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PROCEEDINGS

Agenda Item: Call to Order

MS. KANA ENOMOTO: Good morning. Good morning. This meeting is now
called to order.

[Pause.]

MS. KANA ENOMOTO: All right. Good morning. Thank you, everyone, for
joining us today.

We appreciate your flexibility and adaptability as we've had these changing
circumstances, and | really want to thank Josh and Cabezon for doing a lot of
work, and Geretta and Nadine and others for really doing hero's work in moving
us in one day -- in one day.

| mean, we had two changes of venue yesterday. We're trying to find hotels.
We said here it's going to be this place, and here it's going to be that place, and |
know you guys are coming in into an uncertain situation. But we appreciate it.

And SAMHSA's building is closed again today. The fire was contained
yesterday, but they are still checking, doing air quality checks and running
through things. They're letting folks into the building just to get their laptops and
go back home. So itis a challenging situation, but luckily, nobody was hurt. And
the fire was contained, and there wasn't any damage to our building.

So, and since they were going to occupy in several weeks, it's much better that
they had the fire now than in 3 weeks.

So let's recognize that we -- Rosalind will be joining us for some part of the
meeting by phone and also possibly Vince. So Rosalind Wiseman may be
joining by phone as well as Vince Felitti. They're not able to be here in person.

Agenda Item: Welcome Members and Roll Call

MS. KANA ENOMOTO: And then we'll go around the room now and do a roll
call of who is here. We're really fortunate to have some new members, and
we're excited about that. And | think we'll have a great conversation today and
over the next couple of days, which will engage people's hearts and minds in a
great way.
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So, Jean, would you like to start?

DR. JEAN CAMPBELL: Jean Campbell. I'm from Missouri, from the Missouri
Institute of Mental Health, which is part of the University of Missouri-St. Louis,
where | just retired, had my retirement party on Friday.

MS. KANA ENOMOTO: Oh, congratulations.
DR. JEAN CAMPBELL: And they did a little roast of me.
[Laughter.]

DR. JEAN CAMPBELL: 1 actually asked for it. But once you're being roasted,
you wonder if that was the best choice. And | have an open house on Sunday
for my house. So I'm looking forward to moving to California.

MS. KANA ENOMOTO: Oh, wise choice.

DR. JEAN CAMPBELL: Yes. So email will change, phone will change. But
hopefully, SAMHSA will be able to keep track of me.

MS. KANA ENOMOTO: We can only hope. Jean, thank you.
DR. JEAN CAMPBELL: Oh, thank you.

DR. YOLANDA B. BRISCOE: My name is Yolanda Briscoe, and | do several
things. | [inaudible]. I also do consultations among women [inaudible]
addictions. | also have contracts with Native American Pueblos in Santa Fe. |
live in Santa Fe, New Mexico, but | travel throughout the State. | do consultation,
and I'm very excited to be here and meet all the new members.

DR. CAROLE WARSHAW: My name is Carole Warshaw, and I'm at the
National Center on Domestic Violence, Trauma, and Mental Health. Substance
abuse is part of our work, but the title was getting too long. [Inaudible.] We work
with all of the service providers in the country, the specific resource centers in
the country, and also with the regional mental health and crisis management.
We work on child trauma [inaudible].

MS. BRENDA V. SMITH: Hi. My name is --
OPERATOR: Hello, this is the operator. Kana, are we ready to begin?
[Laughter.]

MS. KANA ENOMOTO: The horse is out of the barn. We are beginning. Are
you able to hear us?
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OPERATOR: I am. | actually have Rosalind with us. She has joined us inside
of pre-conference. She is on a separate line. Whenever you are ready, | am
going to move you over to the main conference.

MS. KANA ENOMOTO: Okay. Do we have to start over? Well, we're not
starting over. You can go ahead and move us over to the main line. We've
already started on our introductions, and we'll just continue with that.

OPERATOR: Okay. Not a problem. One moment, please. Please be advised,
when | move you, there will be music. Once | stop the playing of the recording, |
will then turn it over to you, Kana.

[Laughter.]
[Pause.]

OPERATOR: Welcome, and thank you for standing by. At this time, all
participants are in a listen-only mode until the question and answer session of
today's call. At that time, if you would like to ask a question, you may do so by
pressing *1.

Today's conference is being recorded. If you have any objection, please
disconnect at this time. | would now like to turn the meeting over to Kana. You
may begin.

MS. KANA ENOMOTO: Great. Thank you.

Do we know how many callers we have? Operator?

OPERATOR: At this time, I'm showing that there are five participants.
MS. KANA ENOMOTO: Okay. Great. Thank you.

All right. We are -- we are continuing with our introductions.

MS. BRENDA V. SMITH: Hello. My name is Brenda Smith, and I'm a new
member. | teach at American University in the Law School. | co-direct a
community and economic development clinic, but I've spent a long time doing
work with women in custody. | used to run a program -- | guess | ran a program
for about 10 years at the Lorton Minimum Security Annex here, and a lot of my
scholarship is on sexual violence in custody. | recently finished a stint on the
Prison Rape Elimination Act Commission, and I've been doing a lot of work in
that area and a lot of work on sexual violence and trauma in custodial settings.

MS. KANA ENOMOTO: Thank you.
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DR. SHELLY F. GREENFIELD: Hi. I'm Shelly Greenfield. I'm an addiction
psychiatrist by training. | am professor of psychiatry at Harvard Medical School,
and | work at McLean Hospital, which is a large psychiatry affiliate of Harvard
Medical School. And there | have several roles. I'm the chief academic officer.
I'm also the new -- newly named chief of a new Division of Women's Mental
Health, where we're integrating substance use and psychiatric care for women
across the age spectrum with multiple different types of psychiatric disorders.

And | have spent the last 10 or 12 or 13 years doing funded research through the
National Institute on Drug Abuse and also NIAAA that's focused on treatment
development for women with substance use disorders and also co-occurring
other psychiatric disorders.

DR. ELINORE MCCANCE-KATZ: Hello. I'm Ellie McCance-Katz. I'm the chief
medical officer of SAMHSA.

MS. KANA ENOMOTO: Okay. Thank you.

Kana Enomoto, Principal Deputy and Chair of the Advisory Committee for
Women's Services.

MS. NADINE BENTON: Nadine Benton, the acting Designated Federal Officer
for the Advisory Committee for Women's Services at SAMHSA.

MS. SHARON AMATETTI: Sharon Amatetti, the SAMHSA women's issues
coordinator and also collaborating on the child welfare issues.

MS. JOHANNA BERGAN: Hello. I'm Johanna Bergan, and | serve as the
Director of Member Services with Youth MOVE National, supporting our chapter
memberships. Currently 70 chapters of young adults across the country working
on the local and State levels to infuse youth voice into the social serving systems
and improve them by doing so.

MS. JEANNETTE PAI-ESPINOSA: Hi. I'm Jeannette Pai-Espinosa. I'm a new
member, and | lead the National Crittenton Foundation. We're 130 years old,
and we're the national umbrella for 27 agencies that provide direct services in 32
States and the District of Columbia, serving girls and young women, primarily
those that are in the child welfare or juvenile justice system, high mental health
needs, addiction, very high scores.

I'm also Co-Director of the National Girls Institute, which is part of the Office of
Juvenile Justice and Delinquency Prevention, and | chair the National Foster
Parent Coalition. I'm very excited to be here.

MS. KAREN MOONEY: I'm Karen Mooney. I'm also a new member. | am here
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in my capacity as the president of the Women's Services Network through
NASADAD. The Women's Services Network is an organization that's made up
of all the women's treatment coordinators from all of the 50 States or those
States that have designated a women's treatment coordinator.

| am the women's treatment coordinator in Colorado, and as such, | oversee all
the expenditures for the women's set-aside, as well as the Medicaid-funded
program for pregnant women.

MS. IRENE SAUNDERS GOLDSTEIN: I'm Irene Saunders Goldstein, and |
write the minutes for this meeting.

MR. GREGORY ALTHAM: I'm Greg Altham, Alderson Court Reporting.
MS. KANA ENOMOTO: Great. Thank you.

MS. GERETTA WOOD: I'm Geretta Wood. I'm the committee management
officer for SAMHSA.

