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OPEN SESSION MINUTES 

Call Meeting to Order 

The CSAT NAC Designated Federal Officer (DFO), Tracy Goss, called to order the 88th CSAT 
National Advisory Council at 9:00 a.m. EDT, on April 25, 2023. The DFO conducted a roll call of 
members to determine if the quorum was present. After noting that the quorum was met, the DFO 
made general housekeeping and protocol announcements to ensure the meeting would run 
smoothly.  Although most participants were physically present, some attended virtually over Zoom. 
The DFO then introduced Dr. Yngvild K. Olsen, Director, CSAT, and Chair of the NAC, who 
would preside over the meeting. 

Welcome, Opening Remarks 

Dr. Olsen welcomed the members and noted that, although a hybrid meeting, many members were 
in person for the first time in a long while. Dr. Olsen pointed out several exciting activities are 
occurring in CSAT and across SAMHSA and the Federal Government. She provided a quick 
overview of the meeting agenda, which included an update from SAMHSA’s Assistant Secretary, 
Miriam Delphin-Rittmon, as well as presentations and discussions around some of the recent major 
policy changes that have taken place in the substance use disorder space. She also reminded 
members of the Joint NAC meeting the next day, which could be joined virtually or in-person. 
Finally, on Thursday, April 27, the SAMHSA NAC meeting will be open to the public, including 
the CSAT NAC members.   

Member Introductions and Updates 

Dr. Olsen invited the council members to introduce themselves and provide short updates. The 
members attending in-person were Wesley L. Geminn, PharmD, BCPP; Dr. A. Kenison Roy III, 
M.D., DFASAM, DLFAPA; and Kenneth Stoller, M.D. The members attending virtually were 
Judith A. Martin, M.D.; Charisse Evonne Peoples, Ph.D.; and Eva Petoskey. 

Dr. A. Kenison Roy III began the introductions, sharing that he is a new academician from the 
private sector, currently at Tulane University, where he runs the addiction medicine fellowship. He 
is also developing the new Division of Addiction Medicine within the Department of Psychiatry at 
Tulane. 

Dr. Charisse Peoples is a staff psychologist at the Court Services and Offender Supervision Agency 
in Washington, D.C., which is a small government law enforcement agency that provides 
supervision for those on parole, supervised probation, or supervised release within D.C. Within the 
larger parent agency, the Reentry and Sanctions Center, Dr. Peoples conducts psychological 
evaluations of residents’ treatment readiness and assessment program for those who have violated 
their supervision and who have high-risk/high-need substance use or co-occurring disorders.  She 
has been with the center for 14 years. 
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Dr. Kenneth Stoller is an addiction psychiatrist in Baltimore, Maryland, and a professor of clinical 
psychiatry and behavioral sciences.  He also directs the Johns Hopkins Hospital’s outpatient 
addiction treatment program, which includes intensive outpatient care, standard outpatient care, an 
opioid treatment program, and some residential and recovery. Dr. Stoller also does some inpatient 
work, primarily in the dual diagnosis inpatient psychiatric unit at Johns Hopkins Hospital and is the 
Behavioral Health Medical Director for Johns Hopkins Healthcare. 

Eva Petoskey greeted everyone in her Anishinaabe language: "mino-gigizheb" and joined the 
council via Zoom from the homeland of her tribe, the Grand Traverse Band of Ottawa, and 
Chippewa Indians. Ms. Petoskey has been a NAC member since before the pandemic.  She recently 
retired from just short of a 30-year career with the Intertribal Council of Michigan, where she 
worked as the Behavioral Health Manager with the 12 federally recognized tribes in Michigan and 
throughout the region.  She provided various services, including substance use disorder treatment 
services.  She also has had a long history working with SAMHSA in many capacities: as a grantee, 
a member of a committee, and a grant reviewer.   

Dr. Wesley L. Geminn is Chief Pharmacist and State Opioid Treatment Authority (SOTA) for the 
Tennessee Department of Mental Health and Substance Abuse Services, a position he assumed in 
2015. However, he has been with the agency since 2011. He completed his residency training and 
worked as a clinical and informatics pharmacist prior to assuming his current role. 

Dr. Judith A. Martin noted that she retired in December and the current meeting would be her last. 
She took a moment to thank Tracy Goss and Aisha Walker for their assistance throughout her 
participation on the council.  Dr. Martin provided a short report on the current climate in San 
Francisco, including a recent rise in the city’s overdoses. The city is discussing creating safe use 
spaces, including ones with smoking facilities for those smoking fentanyl. San Francisco also has a 
drug checking service. . A few years ago, one of the city’s largest opioid treatment programs in the 
Tenderloin added evening hours until 10:00 p.m., which are very popular, but have also attracted 
dealers who congregate around the clinic targeting clients when there are fewer street safety 
patrols. The city is working with the public health department and others to control the situation. 
San Francisco has also had low-threshold/low-barrier buprenorphine access since 2016, which has 
been very successful and has been systematized. People in the city continue to co-use 
methamphetamine and fentanyl separately in the same day, which is a challenge for treatment, and 
opioid treatment programs (OTPs) have developed creative ways to treat those people, including 
micro-dosing buprenorphine for outpatient care. 

Dr. Olsen thanked Dr. Martin for her service to SAMHSA and CSAT and congratulated her on her 
retirement. She went on to share that she participated in a panel the previous day as part of 
National Institute on Drug Abuse’s (NIDA) Clinic Trials Network Steering Committee meeting, 
where she also heard from many participants about the research needs that are arising because of 
the new drug use environment and the need to develop a database or evidence base for how to 
administer medication titration or medication management and how to engage people and address 
the new, evolving situations.   
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Consideration of the August 30, 2022, Minutes 

The DFO entertained a motion to adopt the minutes of the August 30, 2022, meeting, which were 
electronically forwarded to all members for review and comment. They have been certified in 
accordance with the Federal Advisory Committee Act regulations and include all submitted edits. 
Dr. Stoller moved to adopt the minutes, and Dr. Roy seconded the motion.  In response to the 
DFO’s request if there was any discussion, Dr. Peoples requested a change stating that D.C. is 
looking for a mobile van, not her federal agency. The DFO accepted the change, which will be 
included in the minutes. The minutes were adopted via a unanimous vote. 

CSAT Division/Office Director’s Updates 

Dr. Olsen introduced Dr. Patti Juliana, Director, Division of Pharmacologic Therapies (DPT), who 
presented the first update. 

