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Minutes

The Substance Abuse and Mental Health Services Administration (SAMHSA) Advisory Committee for Women’s Services (ACWS) convened at SAMHSA headquarters in Rockville, Maryland, for a web-based meeting on August 8, 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.; Johanna Bergan; Jean Campbell, Ph.D.; Harriet C. Forman; Shelly F. Greenfield, M.D., M.P.H.; Velma McBride Murry, Ph.D.; Starleen Scott-Robbins, M.S.W., LCSW; 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: 0 individuals (see Tab B, List of Attendees)
Representatives of the Public Present: 68 individuals representing 50 organizations (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, SAMHSA, called the meeting to order on August 8, 2012, at 10:05 a.m., and declared the presence of a quorum.

Welcome and Introductions

Ms. Kana Enomoto, SAMHSA Principal Deputy Administrator and ACWS Chair, welcomed participants and introduced new committee member Dr. Shelly Greenfield. Ms. Enomoto explained that SAMHSA has responded to the federal government’s recent initiative to examine how it convenes meetings by hosting this inaugural Web-based ACWS meeting. She announced that a face-to-face ACWS meeting will take place tentatively on April 10, 2013, and the next Joint National Advisory Council on April 11, 2013.

Adoption of Minutes of the ACWS Meeting of March 26, 2012

Members unanimously approved the minutes of the ACWS meeting held on March 26, 2012. 

Opening Remarks

Ms. Enomoto stated that SAMHSA recently issued grant announcements and is reviewing grant applications and making awards. In July she spoke with Women’s Services Network members about application of SAMHSA’s strategic initiatives to gender-specific and gender-informed approaches; the Service Members, Veterans, and Their Families Technical Assistance Center; and special needs of pregnant women on medication-assisted treatment. Also in July she attended SAMHSA’s Fifth National CONFERence on Behavioral Health for Women and Girls. 

Both the Senate and House had taken initial action on the President’s proposed FY 2013 budget, but a 6-month continuing resolution is anticipated to start the year. The Senate budget mark-up included a small SAMHSA grant program, Grants for Adult Trauma Screening and Brief Intervention (GATSBI), inspired by an Institute of Medicine report. GATSBI would screen women in common healthcare settings for past and current trauma and interpersonal violence. Ms. Enomoto welcomed advice on the GATSBI program.  SAMHSA also has worked to integrate trauma-informed approaches throughout health systems. 

ACWS Members’ Interests: Update 

Ms. Bobbie Benavente, Guam Department of Mental Health and Substance Abuse, and Vice President of the Pacific Behavioral Health Collaborative Council, described progress in the Master Training Development Program—an initiative to build local capacity to serve the needs of Pacific Island communities for behavioral health treatment and prevention services, to develop youth leadership, and to conduct a recovery support peer specialist workshop. Ms. Johanna Bergan, board member of Youth M.O.V.E. National, stated that her organization promotes youth sharing their experiences with behavioral health problems. Ms. Enomoto acknowledged the recent death of Tricia Gurley, a founder of Youth M.O.V.E. and member of the Center for Mental Health Services National Advisory Council. Dr. Jean Campbell, research professor at Missouri Institute of Mental Health (MIMH), University of Missouri at St. Louis, currently is working on professional development of the MIMH faculty and on rolling out evidence-based practices for peer-run programs. Ms. Harriett Forman, retired special education consultant, retains an interest in the impact of SAMHSA’s issues on the development of young children. 

Dr. Velma McBride Murry, professor at Vanderbilt University, codirects Vanderbilt medical school’s Committee on Engagement Research, which diffuses research findings throughout the community to address health disparity issues. She conducts HIV-risk prevention among rural African American youth and currently is writing a grant application to test implementation effectiveness of an efficacious program to train black church members to reduce alcohol, substance use, and risky sexual behavior among rural African American youth. Ms. Enomoto suggested substance abuse prevention in rural and remote areas as a topic of discussion at an upcoming ACWS meeting. Dr. Murry noted that substance use and disclosure of HIV-positive status are rising among rural mothers. 