MR. JOSH SHAPIRO: And I'm Josh Shapiro, and I'm the one who sends all the
emails.

[Laughter.]
MS. KANA ENOMOTO: Thank you, Josh.

MS. NEVINE GAHED: Nevine Gahed, Special Assistant to the Principal Deputy
Administrator.

MS. KANA ENOMOTO: So, Operator, how are we doing? Oh, and on the
phone? We have Rosalind?

OPERATOR: Currently, at this time -- I'm sorry. Are you able to hear me, Kana?
MS. KANA ENOMOTO: Yes.

OPERATOR: Okay. Let's see. We're still at -- we're still at five.

MS. KANA ENOMOTO: And are you able to hear us?

OPERATOR: Yes, | can hear you very clearly.

MS. KANA ENOMOTO: Oh, great. And Rosalind, and she's on the line. Would
she like to introduce herself?

MS. ROSALIND WISEMAN: [on telephone] Sure, if people can hear me?
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MS. KANA ENOMOTO: Yep.

MS. ROSALIND WISEMAN: Okay. Okay, good morning, everybody. | really
wish | could be there in person, and really wish | could see everybody. | wish |
could be at two places at one time. But I'm working in Omaha, Nebraska, today
with a community -- with an organization called -- oh, gosh. [I've got too many
things on my mind. I'm working with a group for safe communities -- golly,
excuse me -- Community First.

And then we're working with a group of boys later this afternoon. | work with
them in social justice and shifting the culture, trying to shift the culture in schools
to be able to teach social confidence, academic engagement, and bullying
prevention together in a way that makes sense in a holistic way.

And | just -- I wish | could be there in person and be in two places at one time,
but I'm really looking forward to [inaudible].

MS. KANA ENOMOTO: Okay, great. Thank you.

Okay. So I, again, just want to acknowledge that we are in a different location
today. So for those people who are on the phone, please bear with us if there
are any technical glitches. And for our members, there was a fire yesterday at
dawn in the building next to SAMHSA, and so it took most of the day to contain
the fire. There is some smoke damage in SAMHSA. So we are -- we've decided
to relocate the meetings for today and tomorrow.

We have five different meetings happening today in three different locations.
Geretta Wood, our SAMHSA committee management officer, Cabezon, and our
contracting officers on the different contracts -- there is three different contracts
related to the five different meetings. So people did quite a bit of work yesterday
to find alternate sites, which is amazing that it has come together this well. But
again, if there are any glitches, we hope people will understand that, and we will
work around them.

The CSAP National Advisory Committee is over at the Washingtonian Hotel, and
the three other meetings happening today are over at the National Cancer
Institute. Tomorrow, we will be at the Agency for Healthcare Research and
Quality near the SAMHSA building.

FEMALE SPEAKER: And Kana, we just found out that parking is $4 a day at
AHRQ. So we might want to let people know.

MS. KANA ENOMOTO: Okay. So if people didn't hear, parking will be $4 a day
for those who are planning to come visit us in person. But | think for the
committee members, they're going to have a shuttle. Is that correct?
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MR. JOSH SHAPIRO: Yes.

MS. KANA ENOMOTO: Okay. Great. So we have acknowledged our three new
members. That's wonderful. We have Brenda, Karen, and Jeannette, and
they're each bringing specialized expertise, which is wonderful.

And yes, Jean?

DR. JEAN CAMPBELL: Do you know when the shuttle would be leaving from
here tomorrow?

MR. JOSH SHAPIRO: Yes. 7:30 a.m.

DR. JEAN CAMPBELL: The shuttle will be leaving from here?
MR. JOSH SHAPIRO: From here at 7:30 a.m., yes.

DR. JEAN CAMPBELL: Tomorrow?

MR. JOSH SHAPIRO: Yes.

DR. JEAN CAMPBELL: Thanks.

MR. JOSH SHAPIRO: And it's a quick ride. It's probably no more than 5
minutes.

MS. KANA ENOMOTO: And then, well, so I'd like to acknowledge four members
who will be leaving us at the end of the year. They will be with us through the
next meeting, but our next meeting will be a virtual one. So we won't be face-to-
face again before we have Johanna, Yolanda, Vince, and Jean cycling off.

So we wanted to thank you each for your participation in the committee so far.
Again, each of you has brought your perspectives. You've been very helpful in
our thinking. And we'll still have you, I think, in our summer meeting, correct?
But we won't see you after that in our next spring meeting. So thank you very
much.

DR. JEAN CAMPBELL: Ithought it was really sad. | was thinking this morning
about leaving here, and just when you get the hang of things, so to speak, what's
your role in the committee, you know, what you have to contribute, getting to
know people and become friends is exactly the time when you're leaving. And it
brings a lot of sadness for me to say good-bye to people in person here.

And also | hope in the future that we will be able to recruit someone that can
speak for the consumer -- consumer voice here because that perspective is
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unique, and | thought that's probably something that I've contributed in a way
that people may not think about policy to programs from that perspective.

| mean, I'm also a professional. So | walk both sides of the highway, so to
speak. But I think that that's important to keep that perspective in the dialogue.

MS. KANA ENOMOTO: Right. Absolutely. Absolutely. | think SAMHSA is
committed to having a recovery perspective in most of its work, as well as the
perspectives of the treatment professionals, the prevention specialists, the
community folks, and folks who are our allies and not necessarily in the direct
behavioral health field but who touch our populations of concern. So --

DR. JEAN CAMPBELL: There may be a time when there won't be as many
perspectives. We'll have a more collaborative vision to move forward. And at
this time, | think we're like the blindfolded gentleman feeling the elephant, that
we all have some partial truth, and it needs all of us to really arrive at some of
the best solutions for going forward.

MS. KANA ENOMOTO: Well, we certainly appreciate you, Jean. | know |
remember -- Jean may not remember me, but | was part of the Division of
Knowledge Development and Systems change back in the day when Mike
English was there, and Jean was the Director of our coordinating center of our
Consumer-Operated Services Program, which was a multimillion dollar,
multiyear, multisite study to really -- this was one of the first efforts to really test
the efficacy of consumer-operated services versus treatment as usual.

So you've been a great leader for the field and for folks with lived experience.
So thank you, Jean.

DR. JEAN CAMPBELL: Well, thank you for that homage to my past.
[Laughter.]

FEMALE SPEAKER: It's better than a roast.

MS. KANA ENOMOTO: It wasn't a roast.

DR. JEAN CAMPBELL: That was a little different.

MS. KANA ENOMOTO: Yeah, I'm not funny enough to roast people.
[Laughter.]

MS. KANA ENOMOTO: Yolanda, did you want to speak to your experiences,
and Johanna, you're on deck then. If you would just --
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DR. YOLANDA B. BRISCOE: Sure. There were times every now and then
when | could add something, compared to this amazing group, share
experiences and also not only just add [inaudible] and offer another voice,
another culture to this group. And all the different perspectives that then | take
away with me and that | continue to remember and use in my work.

And also State level -- not yet on a national level, but on a State level, part of
those [inaudible] systems of care advisory, currently all of this helps to go back
and present to our State, which really struggles, like a lot of States do. But |
think in the areas that | work. You're right. | mean, what Shelly usually says,
"Okay, | got this." [Inaudible.] It's been a wonderful, enriching experience
[inaudible] to see how SAMHSA works and how [inaudible].

MS. KANA ENOMOTO: | think your input has been invaluable, and again, as
we've noted, there are different perspectives here. And I think, Yolanda, you've
been able to keep us sort of grounded and real about, you know, this is many
folks here are working at a national level and not necessarily seeing people day-
to-day or having people come in. And you're going like, "These are the women
who are coming in, and this is what they're experiencing, and these are the
challenges that as running a provider organization we are grappling with on a
day-to-day basis."”

And so, | think that's really helpful for us to keep things real and be informed by
that frontline perspective. So thank you for that.

DR. YOLANDA B. BRISCOE: Thank you.

MS. KANA ENOMOTO: You've been brave enough to charge into the fray when
needed. So that's commendable. Thank you.

Johanna?