Topic: Division of Pharmacologic Therapies 

Dr. Juliana presented an overview of the changes included in the FY23 grants. She shared that the 
DPT activities include collaboration on integrating substance use curriculum in graduate healthcare 
education and a focus on infusing medication for opioid use disorder (MOUD) in jails and prisons, 
working closely with the Drug Enforcement Administration (DEA), Office of Justice Programs, 
and the Office of National Drug Control Policy. Dr. Juliana reviewed the current data regarding the 
numbers of current and new OTPs. There has been an increase of 50 OTPs nationwide since 
October 2022. Twenty-five (25) of these were added since December 2022, bringing the current 
total to 2,019 as of April 13, 2023. The biggest increases over the last two years have been Florida 
and Ohio, adding about 40 OTPs each, followed by Virginia, Kentucky, and Tennessee, adding 
between 7 and 10 clinics each. In May through September 2022, the Bureau of Prisons added seven 
OTPs and 89 med units, setting the stage for providing methadone across all units or in all units. 

Fourteen new mobile medication units have been added since the guidance was released in 
November 2021, for a total of 29 mobile units. All accrediting bodies were renewed in the last 
six months, and agreements were issued. She updated the council on the work being done 
regarding the revisions to 42 CFR Part 8, including SOTA training and collaboration with the DEA 
regarding removing the X-waiver as required by the Consolidated Appropriations Act. Looking 
ahead includes plans to provide training for the OTPs and SOTAs on the Part 8 revisions, updating 
the OTP guidelines, and looking into developing other guidelines for states to help expand OTPs or 
MOUD in other settings like Certified Community Behavioral Health Clinic and Federally 
Qualified Health Centers. 

Dr. Martin asked if DPT has any information/research regarding induction schedules for people in 
OTPs who are being treated with methadone for fentanyl use disorder, particularly people who use 
every day. Dr. Juliana reported that the Providers Clinical Support System (PCSS), American 
Academy of Addiction Psychiatry (AAAP), and the whole steering group are developing guidance 
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for induction of buprenorphine for people using fentanyl. In response to Dr. Martin’s follow-up 
question about whether there is now a PCSS for drug counselors, she stated that there are 
Practitioner Education grants focused on integrating substance use disorder (SUD) curriculum into 
various nonmedical graduate health programs. The Notice of Funding Opportunity (NOFO) for the 
new MOUD PCSS calls for attention to the allied health services and education, which essentially 
merges the previous Expansion of Practitioner Education and PCSS formats. Dr. Olsen clarified 
that it is not dedicated to drug counselors, but a part of PCSS in its prior iteration included the 
potential for non-prescriber audiences; however, it is geared toward educating prescribers. That 
also remains the focus on the PCSS-MOUD. Dr. Stoller stated that the PCSS had a group working 
on guidelines for MOUD for people using fentanyl that should be released soon. The guidance is 
oriented toward office-based buprenorphine more than methadone. One positive impact of 
methadone is the flexibility in the Part 8 revisions regarding first-day dosing. 

Dr. Olsen shared that she hears from colleagues that the doses of methadone need to be higher and 
in many cases are higher for people who are heavy daily users of fentanyl. The complication with 
xylazine is thinking about a polysubstance use environment in which it’s not necessarily just 
fentanyl but also methamphetamine and different contaminants that end up in the drug supply. 

Dr. Roy asked if there is an effort to facilitate the emergence of new OTPs because of the 
overwhelming task of applying for and implementing a new OTP. Dr. Juliana said DPT can help 
with the processes of applying, which is what they were able to do with the 96 Bureau of Prisons 
programs. 

Ms. Petoskey said that in Michigan, after years of struggling to get opioid treatment – particularly 
methadone -- available in the rural and remote areas of the Upper Peninsula, there is now a 
certified OTP serving the whole peninsula. Tribes have partnered with the OTP so that services are 
available to the surrounding tribal communities.   

Dr. Stoller asked when the Part 8 final rules would be published and added that he is also glad that 
the accreditation bodies were recertified but would like to see the accreditation process focused 
more on ensuring compliance with the SAMHSA guidelines and regulations rather than the 
multitude of current standards that do not directly address regulatory compliance or indicate 
serious quality or safety concerns. The numerous standards are a significant impediment to opening 
a new OTP, particularly in a rural area. This supports a bifurcated system where office-based 
opioid treatment (OBOT) has no standards or accreditation, while OTPs have many. 

Dr. Geminn asked if there is any activity on the part of the code relating to the three-day rule, the 
incidental adjunct. It is still tripping people up, even though they are told the waiver is no longer in 
effect. Dr. Olsen responded that SAMHSA/CSAT has a strong partnership and collaboration with 
the DEA to ensure they are as synced as possible regarding the various regulations. However, it is 
ongoing work. 

Topic: State Opioid Response (SOR) Program Update 
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C. Danielle Johnson Byrd, M.P.H, Director, Division of State and Community Systems (DSCS), 
introduced Jenifer Rutter Gianello, M.Ed., LPC, as the new Branch Chief for the SOR program 
within DSCS. Ms. Gianello provided an overview of clients served by SOR, including receipt of 
recovery support services and stimulant use disorder treatment, and Naloxone and fentanyl test 
strips distributed. Based on the SOR grantees’ Performance Progress Reports (PPRs) from 
September 30, 2018, to September 29, 2022, 1,148,915 clients received treatment services for 
OUD and 1,171,670 clients received recovery support services. Between September 30, 2020, and 
September 29, 2022, she said 100,000 clients received treatment services for stimulant use 
disorder. SOR recipients distributed 6,573,739 naloxone kits and 460,218 overdose reversals were 
reported. As of March 23, SOR recipients distributed 980,669 fentanyl test strips. She also shared 
since 2018 over 150,000 people have been trained by the SOR-funded Opioid Response Network, 
with 3,201 being trained October 2022 to January 2023. Naloxone saturation is a priority. A two-
day State Policy Academy will be held in the summer 2023 focused on assisting up to 10 states to 
implement their state-specific Naloxone plans and refining their approach to saturation in their 
states. Dr. Olsen added that the Naloxone saturation and distribution plan collaborates with the 
Centers for Disease Control and Prevention (CDC) and the National Association of State Alcohol 
and Drug Abuse Directors. The Policy Academy will also collaborate with the Association of State 
and Territorial Health Officials (ASTHO). 

Dr. Martin commented that the positive reversal data should be communicated more broadly. She 
also asked how it is determined that saturation has happened. Dr. Olsen responded that the 
Naloxone saturation plan is based on different published models. CSAT provides training and 
technical assistance (TTA) on the modeling approach and is working with the states to apply their 
plans more broadly across behavioral and public health. 

Topic: State Systems Partnership Branch (SSPB) 

Spencer Clark, MSW, LMSW, ACSW, Branch Chief, SSPB, DSCS, reported that the block grant 
serves 60 grantees, including all states, D.C., the Red Lake Band of the Chippewa, and eight 
territories and associated states in the Pacific. Over $3 billion in grant funds were received in 2021 
and extended over the past three years and through FY25. Mr. Clark provided an overview of the 
changes to the Fiscal Year (FY) 24-25 block grant application due to the Consolidated 
Appropriations Act, including a change in the use of the word “abuse” and a focus on capturing 
data on recovery support services. Webinars are scheduled for June to inform the grantees of the 
changes. Other activities include a new technical assistance (TA) contract providing learning 
collaboratives on workforce and data and discussing supplemental funding for TTA focused on 
overdose, harm reduction, and Naloxone saturation. 