Ms. Enomoto introduced new committee member Dr. Shelly Greenfield, Chief Academic Officer and Director of Clinical and Health Services Research and Education, Division on Alcohol and Drug Abuse, McLean Hospital, Boston. Dr. Greenfield noted her long-standing interest in women and addiction and other substance use disorders, in developing new treatments for women, and in implementation of treatment in a variety of settings to optimize treatment outcomes. She currently is analyzing outcome data on a combined efficacy/effectiveness trial of a manual-based women-in-recovery group with women-focused content. In addition, she has been involved in creating a new Division of Women’s Mental Health at McLean Hospital, drawing together in a unified neurodevelopmental model the leaders of the current disparate women’s programs for mental and substance use disorders. 

Ms. Starleen Scott-Robbins congratulated SAMHSA staff on the National Conference on Women and Children. She noted that the Women’s Services Network’s subcommittees continue to look at issues of pregnant and parenting women, states’ use of outcomes and data, recovery-oriented systems of care specifically for women, and women in the criminal justice system. Dr. Carole Warshaw, Director, National Center on Domestic Violence, Trauma, and Mental Health, has been working with partners on developing baseline surveys to facilitate technical assistance provision; analyzing survey data on how abusers control their partners and interfere with their treatment; completing a literature review on trauma-specific interventions; completing an online collection of trauma-informed resources; assisting states in technology use to deliver services to rural domestic violence survivors; urging the U.S. Preventive Services Task Force to review its restrictions on screening and brief intervention for intimate partner violence among older adults and vulnerable adults; working with states to build capacity to address trauma, mental health, and substance abuse, including addressing domestic violence and historical trauma in Native communities; developing a train-the-trainer curriculum on informed advocacy on behalf of mothers and children; and developing an online module for mental health providers on screening and brief intervention for domestic violence. 

Remarks by the Administrator

Ms. Pamela S. Hyde, SAMHSA Administrator, welcomed participants and thanked them for their work on behalf of SAMHSA and the millions of women and girls in specialty care, human services, criminal justice, primary care, education, and other systems with which SAMHSA interacts. Ms. Hyde announced that SAMHSA has issued its announcement for its $11 million Pregnant and Postpartum Women’s (PPW) Program for substance use treatment, prevention, and recovery services. The agency continues to ensure SAMHSA’s role in decisions on implementation of the Affordable Care Act, many of whose provisions women in positive ways. Ms. Hyde highlighted the proposed GATSBI program and acknowledged SAMHSA’s Women’s Coordinating Council’s efforts to introduce and reinforce gender-informed approaches.

Ms. Hyde explained that Affordable Care Act provisions newly in force will help women access fairer deals on health insurance and will prohibit refusal of insurance to both adults and children because of preexisting conditions. In 2014 insurers no longer can charge women more than men for coverage or exclude newborn or maternity care for women. Ongoing work has helped states to address excessive premium increases, which are estimated to be much lower next year than in the past. As of August 1, 2012, all new health plans must include prevention care for women, no copays for well visits, breastfeeding equipment, domestic violence screening and counseling, and other services for women. Ms. Hyde noted SAMHSA priorities such as health reform implementation for behavioral health, working with states on essential health benefits, the National Strategy for Suicide Prevention, and work on the Military Families strategic initiative, all of which have implications for women and girls.

Discussion. Dr. Campbell urged SAMHSA to focus on wellness for women, as well as behavioral health treatment and prevention, including a presentation on the topic at the next committee meeting. She expressed interest in creating a theoretical framework for treatment of illness and promotion of wellness. Ms. Hyde responded that wellness initiatives under Affordable Care Act are forthcoming. 









