mental health issues related to trauma, cutting, eating disorders, relationship violence, and sexuality. The Institute for Health and Recovery received a small grant for the Our Daughters Project in 2007–2008 to study why girls were not accessing substance use disorders treatment. Findings showed that girls’ primary concern was for safety; that adolescent males got more attention for their substance use problems because of ensuing legal issues, but girls felt they also had problems; girls felt embarrassment about their substance use; girls were afraid of what their families would say; girls needed more targeted outreach and community and school meetings, and their parents needed parenting skills and support groups. Girls wanted community-based treatment options to reduce stigma and to remain with their friends and family, and also to permit them to discharge their responsibilities in the home. Parents worried about their daughters’ safety. If girls’ homes were not safe, they preferred to go into residential treatment close to their community. In sum, girls stated that they want a full continuum of care that is safe, nurturing, and comfortable; counselors coming to where they are; and assertive outreach to them. Dr. Finkelstein explained that a website includes photographs of residential homes to enable girls to see that they look welcoming and not prison-like. 

In addition to residential and outpatient models, Massachusetts has considered some home visiting models. Most recovery schools are full and two are just starting up, but they have low enrollment of young people of color. The SAFE Project serves mainly Latina and African-American girls and boys; the project has now expanded to the Bureau of Substance Abuse Services and is known as the Family Engagement Project. Another project works with young people of transition age who have been civilly committed to treatment in a home-based model that reaches 57% females. 
Staff who treat youth find that girls who come into treatment usually are older and have more acuity of substance use and mental health problems. Girls have significantly more mental health diagnoses, and more older girls than boys in residential programs are using heroin and needles. Many girls have early trauma histories and histories of complex trauma. A National Child Traumatic Stress Network grant has facilitated a variety of adolescent trauma curricula, although none is gender specific.

Since 2005, after years of outreach and marketing, more girls are entering Massachusetts’ treatment system, particularly in home-based models but also in residential facilities. However, few girls of color are in any systems except the home-based SAFE/Family Engagement Project. More community and in-home treatment programs are needed that address issues of transportation and girls as babysitters in their families. Programs should address trauma early with adolescents, by asking “what happened to you?” and by monitoring their safety. Scheduling, practices, and subject matter should build on adolescents’ strengths and be flexible to accommodate young people’s preferences and goals. Focus should be placed on supports, services, and assertive outreach for parents. Dr. Finkelstein stated that treatment success for most adolescent girls depends on engagement of their parents.

Discussion. Ms. Hyde commented that while data show large numbers of young girls with co-occurring substance use and mental health issues, SAMHSA continues to face pressure to address these conditions separately. When SAMHSA considers community-based treatment alternatives, the misperception persists that SAMHSA rejects residential services. Regarding the movie, Ms. Hyde stated, she was struck by the mother’s engagement, but the mother did not know what to do and had her own issues.
Dr. Briscoe noted the value of her program’s experiential treatment component, such as ropes courses and other outdoor team-building activities, to engage and retain young adult clients, who typically bond and support each other. Dr. Finkelstein noted that assertive outreach helps to engage girls of color in treatment, particularly home visits, telephone contacts, and “meeting them where they are at.” A-CRA is another effective model, and diverse staff in both the residential programs and recovery schools help to engage girls of color. 
Ms. Scott-Robbins inquired about the role of peer mentors for young women in treatment. Dr. Finkelstein stated that that Massachusetts tries to engage all youth and young adults in peer activities, although not all projects have a formal peer program. For young adults with serious substance use problems, older people with more stable recovery make better mentors.
Ms. Hyde solicited input on ways for SAMHSA to sustain adolescent treatment programs given shrinking resources. Dr. Finkelstein observed that good grant writing for federal grant programs can disguise less effective local programs. Massachusetts has sustained some programs through its block grant. Ms. Hyde suggested that funding certain managed-care companies to pilot pay-for-performance treatment programs may be useful. Dr. Briscoe stated that her program collaborates with organizations, churches, and communities using low-cost and no-cost strategies. Dr. Finkelstein explained that the juvenile justice system refers many young people to treatment, and that several parenting programs for children in the Massachusetts juvenile justice system offer mutual support opportunities for parents. She endorsed the concept of SAMHSA launching a teen court program to avert escalating problems. 
Screening and Counseling for Women and Adolescent Girls for Intimate partner/Domestic Violence

Dr. Marylouise Kelley, Director, Division of Family Violence Prevention and Services, Administration for Children and Families, highlighted HHS activities related to screening for domestic violence and the new departmental guideline for screening for domestic violence in healthcare settings. She cited CDC data on domestic violence, which reveal that one in four U.S. women has experienced severe domestic violence, 7 million are abused each year, and 1.3 million are raped every year. 