Dr. Martin asked if the wording in the block grant about not using any funds to help people use 
drugs safely has been taken out. Mr. Clark responded that the wording is gone. In addition, 
SAMHSA is now focused on harm reduction. Talisha Searcy added that the new application 
clarifies confusion about reporting requirements for harm reduction activities.   

Dr. Stoller suggested a website that allows states to be able to see what other states are doing with 
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SOR and block grant funds. Ms. Searcy responded that work is being done to improve data 
transparency and identify best practices in the block grant.  The hope is that this information can be 
gathered and shared, eventually. 

Topic: Division of Services Improvement (DSI)   

Darrick Cunningham, LCSW, BCD, Director, DSI, shared that in FY21 198,048 clients were 
served by the grants in DSI, which exceeded the target of 198,040. FY22 that number decreased 
4.65% to 188,810 but exceeded the target of 177,460. The following demographics were also 
shared: 

• In FY21, 52.8% served were male and 46.2% female, compared to 51.4% male and 47.5% 
female in FY22. 

• During FY 22, they saw a significant increase of 32% in Hispanic and Latinos served and 
0.6% more Alaska Natives. During that same period, however, there was a decrease of 12% 
in blacks and African Americans served, a 36% decrease in multi-racial individuals, and 
12% reduction in Native Hawaiian/Pacific Islanders served. 

National Outcomes Measures (NOMs) were shared for FY21 and FY22, showing increases in all 
categories for both fiscal years.  Comparing in-take to six-month follow-up:   

• Abstinence increased from 42.4% to 64.4% in FY21 and 44.8% to 64.1% in FY 22.   
• No arrests or involvement in criminal activity in the past 30 days increased from 93.6% to 

97.5% in FY21, compared to 93.6% to 97.6% in FY22.  
• Employment/education increased from 35.8% to 53.7% in FY21 compared to 39.7% to 

56.7% in FY22.   
• No negative behavioral health/social consequences category increased from 65.1% to 

81.2% in FY 21, compared to 66.8% to 81.4% in FY22. 
• Social connectedness increased from 76.9% to 81.6% in FY21 compared to 77.5% to 

81.7% in FY22.  
• Housing stability increased from 37.7% to 48.8% in FY21 compared to 38.0% to 46.1% in 

FY 22. 

Despite increases overall, Mr. Cunningham identified housing stability, educational attainment, 
and employment/vocational pursuits as the biggest challenges. 

Mental health NOMs also showed positive outcomes: 
• Depression decreased from 52.3% to 40.5% in FY21, compared to 50.8% to 39.3% in 

FY22. 
• Anxiety decreased from 61.4% to 49.9% in FY21, compared to 60.2% to 48.2% in FY22. 
• Hallucinations decreased from 6.8% to 3.8% in FY21, compared to 6.4% to 3.9% in FY22. 
• Trouble concentrating/understanding/remembering decreased from 34.3% to 23.7% in 

FY21, compared to 35.1% to 24.7% in FY22. 
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• Trouble controlling violent behavior decreased from 8.8% to 5.1% in FY21, compared to 
8.4% to 5.1% in FY22. 

• Attempted suicide decreased from 1.9% to 0.5% in FY21, compared to 1.7% to 0.7% in 
FY22.   

• Prescribed medication for psychological/emotional problems decreased from 25.4% to 
25.1% in FY21, compared to 24.7% to 24.5% in FY22.  

Ongoing challenges include ascertaining client progress beyond six months and suicide ideation 
versus attempts. Risky Behavior NOMs also showed positive impact:   

• Use of injected drugs decreased from 9.1% to 3.4% in FY21, compared to 7.9% to 2.9% in 
FY22. 

• Engaged in unprotected sex decreased from 28.8% to 24.1% in FY21, compared to 27.3% 
to 23.7% in FY22 

• Engaged in unprotected sex with an individual who is HIV+ or has AIDS decreased from 
1.3% to 0.8% in FY21, compared to 0.9% to 0.5% in FY22. 

• Engaged in unprotected sex with an injection drug user decreased from 3.0% to 1.5% in 
FY21, compared to 2.5% to 1.4% in FY22. 

• Engaged in unprotected sex with an individual high on a substance decreased from 8.2% to 
4.3% in FY21, compared to 7.9% to 4.3% in FY22. 

Challenges continue to be the intersection between sexual behaviors, sex education, and substance 
use. Drug Use NOMs also showed overall success, with cocaine, crack, and methamphetamine 
usage cut in half during FY21 and FY22. Specifically: 

• Alcohol decreased from 35.2% to 22.3% in FY21, compared to 31.0% to 19.8% in FY22. 
• Cocaine/crack decreased from 9.7% to 4.4% in FY 21, compared to 9.5% to 4.2% in FY22. 
• Marijuana/hashish decreased from 28.3% to 17.7% in FY22, compared to 28.4% to 17.6% 

in FY22 
• Opiates decreased from 14.1% to 5.1% in FY21, compared to 13.6% to 5.3% in FY22. 
• Non-prescription methadone decreased from 0.6% to 0.1% in FY21, compared to 0.7% to 

0.2% in FY22. 
• Hallucinogens/psychedelics decreased from 1.8% to 0.6% in FY21, compared to 1.6% to 

0.7% in FY22 
• Methamphetamines/other amphetamines decreased from 12.4% to 5.2% in FY22, compared 

to 11.4% to 4.8% in FY22. 
• Benzodiazepines decreased from 3.9% to 1.2% in FY21, compared to 3.5% to 1.3% in 

FY22. 
• Barbiturates decreased from 0.2% to 0.0% in FY21, compared to 0.2% to 0.0% in FY22. 
• Nonprescription GHB decreased from 0.3% to 0.2% in FY21, compared to 0.3% to 0.1% in 

FY22. 
• Ketamine decreased from 0.2% to 0.1% in FY21, compared to 0.3% to 0.1% in FY22. 
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• Other tranquilizers, downers, sedatives, hypnotics decreased from 0.4% to 0.1% in FY21, 
compared to 0.2% to 0.1% in FY22. 

• Inhalants decreased from 0.7% to 0.4% in FY21, compared to 0.7% to 0.4% in FY22. 

Mr. Cunningham reported that there will be 16 unique NOFOs in the current FY, with 324 new 
awards. New grants include a new Youth Prevention and Recovery Initiative. FY23 also includes 
44 new congressionally directed spending one-year grants. The DSI activities planned include a 
Youth Summit for later in the FY, an SBIRT Summit, and work with the President’s Advisory 
Council on HIV/AIDS. 

Dr. Stoller complimented SAMHSA's efforts to ensure quality in recovery support services and 
emphasized the importance of a data-driven approach to report overdoses. Dr. Olsen responded that 
equity is a focus of the current Assistant Secretary, and a full set of slides showing the breakdown 
of those served by race and ethnicity will be distributed. She also noted that part of the Naloxone 
saturation guidance focuses on helping states identify and reach populations in the most need.   