SAMHSA Women’s Coordinating Committee: Update 

Ms. Sharon Amatetti, SAMHSA’s Women’s Issues Coordinator, reported on activities of SAMHSA’s Women’s Coordinating Committee. To celebrate Women’s Health Week, the Committee hosted an in-service tea highlighting SAMHSA’s work with women and girls. The Committee also planned and cosponsored, with Mental Health Systems, Inc., the Fifth National CONFERence on Behavioral Health for Women and Girls, which for the first time included a balance of addiction, prevention, treatment, and mental health topics. (For slides of presentations, see http://womenandchildren.treatment.org.) SAMHSA promoted several new materials at the conference, including “Using Matrix with Women Clients,” “Introduction to Women with Substance Use Disorders” for counselors and other practitioners, and “Engaging Women in Trauma-Informed Peer Support”. Ms. Amatetti stated that SAMHSA participates in the multi-agency Coordinating Committee on Women’s Health. She noted that the Office of Women’s Health seeks to support outreach and dissemination of information on ACA preventive health benefits for women. 

Treatment Issues for Pregnant Women

Opioid Use and Pregnancy
Ms. Katie C. Clark, Research Assistant, Yale University, in her overview of medication-assisted treatment (MAT) for pregnant women, stated that misinformation and misperceptions abound regarding the treatment of pregnant women for opiate addiction, primarily prescription opiates, and that opiate use and addiction have risen dramatically. She noted that many of the issues women on methadone experience—stigma, neonatal abstinence syndrome (NAS), uncertainty about what to expect at the hospital—also may be experienced by women prescribed medications for chronic or acute pain. Many women are uninformed about medications’ potential side effects. 

In Ms. Clark’s presentation opioids referred to pharmaceutical medications; addiction relates to psychological aspects of drug use, while dependency is physiological. Babies may be born dependent but not addicted. Recovery refers to reducing symptoms of the disease of addiction with the goal of remission. Primary medication treatments include methadone, buprenorphine, and naltrexone. The goal of MAT for opioid use during pregnancy is to alleviate both withdrawal symptoms and psychological symptoms in order to create a more stable environment for the fetus and to stabilize the recovery environment. 

Ms. Clark described the characteristics and scientific action of buprenorphine and methadone. Buprenorphine use currently is off label in pregnancy, but it has promise as a treatment intervention. Both drugs can be misused and diverted, can cause euphoria and physical dependence, and have been shown to retain patients in treatment. Buprenorphine is approved for adolescents and people age 18 and younger, while methadone is the only drug with FDA approval for use during pregnancy. Federal guidelines for methadone regulate counseling, frequency of visits, and drug testing, but no requirements attach to office-based administration of buprenorphine. 

Based on 40 years of research, methadone maintenance treatment represents the gold standard of treatment for opiate-dependent pregnant women. It decreases or eliminates illicit drug use, interrupts the cycle of addiction, and increases or initiates prenatal care. Its benefits to the developing fetus include the same daily amount of drug and potency, and positive changes in recovery environment. Pregnancy risks to the infant include low birth weight, smaller head circumference, small for gestational age, risks also associated with maternal nicotine and alcohol use. Women actively using who have early pregnancy symptoms may equate them with opiate withdrawal, increase their drug use, and jeopardize their fetus. Women want a physician to ask about their drug use, but they have concerns about being judged or the involvement of Child Protective Services. Women are often reluctant to come into treatment or to remain in treatment, may experience challenges with partner/family, experience stigma within the drug-using or recovery community, or have fears, unplanned pregnancies, and guilt and shame. Decreasing methadone dose and dose instability can lead to miscarriage, adverse fetal outcomes, and maternal death. Dosage may need to be increased in the third trimester due to changes in maternal metabolism and blood volume. 

Ms. Clark observed that hepatitis C testing of pregnant women who inject drugs can be useful, as can giving the consistent message that no amount of alcohol is safe. She noted that methadone does not treat labor and delivery pain, so appropriate medication must be prescribed and conversations initiated about relapse and pain management. Both pharmaceutical and nonpharmaceutical interventions exist, but different hospitals have different protocols. Breastfeeding, recommended regardless of maternal dose of methadone, can help reduce NAS.

