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Call To Order and Roll Call
Pamela Foote, Designated Federal Official, CMHS, National Advisory Council

Pamela Foote, the Designated Federal Official, called the CMHS, National Advisory Council,
called the meeting to order at 1:00 p.m. After conducting roll call and verifying a quorum, the
meeting was turned over to Dr. Anita Everett, NAC Chair and Director of CMHS.

Welcome and Opening Remarks

Dr. Anita Everett, MD, DFAPA, Director of Center for Mental Health Services (CMHS) and Chair of the
National Advisory Council (NAC)

Dr. Everett welcomed participants, introduced new CMHS NAC members Ms. Lori Criss and
Dr. David Shern, and recognized members who have continued participating past the normal
length of term. After reviewing the agenda, Dr. Everett asked for a consideration of the March
18, 2021, meeting minutes, which were adopted unanimously.

CMHS Director’s Report — Program Updates
Anita Everett, M.D., DFAPA, Director, CMHS, Chair, CMHS NAC

Dr. Everett provided an overview of CMHS, which is one of four main centers within SAMHSA.
CMHS manages over 2,000 unique grants with 45 types of discretionary grants and three main
types of formula grants. She noted that formula grants are administered to states based on
population and prevalence of mental illness. CMHS operated with a fiscal 2021 budget of $1.8
billion and received $1.9 billion through the American Rescue Plan Act (ARPA). The
President’s Budget proposal of $2.9 billion for 2022 sustains those gains.

CMHS is focused on optimizing grants, offering technical assistance to grantees and the broader
mental health workforce, developing products for the field, convening new groups of experts,
and public speaking opportunities. Within the budget, Dr. Everett highlighted the budget
increases to the Mental Health Block Grant (MHBG), Certified Community Behavioral Health
Clinic (CCBHC) Expansion grant program, Project AWARE, and Suicide Prevention.

Outlining the organizational flow of CMHS, Dr. Everett explained there are three main divisions.
She noted that staffing has declined since 2016 for full-time employees, including four long-
standing Branch Chief vacancies. However, CMHS is actively seeking to strategically build
staffing, improve morale, and develop an organizational culture that is team-based.

Dr. Everett stated that partnering with SAMHSA’s Regional Administrators has been helpful to
the mission and introduced Dr. Charles Smith, Regional Administrator for Section 8. Dr. Smith
explained that the role of the Regional Administrators was established in 2012 to serve as
consultants to state and local leaders on issues of mental health and provide a regionalized
representation of SAMHSA. With Regional Administrators now embedded into the SAMHSA
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Centers, opportunities for program assimilation, coordination, and communication between the
four SAMHSA Centers and the regional offices are maximized.

Dr. Everett then turned the meeting over to Nima Sheth, M.D., M.P.H., Senior Medical Advisor,
CMHS, Office of the Director (OD).

SAMHSA and Border-related Activities
Nima Sheth, M.D., M.P.H., Senior Medical Advisor, CMHS, OD

CMHS is aiding the Office of Refugee Resettlement (ORR) in their role of supporting
Unaccompanied Children (UC). Initially, the estimate for the number of beds that would be
needed for these children was 35,000. As of May 31, 2021, ORR was responsible for 20,333
unaccompanied children. As a primary consultant for clinical and behavioral health, CMHS
reviews the ORR’s emergency intake protocols, provides education to clinicians, and meets
bimonthly with the lead psychiatrist in the UC division.

CMHS is also the primary liaison and point of contact for the ORR regarding refugee mental
health, a significant need since the refugee cap increased from 15,000 to 60,000. CMHS meets
bi-monthly with the refugee program lead, facilitates federal partnerships for this population, and
is helping plan the Refugee Mental Health federal work group. Meeting on August 20, 2021,
this work group may include the Center for Disease Control (CDC), the National Institutes of
Health (NIH), Office of Minority Health (OMH), and the Health Resources and Services
Administration (HRSA).

The Zero-Tolerance Policy instituted by the Department of Justice on April 6, 2018, resulted in
the separation of thousands of parents and legal guardians from their children and made it illegal
for parents to come into the United States. These parents, many from the Northern Triangle
(i.e., Guatemala, Honduras, and El Salvador), faced criminal prosecution for unlawful entry and
their accompanying children were taken and transferred to the custody of ORR. At the time,
there was no comprehensive, interagency process to track how parents were being separated
from their minor children or to ensure they would be reunited at the earliest possible time. Since
then, two lawsuits were filed on behalf of “Ms. L” and “Ms. JP” which successfully challenged
the Zero-Tolerance Policy, thus halting the separations. Further, as part of the Ms. JP lawsuit,
parents filed a class action lawsuit for the trauma they suffered after being subjected to forced
separation at the border, which could continue to affect the mental health and emotional health of
all parties for years to come.

An injunction determined that the government must deliver mental health assessment and
treatment to members of both subclasses. On February 2, 2021, President Biden signed an
Executive Order establishing an Interagency Task Force on the Reunification of Families and
mandated the location and reunification of all separated families and additional services and
support, including trauma and mental health services. As a core task force member and
contributor, CMHS provides evidence-based, trauma-informed, and culturally appropriate mental
health services and behavioral health services, including case management, and
recommendations on other services, (e.g., housing, technology, immigration, legal). CMHS also
created a national behavioral health strategy and is in the process of soliciting a contract to
provide services within the Center to both the populations affected in the Ms. L and the Ms. JP
class action lawsuits.
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Discussion

Dr. Steve Adelsheim asked if CMHS is playing a role to address the mental health issues of the
youth in Texas, which was brought to light by the National Center for Youth Law’s recent
litigation. Dr. Sheth explained that the ORR has primary responsibility for handling these issues,
along with the Customs and Border Patrol (CBP). However, even though there is no funding for
SAMHSA to play a more integral role, CMHS responds when asked and as appropriate. Further,
the Department of Homeland Security has asked CMHS for input on developing trauma-
informed care and initiatives within the CBP.

Dr. Sergio Aguilar-Gaxiola broached the issue of COVID-19 testing and vaccination of children
and their families. Dr. Sheth replied that though CMHS has offered some consultation, the main
advisors are CDC, the ORR medical team, and a consulting team.

Ms. Khatera Tamplen explained when she came to America as a child refugee from Afghanistan,
she had to be the interpreter for her family. She questioned if peer navigators were in place to rid
the children of this burden. Dr. Sheth stated the federal work group will make this a priority and
explore Medicare and Medicaid reimbursements for peer navigators and more. Dr. Dennis
Embry offered to investigate how to integrate the programs and practices of his organization,
Paxis, which are already funded and would greatly benefit these children.

Dr. Everett thanked Dr. Sheth and introduced Mr. Tison Thomas, Acting Deputy Director,
CMHS.

Block Grants
Tison Thomas, M.S.W., LMSW, Acting Deputy Director, CMHS

The Mental Health Block Grant is the largest federal grant program addressing mental health.
These grants help the states provide innovative, comprehensive, and community-based mental
health services to adults with serious mental illnesses (SMI) and to children with serious
emotional disturbances (SED). The grants also help the states to monitor these programs and
provide training and technical assistance to their mental health system.

Every year, states have an increased demand for public mental health services. For example,
states report serving 5.3 million adults and 2 million children in 2016 while in 2020 they report
serving 5.8 million and 2.2 million respectively. Since 2015, funding has also increased by 75%.
From fiscal year 2020 to 2021, funding increased by $35 million with additional funding of $825
million through the COVID-19 Relief Supplement and $1.5 billion from the ARPA.