Dr. Martin mentioned that outcomes for outreach are needed for services such as buprenorphine 
low-threshold. San Francisco tracks exposure days based on pharmacy data, but the state 
Prescription Drug Monitoring Program does not include race or other needed data. The state uses a 
reduction in use performance measure, but it isn't easy to measure outreach. 

Topic: Office of Performance Analysis and Management (OPAM) 

Talisha Searcy, MPA, MA, Director, OPAM, provided an overview of the recently created 
division/office, which focuses on ensuring grantee adherence to requirements, identifying effective 
performance measurements, and evaluating the overall program impact. Their activities 
include the new block grant state technical assistance contract, revamping the block grant quality 
assurance review process, revising, and streamlining the CSAT client-level data collection tool, 
and improving the quality of the required reports to Congress. There are also ongoing activities to 
evaluate CSAT programs, increase capacity to do more compliance reviews, improve the data 
collection system, and develop more effective measures. 

Topic: Office of Program Analysis and Coordination (OPAC) 

Chau Pham, Director, OPAC, provided an overview of OPAC’s focus on ensuring that funds are 
obligated accurately. She also provided an overview of CSAT’s budget, which went from $3.819 
billion in FY19 to $4.157 billion in FY '23, an increase of $338 million, or 9%, from FY '19. The 
breakout between Programs of Regional and National Significance (PRNS), SOR, and the block 
grant increased in all three programs from FY19 through FY23.  Between FY19 and FY23, PRNS 
funding increased from $0.461 billion in FY19 to $0.574 billion in FY23, SOR increased from $1.5 
billion in FY19 to $1.575 billion in FY23, and the block grant increased from $1.858 billion in 
FY19 to $2.008 billion in FY23. Approximately $20 million in additional funding will be available 
to new CSAT programs through offsets. She then presented an overview of accomplishments, 
including funding 24 new NOFOs (23 had been posted to the website at the time of the meeting), 
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planning training for GPOs, and managing 16 active Government Accountability Office and Office 
of Inspector General engagements. Dr. Olsen pointed out that Congress is interested in and has 
provided funds to help address the overdose crisis and substance use disorders overall. 

Dr. Martin asked how the current Congress considers success regarding those funds. Dr. Olsen 
responded that substance use, and SUD are bipartisan issues. The discussion focuses on supply 
reduction and saving/improving lives, focusing on harm reduction. There is recognition that this is 
a health condition. 

Topic: Hepatitis C Elimination 

Dr. Olsen provided an overview of the Viral Hepatitis Federal Implementation Plan, released in 
May 2022, which summarizes the policies, research, and activities for federal partners. The 
Strategic Plan released in January 2021 provides a framework to eliminate viral hepatitis by 2030. 
There is renewed interest at the White House in eliminating hepatitis C, and the National Institutes 
of Health have identified it as a priority. Dr. Olsen introduced presenters Kristin Roha, M.S, M.P. 
H., Public Health Advisor, DSI, and Kirk James, M.D., Medical Officer, DSI. 

Dr. James presented the Viral Hepatitis Strategic Plan and the CSAT programs that support 
hepatitis services. There were three other iterations of the plan; however, the current one is 
different because it talks about elimination, which aligns it with other national plans and Healthy 
People 2030. Dr. James summarized the plan vision, five goals and some information extracted 
directly from the strategy regarding hepatitis A, B, and C.   These data included hepatitis A 
outbreaks have sickened 30,000 people nationally since 2016, and 26% of outbreak-associated 
patients in California, Michigan, Utah, and Kentucky are homeless and use drugs. According to 
available data on reported cases, 50% of hepatitis A, 36% of acute hepatitis B, and 72% of acute 
hepatitis C cases report injection drug use. The rates of acute hepatitis B and C are highest among 
the age groups most impacted by the nation’s opioid crisis. He then provided an overview of the 
Minority AIDs Initiative – High-Risk Populations Grant, which currently includes four grant 
cohorts with 76 awards and a fifth added in FY23 with 61 possible awards. Applications for the 
FY23 cohort are being accepted through May 22, 2023.  Five percent of the total award may 
support specific hepatitis testing and services. 

Ms. Roha presented the other CSAT grants with allowable or required activities focused on 
hepatitis elimination. This includes a new Adult Reentry Program grant, with a FY23 cohort of up 
to 33 grants. She also highlighted a new cross-cutting group on infectious disease, focusing on viral 
hepatitis as one of its first activities. 

Council Discussion/Questions 

Dr. Martin asked how CSAT relates to such an aspirational goal, who sets it, and how markers are 
set along the way. She noted that a hepatitis A outbreak in San Francisco highlighted how many 
areas had to be addressed. Also, Dr. Martin asked if CSAT knows of successful programs 
combining syringe access, street outreach, and substance use treatment programs with easy access 
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to pre-exposure prophylaxis (PrEP). Third, she asked how the interface between hepatitis C and 
alcohol use disorder might contribute to the statistics presented about the age ranges of hepatitis C 
compared to who is dying from it. Dr. James responded to the first question that the strategy to 
eliminate hepatitis C is aligned with other national government strategies.  The strategy points out 
the extending to 2030 aligns with other national strategies and defines elimination as a 95% 
decrease in new infections and 65% decrease in actual mortality-related infections. 

Regarding the increase in hepatitis A outbreaks in recent years, CSAT is supporting testing for 
hepatitis A as well as B and C. Regarding the combination of syringe with street outreach and PrEP 
programs, CSAT looks to the council for suggestions about how to do a better job, perhaps even 
though new grantee programs. Regarding easy access to PrEP, Ms. Roha mentioned the Harm 
Reduction Grant program, administered by the Center for Substance Abuse Prevention (CSAP). 
CSAT is working with CSAP regarding ways to integrate PrEP better.  Still, few models exist for 
integrating PrEP within syringe service programs or OTPs. Also, in talking to several grant 
programs they have found that clients of programs that offer PrEP often do not perceive they need 
it, or are not   the target population. 

Ms. Petoskey referred to the high infection and mortality among American Indian populations. 
Across multiple tribes in Michigan, entry into treatment is the person’s first access or entry into 
healthcare because they live entirely outside of the healthcare system.  One of the innovations 
developed is an outreach community education program viewed as a treatment readiness program, 
nuanced for tribal communities. It has been effective in getting people to acknowledge that they are 
suffering, which is a big issue since people in the American Indian communities tend to think 
suffering is normal, including healthcare problems. Raising awareness in the community is 
particularly important, certainly with tribal communities.   