Medication-Assisted Treatment and Pregnancy 
Dr. Sandrine Pirard, Medical Officer, Office of Pharmacological Therapies, Center for Substance Abuse Treatment, offered recent SAMHSA survey data on substance use among pregnant women. For example, 22.7% of teens ages 15–17 reported current cigarette use; 10.8% of women ages 15–44 reported current alcohol use, 3.7% reported binge drinking, and 1.0% reported heavy drinking; and 16.2% of teens reported current illicit drug use. During the decade 2000–2009 prenatal maternal opioid use increased fivefold annually while incidence of NAS tripled. 

Studies show buprenorphine to be a good, safe alternative to methadone; the choice should be based on individual risk/benefit analysis. Dr. Pirard noted the importance of continued postpartum treatment and of addressing the need for help with newborn care or postpartum depression. Breastfeeding is recommended for women on MAT. She urged asking “compared to what?” when evaluating scientific literature. For example, regarding opioid exposure, it is necessary to distinguish among pain management, MAT, and illicit use. Other commonly prescribed drugs can cause significant NAS, and comorbid substance use may affect neonatal outcomes. Psychosocial factors also can impact outcomes. Opioids are the first line of treatment for NAS, but great variation exists in their use. Limited long-term data exists on the development of children exposed to opioids in utero.

SAMHSA has worked with a range of federal partners on issues related to MAT and plans to host an expert panel meeting in spring 2013 on the clinical management of opioid use disorders in pregnant and postpartum women. SAMHSA has undertaken data analysis on all the women and babies served in the PPW Program since 2003 to understand their needs and outcomes, and will convene grantees to discuss the specific issues they face in treating the women. Dr. Pirard noted that SAMHSA’s MAT resources include TIPs #40, #43, and #51, plus continuing medical education training on safe opioid prescribing and a series of archived webinars to support prescribers. 

Discussion. Committee members recommended strategies to translate into practice knowledge about opioid use during pregnancy. Dr. Greenfield noted the need for different approaches to treat women in methadone maintenance programs who become pregnant and pregnant women with an opioid problem program who have not accessed treatment. Ms. Clark stated the need to build trust, provide education on pregnancy, and advocate among community partners for supports. In response to Dr. Murry’s question, Dr. Pirard stated that insufficient data permit discerning differential effects of treatments based on race, ethnicity, or geography. Ms. Scott-Robbins advised that best practices involve the treatment modality that works best for the mother. Dr. Murry suggested that spirituality and religion might represent barriers to treatment. Dr. Warshaw suggested domestic violence as a barrier, and Ms. Clark responded that women in her treatment program rarely report domestic violence. Dr. Greenfield stated that patient navigators may help guide pregnant women with opioid use problems who present in a variety of settings.  

In discussing possible opportunities for SAMHSA to advance knowledge on MAT and pregnancy, and to support adoption of best practices, Ms. Scott-Robbins suggested reaching out to obstetrical offices and their associates, addiction treatment programs, and the American Academy of Addiction Psychiatry. Dr. Campbell suggested that SAMHSA prepare a white paper about best practices, and Ms. Clark urged developing best practices to treat NAS, in part to reduce providers’ stigma. Ms. Scott-Robbins stated that North Carolina is disseminating information to child welfare treatment professionals to help women succeed in their pregnancies and treatment. 

Project Launch: Overview and Outcomes

Dr. Jennifer Oppenheim, Coordinator, Project LAUNCH, Center for Mental Health Services, presented an overview of Project LAUNCH, a comprehensive program that since 2008 has focused exclusively on children ages 0–8 in the context of their families and communities. Using a public health approach, the project aims for all young children, when they enter school, to have what they need to be successful in school and beyond in terms of physical, cognitive, social, emotional, and behavioral development. The program aims to improve coordination and integration across all the child-serving systems at the community, state, tribal, and federal levels that impact on children’s lives, to align outcomes, create a common vision for young child wellness, integrate and leverage programs and funding streams, change policies to improve outcomes, and share knowledge and expertise. At the local community level, the program aims to improve access to and the quality of prevention and promotion services. The approach is to enter multiple settings where young kids are and to infuse and increase knowledge of young child development, especially social/emotional health and well-being. Strategies include increased use of standardized screening and assessment, mental health consultation, integration of behavioral health into early care and educational settings and primary care, strengthening parenting practices, and family strengthening.