SAMHSA issues guidance to the states to help leadership manage their funds appropriately and
effectively. On February 5, 2021, SAMHSA issued guidance on submitting proposals to
SAMHSA on how to expend funds on crisis services. Other guidance was given requiring states
to submit proposals on how they will: 1) use the COVID-19 Relief Supplement to prevent,
prepare, and respond to the mental health needs of their citizens (March 11) and, 2) how they
will use the ARPA supplement to improve and enhance mental health and substance use delivery
services in the community (May 18). All COVID-19 Relief Supplement proposals have been
approved and CMHS is currently reviewing the ARPA proposals.

Setting aside money specifically for early SMI and first episode psychosis (FEP) began in fiscal
year 2014 with states now reporting a total of 326 programs and 18,027 people served through
block grant funds in fiscal year 2020. Currently, every state and territory has at least one
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coordinated specialty care program using the Mental Health Block Grant and there are 343 FEP
programs in the country.

Though historically paid for through the block grants, the new set-aside for crisis services
reflects the growing need for and awareness of core crisis care. The congressional requirement
includes centrally deployed 24/7 mobile crisis units, short-term residential crisis stabilization
beds, evidence-based protocols for delivering services to individuals with suicide risk, and
regional or state-wide crisis call centers coordinating in real time. To assist with this
implementation, SAMHSA collaborated with the National Association of State Mental Health
Program Directors (NASMHPD), and released the National Guidelines for Behavior Health
Crisis Care Best Practices Toolkit and nine white papers, all of which can be found on the
SAMHSA website.

Best practices in behavioral health crisis care call for states to provide “someone to talk to,
someone to respond to, and somewhere to go”, which aligns with the congressional mandate.
Though access varies and is mostly for adults, 44 states report that 100% of their population can
talk to someone via crisis call centers. Twenty states report that 100% of their population have
access to 24/7 mobile crisis units, and 12 states report that 100 % of their population have a place
to go for short-term, residential stabilization. More work is needed, however, specifically in
providing services for children.

Discussion

Dr. Sampat Shivangi, Chairman of the Mississippi State Board of Mental Health, stated that he
set up a task force to ensure that COVID-19 funds are being used to address substance use,
alcoholism, and suicide. He inquired how SAMHA was monitoring use of funds. Mr. Thomas
explained that states have the authority to use the funds as they see fit. However, SAMHSA has
“statutory” authority to monitor and oversee how they do that. To that end, states must submit
spending plans, year-end financial reports, and audits to SAMHSA. Site visits provide an
additional layer of monitoring.

Dr. Everett thanked everyone for the discussion and introduced John Palmieri, M.D., M.H.A.,
Senior Medical Advisor, CMHS, OD.

988 Update
John Palmieri, M.D., M.H.A., Senior Medical Advisor, CMHS, OD

In 2019, the National Survey on Drug Use and Health (NSDUH) said that among 51 million
adults aged 18 or older with any mental illness, 26% perceived an unmet need for services. For
individuals with serious mental illness, nearly 48% perceived an unmet service need. Barriers to
care includes the cost of care and not knowing where and how to seek help. With nearly 45,000
suicides in 2020, people are falling through the cracks. In response to this crisis, the National
Suicide Hotline Act of 2020 designates the numbers “988” as the new mental health and suicide
prevention crisis line.

With the implementation of 988, all calls will pass through a network of independently funded
and operated local and state call centers known as the National Suicide Prevention Lifeline
(Lifeline). Currently managed by Vibrant Emotional Health and overseen by SAMHSA, the
Lifeline includes over 180 local crisis centers. A subset of those centers provides specialized
functions: there are nine national backup centers taking 17% of the calls, 33 centers that handle
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all of the chat and text functions, and three Spanish centers taking two to three percent of the
calls. In general, the local crisis centers receive very little federal funding, (i.e., $2,500 to $5,000
annually), with specialized centers receiving an additional stipend.

Currently, Lifeline callers have different options, including veteran and Spanish-speaking
options. They are directed to their local call center based on the area code from which they are
calling. If the local center cannot take the call, they are routed to a national backup center which
is a critical safety net to the process.

Over time, the volume of contacts to the Lifeline has significantly increased due to the added
chat and text features that are more popular with youth and young adults. Moderate expectations
of volume upon launching 988 in July 2022 is at nine million contacts within the first year.
Baseline growth diverted volume (i.e., calls being diverted from 911 and crisis centers) and new
volume from those who previously had unmet needs account for this increase.

The vision for 988 is to provide people with 24/7 access to support during a mental health crisis
and to be a catalyst for transformation by connecting services on the care continuum. The long-
term goal is to reduce the number of suicides, mental health crises, and unnecessary
incarceration. The guiding design principles are:

1. Build on the existing infrastructure through the Lifeline
2. Seamless and high-quality user experience*

3. Universally accessible via awareness campaigns, clear channels of communication and
equitable, trusted support tailored to specific populations and needs

4. Shaped through a partnership between the public and private sectors and non-profit
groups

5. Integrated with the mental health delivery system, including local crisis services, and the
broader continuum of services and social supports

6. Consistent in standards and services
7. Funded at scale, (i.e., sufficient resources at every level to support the work)
8. Guided by improvement and innovation

* Specifically, 90% of contacts should be answered locally within 20 seconds, a benchmark
that is currently not being met.

To ensure that 988 is successful, four core elements are required: strong federal planning and
convening; enhanced Lifeline network and crisis call center capacity; clear messaging and public
awareness; and sustainable federal and state funding sources.

Discussion

Regarding Ms. Tamplen’s inquiry about the inclusion of people with lived experience, Dr.
Palmieri explained that consumers, parents, and families will play a critical role in the design of
988. Further, it was agreed that SAMHSA should highlight this participation. Regarding
Spanish-speaking callers, Dr. Aguilar-Gaxiola emphasized the importance of using the right
language and appropriate cultural messaging and services, especially in light of COVID-19. Dr.
Palmieri concurred, adding multiple approaches for engaging this population are being
considered.
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Dr. Leonard Bickman asked about language processing and evaluation. Dr. Palmieri stated he
would look into language processing. He also offered to share the qualitative and quantitative
evaluations on Lifeline services, including training, effective follow up, and communication,
with the NAC.

Project Aware: School-Based Mental Health Care

Melinda Baldwin, Ph.D., LCSW, Director, Prevention, Traumatic Stress and Special Programs
Division, CMHS

Dr. Melinda Baldwin informed the Council that Project AWARE (Advancing Wellness and
Resiliency in Education) is designed to build or expand the capacity of State Educational
Agencies (SEA) in partnership with State Mental Health Agencies (SMHASs) in overseeing
school-aged youth. The program aims to advance wellness and resiliency in education by

increasing mental health awareness in schools across states, territories, and tribal communities.
The purpose of Project AWARE is to:

o Increase awareness of mental health challenges that school-aged youth may
experience;

e Provide training for school personnel and other adults who interact with
school-aged youth to detect and respond to mental health challenges; and

o Connect school-aged youth, who may present with behavioral health
challenges and their families to needed services.

The Safe Schools/Healthy Students (SS/HS) grant program started in 1999 and the Project
AWARE program has evolved from that initial program. With the 2012 school shooting in
Sandy Hook, SS/HS evolved into the “Now Is The Time” program and quickly grew into the
Project AWARE program it is today with 44 grants, five of which have been disseminated to
tribes. A Funding Opportunity Announcement went out earlier in the year and new grants will
be awarded in the next couple of weeks. Since states receive and implement the grant in only
three local education agencies, SAMHSA is considering sustainability when federal funding is
exhausted.