Ms. Petoskey also shared that she was pleased that there are more grants available in general to 
which tribes can apply, but also some specifically targeted, like SOR initiatives for tribes and the 
suicide prevention grant in the Center for Mental Health Services.  She hopes these will continue 
because tribes – especially smaller tribes – do not always compete against larger organizations or 
people with much greater capacity. She noted including some special outreach when there is 
technical assistance for potential grantees. Ms. Roha said the Minority AIDS Initiative – High Risk 
Populations grant in FY22 reserved five awards for Native American tribes and tribal 
organizations, but CSAT received only one application that qualified. In FY23, they reserved five 
awards for tribes and tribal communities again, but also increased outreach through the Indian 
Health Service and SAMHSA’s Office of Tribal Affairs. SAMHSA continues to be committed to 
reserving a certain number of these grants for tribal organizations, although not much can be done 
about the administrative burden. 

Dr. James asked the council what their experiences were with directly treating or observing how 
individuals with SUD have received different interventions, including vaccinations for hepatitis A 
and B and treatment for hepatitis C.   

Dr. Roy reported that the state of Louisiana contracted with the providers of generic Epclusa, in 
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which the providers pay a certain amount every month and get as much of the medication as they 
want. In addition, they have physicians available to train prescribers. The net effect is that the 
treatment of hepatitis C moved out of grant-funded programs into the mainstream of healthcare. 
The state provided experts to assist prescribers, so they were not intimidated.  Dr. Olsen noted that 
the Louisiana model inspired Francis Collins and others to look at how to bring scale access to 
treatment. She also noted that SAMHSA’s grant dollars are not able to fund treatment of hepatitis 
C, only screening, diagnosis, providing linkages, and vaccinations. 

Dr. Stoller shared that his organization offers treatment and coordinates care with their hospital’s 
infectious diseases clinic, including HIV and hepatitis, and has included peers in that process. 
Clients come in monthly to do testing and, if they test positive, are taken immediately to the 
hospital to be introduced to the clinic. Regarding PrEP, they have a nurse practitioner discuss it 
with new patients. He also encourages staff to address issues other than healthcare, such as 
housing, etc., even if they are not medical staff.  They have created a hub-and-spoke model for 
their OTPs, so they have community spokes that are providing buprenorphine treatment while they 
are continuing to provide other aspects of substance use disorder treatment in the OTP hub, which 
includes counseling, case management services, etc. 

Dr. Stoller also asked if any work is being done for criminal justice-involved individuals not in the 
reentry phase. This population is important because of the incidence of infection behind the walls. 
He asked if this should be addressed and who oversees that population, The second population of 
concern is nursing home residents. Dr. James said that, although the focus has been on reentry, 
there are concerns about individuals with SUD getting into treatment, whether opioid use disorder 
or other substance use disorder, as well as for sexually transmitted infections, hepatitis, and HIV. 
Dr. Olsen stated SAMHSA and CSAT are not currently involved with nursing home populations. 
Ms. Roha responded that, given the confined settings, nursing homes are places where these 
infections can spread.  In addition, because of their age many nursing home residents may not have 
received vaccinations as children, which is certainly true for hepatitis B. Regarding the criminal 
justice populations, the Minority AIDS Initiative – High Risk Populations grant program includes 
some grantees who have partnerships with local prisons to continue SUD treatment and support 
when clients are incarcerated. 

Dr. Peoples shared that her organization works with those who are criminal justice-involved.  As a 
treatment readiness program, they get those recently released from prison and can see if they have 
sexually transmitted infections (STIs).  They are seeing an uptick in opioid use disorder, some of 
which began in prison. In their residential program they test for STIs and have had cases where 
individuals were diagnosed with hepatitis C and HIV.  Their physician assistants and medical staff 
discuss the current diagnosis and treatment with the client, and referrals would be made for 
treatment with a specialist if needed. The goal is to provide a holistic approach. 

Dr. Martin shared that she worked in OTPs with a community clinic license.  She can provide 
services such as testing, dosing and collaborated with specialty clinics treating HIV. What was 
most successful was that they joined a learning collaborative with specialists at the hospital’s 
specialty clinic who taught them how to talk to people about hepatitis C and HIV. They started 
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doing the same thing with the OTPs, including a hepatitis C support group. San Francisco also has 
a U-Find-Out (UFO) project for young people that incentivizes testing every six months.  

Dr. Geminn noted that most of the programs he has reviewed incorporate testing. However, when 
he visits his state’s OTPs the providers are not fully educated and are ineffective at motivating 
patients into treatment. He would like to see a stronger focus on the hub, the learning 
collaboratives, participation in an ECHO, or attending something like the AIDS Education Training 
Center, including more funding to help motivate providers to get more educated to educate their 
patients and motivate them to treatment. 

SAMHSA Leadership Discussion with CSAT Council Members   

Dr. Miriam Delphin-Rittmon provided a high-level update of SAMHSA priorities and activities 
related to the Strategic Plan, which was still open for public comment at the NAC meeting. The 
final plan is expected to be released by the end of year. She also noted some of the changes in the 
draft plan from the interim plan. The workforce has been moved to a key priority.  Trauma-
informed approaches and data and evidence are now critical cross-cutting principles. 

Dr. Delphin-Rittmon also presented an overview of SAMHSA’s work in the harm reduction space, 
one of the key pillars of the Secretary's Overdose Prevention Strategy. SAMHSA anticipates being 
able to disseminate its Harm Reduction Framework later in the summer. The goal is to outline 
harm reduction policies and possible practices, and it will also include how to define harm 
reduction, which grew out of discussions at the summit. She visited several of SAMHSA’s 
community-based harm reduction grantee programs and outlined, in particular, work in 
Philadelphia’s Kensington site, where harm reduction is more than just disseminating naloxone or 
doing wound care or disseminating fentanyl test strips. Social determinants of health are being 
addressed, and a broad range of creative strategies to try to increase access to care. Harm reduction 
supplies are also being disseminated through some of the mobile units and vans, even RVs 
recently.   

Dr. Delphin-Rittmon discussed the focus on continuing to address overdose through grants and 
Naloxone saturation.  One of the areas of focus within the SOR and Tribal Opioid Response grants 
is Naloxone saturation and broadly disseminating Naloxone. About 7 million Naloxone kits have 
been purchased through these grants and about 6.5 million disseminated. As a result, approximately 
460,218 overdoses were reversed. In addition, an estimated 1 million fentanyl test strips were also 
distributed. SAMHSA will also be conducting a Policy Academy related to Naloxone saturation 
later in the summer and working with states to develop plans. SAMHSA is also looking at 
addressing overdose through policy changes and opportunities. The Consolidated Appropriations 
Act essentially eliminates the X-waiver, and SAMHSA is currently working with the DEA around 
training and messaging. Dr. Olsen and her team are also working with the DEA on implementing 
the training requirements of the Medication Access and Training Expansion (MATE) provision of 
the act (Section 1263).  