Multiple efforts underway to look at impacts include grantee-specific evaluations focused on child, parent, and provider outcomes related to some or all aspects of their unique programs. A subset of grantees conducts special studies that look at community-wide or population-based child outcomes. The goal is for Project LAUNCH to shift the curve significantly in a community in terms of number of kids entering kindergarten who meet readiness standards for school success. SAMHSA also looks at interim markers of success in terms of systems and policy changes, collaboration, community level and breadth of involvement across sectors, and changes in provider knowledge of community resources in screening and consultation across different settings. Dr. Oppenheim commended the website http://projectlaunch.promoteprevent.org. 

Ms. Marjorie Withers, Director, Community Caring Collaborative, described the challenges facing the people of Washington County, Maine, and several promising practices that have evolved through implementation of a Project LAUNCH grant program. Home to the Passamaquoddy Tribe, which experiences huge disparities issues despite representing just 10% of the population, the county is the only county in the Northeast where women’s life expectancy is decreasing. The project’s major goal is to weave together seamlessly systems of care for at-risk infants and mothers that are protective, strength-based, and community oriented, with no wrong door for access. About 30% of 300 children annually receive services, with the highest-needs children in the bridging program. 

The Collaborative works with 37 agencies to change service delivery practices for women and children by refocusing toward a strengths-based approach, cultural competence, natural supports, and family voice. Services include integrated family support specialists in multiple settings who ensure that each mother with concerns about her baby is given support with unlimited visits, early assessment for the baby, depression screening for the mother, and guidance to function and bond with her child. Training for bridging workers grounds them in substance abuse and trauma information and cultural issues, dedication to the public health model, focus on strengths and health, and understanding the implications of intergenerational poverty. The project offers bridging services to all high-risk babies and mothers during pregnancy or after delivery, which help lower the barriers of physical and emotional isolation. Mental health consultation is provided in home child care centers, and training provided to child care providers. The project also works with Head Start and schools.
 
The project provides training for community and state agencies. Successful interventions depend on understanding the impacts of substance use and trauma on parenting, and on developing trauma-informed practices. Nurses, home visitors, and case managers serve as bridgers after cross-training that touches on substance use, trauma, poverty, mental health issues, and infant mental health and child development, and providers are trained to see strengths. Bridging outcomes include shorter, significantly more economical stays in the neonatal intensive care unit (NICU) with greater parent/baby bonding; advocacy to navigate and remove NICU barriers, including finding funds for mothers to stay near the hospital; 50% reduction in re-hospitalization in the first year; 100% parent satisfaction; and improvements in maternal access to care and services, including services related to postpartum depression. 

Ms. Withers stated that bridging is designed to meet the spectrum and intensity of individuals’ needs. Ongoing studies compare selected outcome measures for infants with NAS where there is no bridging to outcomes for babies with bridgers. The project supports communities individualizing and implementing their own best practices, and has transformed interrelationships of disparate agencies with each other, establishing an understanding that help only comes when people feel comfortable using services. 

Discussion. Ms. Withers stated that workers question mothers tactfully about substance use and safety. Dr. Murry raised the issue of preparedness to address a problem following screening, and Dr. Oppenheim responded that screening is part of a package that includes training on both screening and follow-up. Mental health consultants support home visitors whose behavioral health training may be insufficient to address the problems they encounter, and home visitors connect families with community resources and follow through. In primary care settings family navigators work as part of the medical home team or are connected to community supports.