Dr. Baldwin highlighted three infrastructure development indicators used for data collection:
policy development, workforce development, and partnership/collaboration. Notably, grantees
far exceeded expectations by 169%, 263%, and 183% respectively. Similarly, prevention and
mental health promotion indicators of training, screening, referral, and access showed even
greater over-achievement with outpacing the goals by 703%, 261%, 206%, and 75%
respectively.

Dr. Baldwin reported the following successes of Project AWARE:

Ensuring cultural relevance for program activities
Collaborations

Building rapport, trust, and relationships
Removing barriers to care and increasing access
Implementation of universal screening

Ability to pivot during the pandemic

Workforce training

Interdisciplinary team approach
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e Continuous focus on improving school climate

Project AWARE faces many challenges, including a lack of mental health providers, stigma,
prioritizing mental health at the state level, and the COVID-19 pandemic. COVID-19 has
decreased the amount of available time to provide services, travel restrictions, and complicated
lesson delivery (i.e., hybrid versus in-person), teacher burnout. Other challenges include
technology, increased anxiety for staff and students, and dealing with loss and grief. However,
with the increase of mental health literacy training, many teachers and school personnel can
recognize the signs of emotional disturbance and help students.

Discussion

Dr. Lori Raney inquired about whether grantees are offering mental health services through the
schools. Although Project AWARE embraces the idea, there is a shortage of professionals. Dr.
Embry noted that Paxis has small units of evidence-based practices that can be taught to people
in the community, thereby circumventing the workforce shortage.

Dr. Adelsheim, having worked in school-based health centers, underscored the issue of
sustainability, and explained that linking the grants to community-based programs would
preserve confidentiality. Conversely, having the funds flow solely through the school districts
eliminates confidentiality. Dr. Baldwin appreciated the recommendation, stating the program is
evaluating how to continue to evolve and address those issues.

Dr. Jane Adams commented that parents are experiencing fear over services being rendered
without parental consent. She encouraged Dr. Baldwin to contact the statewide family networks
for input. Dr. Baldwin explained that those collaborations are underway.

Ms. Lori Criss described her work with family navigators, family peer support, and student
assistance programs, all of which help families connect and be of service in a meaningful way
while addressing the workforce shortage. Dr. Baldwin thanked Ms. Criss, adding that there is
ongoing collaboration on the federal and community level to include peers. For instance, Project
AWARE worked with the Center for Medicaid Services, which has a system of grants that
include family navigators who help link families to resources.

Dr. Everett thanked Dr. Baldwin and members for their input before asking for public comment.

Public Comment
Ms. Foote stated there were no public comments.

Discussion
CMHS NAC Members

Dr. Everett directed council members to the questions SAMHSA sent to members prior to the
meeting and opened the floor to discussion.

What innovative practices should CMHS be aware of that could be supported through our
programs or other avenues? What other areas should CMHS pursue to improve the quality of
service delivery?
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Dr. Raney recommends SAMHSA consider a “Federal Emergency Management Agency
(FEMA) level approach” to the behavioral health crisis, particularly with the increasing deficit in
the workforce. In Texas, there is a $10 million grant called the Lone Star Depression Challenge.
Many components of the grant were duplicated from India’s concerted effort to address
workforce shortages. The Lone Star Depression Challenge seeks to strengthen behavioral health
and primary care, train community health workers in brief interventions like behavioral
activation and expand the behavioral health workforce by including non-traditional workers,
such as AmeriCorps volunteers.

Dr. Aguilar-Gaxiola concurred, the crisis counseling funded by FEMA is administered through
an interagency agreement with SAMHSA’s CMHS who provides training. He noted the World
Health Organization’s pyramid depicting the optimal mix of mental health services, which starts
with self-care followed by informal community care. Dr. Shern suggested focusing on evidence-
based interventions to build more resilient communities through natural support systems and
grassroot innovations like the International Transformative Resilience Coalition (ITRC).

According to Dr. Adelsheim, California is looking to link school mental health programs with
youth mental health programs based on the work in Australia, Canada, and Ireland. Part of the
process involves a very active youth advisory group and peer support specialists that help young
people, ages 12 to 25, with mental health support, primary care, early substance abuse treatment,
peer support, as well as supported education, employment, and housing.

Dr. Embry stated that the last four National Institute of Medicine (IOM) reports on children
document that it is possible to scale up. He thanked CMHS for allowing him to replicate those
results at a population level and reduce mental illness among children in one semester. He also
noted that in the last two IOM reports, research points to omega-6 and omega-3 as predictors of
many mental, emotional, and behavioral disorders.

Dr. Adams noted that children should be encouraged early to choose a career in behavioral health
and parents could be presented with opportunities to join the workforce.

Ms. Tamplen stated that peer respite is an innovative approach SAMHSA should consider. Peer
respite provides a home-like setting where certified peer support specialists help people with
mental health challenges to navigate the system from a compassionate, lived experience
approach. Welcoming and safe, the peer respite environment is free from seclusion and restraint.
Families also need a safe respite to heal and then return home to support their families.
Additionally, people who are released from jail need respite centers as well.

Dr. Bickman stated that CMHS is failing as a 21st century enterprise because it is focused on
“old solutions to new problems instead of new solutions to old problems”. He encourages
CMHS to utilize new technology and forward thinking.

SAMHSA is considering developing an overarching children’s agenda. What are some items we
should consider including in the agenda?

Dr. Shivangi mentioned the outreach programs in selective schools, colleges, and universities.
He believes that SAMHSA should have direct access to these programs instead of going through
state programs. Dr. Everett responded that SAMHSA is focused on leveling the playing field so
that states are not the only ones able to navigate a complicated grant process.

Dr. Raney discussed the need for a center of excellence (COE) for pediatric mental health. The
COE would act as a hub for all mental health resources and allow more people to tap into best
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practices for child behavioral health. Dr. Embry stated that SAMHSA should reinstate its
contract with the National Registry of Evidence-based Programs and Practices (NREPP), a 20-
year contract from 1997-2017, which would allow citizens to discern what is helpful from what
is not.

Ms. Criss stated that as of February 2021, Ohio has a COE for child and youth behavioral health
that helps providers comply with the Family First Prevention Services Act. The COE shares
evidence-based practices and supports workforce development through free workforce training,
which includes administrators, program planners, outcome monitors, and business offices. Mr.
Jeff Patton stated that the use of developmental pediatricians works extremely well.

Dr. Shern added that Ohio’s impressive COE includes some model counties, (e.g., Stark
County), for integrating prevention interventions between school systems, the mental health
treatment system, and other systems. He also pointed out that through a SAMHSA grant in the
early 1990s, a randomized study found peer respite to be successful. He reflected on whether
SAMHSA could increase state capacity to address prevention and early intervention similar to
the Block Grants addressing SMI.

As a member of President Biden's COVID-19 taskforce, Dr. Aguilar-Gaxiola focuses on youth
mental health and strengthening public awareness and engagement of people with mental
disorders. He highlighted three important components: screening to identify individuals at
highest risk, including suicide risk, increasing availability of primary care and mental health
professionals trained to treat those with grief, depression, trauma, and substance abuse, and to
focus on how families and communities have managed strategy, loss, and grief across
generations.

Dr. Everett thanked everyone for the discussion and turned the discussion to disparity, inclusion,
and equity.

What support do states, communities, and providers need to better address mental health
disparities?

Dr. Adelsheim stated that communicating to different healthcare systems, such as the Indian
Health Service (IHS), is critical to supporting diversity and should be a basic priority. He related
that almost none of the early psychosis funding went to the native communities or tribal partners
across the United States.