HHS’s Domestic Violence Services Program (FVPSA) supports about 2,500 local domestic programs through states and tribes, reaching more than 1.2 million survivors and their children, and conducts prevention, outreach, and community education. The program supports nine national resource centers, including the National Health Resource Center on Domestic Violence, which educates healthcare providers, and the National Center on Domestic Violence, Trauma, and Mental Health, which is directed by Dr. Warshaw, whom Dr. Kelley credits with influencing the field to adopt trauma-informed assessment for domestic violence. Research shows that FVPSA programs improve prospects for longer-term safety. FVPSA supports the National Domestic Violence Hotline through chat and text, which is now accessed by young people in great numbers.

Dr. Kelley described immediate and long-term health consequences of domestic violence, about which healthcare providers need to know. New research shows that traumatic brain injury in women results from choking and abuse. People with abuse histories use healthcare services more than twice as often as others for many illnesses and disorders. Domestic violence leads to higher rates of PTSD in abused women, and suicide risk is five times higher among abused women who are sexually assaulted by a partner. Rates of depression are significantly higher among women of color with a history of abuse; rates of abuse are far higher for women of color; and mental health comorbidities are extensive. Since spousal abuse is the strongest predictor of alcohol abuse in women, it is important to identify and assess the coexistence of intimate partner violence and substance abuse to foster sobriety and safety. Substance abuse occurs as a coping mechanism for many women who are abused.
In trauma-informed has care, it is critical to assessing for lifetime trauma history plus current intimate partner violence. Screening for current abuse can help break the cycle of violence and prevent future harm. Research shows that no harm comes to women who have been screened, and support for widespread screening has grown. The IOM reports that asking about domestic violence can help prevent future abuse, lessen disability, and improve future functioning, but women may not disclose abuse even when directly questioned under safe and respectful conditions. Dr. Kelley asserted that the healthcare setting is an appropriate place to address the issue but acknowledged the need to understand and eliminate barriers, especially by educating providers about how to help women who disclose their abuse. 
HHS Secretary Kathleen Sibelius approved the following IOM recommendation for all new health plans, effective in August 2012, for screening and counseling for intimate partner and domestic violence: 
Screening and counseling involve elicitation of information from women and adolescents about current and past violence and abuse in a culturally sensitive and supportive manner to address current health concerns about safety and other current or future health problems. 
Dr. Kelley credited Dr. Warshaw for alerting the field that screening, assessment, and counseling must be domestic violence informed and culture informed, in addition to trauma informed. Dr. Kelley urged placing a high priority on immediate safety and empowerment in decision making, and on treatment programs working in concert with domestic violence programs and advocates. A comprehensive response to domestic violence in healthcare settings must involve preparing the provider’s practice (including training and materials), reviewing limits of confidentiality, assessing for domestic violence, addressing potentially related health issues, offering support and promoting safety, making supported referrals, and disclosing about mandatory trauma-informed reporting requirements. Providers need training and practice on their responses to disclosure of abuse, for example, “I’m so sorry this is happening in your life. It’s not your fault. I’m worried about your safety.”  Practitioners also need strong connections to domestic violence service providers who can help in next steps, and whom practitioners have vetted. 

According to Dr. Kelley, healthcare providers must understand that domestic violence advocates’ role involves talking through safety and option planning, which takes the burden off providers to orchestrate next steps. Increased screening increases referrals, and practices must have the referral capacity to respond. Kaiser Permanente of Northern California’s comprehensive systems model, for example, provides onsite services with mental health clinicians, simplified inquiry and referral practices, assurances throughout the practice that the setting is a safe place to talk, and linkages to community resources. Under this model, identification of domestic violence has increased six fold; most referrals originate as part of everyday care in the mental health and primary care departments, not emergency rooms. Electronic clinical-support assist programs prompt questions and provide on-the-spot guidance to clinicians. 

The Coordinating Committee on Women’s Health has taken the lead in HHS in promoting screening for intimate partner violence, including research and developing tools, models, and training for healthcare professionals nationwide. Challenges and issues involve communicating carefully about mandatory reporting requirements that may trigger adverse outcomes, while at the same time offering universal information and education to share with everyone; interactions with child protective services; immigration issues; insurance discrimination on the basis of pre-existing conditions; and addressing all forms of intimate partner violence. Dr. Kelley stated that Tennessee is considering a new mandatory reporting law requiring only aggregate data. The screening guideline mentions intimate partner and domestic violence, but child and elder abuse warrant further exploration.
Many organizations make resources available (http://nnvawi.org/[assessment tools], http://www.futureswithoutviolence.org/section/our_work/health, and http://www.nationalcenterdvtraumamh.org/). Much work remains to be done to broaden and scale up interventions to conform with the guideline on screening. Dr. Kelley suggested that SAMHSA insert a focus on domestic violence into current and existing tools, and ensure that trauma-informed work includes safety planning and other best practices.