Additionally, she gave an overview and update on SAMHSA’s activities in suicide prevention and 
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crisis care. Last July, SAMHSA launched the 988 Suicide and Crisis Lifeline. She shared that an 
additional 172,164 calls, texts, and chats came in during December 2022 compared to December 
2021, a 48% increase. During that period chats answered increased by 263% and texts by 1445%, 
and the average speed to answer a call decreased from 172 seconds to 44 seconds. The data show 
that the texts and chats are largely from young people, including transition age youth.  Several 
subnetworks within 988, including one for veterans and one for Spanish-speaking individuals, is 
underway, working closely with Puerto Rico and other providers nationwide. There is also an 
LGBTQ pilot with the Trevor Project to ensure enhanced access for LGBTQ individuals to use.  
SAMHSA is doing formative research on developing messaging and outreach for other at-risk 
groups. 

Next, she provided an update on SAMHSA’s suicide prevention activities. SAMHSA continues to 
work on updating the National Strategy for Suicide Prevention, which will become the 2024 
Strategy for Suicide Prevention Action Plan. The Behavioral Health Coordinating Council, which 
Dr. Delphin-Rittmon chairs with Admiral Levine, will lead some of that work, along with the 
Action Alliance and the Suicide Prevention Resource Center. A Black Youth Suicide Policy 
Academy is planned for later in the year. The Policy Academy will bring state teams together to do 
further work around developing state plans to address suicide prevention among African American 
youth and young adults ages 5-24.  SAMHSA is currently accepting applications until May 15 for a 
suicide prevention and intervention grant program, Tribal Behavioral Health, geared toward 
American Indian and Alaska Native adults.  This, again, builds on the 2021 Surgeon General's Call 
to Action and the current National Suicide Prevention Strategy.  

Dr. Delphin-Rittmon provided an update on SAMHSA’s Certified Community Behavioral Health 
Clinics (CCBHCs). Due to additional resources, SAMHSA has expanded the model over the last 
year to include about 500 CCBHCs. They have also updated the certification criteria for the 
CCBHC model to include increased flexibility and structural changes in staffing. Data shows the 
CCBHCs are impacting improvements of overall health, decreases in hospitalizations, reports of 
psychological distress, and inpatient SUD treatment. On March 15, SAMHSA awarded 15 states $1 
million each for one-year CCBHC planning grants, the first time such grants have been awarded. 

Lastly, she reported on the other SAMHSA activities. The National Model Standards for Peer 
Certification that includes model standards for peer certification has closed public comment and 
continues in development. SAMHSA is updating the Tribal Behavioral Health Agenda to 
incorporate some of the current recommendations and experiences that tribal members are sharing. 
The work is mainly tribal-led and involves listening sessions and conversations about simplifying 
grant applications, direct funding, etc. Internal activities have focused on rebuilding SAMHSA, 
focusing on the internal culture and climate, and working with staff around involvement.  One 
example is the SAMHSA STRONG logo, which was developed by a staff member. SAMHSA’s 
rating among best federal places to work has increased to 147 this year, up from 311 last year. 

Dr. Martin asked Dr. Delphin-Rittmon about the experience with the Community Behavioral 
Health Centers and how they relate to true integration with primary care, such as behavioral health 
homes. Do they contribute to integration or are they a place for people to come into treatment? Dr. 
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Delphin-Rittmon responded that SAMHSA is seeing different models within the overall model.  
Some Certified Community Behavioral Health Clinics (CCBHCs) are also Federally Qualified 
Health Centers (FQHCs) so they can quickly connect people to care, including a broad range of 
primary care services and supports, but then also can walk a person across the hall, if necessary, to 
do mental health or any substance use-related care that they need. 

CCBHCs that are not FQHCs also exhibit a wide range of models because even though they're 
required to do the essential services and supports, many of them, based on either state funding or 
other grants that they have, are working to stitch together more services. Some are offering onsite 
primary care more than just screening.  Although not full integration, screening approximates it, 
particularly for those sites that have navigators or recovery support specialists, etc., to help people 
navigate through services, especially if they're not all onsite, which often is the case. Dr. Delphin-
Rittmon would like to do a small study when the numbers are great enough to see what outcomes 
look like for an FQHC that is also a CCBHC versus a CCBHC that does the linkages. Dr. Olsen 
mentioned that at least one CCBHC also has an integrated OTP.  Dr. Delphin-Rittmon replied that 
different variations of the model should also be looked at because they might find that there are 
constellations of services and supports that drive certain outcomes.  

Dr. Roy stated that not everyone seeks medical care at an FQHC or goes to a CCBHC, so asked if 
SAMHSA is considering moving this kind of integration into the mainstream of healthcare. 
Dr. Delphin-Rittmon responded that screening, brief intervention, referral to treatment through 
SAMHSA’s SBIRT grant are being implemented in primary care sites or settings or hospitals 
where they're able to do some level of screening and then refer and connect people to treatment.   
This is one of the priority areas within the Department of Health and Human Services (HHS) 
roadmap and one of SAMHSA’s priorities.  The Behavioral Health Coordinating Council is 
looking at what can meaningfully be done to move the needle on true integration to create multiple 
entryways into care and address the range of needs in terms of mental health, substance use, and 
primary care. 
Dr. Roy stated that, for example, he is not aware of any funding available outside of grant systems 
for patient navigators and peer support specialists. Dr. Delphin-Rittmon stated that there are some 
variations. For example, Georgia has done work with having peer and navigator-type services 
reimbursed by Medicaid.  Some states include peer support and navigation services in their state 
plans and others use their state dollars to fund them.  Part of the goal of the peer certification model 
is to help states have some content as they build their peer workforce. Ultimately, this area can help 
with workforce shortages and challenges. Dr. Olsen added that Maryland has also reimbursed peer 
recovery specialists or peer navigators on the mental health side for some time, but not so much on 
the substance use side, but that appears to be changing.  Dr. Roy mentioned that private insurers 
can’t be billed, which Dr. Delphin-Rittmon said highlights the opportunity and importance of 
bringing insurers to the table. 

Dr. Stoller reported that his patients experience much trauma, and addiction is a disorder that 
makes it hard for them to make healthy choices and drives them back out into the streets.  Anything 
that can be done to drive engagement is helpful because a lack of engagement or adherence to 
treatment is a great equalizer. Contingency management is evidence-based but they are only giving 
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$75 a year. He asked what can be done to move that forward. Dr. Delphin-Rittmon stated that this 
is an area SAMHSA is aware of, and much feedback has been received that the amount is not 
enough to make a meaningful impact. Literature reviews suggest anywhere from $700 to $1,500 or 
$1,700. SAMHSA is looking at the issue and discussing what can be done to implement this in a 
way that works in terms of the federal rules regarding how resources can be allocated and spent. 
This is an area that is actively under review in SAMHSA. 