Ms. Tamplen highlighted that there are higher incidents of seclusion and restraints in black and
brown communities, resulting in people being retraumatized and not seeking help. She
recommends mandatory reporting by facility on their use of seclusion or restraint to hold these
facilities accountable for using archaic, traumatic methods in treating a mental health crisis.

Dr. Everett thanked the members and acknowledged Dr. Miriam E. Delphin-Rittmon, Assistant
Secretary for Mental Health and Substance Use, SAMHSA, who joined the meeting. She then
called on Mr. Patton to continue the discussion on disparities. Mr. Patton highlighted a report
from the Michigan Public Health Institute and the Michigan Health Endowment Fund issued in
March 2021, entitled “Racial Ethnic and Geographic Disparities in Healthcare in Michigan™.
The executive summary states:

“Many pilots, demonstrations, and grant projects focus on making the system
perform better for everyone. That is not unreasonable. But in a state where
the quality of being able to healthcare in the Medicaid program is better than
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half the clincher overall quality is not enough, because when the data are
disaggregated, there is no equity.”

Among other findings, the report shows disparities in quality of care exist in all Michigan
counties and in all Medicaid prepaid inpatient health plan regions, in follow-up care for patients
discharged from the emergency rooms for alcohol and drug abuse dependence, follow-up after
hospitalization and emergency department visits for mental illness. However, this last
component exhibits the smallest disparities by race and ethnicity, with some counties exhibiting
better quality for black patients. Mr. Pratt suggests federal funding and technical assistance for
states that establish programs, research, and evidence-based practices for identifying and ending
racial and ethnic disparities in behavioral health. Also, more federal support is warranted for
national research on the causes and possible solutions for ending racial and ethnic disparities in
behavioral health.

Dr. Everett closed the discussion period and introduced the newly appointed Assistant Secretary
for Mental Health and Substance Use, Dr. Miriam E. Delphin-Rittmon.

SAMHSA Updates

Miriam E. Delphin-Rittmon, Ph.D., Assistant Secretary for Mental Health and Substance Use,
SAMHSA

Dr. Miriam E. Delphin-Rittmon greeted the Council and expressed appreciation for their work.
She pointed out that the Office of Minority Health, in conjunction with SAMHSA, recently
created and will be disseminating the Behavioral Health Guide to the Cultural and Linguistic
Competence Standards. The guide includes specific information related to behavioral health and
the implementation of the cultural linguistic competence standards to help reduce disparities and
promote equity.

Dr. Delphin-Rittmon offered the Council an overview of SAMHSA priorities. SAMHSA’s goal
is to provide leadership and resources to advance mental and substance use disorder prevention,
intervention, treatment, and recovery services and to reduce the impact of disorders on
communities across the country. SAMHSA is focused on using data to inform and drive policy
and practice, promoting equity in policy development, and offering grants to support
communities. With 664 full time employees (FTE), there are still 183 vacancies, making
recruitment a priority as well.

SAMHSA is rebuilding and in the midst of developing a five-year strategic plan. The upcoming
budget request is $9.7 billion to meet the near-term priorities and cross-cutting principles of
equity, workforce, and financing. The priorities are:

e Preventing opioid and stimulant overdoses
e Suicide prevention and crisis care work
e Promoting children and youth behavioral health

e Integrating primary and behavioral health care through Certified Community Behavioral
Health Centers (CCBHC)

e Using data, performance measures, and evaluation to look at patterns and trends and
disaggregating the data regularly
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SAMHSA and the Biden-Harris administration priorities are well-aligned and focused on quickly
disseminating resources. With an additional $4.2 billion in COVID-19 funding, SAMHSA is
able to provide grants for 100 additional CCBHCs, including $1.6 billion for Block Grants for
both mental health and substance use. Other grants and programs include suicide prevention,
emergency response, Project AWARE, and the National Child Traumatic Stress Network, for an
overall appropriation of about $6.1 billion. An additional $3.56 billion in funding became
available through the American Rescue Plan Act (ARPA) and provides expanded funding for
Block Grants, community-based funding for local behavioral and substance use disorder
services, the National Traumatic Stress Network, Project AWARE, youth suicide prevention, and
CCBHCs.

For fiscal year 2022, SAMHSA requested $9.7 billion for mental health, substance use
prevention, substance use treatment and health surveillance, and program support. Dr. Delphin-
Rittmon shared the table below to demonstrate how programs align with priorities.

SAMHSA’s Programs Aligned to Emerging Priorities

1. Preventing 2. Promoting 3. Integrating 4. Using 5. Enhancing
overdose children and primary and performance access to suicide
youth BH behavioral health measures, data  prevention &
care and evaluation crisis care

Center for Substance Abuse Treatment

= SBIRT
= State Opioid Response Program \/

= Certification of Opioid Treatment Programs

v/

Center for Mental Health Services

988
+ Certifiad Community BH Clinics Expansion Grant \/ \/
= Project AWARE

Center for Substance Use Prevention

- STOP Act grants V
* Harm reduction V

+ Overdose prevention strategy

Center for Behavioral Health Statistics and Quality
« Disparity impact statement {in partnership with OBHE)
= National population surveys (e.g., NSDUH, BHSIS)

ANIANEENEINN

Discussion

Dr. Delphin-Rittmon explained that SAMHSA is addressing the reported 30 percent increase in
substance use, alcoholism, and a higher incidence of mental illness and suicide during COVID-
19 and post-COVID-19, including dissemination of the COVID-19 and ARPA resources to
support states and communities. Further, the implementation of 988 is a major system
transformation that will help people access crisis services, minimize law enforcement
involvement, and optimize crisis counseling and connection to services and supports.

Referencing the 1994 and 2009 IOM reports, Dr. Embry urges SAMHSA to focus on public
health prevention initiatives, citing his work at Johns Hopkins on peer reinforcement and the
only elementary age strategy to prevent suicide. Dr. Delphin-Rittmon responded that it is
increasingly critical for SAMHSA to take a public health approach to helping people develop
strategies and skills to prevent a personal mental health crisis.
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Ms. Tamplen stated that former leaders at SAMHSA, such as Keris Myrick, made a vital impact
on peer support systems nationwide and inquired if SAMHSA would consider reinstating such
positions. Dr. Delphin-Rittmon replied that there are initiatives underway that support the use of
recovery and peer support services. In closing, she shared her appreciation for being able to
meet with the Council and enthusiasm for future convenings.

Mr. Patton stated that there should be funding for community policing and criminal justice
diversion in the mental health appropriations similar to the funding under substance use. Ms.
Criss added that there is a vibrant synergy between prevention and recovery, which is generally
under resourced. She suggests that SAMHSA elevate initiatives for early intervention,
identification, prevention, and mental health promotion work, especially post-pandemic.

Dr. Adams expressed appreciation for the organization of the Council meeting and opportunity to
engage and learn. She requests that SAMHSA consider raising the funding for the statewide
family network grant that was available to every state but is now only in 29 states.

Dr. Everett also expressed her appreciation for the richness of the comments and discussion and
opened the floor to comments at the conclusion of the meeting.

Closing Remarks

Anita Everett, M.D., DFAPA, Director of Center for Mental Health Services (CMHS) and Chair
of the National Advisory Council (NAC)

Dr. Everett asked members to share their thoughts about the meeting and future gatherings.
Members would like to return to in-person meetings but expressed appreciation for the format
and the effort of CMHS staff in designing the meeting. The following suggestions were offered:

e Dr. Shern suggested that SAMHSA pose in advance more specific questions to the
Council. He would also like to know more about Dr. Bickman’s perspective on 21*
century approaches to services.

e Dr. Shivangi asked that SAMHSA address the issue of postpartum depression and
suicidality at future meetings.

e Dr. Bickman suggested that before the next meeting, SAMHSA share with the Council
imminent decisions they are considering.

e Ms. Tamplen would like to see a presentation on protection and advocacy.

e Mr. Patton would like more information on SAMHSA’s commitment to funding of
community policing, noting that in his community law enforcement is asking for training.

e Dr. Embry mentioned getting more specific questions in advance and being able to
resource the group with IOM information that he can easily share.

e Dr. Aguilar-Gaxiola reiterated the importance of utilizing the council in a more
meaningful way and hopes that equity is addressed in future meetings.