MS. JOHANNA BERGAN: Yes, | wanted to just say thank you for this
opportunity. | also felt a little in the unknown beginning my service here, but |
have felt very listened to and acknowledged as | became more willing to share a
young adult perspective, and I'm thankful for the opportunities to lead our
discussions around young adults. And specifically, the lens of girls in their
teenage and college years, that discussion has been helpful for me, and I've
been grateful to see and watch and feel that SAMHSA staff have listened and
come back to clarify and continue to engage not only my perspective, but also
that of other young adults.

And I'm just thankful for this experience and know that moving forward, | have a
much firmer grasp of all that SAMHSA has to offer and do in the field.

So thank you.
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MS. KANA ENOMOTO: Thank you.

And for as early as Johanna may appear to be in her career, she's actually had a
very formative role in creating Youth MOVE, which is our national youth in
recovery on the mental health side movement, and that's really a growing
presence and force to be reckoned with in the behavioral health field. So I think
that's wonderful.

And as you see, we've branched out, bringing the adolescent girls. We've
continued to bring that adolescent girls perspective with Jeannette and then with
Sharon, and she'll talk about it later, but with her webinar series that has been
really fantastically successful.

So, you know, | think you can feel proud that you were our first sort of youth
member here. Not our first, but a leading youth member here and helping
SAMHSA to kind of get its head wrapped around that perspective and that lens.
So that's great. Thank you.

And is Vince on the line? No. Well, | mean Dr. Felitti.
FEMALE SPEAKER: It's 6:30 a.m. in California.

MS. KANA ENOMOTO: Right. Yes, yes, yes. It's early. As Dr. Felitti doesn't
need much introduction, he has been a wonderful presence on the committee,
and you know, he brings the trauma lens. But he has really been a strong
proponent around integration and talking about how do you bring that trauma
perspective as well as the behavioral health perspective into that primary care
setting and help people understand their behavioral health as it is a part of their
overall health and help docs help systems, help settings understand that as well.

So his strong voice on that has been really valuable, and we look forward to all of
you continuing to be with us in the fall or the summer meeting as well. So this
isn't yet good-bye, but I did want to let you share in person. And I think it also
serves as somewhat of an introduction to our new members to see and hear how
other people have felt the experience. So | guess you can expect that there will
be some fuzzy navigation for a little -- couple of meetings --

[Laughter.]

MS. KANA ENOMOTO: -- as we cast about and figure out what it is that we are
here for. But it does come together, and every perspective as it is shared is
valuable. | don't get out much. Some of us at SAMHSA do get out more and
really have our ears to the ground.

Some of us get caught up with things like buildings on fire and making the
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payroll. So we don't get to hear as much about the issues that you are leaders
around, and so it is wonderful perspective. And again, | think keeping the voice
around women and girls really loud and present is helpful because it is one that
is easy to get lost.

And that is why we have this committee so that it keeps SAMHSA in touch with
what the issues are around these particular populations and for us to know
what's kind of the latest and the greatest and the most pressing needs here. So
it's helpful, and everyone's perspective continues to be very useful.

Ouir first order of business today is to adopt the minutes of the August 14, 2013,
meeting. | believe all of you received the minutes in advance of this meeting,
right? Are they -- no? Don't we usually send them out in advance?

[Background conversation.]

MS. KANA ENOMOTO: Okay. Well, then. All right. So where are the meeting
minutes?

MR. JOSH SHAPIRO: They're at Tab 2. Oh, I'm sorry. So ACWS is after joint
council, the second main tab in the back of the book.

MS. KANA ENOMOTO: The second main tab in the back of the book. Okay. |
see. Tab 2 under the ACWS tabs.

All right. So these minutes were certified in accordance with the Federal
Advisory Committees Act, FACA, regulations. Members are now being given the
opportunity to review and comment on the draft minutes.

They haven't been provided a copy with the certified minutes?

MS. NADINE BENTON: No, | was told that they didn't have to get a copy. So |
did not send them a copy.

MS. KANA ENOMOTO: Okay. Well, you now have a copy of the certified
minutes.

FEMALE SPEAKER: They look good to me.

MS. KANA ENOMOTO: Okay, and if you have any changes or additions, they
will be incorporated in this meeting's minutes. May | have a motion to approve
the minutes?

[Motion.]

MS. KANA ENOMOTO: A second?
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[Second.]

MS. KANA ENOMOTO: Second. Minutes are approved. All right. Thank you
very much.

Next time, we'll get them out to you in advance.
MS. NADINE BENTON: Yes.
MS. KANA ENOMOTO: Thank you.

All right. So now is the chance for me to share with you about what we have
been doing since August. We have had some interesting obstacles as well as
some really great successes. When Nevine was talking to me about March,
she's like, "Well, and then you can talk about the shutdown." | was like, oh, my
God. | blanked it from my mind.

But we did have a 3-week shutdown in October, which had an impact not only on
SAMHSA, but on the field and our grantees. We, unfortunately, had to delay
some grant announcements and awards of funds to States and communities
because during that time, we could not do our official business, only if it was
lifesaving.

We did have some Commissioned Corps and political, Pam -- Administrator
Hyde was able to work because their salaries are not tied to the appropriations.
But -- in the same way. But we did -- we did discontinue our regular operations.

So we delayed data gathering for the National Survey on Drug Use and Health
that would have impacted the provision of drug prevention, treatment, and
research data, and SAMHSA staff has had to -- SAMHSA staff and the
contractor staff have really had to scramble to make up for 3 weeks of lost time
in a massive survey, surveillance effort. And we did stop all of our grant
monitoring to States, tribes, and territories, delaying the provision of technical
assistance and support to our grants by our Federal staff.

Most of our grants did continue to operate, and contracts funded on past year
funds were able to continue to operate. But there were certainly a number of
difficulties, which really hampered our progress.

And it's one of those sneaky things that 3 weeks of not working on grant
announcements and contract statements of work for the current fiscal year, |
mean, losing 3 weeks of time in development is really very difficult for us. So we
have been scrambling all year to try to catch up for that time to still make timely
announcements and awards in FY '14.
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So we did finally get a Consolidated Appropriations Act in January after
operating on a CR for the first quarter of FY '14, and actually, that was really
great news for SAMHSA. We did receive the President's Now is the Time --
funding for most of the President's Now is the Time initiative. We had $115
million in support for most of the programs that were listed in the FY '14
President's budget. And this was increasing access to mental health services in
response to the tragedy that occurred at Sandy Hook.

We were appropriated $55 million for Project AWARE to improve access to
mental health services or to improve screening and identification of issues in
schools, as well as to improve school safety, reduce bullying, prevent violence in
school settings, and foster school-family-community partnerships around the
behavioral health of children. So those, it's based on our Safe Schools/Healthy
Students model, which we've been doing for a dozen years, spent $2 billion.

We still don't have any States doing Safe Schools/Healthy Students statewide,
and so Project AWARE is seen as a next step for that, where we're asking the
States to apply. The SEAs are going to be the applicants for that, and then they
will work with communities to implement Safe Schools/Healthy Students around
the State.

In partnering with that, there's $40 million for the State grants and $15 million,
which will go to mental health first aid. So we're both promoting this improved
school climate, violence prevention, and substance abuse prevention, mental
health promotion with the Safe Schools model, and then adding to that a mental
health literacy and awareness component with the mental health first aid. And
that will be at the State and the local levels. So we're very excited about that.

We also received $20 million for Healthy Transitions. Johanna smiles. Itis -- it's
a very exciting program to support youth ages 16 to 25 with mental health and
substance abuse problems. This is for youth, both youth who are already in the
child-serving system and helping them transition to an adult-serving system. It's
also to identify those youth that are at high risk or have emerging problems.

So that -- so programs to reduce the duration of untreated psychosis, for
example, would be included in this program, as well as some efforts to educate
communities about what serious mental health problems look like in young
people so that they would be able to be partners with schools, with treatment
providers, with juvenile justice to identify those kids that are most at risk and
would most benefit from connecting with the system, really as well as getting
parents and young people to create networks because | think that's often the
best way for people to get engaged, feel engaged, and develop a sense of trust
with a system that can provide services and supports to help them change the
trajectory for long-term health.

So we're excited. Those will also be State grants, where the States build some
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infrastructure for that and partner with communities to provide enhanced services
and supports.