On the subject of maternal depression, Dr. Warshaw urged ensuring that workers are trained and comfortable in addressing the range of issues and have access to interconnected community resources. Regarding informal supports for postpartum depression, Ms. Withers explained that bridging personnel help families develop the concept that people close to them can help, and they also understand the possible presence of previous depression in addition to postpartum depression—much of which is related to trauma. Bridgers first help make maternal and baby safety plans for situations that may arise such as sleeplessness, devise helpful strategies, and inform mothers where to find help in the community. All persons who deliver services have 24-hour access to clinical consultation for support. When mothers identify as depressed and project staff concur, bridgers continue to work with the mothers until they develop routines that work for them. Dr. Oppenheim added that other grantee sites offer centering pregnancy or parenting groups, with a peer support model that continues after the birth of the baby. Some mental health consultants working in visiting programs have conducted groups focused on depression, can bridge across multiple visiting programs, can do a brief mental health intervention with a mother or a family, or extend an intervention into longer-term treatment.  Parent cafes, an aspect of the Strengthening Families model, reduces isolation and strengthens feelings of competency in parenting and other issues related to their own well-being. To Ms. Scott-Robbins’ question about telehealth, Ms. Withers stated that rural families often have difficulty accessing telemedicine and teletherapy, and that initial face-to-face access to a provider works well for subsequent therapy at a distance. Ms. Enomoto observed the importance of bringing an early childhood perspective to future meetings.

Fetal Alcohol Spectrum Disorders

Mr. Jon Dunbar-Cooper, Division of Systems Development, Center for Substance Abuse Prevention, described the SAMHSA Fetal Alcohol Spectrum Disorders (FASD) Center for Excellence, a SAMHSA program mandated by the Children’s Health Act of 2000 to serve individuals with FASD and their families by providing training and technical assistance to improve FASD treatment and prevention outcomes. Examples of its work include review and dissemination of science-to-service models and practices, building state capacity through an annual conference of FASD state coordinators, and linking coordinators with state prevention directors. All seven states that integrated FASD services over the past decade had a champion who spearheaded their initiatives. Challenges to states’ focus on FASD include absence of a champion, convening the right people at table, securing funding for meetings, and lack of knowledge about developing strategic initiatives and sustaining interest in the issue. The Center developed and maintains a website (fasdcenter.samhsa.gov) and has compiled a comprehensive data resource for identifying and synthesizing gaps and trends in the FASD field. The Native Initiative provides training, coordination, and support to increase awareness of and services for FASD in Native communities, and the Center revised an existing Native Kit with technical assistance materials on FASD. The Center’s work has shown that FASD prevention and intervention approaches can be integrated into existing systems of care with buy-in from program administrators, directors, and Native leaders and elders. In addition, women’s substance abuse treatment settings can modify policies, procedures, and treatment approaches with appropriate understanding of how these changes will improve program and client outcomes.

Mr. Dan Dubovsky, FASD Specialist, SAMHSA FASD Center for Excellence, presented additional details on the Center’s findings and lessons learned. Screening, brief intervention, referral for evaluation and diagnosis, and intervention for treatment—as well as promising FASD prevention practices such as Project Choices and the Parent-Child Assistance Program—can be integrated effectively into existing systems of care such as WIC, Healthy Start programs, and women’s substance abuse treatment centers. The Center has provided technical assistance to states to develop action plans and task forces, advising them in particular to include state Medicaid and Medicare officials at the table.  

The Center promotes working with women’s entire families in substance use treatment settings, with a focus on both prevention and treatment, and helping counselors to change their personal negative beliefs about and attitudes toward women who drink or do drugs, especially during pregnancy. Addressing FASD effectively calls for modification, based on scientific knowledge about the way people with FASD process information, of such best practices as motivational interviewing, parenting education classes, and learning from consequences. Using “person first” language helps counselors to reduce stigma, which may foster continued engagement of women who (perhaps legitimately) fear the state removing their children from their care. The Center provides nationwide training in FASD, including reading, responding, and interpreting research and media reports, and understanding that alcohol use in any amount during pregnancy is unsafe. To counter high staff turnover, the Center provides train-the-trainer opportunities to embed people in systems of care who can present basic information on FASD prevention and treatment. 

Networking among a state’s professionals, providers, and policy persons can promote passion and progress in FASD awareness and programming. Training professionals, families, and others about the nature of brain damage in FASD, and devising effective therapeutic strategies, are essential. It is necessary to address trauma and domestic violence differently for women with FASD, because the area of the brain that identifies danger is impaired. 