Adjournment

Ms. Foote adjourned the meeting at 4:19 p.m.
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	Welcome and Opening Remarks
	Dr. Anita Everett, MD, DFAPA, Director of Center for Mental Health Services (CMHS) and Chair of the National Advisory Council (NAC)
	Dr. Everett welcomed participants, introduced new CMHS NAC members Ms. Lori Criss and Dr. David Shern, and recognized members who have continued participating past the normal length of term.  After reviewing the agenda, Dr. Everett asked for a consideration of the March 18, 2021, meeting minutes, which were adopted unanimously.
	CMHS Director’s Report – Program Updates
	Anita Everett, M.D., DFAPA, Director, CMHS, Chair, CMHS NAC 
	Dr. Everett provided an overview of CMHS, which is one of four main centers within SAMHSA. CMHS manages over 2,000 unique grants with 45 types of discretionary grants and three main types of formula grants.  She noted that formula grants are administered to states based on population and prevalence of mental illness.  CMHS operated with a fiscal 2021 budget of $1.8 billion and received $1.9 billion through the American Rescue Plan Act (ARPA).  The President’s Budget proposal of $2.9 billion for 2022 sustains those gains.
	CMHS is focused on optimizing grants, offering technical assistance to grantees and the broader mental health workforce, developing products for the field, convening new groups of experts, and public speaking opportunities.  Within the budget, Dr. Everett highlighted the budget increases to the Mental Health Block Grant (MHBG), Certified Community Behavioral Health Clinic (CCBHC) Expansion grant program, Project AWARE, and Suicide Prevention.  
	Outlining the organizational flow of CMHS, Dr. Everett explained there are three main divisions. She noted that staffing has declined since 2016 for full-time employees, including four long-standing Branch Chief vacancies.  However, CMHS is actively seeking to strategically build staffing, improve morale, and develop an organizational culture that is team-based. 
	Dr. Everett stated that partnering with SAMHSA’s Regional Administrators has been helpful to the mission and introduced Dr. Charles Smith, Regional Administrator for Section 8.  Dr. Smith explained that the role of the Regional Administrators was established in 2012 to serve as consultants to state and local leaders on issues of mental health and provide a regionalized representation of SAMHSA.  With Regional Administrators now embedded into the SAMHSA Centers, opportunities for program assimilation, coordination, and communication between the four SAMHSA Centers and the regional offices are maximized.
	Dr. Everett then turned the meeting over to Nima Sheth, M.D., M.P.H., Senior Medical Advisor, CMHS, Office of the Director (OD).
	SAMHSA and Border-related Activities
	Nima Sheth, M.D., M.P.H., Senior Medical Advisor, CMHS, OD 
	CMHS is aiding the Office of Refugee Resettlement (ORR) in their role of supporting Unaccompanied Children (UC).  Initially, the estimate for the number of beds that would be needed for these children was 35,000.  As of May 31, 2021, ORR was responsible for 20,333 unaccompanied children.  As a primary consultant for clinical and behavioral health, CMHS reviews the ORR’s emergency intake protocols, provides education to clinicians, and meets bimonthly with the lead psychiatrist in the UC division.
	CMHS is also the primary liaison and point of contact for the ORR regarding refugee mental health, a significant need since the refugee cap increased from 15,000 to 60,000.  CMHS meets bi-monthly with the refugee program lead, facilitates federal partnerships for this population, and is helping plan the Refugee Mental Health federal work group.  Meeting on August 20, 2021, this work group may include the Center for Disease Control (CDC), the National Institutes of Health (NIH), Office of Minority Health (OMH), and the Health Resources and Services Administration (HRSA).
	The Zero-Tolerance Policy instituted by the Department of Justice on April 6, 2018, resulted in the separation of thousands of parents and legal guardians from their children and made it illegal for parents to come into the United States.  These parents, many from the Northern Triangle  (i.e., Guatemala, Honduras, and El Salvador), faced criminal prosecution for unlawful entry and their accompanying children were taken and transferred to the custody of ORR.  At the time, there was no comprehensive, interagency process to track how parents were being separated from their minor children or to ensure they would be reunited at the earliest possible time.  Since then, two lawsuits were filed on behalf of “Ms. L” and “Ms. JP” which successfully challenged the Zero-Tolerance Policy, thus halting the separations.  Further, as part of the Ms. JP lawsuit, parents filed a class action lawsuit for the trauma they suffered after being subjected to forced separation at the border, which could continue to affect the mental health and emotional health of all parties for years to come.
	An injunction determined that the government must deliver mental health assessment and treatment to members of both subclasses.  On February 2, 2021, President Biden signed an Executive Order establishing an Interagency Task Force on the Reunification of Families and mandated the location and reunification of all separated families and additional services and support, including trauma and mental health services.  As a core task force member and contributor, CMHS provides evidence-based, trauma-informed, and culturally appropriate mental health services and behavioral health services, including case management, and recommendations on other services, (e.g., housing, technology, immigration, legal).  CMHS also created a national behavioral health strategy and is in the process of soliciting a contract to provide services within the Center to both the populations affected in the Ms. L and the Ms. JP class action lawsuits.
	Discussion
	Dr. Steve Adelsheim asked if CMHS is playing a role to address the mental health issues of the youth in Texas, which was brought to light by the National Center for Youth Law’s recent litigation.  Dr. Sheth explained that the ORR has primary responsibility for handling these issues, along with the Customs and Border Patrol (CBP).  However, even though there is no funding for SAMHSA to play a more integral role, CMHS responds when asked and as appropriate.  Further, the Department of Homeland Security has asked CMHS for input on developing trauma-informed care and initiatives within the CBP. 
	Dr. Sergio Aguilar-Gaxiola broached the issue of COVID-19 testing and vaccination of children and their families.  Dr. Sheth replied that though CMHS has offered some consultation, the main advisors are CDC, the ORR medical team, and a consulting team.  
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	Ms. Khatera Tamplen explained when she came to America as a child refugee from Afghanistan, she had to be the interpreter for her family.  She questioned if peer navigators were in place to rid the children of this burden.  Dr. Sheth stated the federal work group will make this a priority and explore Medicare and Medicaid reimbursements for peer navigators and more.  Dr. Dennis Embry offered to investigate how to integrate the programs and practices of his organization, Paxis, which are already funded and would greatly benefit these children.
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	Dr. Everett thanked Dr. Sheth and introduced Mr. Tison Thomas, Acting Deputy Director, CMHS.
	Block Grants 
	Tison Thomas, M.S.W., LMSW, Acting Deputy Director, CMHS
	The Mental Health Block Grant is the largest federal grant program addressing mental health. These grants help the states provide innovative, comprehensive, and community-based mental health services to adults with serious mental illnesses (SMI) and to children with serious emotional disturbances (SED).  The grants also help the states to monitor these programs and provide training and technical assistance to their mental health system. 
	Every year, states have an increased demand for public mental health services.  For example, states report serving 5.3 million adults and 2 million children in 2016 while in 2020 they report serving 5.8 million and 2.2 million respectively.  Since 2015, funding has also increased by 75%. From fiscal year 2020 to 2021, funding increased by $35 million with additional funding of $825 million through the COVID-19 Relief Supplement and $1.5 billion from the ARPA. 
	SAMHSA issues guidance to the states to help leadership manage their funds appropriately and effectively.  On February 5, 2021, SAMHSA issued guidance on submitting proposals to SAMHSA on how to expend funds on crisis services.  Other guidance was given requiring states to submit proposals on how they will: 1) use the COVID-19 Relief Supplement to prevent, prepare, and respond to the mental health needs of their citizens (March 11) and, 2) how they will use the ARPA supplement to improve and enhance mental health and substance use delivery services in the community (May 18).  All COVID-19 Relief Supplement proposals have been approved and CMHS is currently reviewing the ARPA proposals. 