We also received $40 million for behavioral health workforce activities, which is
very exciting because it's the biggest infusion that we have seen in a long time
around workforce development efforts. Thirty-five million dollars will be for a
jointly administered activity with HRSA to develop a behavioral health workforce
education and training grant program, which will focus on training master's level
professionals, mental health professionals, as well as paraprofessionals, which
will include peers, but not be limited to peers. It can include promotores,
community health workers, and others.

But the professionals will be -- | think five different professional groups will be
highlighted, including social workers, Ph.D. psychology interns, and nurses and
counselors, probably a couple of others or another that I'm -- MFTs, | think. So
that is -- that will be a HRSA announcement that's coming out shortly, and we
are partnering with them on that.

And in addition, there was a doubling of our Minority Fellowship Program. So an
additional $5 million added to SAMHSA's MFP program, which focuses on
training doctoral level -- the original program focused on training doctoral level
providers to work with -- and who are knowledgeable about communities of color.

In the $5 million expansion, it will be to train master's level professionals who are
committed to working with transition age youth. That includes $2 million for
addiction counselors, master's level addiction counselors. So we're thrilled to
have that growth with a focus on providers who can address disparities issues as
well as the youth in transition age group.

There are some other highlights about the budget in 2015. We'll go into more
depth tomorrow, but in broad strokes -- I'm sorry. In 2014, another piece that's
relevant to this group is that we did eliminate -- we did have a reduction in our
Access to Recovery program. So that is in half, $50 million, and there is an
addition of a new set-aside in the mental health block grant. And thatis 5
percent set aside for the dedicated to the -- to the treatment of early serious
mental illness, including psychosis.

DR. JEAN CAMPBELL: Including what?

MS. KANA ENOMOTO: Including psychosis. So it can -- so we're working
closely with NIMH on developing guidance for the States on how to implement
that. So that is already happening. The States already have or are receiving
these funds. And both block grants received some increases. So the mental
health block grant received an increase that would accommodate the 5 percent
set-aside.
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So they are new funds dedicated to the treatment of early serious mental illness,
which would include the efforts like RAISE-type work and efforts to reduce the
duration of untreated psychosis and that first episode work. But it's not limited to
that. It is for the spectrum of serious mental illness.

DR. CAROLE WARSHAW: The Wall Street Journal is wrong.
MS. KANA ENOMOTO: The Wall Street Journal is wrong, yes.
[Laughter.]

MS. KANA ENOMOTO: Not all of the Wall Street Journal is wrong, but their
opinions of SAMHSA seem to be misguided and ill-informed.

DR. CAROLE WARSHAW: | just wanted that on the record.

DR. JEAN CAMPBELL: Well, the people they publish, their attitudes are
misguided.

MS. KANA ENOMOTO: Well, you know, I think there is -- there is validity to -- in
pieces of different people's perspectives, but I think it would be great to have a
more open dialogue to really get certain facts out into the open, that the vast
majority of our budget on the mental health side is dedicated to the services and
supports for people with serious mental illness and not -- we don't necessarily
like the term of the "worried well,” but that is not what we see as the recovery
model benefiting is really --

DR. JEAN CAMPBELL: Well, it is really opposition to the recovery model. So, in
a sense, the critique has an element of truth in that it is naming us for heralding
recovery and wellness, which we believe is the path toward the future, as
opposed to just relying on biomedical interventions and coercion.

MS. KANA ENOMOTO: Right, right. Yes, I think the recovery model does
emphasize sort of an element of self-direction, but that doesn't mean that it's to
the exclusion of medications and medical treatment and psychiatric services, et
cetera. So | think we perhaps have not -- | think Ellie can be more eloquent
about it, but we have not been as articulate about our emphasis on, in fact,
improving treatment in the traditional sense, as well as the range of supports that
people need to achieve their full potential, which -- so | think we have a way to
go in helping people understand what it is -- what SAMHSA means by its
recovery approach.

You know, we do support people making choices in their lives and self-direction,

and many and most people do choose a route of medication and psychiatric
treatment in conjunction with other services and supports.
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DR. JEAN CAMPBELL: Well, early on when | did a presentation on recovery
here for this committee, and one of the points that | made that isn't understood
as well in the field -- there needs to be more research on this -- is that it's both
the treatment of illness plus the promotion of wellness that leads us to recovery.

DR. ELINORE MCCANCE-KATZ: Well, I'll just say that, of course, | agree with
what Kana is saying and what you just said. | think that it's -- | think that there's
a lack of understanding of what the term "recovery" means, what it
encompasses, and | think we have to do a better job of making the public aware
of that.

| also think that at least in that particular op-ed piece, they make claims that
simply -- that simply don't make any sense. They don't seem to recognize that
some of the tragedies that have occurred were people who were not known in
the system. And so, some of -- a lot of the programs, some that Kana has just
described, are programs that would help us to recognize earlier people who are
having difficulties in the system before they get to the point of being a risk to
themselves or to others.

| think that's really worth talking about, and | know that we're going to be doing
that at SAMHSA.

DR. JEAN CAMPBELL: Well, also they attacked the consumer movement and
SAMHSA's long support over the last 20 years of the consumer movement, and
they attacked the support of Alternatives, which is the national consumer
conference, by incorrect -- incorrectly looking at it as how to play with your dog or
fingerpainting. So they really trivialized what we talk about, and maybe we can
continue that conversation this afternoon when we talk about wellness.

Because the promotion of wellness, again, is an important part of SAMHSA's
agenda, in addition to the treatment of illness. And of course, Wall Street
Journal and its supporters, like TAC and the people that write for them, don't
really appreciate that approach at all. They think that we're misguided in that
approach, and the consumer movement is misguided. We're part of the
problem, not the solution.

MS. KANA ENOMOTO: Right. Yeah, there certainly are -- we have challenges
in terms of balancing the different perspectives.

DR. JEAN CAMPBELL: But I think we should be proud and stand up because |
think that we're on the right track.

MS. KANA ENOMOTO: Yes. I think -- | think what | see really is a big part of
the what | would say misunderstanding is that we have led very clearly in the
recovery movement, and that is work that people know about, and it's very
visible. And I think what they're not seeing is all the work that does go on in the
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block grants around supporting people with serious mental illness, all the work
that we're doing to prevent chronic homelessness for people with very serious
conditions, as well as addressing criminal justice issues and trying to divert
people with mental health problems away from criminal justice, to prevent their
involvement, to divert them into services.

| think, you know, the work that we're doing around children with serious
emotional disturbances. | mean, | think we have done a lot to foster evidence-
based treatment services and supports to the folks who are most vulnerable, and
that's just not what -- that's not, | think, what our critics are seeing. It's not as
visible to them that the vast majority of our funding does go to those types of
programs, which are absolutely grounded in the research and in the evidence
base.

But we do have a very visible piece of our portfolio that they feel is softer and
that they don't really have the perspective on, on its value. So | think it's an
ongoing -- it's an ongoing conversation, but it's not one that we're shying away
from. | think we're very happy to engage about the role of science, the role of
treatment, the role of the evidence base in what we do. Because I think we have
a lot to be proud of, as well as the role of recovery, of the consumer movement,
about self-directed care, et cetera.

| think it's all a piece of what people need to be -- to be better in their lives, and
that's what we're trying to do. And I think you have to look at the whole person
and, you know, on both sides only looking at part of the person, I think you're
guilty either way you slice that, right? So you can't -- you can't eschew one or
the other. You know, we have the great honor of walking the tightrope in
between.

DR. ELINORE MCCANCE-KATZ: | also found it troubling that they seemed to
take the perspective that individuals that are living with mental disorders
somehow shouldn't have choices about their treatment, that others should make
those choices. And in all other aspects of medicine, now healthcare reform is
about personal involvement. People are encouraged with every other kind of
condition to take control of their lives and their treatment.

| don't think that people with mental or substance use disorders should be
excluded from that.