Mr. Dubovsky described several successful strategies, for example, identifying women with FASD and helping counselors improve their interactions in treatment with those women. Informal FASD screening questions have led to improved treatment methods. A key lesson learned is that training, coaching, and follow-up are required to create behavioral change, beginning with helping administrators, clinic directors, and program directors understand that this training will enhance their programs’ success. 

Discussion. Mr. Dunbar-Cooper stated that SAMHSA might address eradication of FASD through implementing universal prevention strategies. He urged linking the new FASD Center contract with the block grant, which does not connect underage drinking and FASD, and partnering with other agencies. He observed that the alcohol industry and physicians condone a drink a day or week, but scientific knowledge is lacking on the effects of drinking. Mr. Dubovsky noted the need for sensitivity in recognizing that when talking with a woman about FASD prevention, she may recognize that she may have other children with FASD. Mr. Dunbar-Cooper also suggested implementing FASD screening in primary care settings and schools.  

Ms. Amatetti reported that the American Bar Association approved a resolution that urges the legal community to “help identify and respond to FASD in children and adults through training to enhance awareness of FASD and its impact on individuals in the child welfare, juvenile justice, and adult criminal justice systems, and the value of collaboration with medical, mental health, and disability experts.” Ms. Amatetti noted the importance of working across systems in partnership. Mr. Dunbar-Cooper added that the DSM-5 includes a code for FAS, but not FASD. He urged educating people about the implications of treating an alcohol-exposed brain.

Ms. Scott-Robbins suggested convening state FASD coordinators and women’s services coordinators to educate about FASD, and to integrate screening into state programs. Mr. Dunbar-Cooper urged these groups to partner with National Prevention Network representatives and state substance abuse directors. Dr. Greenfield observed the challenge in imparting medical knowledge in pediatric, family medicine, and primary care settings, but tools exist to help physicians talk with their patients without stigma to accomplish appropriate interventions. The American Academy of Pediatrics and the American College of Obstetrics and Gynecology may be ideal partners to correct misinformation in training. Mr. Dubovsky stated that the FASD Center has worked with both societies as well as Centers for Disease Control and Prevention (CDC) -funded FASD regional training centers, specifically to work with medical personnel and medical students about repeated screening and productive ways to ask questions. Dr. Greenfield’s observed the value of personnel embedded within practices who can follow-up in a timely manner on issues identified during screening. Mr. Dunbar-Cooper noted that research is underway on the role of the father regarding risk for alcohol-exposed pregnancy. He also urged CSAP to address the multiple risk factors engendered when great amounts of resources are given to just one individual in a family.

Dr. Greenfield stated that the FASD Center’s work in providing identification services for people who have FASD must balance with the growing need to integrate services to prevent the problem. 

Public Comment 

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

Closing Remarks

Ms. Enomoto recapped SAMHSA’s advances in its agenda on women and girls, including its women’s conference, the proposed GATSBI program, and the recent PPW grant announcements. SAMHSA supports the integration of care and a multisectoral approach in helping to educate allied health and human services providers. SAMHSA has convening, education, and facilitating roles in addition to supporting direct prevention and treatment services. In addition, SAMHSA has a vital role in healthcare reform and financing as a facilitator to support the introduction of behavioral health screenings in multiple settings, address the legal implications of certain screenings, and provide supports that do not force untenable choices related, for example, to child custody, and implement strategies to help women and children start a behaviorally healthy life.

In offering feedback on the meeting format, members expressed a general preference for face-to-face meetings. Dr. Greenfield noted her interest in discussing topics that reflect SAMHSA’s priorities, and Dr. Warshaw expressed a desire for more discussion. She suggested a conversation at the next meeting about strategies to incorporate into treatment planning the findings of the National Domestic Violence Hotline mental health and substance abuse surveys on the role of coercion. Ms. Enomoto identified committee members’ key roles as both advisors on future directions and as SAMHSA ambassadors to the public on SAMHSA’s activities. Ms. Bergan suggested that SAMHSA submit discussion questions to the committee members prior to a meeting. She expressed interest in future programming on early prevention and intervention for young mothers and their children ages 0 to 5. Ms. Enomoto reported that more than 50 people had joined the meeting electronically.
 