	Setting aside money specifically for early SMI and first episode psychosis (FEP) began in fiscal year 2014 with states now reporting a total of 326 programs and 18,027 people served through block grant funds in fiscal year 2020.  Currently, every state and territory has at least one coordinated specialty care program using the Mental Health Block Grant and there are 343 FEP programs in the country. 
	Though historically paid for through the block grants, the new set-aside for crisis services reflects the growing need for and awareness of core crisis care.  The congressional requirement includes centrally deployed 24/7 mobile crisis units, short-term residential crisis stabilization beds, evidence-based protocols for delivering services to individuals with suicide risk, and regional or state-wide crisis call centers coordinating in real time.  To assist with this implementation, SAMHSA collaborated with the National Association of State Mental Health Program Directors (NASMHPD), and released the National Guidelines for Behavior Health Crisis Care Best Practices Toolkit and nine white papers, all of which can be found on the SAMHSA website.
	Best practices in behavioral health crisis care call for states to provide “someone to talk to, someone to respond to, and somewhere to go”, which aligns with the congressional mandate. Though access varies and is mostly for adults, 44 states report that 100% of their population can talk to someone via crisis call centers.  Twenty states report that 100% of their population have access to 24/7 mobile crisis units, and 12 states report that 100 % of their population have a place to go for short-term, residential stabilization.  More work is needed, however, specifically in providing services for children.
	Discussion
	Dr. Sampat Shivangi, Chairman of the Mississippi State Board of Mental Health, stated that he set up a task force to ensure that COVID-19 funds are being used to address substance use, alcoholism, and suicide.  He inquired how SAMHA was monitoring use of funds.  Mr. Thomas explained that states have the authority to use the funds as they see fit.  However, SAMHSA has “statutory” authority to monitor and oversee how they do that.  To that end, states must submit spending plans, year-end financial reports, and audits to SAMHSA.  Site visits provide an additional layer of monitoring. 
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	Dr. Everett thanked everyone for the discussion and introduced John Palmieri, M.D., M.H.A., Senior Medical Advisor, CMHS, OD.
	988 Update 
	John Palmieri, M.D., M.H.A., Senior Medical Advisor, CMHS, OD
	In 2019, the National Survey on Drug Use and Health (NSDUH) said that among 51 million adults aged 18 or older with any mental illness, 26% perceived an unmet need for services.  For individuals with serious mental illness, nearly 48% perceived an unmet service need.  Barriers to care includes the cost of care and not knowing where and how to seek help.  With nearly 45,000 suicides in 2020, people are falling through the cracks.  In response to this crisis, the National Suicide Hotline Act of 2020 designates the numbers “988” as the new mental health and suicide prevention crisis line.
	With the implementation of 988, all calls will pass through a network of independently funded and operated local and state call centers known as the National Suicide Prevention Lifeline (Lifeline).  Currently managed by Vibrant Emotional Health and overseen by SAMHSA, the Lifeline includes over 180 local crisis centers.  A subset of those centers provides specialized functions: there are nine national backup centers taking 17% of the calls, 33 centers that handle all of the chat and text functions, and three Spanish centers taking two to three percent of the calls.  In general, the local crisis centers receive very little federal funding, (i.e., $2,500 to $5,000 annually), with specialized centers receiving an additional stipend. 
	Currently, Lifeline callers have different options, including veteran and Spanish-speaking options.  They are directed to their local call center based on the area code from which they are calling.  If the local center cannot take the call, they are routed to a national backup center which is a critical safety net to the process. 
	Over time, the volume of contacts to the Lifeline has significantly increased due to the added chat and text features that are more popular with youth and young adults.  Moderate expectations of volume upon launching 988 in July 2022 is at nine million contacts within the first year.  Baseline growth diverted volume (i.e., calls being diverted from 911 and crisis centers) and new volume from those who previously had unmet needs account for this increase.
	The vision for 988 is to provide people with 24/7 access to support during a mental health crisis and to be a catalyst for transformation by connecting services on the care continuum.  The long-term goal is to reduce the number of suicides, mental health crises, and unnecessary incarceration.  The guiding design principles are:
	1. Build on the existing infrastructure through the Lifeline
	2. Seamless and high-quality user experience*
	3. Universally accessible via awareness campaigns, clear channels of communication and equitable, trusted support tailored to specific populations and needs
	4. Shaped through a partnership between the public and private sectors and non-profit groups
	5. Integrated with the mental health delivery system, including local crisis services, and the broader continuum of services and social supports
	6. Consistent in standards and services
	7. Funded at scale, (i.e., sufficient resources at every level to support the work)
	8. Guided by improvement and innovation
	       * Specifically, 90% of contacts should be answered locally within 20 seconds, a benchmark that is currently not being met.  
	To ensure that 988 is successful, four core elements are required: strong federal planning and convening; enhanced Lifeline network and crisis call center capacity; clear messaging and public awareness; and sustainable federal and state funding sources. 
	Discussion
	Regarding Ms. Tamplen’s inquiry about the inclusion of people with lived experience, Dr. Palmieri explained that consumers, parents, and families will play a critical role in the design of 988.  Further, it was agreed that SAMHSA should highlight this participation.  Regarding Spanish-speaking callers, Dr. Aguilar-Gaxiola emphasized the importance of using the right language and appropriate cultural messaging and services, especially in light of COVID-19.  Dr. Palmieri concurred, adding multiple approaches for engaging this population are being considered.
	Dr. Leonard Bickman asked about language processing and evaluation.  Dr. Palmieri stated he would look into language processing.  He also offered to share the qualitative and quantitative evaluations on Lifeline services, including training, effective follow up, and communication, with the NAC.
	Project Aware: School-Based Mental Health Care
	Melinda Baldwin, Ph.D., LCSW, Director, Prevention, Traumatic Stress and Special Programs Division, CMHS 
	Dr. Melinda Baldwin informed the Council that Project AWARE (Advancing Wellness and Resiliency in Education) is designed to build or expand the capacity of State Educational Agencies (SEA) in partnership with State Mental Health Agencies (SMHAs) in overseeing school-aged youth.  The program aims to advance wellness and resiliency in education by increasing mental health awareness in schools across states, territories, and tribal communities. The purpose of Project AWARE is to:
	 Increase awareness of mental health challenges that school-aged youth may experience;
	 Provide training for school personnel and other adults who interact with school-aged youth to detect and respond to mental health challenges; and 
	 Connect school-aged youth, who may present with behavioral health challenges and their families to needed services.
	The Safe Schools/Healthy Students (SS/HS) grant program started in 1999 and the Project AWARE program has evolved from that initial program.  With the 2012 school shooting in Sandy Hook, SS/HS  evolved into the “Now Is The Time” program and quickly grew into the Project AWARE program it is today with 44 grants, five of which have been disseminated to tribes.  A Funding Opportunity Announcement went out earlier in the year and new grants will be awarded in the next couple of weeks.  Since states receive and implement the grant in only three local education agencies, SAMHSA is considering sustainability when federal funding is exhausted. 
	Dr. Baldwin highlighted three infrastructure development indicators used for data collection: policy development, workforce development, and partnership/collaboration.  Notably, grantees far exceeded expectations by 169%, 263%, and 183% respectively.  Similarly, prevention and mental health promotion indicators of training, screening, referral, and access showed even greater over-achievement with outpacing the goals by 703%, 261%, 206%, and 75% respectively. 