MS. KANA ENOMOTO: Agreed, agreed. And I think it's what | also feel in some
of the critiques is that they see people with serious mental illness as a monolith,
you know? And people are not all the same. And I think in all of healthcare, it's
the same. | mean, you recognize that not everyone with diabetes is the same.
Not everyone with breast cancer is the same. And so, you have to address their
various needs, their various perspectives, where they're coming from, and that
would be the same in behavioral health. And that's a challenge.
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DR. SHELLY F. GREENFIELD: | would just add that along the same lines as
what you're discussing is that as with almost every other type of iliness, we've
discovered that the earlier you can intervene, the better off people are. And the
brain, as we know, is continuing to develop all the way into the 20s and probably
into the late 20s. And therefore, the earlier and earlier that you can identify early
symptoms of any abuse disorder -- substance use, mental iliness, and others --
and intervene appropriately, you are likely to actually make a large impact on the
health of the population, as well as the individual -- you know, individual involved.

So all of the efforts to bring the evidence base around early prevention and then
early intervention and pathways to treatment that's effective are very important
for individuals, but also really for the full health of the population. And that's one
of the things, obviously, under healthcare reform we're interested in keeping the
population healthy, and these are ways to go about doing that, too.

So just like every other -- every other almost, cancer, everything else that we
discuss.

MS. KANA ENOMOTO: Right. Right, right, right. You know, I think I like to point
out that you don't address the diabetes issue by focusing only on end-stage
renal disease.

DR. SHELLY F. GREENFIELD: Exactly.

MS. KANA ENOMOTO: You know? | mean, certainly it's an important
component. You absolutely need to do it, but that's not -- that's not the whole of
the picture. And so, that's why we're so really pleased about, and | don't mean
to beat a dead horse, but we really are pleased about the Project AWARE work
and the 5 percent set-aside, which give us an opportunity to do -- build
awareness, to do prevention, early -- you know, engagement, early intervention,
bring families and communities together, as well as foster good treatment
systems for that early intervention population.

So --

DR. JEAN CAMPBELL: Well, the ACA also really -- besides shifting the cost in
terms of our rising costs in medical care, it really is emphasizing whether you
follow the chronic condition model or looked at the recovery model. That is part
of self-management. But that's true for all conditions. It's not only prevention,
which is important, but also self-management, which is part of self-direction as
well. And | think that that point is missing.

So itisn't like the recovery model is out there. It really, when you look at the
models of the chronic care condition, the -- you know, you have your team
arrayed around the individual, and the individual is responsible for making -- for
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managing their condition to a large extent.

MS. KANA ENOMOTO: Well, I think -- yes. | think we have shared goals. The
goal is to help people overcome or manage their condition in whatever your
perspective is. And so, | think starting from that place of a shared value is
important, and we'll continue to go forward with that.

I'm sure people are apoplectic because I've gone way off the agenda.
[Laughter.]
MS. KANA ENOMOTO: Shelly?

DR. SHELLY F. GREENFIELD: 1 just have one other thing | wanted to mention.
When you talked about the behavioral health workforce development and $40
million, with the $35 million that's dedicated to joint effort with HRSA. And I'm
not 100 percent sure of this, but it's my understanding that in terms of workforce
development, this doesn't include physician workforce development.

And | did just want to mention that because | think just with the movement toward
integrating care models, | think it's worth stating that workforce development in
the physician community across multiple disciplines is incredibly important. And
it's both important in terms of our primary care clinicians that they have a greater
awareness of how to effectively work with patients who have behavioral health
needs, and also within my own field, within psychiatry, we are always concerned
about workforce development to integrate addiction treatment and early
intervention.

So | have had other meetings at other times in the last 5 years around this topic,
but | wanted to raise it here, just for SAMHSA to be aware that | think as you
advocate for a variety of areas of workforce development, the physician
workforce development should not be neglected. And I think it's something
incredibly important as we move forward with new care models.

MS. KANA ENOMOTO: Well, that's a great perspective. And although
physicians aren't necessarily part of the Project AWARE or the NITT funding,
HRSA continues to have rapid growth, | think, in the number of behavioral health
professionals in the National Health Service Corps, and we partner with them in
a number of ways with both BPHC and the BHP, Bureau of Health Professions
and Bureau of Primary Healthcare.

And you'll hear more about it, I think, in the NAC or Joint NAC meeting, but we
are adding a strategic initiative at SAMHSA on workforce, which will be led by
Anne Herron. So | think your perspectives on that will be really helpful to help
us.
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DR. SHELLY F. GREENFIELD: | would be happy to contribute to that
discussion.

MS. KANA ENOMOTO: Yeah. That would be great.

We're a little bit behind. So I'm going to just select some highlights of what |
need to share with you all. One, so budget 2015. Itis fascinating. It is exciting
for us, and you will hear more about that at the Joint NAC meeting because |
think I'm doing that, too.

And | wanted to mention particularly in this meeting, thank Jeannette for inviting
me out to a meeting called Fostering Girls' Strengths, which was a partnership
with Crittenton and RWJ, and they had a really stellar group of folks there to talk
about issues of vulnerable girls and young women. And it was fascinating to me,
you know, that's not necessarily the space that | usually work in. And so, it was
very -- very helpful for me to get more concentrated time with folks who are
working with girls and young women, not just the behavioral health piece, but
more the population.

And so, to see the advancements as well as the really challenging issues of
they're sort of -- they're not children, and they're not boys. So it's that the young
adolescent women or young girls get sort of left in this nether place of if you go
to a meeting and you talk about girls, then people say, "What about the boys?" If
you go to a meeting about women, people forget to talk about the girls and the
young women because they think the children's people are talking about the
girls, and the children's people want to talk about the boys and the girls or the
boys.

And then you have issues about -- and certainly absolutely valid issues about
looking at young men of color. What about the young women of color? You
know, that kind of thing.

So it was really a very good meeting, Jeannette. | don't know if you wanted to
share some of what you will have as next steps on that.

MS. JEANNETTE PAI-ESPINOSA: | think we're still working with RWJ to figure
out what the next steps are. | think it really kind of grew out of our frustration,
which you very aptly talked about, which is, you know, we have girls who are
young moms and they're still considered girls, even though the issues they're
dealing with went beyond that. And our agencies really work with young women
who are deep in, multisystem, multigenerational.

So it's a long road to go for them, but we've just had a lot of success, and we
have -- | was telling Johanna, we have a youth advocacy, the consumer
advocacy program where we've been matching up young women who are under
25 with former consumers that are over 25 to do some peer-to-peer support and
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mentoring and advocacy. And | think we just have a huge concern about how
long do you wait? Do we wait until they're women when, obviously, as you've
said, intervention as early as possible is the best way to go.

And most of them are -- they needed it 10 years before we get to them. So |
think it's a frustration. You know, there's a lot of interest in talking about girls and
violence, abuse and neglect overseas, but not here. We continue to hit brick
walls with really the -- | think it's the point at which girls become perceived more
as potentially sexual objects or sexually active that they shift sort of from girls
who are cute and are somewhat helpless to bad girls. And you know, once
you're a bad girl, you're always a bad girl.

So | think it's how do we pull people together? Even those people who work with
that population don't see it similarly, and we need to just get over that and get on
with it. So we're kind of struggling with what the next steps are. It didn't kind of
go as we had hoped it would. It was well worth it, but still there are a lot more
internal barriers even within the community, people that focus on it, as you all
know. So we'll figure it out.

MS. BRENDA V. SMITH: | think the developmental issues are really hard. 1 just
testified at a hearing. | was asked to come in and talk about some really
disturbing stats about the involvement of female staff in victimization of men and
boys in custody. And so, | was talking about the sort of female staff/boy piece of
it.

And one of the things that was really interesting that sort of resonates, | think, a
little bit with what Jeannette said was that people felt very comfortable -- they
were talking about boys here. But felt very comfortable talking about, you know,
well, they're 16, but they really look like they're 24 or 25. And so, people can be
excused for this victimization against them. Okay? And this was in a meeting on
the record by people who were supposedly leading the efforts to protect them.

And | think that a lot of times that people with young people who have been
engaged in risky behavior or who have addictions problems or who are sexually
active early sort of begin to think that that actually means that they're adults,
when developmentally they really aren't, right? And they're really not thinking
about sort of the issues of trauma, and certainly we see that a lot in all kinds of
systems.

And it seems to me that a lot of the research that's come up about development,
which we addressed initially, kind of has to be folded into this. Well, no matter
what they look like, you know, "body by Fisher, mind by Mattel."