Dr. Geminn stated that buprenorphine continues to be a problem.  In Tennessee, an all-county 
survey indicated that half of the counties wouldn't say if they stock buprenorphine. Despite an 
Access Summit last year, there continues to be finger pointing between the wholesalers, the DEA, 
and the pharmacies.  Many states put many restrictions on it, making pharmacists feel like, with 
everything else they need to do, they don’t have time for a buprenorphine script when they get one. 
He asked if something could be done on a broader scale with better penetration to wholesalers and 
pharmacy regulators. One recommendation is to bring the pharmacy profession more into this 
organization. Now that the X-waiver is gone, pharmacists have prescriptive authority of controlled 
substances to prescribe buprenorphine. Dr. Delphin-Rittmon responded that SAMHSA has been 
working to engage some of the national pharmacy chains and recently collaborated with the DEA, 
CDC, and the Office of National Drug Control Policy (ONDCP) to convene a meeting with the 
large pharmacy chains as well as others around this issue to raise awareness. She added that one of 
the large national pharmacies has partnered with one of SAMHSA’s harm reduction grantees to 
help disseminate harm reduction content, supplies, etc. 

Dr. Geminn added that having pharmacy champions would be something SAMHSA should 
consider. Dr. Stoller pointed out this will be more important as buprenorphine becomes the first-
line treatment for chronic pain.   Dr. Martin mentioned that pharmacists are underutilized. In San 
Francisco, they have a tele-buprenorphine service that pharmacists can call if somebody has a stale 
prescription or needs reevaluation. Dr. Geminn noted that many rural county opioid abatement 
dollars go to pharmacies. 

Topic: Low Threshold Medication for Opioid Use Disorder (MOUD) 

Dr. Olsen introduced Robert Baillieu, M.D., M.P.H., Physician, and Senior Clinical Practice 
advisor at CSAT, and Dr. Patti Juliana, Director, DPT. SAMHSA is working to create 
environments and learn from various experiences on the ground to reduce the barrier of stigma by 
promoting nonjudgmental, accepting environments of care that provide a gateway of support to 
individuals. 

Dr. Baillieu presented on SAMHSA/CSAT’s work expanding access to care, including considering 
low-threshold models of care that move from an inherently traumatic treatment experience to one 
that invites people into a model of care that is low barrier but also respectful of the individual and 
meets people where they are. He discussed the challenges of bringing low-barrier models of care to 
scale through federal funds.  He reviewed the guiding principles of low-threshold care, stating the 
importance of data on impact and return on investment and the importance of using scientific 
methods to promote different paradigms of care and establish metrics and data models. 
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Dr. Juliana continued the presentation, stating that CSAT is working under an advisory and plan to 
address OTPs and primary care settings.  She presented an overview of barriers, including location, 
finances, time, and stigma, and emphasized that a low-barrier approach goes beyond harm 
reduction, is flexible, may provide comprehensive services directly or through linkage.  She 
discussed limiting mandatory requirements based on what has been heard from programs and some 
SOTA. SAMHSA plans to address stigma through the Part 8 revision and training and educating 
staff, particularly those at the front end who answer phones, make appointments, and meet patients. 
They also take the provider or program into the community to help destigmatize by educating 
families and friends. 

Dr. Baillieu concluded the presentation by sharing some key elements of integrating low-barrier 
models of care into a primary care or FQHC environment. Ensuring everyone is screened in an 
environment that is free of stigma will ensure that the process is an open one that invites screening 
questions. He stated the importance of practitioner training beyond treatment, eliminating service 
engagement preconditions.  In addition, he stressed the importance of establishing referral 
networks and working with community partners to bring those elements of care into the clinical 
environment, as well as engaging in evaluation and quality improvement.  

Council Discussion 

Dr. Martin noted that the low-threshold buprenorphine approach can avoid overdose, even for one 
day.  The issue of retention in treatment comes up because there has always been good retention in 
treatment in OTPs. Determining acceptable outcome measures is important if pay-for-performance 
is going to be used.  When San Francisco started low-threshold buprenorphine, those retention rates 
went down into the 20s: they had more starts but not as good retention. Also, because people know 
it's so accessible, they receive buprenorphine via telemedicine.  They walk a few blocks down to 
the pharmacy and get their medication the same day. Also, on the street people started knowing 
that they could get micro-dosing at the behavioral health pharmacy, and it became a selling point 
for a subgroup of people on the street. The pharmacies started delivering to the permanent 
supportive housing locations, which increased the number of refills. 

Dr. Stoller agreed that low-threshold treatment is good treatment. However, low-barrier care 
doesn't just mean making it easier for people to walk in and get treatment, but rather addresses the 
barriers to engagement from very early on. Requiring patients to engage in interventions that 
address these issues can lower the threshold and barriers. There is a false narrative that counseling 
chases people out of treatment. Ignoring the effect of the substance use itself is not patient-
centered, but driving treatment behaviors forward with engagement, adherence for those people, 
and seeing that recovering person through this non-adherent person is very positive.  It requires a 
package of benefits with responsibilities all packaged together similar to what is found in the 
workplace.   

Dr. Martin added that OTPs see the benefits of structure and early treatment because it's provided 
in the opiate treatment programs.  On the other hand, some people will be retraumatized. The clinic 
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becomes a side effect of the treatment that makes people leave. Even making them wait or fill out 
forms sometimes is too much. 

Dr. Olsen added that low-barrier models are about engaging with people in small ways and shared 
an example of bringing coffee to an individual resisting attempts to discuss treatment as a way to 
engage with them. She also stated that a very high proportion of people who have adverse 
childhood experiences, traumatic childhood experiences, and even trauma through their drug use 
are barriers to seeking treatment. 

Dr. Stoller shared that there is a need to find that “crumb” to help people to move forward rather 
than making it about the medication. His organization has a café where they give patients coffee, 
and they have created a celebration to meet clients where they are and move them forward. 

Dr. Roy agreed that this is an important issue, mainly because the movement toward harm 
reduction seems adversarial to treatment and recovery.  An abstinence-based treatment program 
that discharges somebody for having the symptoms of the disease that they're holding themselves 
out to treat is not good.  Low-threshold systems should exist as part of an effort to move people 
along to their maximum function but as a transitional product. We must not denigrate expert 
treatment aimed at abstinence and recovery while advocating for low-threshold systems. 

Dr. Olsen said that, although more talking and listening is still needed, there is an opportunity to 
get some recognition among people in the various camps that are beginning to understand that this 
is not an “either/or.” The situation on the ground is changing rapidly, and there is a need to find 
something that will work for each person because one size fits does not fit all. 

Dr. Geminn urged caution because a low-barrier program that stays low barrier can quickly look 
like a pill mill. Slowly ramp up services and slowly introduce some counseling.  

Dr. Baillieu said that, particularly as more and more providers can prescribe, there is a need to 
think about how low-barrier programs can get into their treatment environments and how they 
complement the work already being done. 

Dr. Olsen continued the presentation, pointing out that treatment may be defined very differently.  
Understand how people see that and then design a system that individualizes that timeframe. The 
field hasn’t looked as much at how long it takes for people to stabilize and address the different 
things that are part of care. The general public, family members, other stakeholders and 
policymakers think it should happen “like that.” Articulating this message needs to be done 
adequately.   