	Dr. Baldwin reported the following successes of Project AWARE: 
	 Ensuring cultural relevance for program activities
	 Collaborations
	 Building rapport, trust, and relationships
	 Removing barriers to care and increasing access
	 Implementation of universal screening
	 Ability to pivot during the pandemic
	 Workforce training
	 Interdisciplinary team approach
	 Continuous focus on improving school climate
	Project AWARE faces many challenges, including a lack of mental health providers, stigma, prioritizing mental health at the state level, and the COVID-19 pandemic.  COVID-19 has decreased the amount of available time to provide services, travel restrictions, and complicated lesson delivery (i.e., hybrid versus in-person), teacher burnout.  Other challenges include technology, increased anxiety for staff and students, and dealing with loss and grief.  However, with the increase of mental health literacy training, many teachers and school personnel can recognize the signs of emotional disturbance and help students.
	Discussion
	Dr. Lori Raney inquired about whether grantees are offering mental health services through the schools.  Although Project AWARE embraces the idea, there is a shortage of professionals.  Dr. Embry noted that Paxis has small units of evidence-based practices that can be taught to people in the community, thereby circumventing the workforce shortage.  
	Dr. Adelsheim, having worked in school-based health centers, underscored the issue of sustainability, and explained that linking the grants to community-based programs would preserve confidentiality.  Conversely, having the funds flow solely through the school districts eliminates confidentiality.  Dr. Baldwin appreciated the recommendation, stating the program is evaluating how to continue to evolve and address those issues. 
	Dr. Jane Adams commented that parents are experiencing fear over services being rendered without parental consent.  She encouraged Dr. Baldwin to contact the statewide family networks for input.  Dr. Baldwin explained that those collaborations are underway. 
	Ms. Lori Criss described her work with family navigators, family peer support, and student assistance programs, all of which help families connect and be of service in a meaningful way while addressing the workforce shortage.  Dr. Baldwin thanked Ms. Criss, adding that there is ongoing collaboration on the federal and community level to include peers.  For instance, Project AWARE worked with the Center for Medicaid Services, which has a system of grants that include family navigators who help link families to resources.
	Dr. Everett thanked Dr. Baldwin and members for their input before asking for public comment.
	Public Comment 
	Ms. Foote stated there were no public comments. 
	Discussion 
	CMHS NAC Members 
	Dr. Everett directed council members to the questions SAMHSA sent to members prior to the meeting and opened the floor to discussion. 
	What innovative practices should CMHS be aware of that could be supported through our programs or other avenues?  What other areas should CMHS pursue to improve the quality of service delivery?       
	Dr. Raney recommends SAMHSA consider a “Federal Emergency Management Agency (FEMA) level approach” to the behavioral health crisis, particularly with the increasing deficit in the workforce.  In Texas, there is a $10 million grant called the Lone Star Depression Challenge.  Many components of the grant were duplicated from India’s concerted effort to address workforce shortages.  The Lone Star Depression Challenge seeks to strengthen behavioral health and primary care, train community health workers in brief interventions like behavioral activation and expand the behavioral health workforce by including non-traditional workers, such as AmeriCorps volunteers.
	Dr. Aguilar-Gaxiola concurred, the crisis counseling funded by FEMA is administered through an interagency agreement with SAMHSA’s CMHS who provides training.  He noted the World Health Organization’s pyramid depicting the optimal mix of mental health services, which starts with self-care followed by informal community care.  Dr. Shern suggested focusing on evidence-based interventions to build more resilient communities through natural support systems and grassroot innovations like the International Transformative Resilience Coalition (ITRC).  
	According to Dr. Adelsheim, California is looking to link school mental health programs with youth mental health programs based on the work in Australia, Canada, and Ireland.  Part of the process involves a very active youth advisory group and peer support specialists that help young people, ages 12 to 25, with mental health support, primary care, early substance abuse treatment, peer support, as well as supported education, employment, and housing. 
	Dr. Embry stated that the last four National Institute of Medicine (IOM) reports on children document that it is possible to scale up.  He thanked CMHS for allowing him to replicate those results at a population level and reduce mental illness among children in one semester.  He also noted that in the last two IOM reports, research points to omega-6 and omega-3 as predictors of many mental, emotional, and behavioral disorders. 
	Dr. Adams noted that children should be encouraged early to choose a career in behavioral health and parents could be presented with opportunities to join the workforce. 
	Ms. Tamplen stated that peer respite is an innovative approach SAMHSA should consider.  Peer respite provides a home-like setting where certified peer support specialists help people with mental health challenges to navigate the system from a compassionate, lived experience approach.  Welcoming and safe, the peer respite environment is free from seclusion and restraint. Families also need a safe respite to heal and then return home to support their families. Additionally, people who are released from jail need respite centers as well.
	Dr. Bickman stated that CMHS is failing as a 21st century enterprise because it is focused on “old solutions to new problems instead of new solutions to old problems”.  He encourages CMHS to utilize new technology and forward thinking. 
	SAMHSA is considering developing an overarching children’s agenda.  What are some items we should consider including in the agenda?
	Dr. Shivangi mentioned the outreach programs in selective schools, colleges, and universities. He believes that SAMHSA should have direct access to these programs instead of going through state programs.  Dr. Everett responded that SAMHSA is focused on leveling the playing field so that states are not the only ones able to navigate a complicated grant process.
	Dr. Raney discussed the need for a center of excellence (COE) for pediatric mental health.  The COE would act as a hub for all mental health resources and allow more people to tap into best practices for child behavioral health.  Dr. Embry stated that SAMHSA should reinstate its contract with the National Registry of Evidence-based Programs and Practices (NREPP), a 20-year contract from 1997-2017, which would allow citizens to discern what is helpful from what is not.
	Ms. Criss stated that as of February 2021, Ohio has a COE for child and youth behavioral health that helps providers comply with the Family First Prevention Services Act.  The COE shares evidence-based practices and supports workforce development through free workforce training, which includes administrators, program planners, outcome monitors, and business offices.  Mr. Jeff Patton stated that the use of developmental pediatricians works extremely well.
	Dr. Shern added that Ohio’s impressive COE includes some model counties, (e.g., Stark County), for integrating prevention interventions between school systems, the mental health treatment system, and other systems.  He also pointed out that through a SAMHSA grant in the early 1990s, a randomized study found peer respite to be successful.  He reflected on whether SAMHSA could increase state capacity to address prevention and early intervention similar to the Block Grants addressing SMI.
	As a member of President Biden's COVID-19 taskforce, Dr. Aguilar-Gaxiola focuses on youth mental health and strengthening public awareness and engagement of people with mental disorders.  He highlighted three important components: screening to identify individuals at highest risk, including suicide risk, increasing availability of primary care and mental health professionals trained to treat those with grief, depression, trauma, and substance abuse, and to focus on how families and communities have managed strategy, loss, and grief across generations.
	Dr. Everett thanked everyone for the discussion and turned the discussion to disparity, inclusion, and equity.
	What support do states, communities, and providers need to better address mental health disparities? 