[Laughter.]

MS. BRENDA V. SMITH: | mean, they're still in development, right? Right. So -
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MS. JEANNETTE PAI-ESPINOSA: And we see a lot of traction on the issue of
trafficking, which is, you know, we're involved with that, and our agencies work
with that population. Yet we're concerned about the lack of -- these are the
same girls that are self-harming at 10 and 11, right? So, again, we're waiting,
we're waiting, we're waiting. And we don't need to wait. So --

DR. CAROLE WARSHAW: Yes. | was thinking about all the focus on domestic
minors as far as sex trafficking and not seeing young people who were engaged
in sexual activity being perpetrated as victims. But at least there's some
beginning --

MS. JEANNETTE PAI-ESPINOSA: Oh, yeah. Yeah. There is some.

MS. KANA ENOMOTO: It sounds like to me that there is some work to be done
on that intersection of a developmental approach and a gender-specific
approach that we've been really good, | think, in the past few years of looking at
gender-specific, trauma-informed, and then how do you add that developmental
layer to that?

MS. JEANNETTE PAI-ESPINOSA: | think the impact of the multigenerational,
there is some expectation that one knows what it is to be healthy or to be healed.
And most of the young women we work with, maybe 10 generations back, they
have no idea. There is no -- they see that in each other, which is why the
matching them with older folks seems to be really helpful.

MS. KANA ENOMOTO: Well, thank you. Thank you for that perspective, and
that's a fascinating issue that you guys are grappling with. So thanks.

| want to -- I'm going to skip the TEDS piece. We will get that out to you guys.
There is -- | want to let you know about some personnel changes that we have
happening at SAMHSA.

We have had a new Director of the Office of Policy, Planning, and Innovation,
Mary Fleming. That's the office in which, actually, our committee management
sits. So Mary is wonderful. She's just come to SAMHSA fairly recently. She has
a rich history of managing, developing, and overseeing behavioral health
services in a number of States and communities.

So prior to joining SAMHSA, she was the chief executive officer of Allegheny
Health Choices. She was responsible for fiscal, clinical, and quality oversight
and reporting for the Medicaid-managed behavioral healthcare of the county.
She's brought a great financing lens. She's not a -- | don't think she's a clinician
by training, but she's brought a great perspective on how services are organized
and financed at the local level, which really informs the work that we're doing.
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And she's also a wonderful manager and a salt of the earth human being and
wonderful to work with. So we're really happy to have Mary as part of the team,
and Ellie also sits with Mary frequently.

DR. ELINORE MCCANCE-KATZ: She's great.

MS. KANA ENOMOTO: Sheis. She is great. She has a calming presence.
You guys will meet Mary, and she's a calming presence, which is greatly needed.

Miriam Delphin-Rittmon, whom some of you have met, has left SAMHSA. She
was a political appointee working with us for 2 years. She's gone back to Yale
University, where she is a professor. She was a major leader for us on our
workforce efforts, and she also took a very strong interest in our PPW program
and helped look at some of the data there, which you'll hear more about when
Dr. Clark comes.

Is Miriam going to be on the phone for that? No? No. So Dr. Clark will be
coming to talk to us or phoning to talk to us about that a little bit later.

And | wanted to acknowledge that Shelly Greenfield will be honored on April 11th
at the ASAM Conference as the recipient of the R. Brinkley Smithers
Distinguished Scientist Award.

[Applause.]

MS. KANA ENOMOTO: This award recognizes and honors an individual who
has made highly, not just meritorious, but highly meritorious contributions in
advancing the scientific understanding of alcoholism, its prevention, and
treatment. So Dr. Greenfield will be delivering a lecture. Gender Differences --
yay -- in Addiction: Implications for Women's Addiction Treatment.

So thank you. Congratulations.

And as others of you have honors and awards, let us know, or if you hear about
your colleagues that have them so we can make those announcements and
share them.

Some of you -- how many of you were able to join the prebriefing on March 13th,
where we talked about the new SI document, strategic initiatives? A number of
you were -- many of you were not on it.

DR. JEAN CAMPBELL: | was onit. | can't recount anything about it.

[Laughter.]

DR. JEAN CAMPBELL: It went on for a long time.
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MS. KANA ENOMOTO: There's no test. Well, that's good feedback. Thank
you.

[Laughter.]

MS. KANA ENOMOTO: My riveting presentation didn't burn a place in your
mind? That's okay.

Luckily, you'll have a chance to revisit some of those issues tomorrow. So, but
we are looking forward to a conversation tomorrow about our future strategic
initiatives. So workforce is one of them, and the idea of that -- | hope that you all
did receive the draft paper, and it was mostly the prebrief was really to get those
who wanted just a glimpse of what it was that we're doing and some explanation
of it before we engage, try to have a substantive conversation tomorrow.

| think what we didn't want to do was tomorrow just run you through the
document, but actually sort of start off. So for those of you who've had the
document or you probably have it in your binders, if you would please look at it
because we do want to have a conversation about whether -- what you think
about the directions we've outlined.

So, you know, some of the points like that you've made, Shelly, we can -- we
have an opportunity. We plan to edit the document or incorporate the comments
of the councils into the document before it goes for public comment. So this is
the opportunity for you to advise us. So this is -- it would be helpful for you to
have at least a glancing familiarity with it if it's in the document because we aren't
just going to be walking you through point by point what it is. It is meant to be a
feedback conversation tomorrow.

And so, with that, let's see. And then we're going to review the joint councils
agenda. So tomorrow, we have budget, FY '15 budget, and we will be talking
about the impact of behavioral health and healthcare integration on SAMHSA.
For those of you who did look at the document, we have changed our strategic
initiative, which used to be called health reform, and we are calling it
healthcare/health systems integration. Because as we're looking forward and we
hit that wonderful $7 million goal for enrollment, you know, the ACA is here. It's
happening. It's -- you know, it's here to stay. We are enrolling people in
insurance, and there will be a new way of looking at healthcare and, thus, at
behavioral health.

And so, we are not calling the initiative health reform, but it's healthcare/health
systems integration. And that's really a lot of where, | think, it's a new -- not a
new lens. It's been a lens, but | think it's really a growing lens on everything that
we're doing is how it relates to the overall system, whether it's financing or the
actual clinical practice or the systems that oversee all of them.
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We will have a report-out about the SAMHSA Youth and Young Adult National
Advisory Council. So we're -- or committees. So we're excited about that.

We're talking about the strategic initiatives, and then we're going to do breakouts
for that. So you'll have the opportunity to sort of talk -- we're rotating the Sl
leads, is that right?

MS. NADINE BENTON: 1 think so.

MS. KANA ENOMOTO: So we'll go into small groups, and then the leads will
come around. So you'll get to talk about and provide input to each of the leads in
a smaller group setting. | think that might be more helpful than going
sequentially through all of them in the large group.

MS. JOHANNA BERGAN: Is there an easy place to see who the leads are for
each of the initiatives?

MS. KANA ENOMOTO: Ah, well, I can tell you. | don't know if there's an easy
place to see it, other than --

MS. JOHANNA BERGAN: | didn't know if it was in this --

MS. KANA ENOMOTO: -- in the document. So prevention will continue to be
Fran Harding. Trauma is still Larke Huang. Healthcare/health systems
integration is Suzanne Fields. HIT will continue to be Dr. Clark. Recovery
support is still Paolo del Vecchio, and workforce is Anne Herron.

MS. JOHANNA BERGAN: Perfect. Thank you.

MS. KANA ENOMOTO: And so, the other thing to note is that data outcomes
and quality have moved into a SAMHSA internal operating strategy, where we've
done -- we've really accomplished almost all the things that we set out to do in
the original strategic initiative, and now we're really focusing internally about how
we are using data, how we are producing data, how we're sharing data and
promoting quality.

There is still a quality piece, | think, in the healthcare/health systems integration
one. But, so that is no longer -- data is no longer a strategic initiative, and
communications is no longer its own strategic initiative. Not that we're not doing
communications. We are doing communications. We are doing military families.
Both of those are just getting more embedded into the warp and woof of what
we do on a daily basis and require less of a dedicated, concentrated policy focus
for the Administrator.