Adjournment

The meeting adjourned at 3:40 p.m.
I hereby certify that, to the best of my knowledge, the foregoing minutes and the attachments are accurate and complete.

_December 4, 2012__				___________________/s/________________________
Date						Kana Enomoto
						Chair, Associate Administrator for Women’s Services
Principal Deputy Administrator

Minutes will be formally considered by SAMHSA’s Advisory Committee for Women’s Services at its next meeting, and any corrections or notations will be incorporated in the minutes of that meeting.
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	Aliviane Inc

	Carolina Gonzalez
	Aliviane Inc.

	Diana Mitchell
	Alpha Home Inc

	Meredith Stephens
	ATCIC

	Jacqueline Blake
	Austin Recovery

	Margaret Sposato
	Austin Travis County Integral Care

	Cynthia Albert
	BASIC NWFL INC

	Terry Griffith-Evans
	Behavioral Health Services Division

	Sara Yarnall
	Brandywine Counseling and Community Services

	Delores Haines
	Center for Health Care Services

	Amy Granberry
	Charlie's Place

	Ken Louria
	Children's Institute Inc.

	Alda Montalvo
	Coastal Bend Alcohol and Drug Rehabilitation Center

	Rosemary Spampinato
	Community Care Behavioral Health

	Kenneth Pimpleton
	Community Counseling Institute

	Brenda Smith
	Consumer Action Network

	Effie Smith
	Consumer Action Network

	Tammy Day
	CTCADA- Central Texas Council on Alcoholism and Drug Abuse

	Lisa Ramirez
	DSHS

	Reneeta Anthony
	Fresno County

	Cher Jeffreys
	Grace Cottage

	Monica Velazquez
	Great Lakes ATTC

	Cyn Connais
	Harbor House Collaborative

	Virginia Frese
	HCADA

	Jack Callaghan
	JBS International

	Shelley Koslan-Joiner
	JPS Health Network

	Rebekah Oehring
	Lafayette House

	Leora Treppa-Diego
	Lake County Tribal Health

	Sarah Ruiz
	MA DPH/BSAS

	Debbie Barker
	Magellan

	Susan Lilly
	Managed Care Center Inc.

	Nancy Trenti
	NAPHS

	Pat Shea
	NASMHPD

	Patti Bland
	National Center on Domestic Violence Trauma & Mental Health

	Nancy Caruso
	NJ Dept. of Children and Families

	Deborah Fickling
	NM Human Services Department

	Pamela Espinoza
	NM-BHSD

	Callie Gass
	Northrop Grumman

	George Stafford
	Northrop Grumman

	Antonio Perkins
	Northrop Grumman Information Systems

	Leesa Rademacher
	NYS Office of Mental Health

	Rita Sullivan
	OnTrack Inc.

	Karen Mandel
	Open Door Family Medical Center

	Brenda Torres
	Open Door Family Medical Centers

	Jennifer Barton
	PBRCADA

	Jade Martinez
	Permian Basin Regional Council on Alcohol and Drug Abuse

	Laurie Marquez
	Permian Basin Regional Council on Alcohol and Drug Abuse

	Karen Palombo
	Prevention and Addiction Council

	Ellen Awai
	Self

	Maryam Husamudeen
	Sisterlink

	Mary Barry-Magsamen
	St. Monica's Behavioral Health Services for Women

	Norma Gonzalez
	STCADA

	Wendy Croze
	Student

	Karen Braxton
	Synergy Enterprises Inc.

	Kelly Wagner
	The MayaTech Corporation

	Sarah Heil
	University of Vermont

	Shelia Lazard
	Unlimited Visions Aftercare

	Sheryl Sayles
	Unlimited Visions Aftercare

	Barbara Kates
	URC

	Jo Ann Bailey
	UT ARLINGTON

	Suzanne Lofton
	Volunteers of America

	Dianne McDonald
	Volunteers of America TX
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