Discussion. Dr. Warshaw asserted that people who conduct screening need considerable training (using scripts, vignettes, and role play). In addition to time constraints, screeners’ personal experiences may pose barriers to effective screening. In those cases and others, computer-generated screening sessions may prove useful. Some people do not self-disclose abuse, highlighting the importance of creating a safe place to discuss universal information that enables individuals to make personal choices. Electronic health records designed for behavioral health practices should include appropriate prompts in screenings, and confidentiality components should be firmly in place. 
Dr. Finkelstein stated that screening for violence perpetration in the context of substance abuse treatment has been complicated and controversial. Dr. Kelley observed that many partners of perpetrators want to remain with them, pointing to the need for treatment for perpetrators. Dr. Finkelstein asserted that the definition of recovery should include nonviolent, healthy relationships. She pointed out that problems relate to reimbursement for treatment for perpetrators, in part due to legal complications. Dr. Warshaw noted that certain mental health treatment modalities, such as couples therapy, can be harmful.
ACWS members discussed the importance of doing no harm, including ensuring that systems have the capacity to provide services in a knowledgeable, competent way. Normalizing screening questions and relating them to health symptoms is important both for individuals and for providers as part of pertinent healthcare information, and as a strategy to ensure current safety. Ms. Enomoto observed the need to balance risk with maintaining the impetus towards taking action, and she highlighted the importance to providers of a script that can guide responses to a disclosure of abuse. Dr. Kelley noted that the online curriculum Futures Without Balance is part of the toolkit under development to support adoption of the screening guidelines. Dr. Kelley noted that Dr. Warshaw currently is working with domestic violence coalitions on capacity building for programs. Feedback indicates that trauma-informed work has been changing programs’ approach and their interventions. Dr. Warshaw explained that trauma-informed care involves programs’ managing their own responses and their own organizations’ approach to provide effective services in a way that compromises neither themselves nor their clients. The domestic violence world now addresses a spectrum of lifetime trauma as well as sociopolitical, cultural, historical, immigration-related, and vicarious trauma. Dr. Kelley stated that the federal government provides guidance on priorities and accountability, and that ACF has asked domestic violence coalitions to assess their capacity and to provide training and technical assistance regarding trauma-informed services.
Dr. Warshaw suggested engaging nonclinicians, such as domestic violence advocates, to provide trauma-informed treatment that is affordable, and to offer trauma training to mental health providers to improve their capacity to engage in partnerships for domestic violence advocacy. Ms. Scott-Robbins observed that gender-responsive treatment in comprehensive systems of care may be provided by community partners that coordinate services. Ms. Warshaw stated that development has begun on a cross-training model for domestic violence advocates and recovery support specialists. Ms. Enomoto added that SAMHSA’s substance abuse treatment locator identifies agencies that provide trauma-informed care.
Dr. Briscoe explained that even when multiple questions do not elicit disclosure about abuse, the process creates awareness. ACWS members discussed ways to express “it’s not your fault” in screening encounters without sounding judgmental. Dr. Warshaw suggested making it clear that abuse is never the fault of the person who receives it, and stated that domestic violence advocates help women make decisions at the points at which they are ready to make decisions. She explained that medical training in domestic violence is especially effective, as at Kaiser Permanente where institutional champions and mentors support the effort. Ms. Enomoto observed that the IOM recommendation and HHS adoption of its screening guideline have created a foothold in academic medicine and stated that screening for intimate partner violence will be a reimbursed service. She suggested the value of providers and systems in schools, substance abuse treatment programs, and domestic violence advocates working with each other and sharing resources.
Next Steps
Ms. Wood announced that the next ACWS meeting tentatively will take place on August 8, 2012, and the joint Council meeting will take place tentatively on August 9, 2012. 
Committee members suggested the following topics for the next meeting: aging, medication-assisted therapy for pregnant women, the Health Resources and Services Administration’s initiative on post-partum depression and intimate partner violence, home visitation programs, gender-responsive mental health services, update on topics previously introduced, states’ plans for mental health block grant funds, WSN lessons that might translate to mental health, needs of special populations, women in the military, priority setting for future SAMHSA activities, and community-based models that respond to trauma other than in mental health or substance abuse systems. 
Public Comment 

Time was set aside for public comment, but no one chose to speak.

Adjournment
The meeting adjourned at 4:00 p.m. 
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