Yes?
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DR. JEAN CAMPBELL: | would like to see, though, that data is responsible to
the councils as it makes these internal decisions. Maybe some sort of reporting
out because there are still a lot of issues around what will be the indicators for
the different -- it wasn't finalized the last time we really saw it. There's still a lot
of issues around how we're collecting well-being or what populations we're
assessing.

MS. KANA ENOMOTO: Right.

DR. JEAN CAMPBELL: So | would like to see some sort of reporting out or
some inclusion of people from the councils in that dialogue, not to just have it --
have them go their own way in the woodwork.

MS. KANA ENOMOTO: Right, right. You know, again, data, we still -- we have
a Center for Behavioral Health Statistics and Quality. We continue to have a
fairly robust data portfolio, and so that it's not an SI doesn't mean you won't hear
about it at council any longer. It just means that we -- you know, we have these
weekly strategic initiative meetings where we get sort of a convening of all the
chiefs, and we talk about what the next steps are for each thing, and we labor
over it pretty considerably. So --

DR. JEAN CAMPBELL: I'm just concerned about the national framework --
MS. KANA ENOMOTO: Yeah.

DR. JEAN CAMPBELL: -- and I think it needs work, and it needs some
accountability, and it needs to be able to change.

| was on a research and evaluation subcommittee, led by Ron Manderscheid,
where we're looking at datasets that would collect more recovery-oriented data.
And there were recommendations made to SAMHSA based on it was like a year
and a half, just concluded like 6 months ago, and to see what happens with
those recommendations, how they're integrated within the data collection
portfolio.

MS. KANA ENOMOTO: Right. Right. So, again, | think there will be a seventh
group. So we'll have six, seven sessions. One for each Sl, and one will be a
general kind of bucket one where you can bring up the other issues that you
have that related to either the old Sis or other issues as you see them, or more
general, overarching issues. So | think that's -- there will be that opportunity as
well.

Okay. With that, any questions, other comments? Any questions about
tomorrow's agenda?
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[No response.]

MS. KANA ENOMOTO: So please hold your calendar. We do have the date for
the next ACWS meeting. It will be virtual, and it will be on August 26th. We'll be
sending out a reminder "save the date" email after this week's meeting. But I'm
just going to get that out there right now.

We realize that August is a tricky time for many people, but in general, they're all
tricky times. So you just have to find the time. And we also have to balance this
with our grant reviews. So we do it at the same time as the center NACs and the
centers have to review grants, RFA reviews and to certify them. And so, we
need to do it closer to when we're making those awards.

Okay. Well, that is -- | think that is our remarks, and | will go ahead and turn it
over to Sharon who will update us on what the SWCC has been doing.

MS. NADINE BENTON: Do you want to do the committee?

MS. KANA ENOMOTO: You know what? I'm going to ask each of you to throw
in, to pipe up and share whatever other pieces that you like as we go along
today. | think most of you have done that and can continue to do that in a more
organic way, if you would?

Agenda Item: Updates from SAMHSA Women's
Coordinating Committee

MS. SHARON AMATETTI: Okay. Well, thank you.

So, SAMHSA, just for those of you who are new, has a Women's Coordinating
Committee, which is a group of staff from throughout the agency who come
together to talk about issues that are relevant for women and their ongoing work
and also to brainstorm ideas for the agency about areas that we want to look at.
It's a great group of staff. We have about 12 members from throughout all of the
different centers who come together every month and talk and plan things.

This most recently, we've been working together to develop a webinar series on
girls, and as the conversation has reflected this morning, that sometimes girls get
overlooked in our work or we're focused on women and not girls. We do have
activities around adolescents at the agency. Some of them, we have actually
CSAT has a large adolescent treatment portfolio. Prevention does a lot around
adolescence, of course.

And there are some new initiatives that Kana just mentioned that are going to
have focus on transition age youth. But the committee really wanted to talk
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about girls and, you know, gender issues in adolescence. So we had an
opportunity, partly because we weren't going to be doing a big national women's
conference this coming year, to repurpose some of our resources to put together
an initiative that was reflective of girls’' needs.

So we came together as a committee. We also reached out to a lot of partners
in the field and also colleagues at other agencies to ask them, you know, what
do you think we should talk about in this webinar series? It's SAMHSA's
opportunity to provide some information around girls, and where do we start?
And it was pretty hard, actually, to decide and prioritize what issues we were
going to focus on.

| don't know who's controlling the slides. Is that you, Josh?
MR. JOSH SHAPIRO: Yes.

MS. SHARON AMATETTI: Could you just advance it?
MR. JOSH SHAPIRO: Sure.

MS. SHARON AMATETTI: So, you know, we debated and talked and thought
about it, and we knew that we wanted to provide research on best practices and
critical thinking on the topic that professionals working with girls and young
women would want to know. We had six that we were going to roll out, and each
session was really to address a key area of what is important to adolescent girls,
their challenges, opportunities, strategies for supporting girls.

We created the webinar series to increase the behavioral health workforce
understanding of needs and concerns of girls and then just bring more visibility
and attention to these concerns. So that was, you know, what we set out to do.
| don't want to leave you with the impression that we covered everything that
needed to be included.

We're excited about having an opportunity to launch this. We wanted to also
really create a community conversation around the webinars to just get some
increased visibility to the issue, and so that is what we're doing. In your binder,
there's more information about each of the individual webinars. There is a page
for each of them. 1 just don't -- they're actually not in the order that the webinars
are rolling out, but all the information is there.

So we've completed two of the six. The first we called Growing Up Girl:
Adolescent Development and the Unique Issues Facing Girls. And that was an
introductory sort of setting of the stage webinar. We had Trina England from
HRSA, who is the head of their Adolescent Health Branch, kind of as a guest
moderator for us. Elizabeth Miller, who's the chief of adolescent medicine at
University of Pittsburgh Medical Center, participated, as did Scyatta Wallace,
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and really were helping us frame girls from the development issues as well as
some of the psychosocial issues that girls go through.

The next webinar we had in March, The Girl in the Mirror: Behavioral Health in
Adolescent Girls. We invited Steve Hinshaw from Berkeley to talk about his
concept of the triple bind for girls. We also had Wendy Lader talking about girls
and self-harm.

The next one coming up this month, later this month is about Girls and
Substance Use. I'm going to be talking a little bit about some of the data that our
Center for Behavioral Health Statistics helped me pull together about girls versus
women or versus boys, and then we're going to highlight the NIDA's principles of
adolescent treatment, as well as talk about three different models of evidence-
based practices for working with girls.

Following that, we'll do Digital Girls. We all know how important social media is
in the lives of young people. We have Rachel Simmons, who is a very well-
known author and speaker, talking about her perspective and what she knows
about how social media can both support and actually is troublesome for girls.
And then we have our own staff person, Danielle Tarino, who is a younger
SAMHSA staff person who going to really talk about social media and recovery.

In June, we have one we're calling Sanctuary and Supports for Girls in Crisis.
Our new advisory committee member Jeannette Pai-Espinosa is one of our
speakers, as well as Stephanie Covington, and they're going to be here talking
about girls with very high need, high risk.

And then our final webinar in July is The Power of Youth Development and
Recovery Supports, really to talk -- it's for youth development and what girls say
they need for ongoing recovery supports. And actually, Youth MOVE has been
supporting that webinar as well.

That slide is just on the Web site that's the graphic you'll see, and there is the
Web site if you want to get more information. But for the members here, they
are in the binder.

DR. JEAN CAMPBELL: How many people attended the first two?

MS. SHARON AMATETTI: I'm just so happy that you asked that. So we had
planned for up to 1,000 telephone lines. We did a modest promotion of the
event, and almost immediately, we had 3,000 people registered for the first two.
Which usually you get about half of your people who actually register will actually
come and attend.

But when we tallied what we had, we had 1,700 people who attended either on
that first one. That meant that all 1,000 lines were used, and | can watch the

Page 32 of 140



information about who's on there. They were on the whole time. And some
people met in groups, you know? They shared a telephone line, and then some
people would just call in if they can't actually access the Web site because it's
full.

So we had great participation for that one. The next one, over 3,000 people
again registered, and 1,500 attended. So there is clearly interest in the series.