Dr. Stoller pointed out that retention will come faster if housing and mental health programs, etc., 
are included so that patients are motivated and optimistic about treatment. 

Dr. Geminn cautioned about publishing specific numbers in this area because they can be used to 
justify legislation and expectations. 
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Dr. Roy mentioned that a problem with the chronic disease management model is the concept that 
addiction is using drugs when, in fact, addiction is probably a hyperactivity of the default mode 
network, and it requires lifelong treatment. If that model of a lifelong disease is embraced as a 
chronic medical disease, then there is more ability to move toward acceptance of various treatment 
episodes during that disease. 

Topic:  Policy Changes to Expand Access to Treatment for Substance Use Disorders 

Dr. Olsen introduced the last topic of the meeting, which focused on the work CSAT is doing 
around policy changes to expand OUD treatment. She began the presentation with a brief overview 
of the Mainstreaming Addiction Treatment (MAT) Act that removed the X-waiver.   
It also required HHS to deliver a Report to Congress within five years of the passage of the law 
that would assess the impact of the elimination of the waiver program. SAMHSA is beginning 
discussions with partners at HHS around how to frame that study and evaluation and what data will 
be needed. She outlined how SAMHSA has been working with the DEA to satisfy the new MATE 
Act (Section 1263 of the Consolidated Appropriations Act, 2023) requirement of non-recurring 8-
hour training on substance use disorders for practitioners who are either renewing or newly 
applying for registration from the DEA to prescribe controlled medications, beginning June 2023. 
MATE put the authority within DEA, but SAMHSA has a technical assistance and advisory role 
regarding MATE implementation. She then outlined activities for states to update their waiver 
regulations and the administration’s and SAMHSA’s efforts to encourage practitioners to use the 
opportunity now that allows them to prescribe buprenorphine for the treatment of OUD without 
having to have a special waiver. She next provided an overview of CSAT’s activities regarding 
buprenorphine pharmacy access, including training and technical assistance, conferences, and 
outreach to professional associations to encourage prescribing and adoption of this new policy. 
SAMHSA also worked with federal and external partners to develop recommended curricular 
elements for voluntary substance use disorder training. 

Dr. Juliana added that it is important to see that people can adjust to a less restrictive environment, 
which takes a certain amount of teaching and re-advising.  

Dr. Roy wondered about professional schools that would have eight hours of education about SUD, 
including opioid use disorder. Whoever credentials medical schools, nurse practice schools and 
physician assistant schools need to develop what those eight hours are as a requirement for 
certification of that school. He also mentioned that addiction medicine fellows graduating in June 
2023 and completing their addiction medicine board examination will have met the requirement for 
their DEA number so won’t need training, but he wondered if next year’s fellows will need eight 
hours of addiction instruction before starting a fellowship training program in addiction medicine. 
He added that he doesn’t know where to tell them to get it, except one of the old X-waiver courses. 
Dr. Olsen stated that since some of the training requirement is tied to the date on which the 
practitioner must either apply newly for their DEA license or renew there is a possibility that there 
are some addiction medicine fellows who might find themselves applying for their DEA 
registration right out of residency and, if they had not received the requisite 8 hours of SUD 
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training during medical school or residency, get stuck in that middle part. SAMHSA has met with 
the Association of American Medical Colleges (AAMC) that accredits medical schools, and this is 
something that they are aware of. The hope is that some of the grant programs Dr. Juliana talked 
about can advance this to some extent. 

Dr. Juliana added that CSAT is also learning how much training states have already been requiring 
on SUD for people to be able to prescribe controlled medications.  Some states require much more 
than is articulated in the DEA letter.   

Dr. Stoller expressed concern about some of the training listed in the DEA letter that would not 
include any specific training on SUD. Dr. Olsen said that the law is clear that training must include 
substance use and SUD, and CSAT will work on clarifying the training information communicated 
in the DEA letter. 

Dr. Olsen continued the presentation, focusing on proposed changes to Part 8, providing an 
overview of the timeline and process. She highlighted SAMHSA resources, including Treatment 
Improvement Protocol Advisories, practitioner training pieces, PCSS, the Technology Transfer 
Centers, Rural Opioid Technical Assistance Program, and other resources previously mentioned in 
presentations. 

Dr. Roy asked what the actual requirements as of June 30 on renewal of a DEA license and where 
he can find that in writing. Dr. Olsen said a link to Section 1263 of the CAA will be included in the 
minutes and circulated to everyone. There are materials on 
https://www.deadiversion.usdoj.gov/pubs/docs/MATE_training.html as well, including some 
communications since the end of March.  She will ensure members get the materials, including the 
referenced recommendations for curricular elements in SUD training on SAMHSA's website 
(https://www.samhsa.gov/practitioner-training).  That link will be sent out as well. 

Dr. Geminn asked if he could get a copy of key points and takeaway notes regarding 
buprenorphine access that Dr. Gandotra mentioned.  

Dr. Olsen said there was a report from August and another in development but not ready to be 
made public.  She will inquire further. 

Dr. Geminn added that in Tennessee, they are statutorily required to develop buprenorphine 
prescribing guidelines for the state. There is a pharmacy appendix that would be good to review 
when discussing the changes that are needed for our pharmacy appendix.  Dr. Olsen said they 
would follow up regarding that document. 

Public Comment 

The DFO informed the council members that one comment for public submission was received 
from Scott Stigler. After prompting by the DFO, there was no response from Mr. Stigler.  The DFO 
then asked if any other members would like to comment; they had up to two minutes for their 

https://www.congress.gov/bill/117th-congress/house-bill/2617/text
https://www.samhsa.gov/practitioner-training
https://www.samhsa.gov/practitioner-training
https://www.deadiversion.usdoj.gov/pubs/docs/MATE_training.html
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comment. 

Jodi Long, an Emergency Room nurse for 25 years, submitted an in-person regarding how 
SAMHSA looks at Narcan kits and how that affects public health.  She offered feedback from the 
“frontlines” regarding the number of kits that have been distributed. She described that some kits 
are wasted because patients think they can get needles from them, or children think they are toys 
and that there should be more education. She reported great success with peer recovery counselors 
and requested that more support to emergency departments would be appreciated because they are 
overstressed.  She asked that more funds be allocated to those peer recovery counsels or 
interoperability, breaking down those silos and providing some transparency in the data to help the 
providers get these patients where they need to be. 

The DFO thanked Ms. Long and said CSAT would take the feedback under advisement. The DFO 
noted that this is the only comment from the public. 

Adjourn Open Meeting   

Dr. Olsen thanked the council members and presenters for a productive meeting. She provided a 
quick recap of the day’s topics and discussions. She also reminded everyone of the Joint NAC 
meeting the following day. 

The DFO asked for a motion to adjourn. Dr. Roy so moved and Dr. Geminn seconded.  All 
members voted in favor. The meeting was adjourned at 3:23 p.m. EDT. 
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