	Dr. Adelsheim stated that communicating to different healthcare systems, such as the Indian Health Service (IHS), is critical to supporting diversity and should be a basic priority.  He related that almost none of the early psychosis funding went to the native communities or tribal partners across the United States.
	Ms. Tamplen highlighted that there are higher incidents of seclusion and restraints in black and brown communities, resulting in people being retraumatized and not seeking help.  She recommends mandatory reporting by facility on their use of seclusion or restraint to hold these facilities accountable for using archaic, traumatic methods in treating a mental health crisis.
	Dr. Everett thanked the members and acknowledged Dr. Miriam E. Delphin-Rittmon, Assistant Secretary for Mental Health and Substance Use, SAMHSA, who joined the meeting. She then called on Mr. Patton to continue the discussion on disparities.  Mr. Patton highlighted a report from the Michigan Public Health Institute and the Michigan Health Endowment Fund issued in March 2021, entitled “Racial Ethnic and Geographic Disparities in Healthcare in Michigan”.  The executive summary states: 
	“Many pilots, demonstrations, and grant projects focus on making the system perform better for everyone.  That is not unreasonable.  But in a state where the quality of being able to healthcare in the Medicaid program is better than half the clincher overall quality is not enough, because when the data are disaggregated, there is no equity.” 
	Among other findings, the report shows disparities in quality of care exist in all Michigan counties and in all Medicaid prepaid inpatient health plan regions, in follow-up care for patients discharged from the emergency rooms for alcohol and drug abuse dependence, follow-up after hospitalization and emergency department visits for mental illness.  However, this last component exhibits the smallest disparities by race and ethnicity, with some counties exhibiting better quality for black patients.  Mr. Pratt suggests federal funding and technical assistance for states that establish programs, research, and evidence-based practices for identifying and ending racial and ethnic disparities in behavioral health.   Also, more federal support is warranted for national research on the causes and possible solutions for ending racial and ethnic disparities in behavioral health. 
	Dr. Everett closed the discussion period and introduced the newly appointed Assistant Secretary for Mental Health and Substance Use, Dr. Miriam E. Delphin-Rittmon. 
	SAMHSA Updates 
	Miriam E. Delphin-Rittmon, Ph.D., Assistant Secretary for Mental Health and Substance Use, SAMHSA
	Dr. Miriam E. Delphin-Rittmon greeted the Council and expressed appreciation for their work. She pointed out that the Office of Minority Health, in conjunction with SAMHSA, recently created and will be disseminating the Behavioral Health Guide to the Cultural and Linguistic Competence Standards.  The guide includes specific information related to behavioral health and the implementation of the cultural linguistic competence standards to help reduce disparities and promote equity.
	Dr. Delphin-Rittmon offered the Council an overview of SAMHSA priorities.  SAMHSA’s goal is to provide leadership and resources to advance mental and substance use disorder prevention, intervention, treatment, and recovery services and to reduce the impact of disorders on communities across the country.  SAMHSA is focused on using data to inform and drive policy and practice, promoting equity in policy development, and offering grants to support communities.  With 664 full time employees (FTE), there are still 183 vacancies, making recruitment a priority as well.
	SAMHSA is rebuilding and in the midst of developing a five-year strategic plan.  The upcoming budget request is $9.7 billion to meet the near-term priorities and cross-cutting principles of equity, workforce, and financing.  The priorities are: 
	 Preventing opioid and stimulant overdoses
	 Suicide prevention and crisis care work
	 Promoting children and youth behavioral health
	 Integrating primary and behavioral health care through Certified Community Behavioral Health Centers (CCBHC)
	 Using data, performance measures, and evaluation to look at patterns and trends and disaggregating the data regularly
	SAMHSA and the Biden-Harris administration priorities are well-aligned and focused on quickly  disseminating resources.  With an additional $4.2 billion in COVID-19 funding, SAMHSA is able to provide grants for 100 additional CCBHCs, including $1.6 billion for Block Grants for both mental health and substance use.  Other grants and programs include suicide prevention, emergency response, Project AWARE, and the National Child Traumatic Stress Network, for an overall appropriation of about $6.1 billion.  An additional $3.56 billion in funding became available through the American Rescue Plan Act (ARPA) and provides expanded funding for Block Grants, community-based funding for local behavioral and substance use disorder services, the National Traumatic Stress Network, Project AWARE, youth suicide prevention, and CCBHCs.
	For fiscal year 2022, SAMHSA requested $9.7 billion for mental health, substance use prevention, substance use treatment and health surveillance, and program support. Dr. Delphin-Rittmon shared the table below to demonstrate how programs align with priorities.
	/
	Discussion
	Dr. Delphin-Rittmon explained that SAMHSA is addressing the reported 30 percent increase in substance use, alcoholism, and a higher incidence of mental illness and suicide during COVID-19 and post-COVID-19, including dissemination of the COVID-19 and ARPA resources to support states and communities.  Further, the implementation of 988 is a major system transformation that will help people access crisis services, minimize law enforcement involvement, and optimize crisis counseling and connection to services and supports.
	Referencing the 1994 and 2009 IOM reports, Dr. Embry urges SAMHSA to focus on public health prevention initiatives, citing his work at Johns Hopkins on peer reinforcement and the only elementary age strategy to prevent suicide.  Dr. Delphin-Rittmon responded that it is increasingly critical for SAMHSA to take a public health approach to helping people develop strategies and skills to prevent a personal mental health crisis.
	Ms. Tamplen stated that former leaders at SAMHSA, such as Keris Myrick, made a vital impact on peer support systems nationwide and inquired if SAMHSA would consider reinstating such positions.  Dr. Delphin-Rittmon replied that there are initiatives underway that support the use of recovery and peer support services.  In closing, she shared her appreciation for being able to meet with the Council and enthusiasm for future convenings.
	Mr. Patton stated that there should be funding for community policing and criminal justice diversion in the mental health appropriations similar to the funding under substance use.  Ms. Criss added that there is a vibrant synergy between prevention and recovery, which is generally under resourced.  She suggests that SAMHSA elevate initiatives for early intervention, identification, prevention, and mental health promotion work, especially post-pandemic.
	Dr. Adams expressed appreciation for the organization of the Council meeting and opportunity to engage and learn.  She requests that SAMHSA consider raising the funding for the statewide family network grant that was available to every state but is now only in 29 states. 
	Dr. Everett also expressed her appreciation for the richness of the comments and discussion and opened the floor to comments at the conclusion of the meeting.
	Closing Remarks 
	Anita Everett, M.D., DFAPA, Director of Center for Mental Health Services (CMHS) and Chair of the National Advisory Council (NAC)
	Dr. Everett asked members to share their thoughts about the meeting and future gatherings. Members would like to return to in-person meetings but expressed appreciation for the format and the effort of CMHS staff in designing the meeting.  The following suggestions were offered: 
	 Dr. Shern suggested that SAMHSA pose in advance more specific questions to the Council.  He would also like to know more about Dr. Bickman’s perspective on 21st century approaches to services. 
	 Dr. Shivangi asked that SAMHSA address the issue of postpartum depression and suicidality at future meetings.
	 Dr. Bickman suggested that before the next meeting, SAMHSA share with the Council imminent decisions they are considering. 
	 Ms. Tamplen would like to see a presentation on protection and advocacy.
	 Mr. Patton would like more information on SAMHSA’s commitment to funding of community policing, noting that in his community law enforcement is asking for training.
	 Dr. Embry mentioned getting more specific questions in advance and being able to resource the group with IOM information that he can easily share.
	 Dr. Aguilar-Gaxiola reiterated the importance of utilizing the council in a more meaningful way and hopes that equity is addressed in future meetings.
	Adjournment
	Ms. Foote adjourned the meeting at 4:19 p.m.