We're also working with the National ATTC to help with CEUs for participating,
free CEUs. So, of course, that makes it very attractive, and they are going to
house the webinars on their Web site so that as soon as we can get them all
cleaned up and captioned, they're going up on the Web site, and people can
continue to access them and to get CEUSs.

DR. JEAN CAMPBELL: So they're archived?

MS. SHARON AMATETTI: They will be all archived, right.

DR. JEAN CAMPBELL: And were you able to collect demographics?
MS. SHARON AMATETTI: Yeah, so. I'm so glad you asked that.
[Laughter.]

MS. SHARON AMATETTI: And this is pretty much for the first two, very similar.
So we asked them when they first came on, we gave them, you know, one of
those polling things that you can do to see who was on the phone. So about a
third were mental health counseling type folks, 21 percent education/youth
development/peer support. Substance use prevention/treatment, 19 percent.
Government research policy, 7 percent, and then there was a category of "other"
for 20 percent.

And it was very similar for both the first and the second webinar. Now do you
want to ask me how they were evaluated?

[Laughter.]

MS. SHARON AMATETTI: Let me tell you a little bit about that information and
feedback that we got. And again, you know, just very similar across the two. So
for the first one that was Growing Up Girl, so we asked about level of presenter
knowledge on a scale of 1 to 5. The average ended up 4.72, and for Girl in the
Mirror, presenter knowledge 4.77 out of a scale of 5.

The level of usefulness of the information for Growing Up Girl, it was 4.32. For
Girl in the Mirror, 4.5.
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Rate the overall webinar, 4.29 for the first one and 4.45 for the second one.

So really nice comments. | just wanted to give you a sample of what they said.
For Growing Up Girl, the question was, "What did you like best about the
webinar?" And they said, "combining medical with the psychological perspective
of adolescent girls." "Each of the speakers was knowledgeable and vibrant." "I
appreciate that | have several new resources | can immediately utilize within my
practice." "It was helpful with my work and my own daughter." "Wonderful
information to keep me motivated in working with girls.” "I like the suggestions
given for programs working with girls." "Looking forward to upcoming webinars."

For Girl in the Mirror, "What did you like best?" "There was actual information
provided on how to deal with this population. Other webinars | participated in
were self-promoting and not a how-to." "l loved hearing about mental illness not
as a bad thing, but instead as a reality.” "Current research is always something
that can be difficult to stay up on. It was wonderful to have a succinct and
relevant discussion of some of the current studies done.” "The differences in
perspectives given a researcher, therapist, young person in recovery." "l really
appreciate this topic and the series being offered through SAMHSA."

So | feel very positive, obviously, about our results so far, and | think the rest are
going to go very well. Also we have Kait Abell in our Office of Communications is
helping us with some social media work on this.

Now we didn't have to promote the first two very actively. So it's not so much
about promotion for the remainder. What we really want to concentrate on is
conversation, have girls tell us what have been helpful to them. So we're going
to be setting up -- I don't know the term for it. Sorry. It's something like a blog,
but it's not a blog --

[Laughter.]

MS. SHARON AMATETTI: -- on the SAMHSA social media page, where we can
stimulate conversation. There will be some tweeting going on. There is actually
tweet traffic that we didn't necessarily stimulate, but some of our partners have
stimulated. Youth MOVE has been tweeting about them, which is great.

So this is something that I'm learning about, so it's not so much the social media
presence to advertise them but to really just keep -- make it a deeper, richer
conversation is what the purpose of that will be.

Just, and the next webinar series, again, is going to be about substance abuse
and girls, and I'm going to be doing a little piece in there. And | just wanted to
give you a few highlights from my presentation that Margaret Mattson and
Rachel Lipari from our Center for Behavior Health Quality Statistics have pulled
together for me.
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This group already knows this, but I'm going to explain that unlike in adulthood,
that girls use most substances at equal or higher rates than boys. | don't think a
lot of people know that outside of the field. Girls have almost a 3-to-1
experience of major depressive disorder when compared to boys.

And interestingly, in 2012, for the last year that we have data, we found that for
the first time, more young people 12 to 17 report smoking marijuana than
cigarettes. So it's crossing over now. You know, | think we can expect that trend
to continue as the perceived risk of marijuana use goes down.

So that's a little bit about the webinar series. Like | said, it's not everything. It's
just an opportunity for to have more conversation, build a community around the
issues, and hopefully, infuse some of the other work and opportunities that we're
being presented with to infuse girls' issues and gender issues into that work.

So thank you.

MS. JOHANNA BERGAN: Just -- thank you, Sharon -- an anecdote about
evaluation. | send out lots of resources to our chapter contacts, and | have
gotten more emails about how to get on the Girls Matter! Web site, how to find
the recordings, how to follow that than anything I've done yet this year.

So, you know, young women who are leaders in chapters 18 to 25, lots doing
peer support, were very excited about this, and | was appreciative because they
are individuals who would not ever be able to attend a conference or a training,
and this was very accessible to them. So thank you.

MS. SHARON AMATETTI: Thank you. Carole?

DR. CAROLE WARSHAW: | mean, that sounds really exciting. So would you
be willing to share what you come up with around the social media and how to
create that community? Because one of the issues that come up for us is
around how do you monitor it and people posting -- you know, other people
posting that you need to -- that aren't so great. So when you figure that out,
would you share that perhaps at the next meeting --

MS. SHARON AMATETTI: Yeah, | mean, they have kind of figured it out. It
doesn't mean I've figure it out. But you know, Kait Abell and also my contractor,
Advocates for Human Potential, have wonderful staff who | also should give
credit to, have really worked hard to pull together this wonderful webinar series.
Deb Warner and Kristen King from there is their social media person, and I'm
sure they'd be happy to advise you or anyone else here.

MS. JOHANNA BERGAN: And the Twitter handle is #girlsmatter2014. So you
can see what happens --
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[Crosstalk.]

DR. CAROLE WARSHAW: -- just any of that stuff that actually helps enrich
what we all put out would be great.

MS. KANA ENOMOTO: Great. Thank you.
Yolanda and then Jean?

DR. YOLANDA B. BRISCOE: I think this is fabulous what you're doing. It's so
timely. I'm obviously biased, and I think it's founded in reality that fewer and
fewer people are reading. And so, the TIPs, which | always found so helpful, to
be at the cutting edge of what was happening and to be able to read about what
| needed in regards to recovery, but fewer and fewer people are reading. | go in
people's offices, and they're nicely tucked, the TIPs.

And the information, just recently what you sent out about chronic pain, and
that's wonderful information, but a lot of people look at it and tuck it away. So
this, | think, addresses how people are -- more and more people are able to at
least look at a webinar for a couple of hours versus a whole day and the expense
of going to the workshop. | commend you on that. | think it's wonderful.

| would like to know how you are going into places where maybe they don't have
-- there are places, no cell phones, no laptops. And maybe individuals who are
incarcerated or in treatment to get some of the viewpoints of the young women
and also young lesbians, get all their input who don't have that accessibility.

MS. BRENDA V. SMITH: Sharon, one of the things that when you said that
there was a resource that SAMHSA just released that came through the National
Juvenile Defender Center, which is the guide for helping families support their
LGBT children, and so | think that, you know, as Yolanda said, it's so important.
| mean, so there's this group, but also there are so many other places,
particularly in the juvenile justice system, for example, because | mean just the
work on how to really work with girls and certainly in a lot of the work that I'm
doing, like a big piece that I'm working on now is the youthful inmate standard
part of the Prison Rape Elimination Act, which has a specific standard that says
that you have to have sight and sound separation, you know, sort of like under
the Juvenile Justice and Delinquency Prevention Act.

And so, States are really scrambling to figure out not only how do you do sight
and sound separation, but also how you provide sort of treatment and also
appropriate activities. And so, as you're talking, I'm writing this down, and I'm
definitely going to send it out to my networks, right?

Because there are -- there are places where there is a huge incentive to use this
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material, and what you're going to find is you're going to find that people who are
not necessarily your usual suspects are going to be using your information for
different purposes. Because I've already seen something that you sent out that's
on the whole juvenile justice listserv.

DR. JEAN CAMPBELL: I just had a general comment. You know, over the last
couple of years, the first webinars were real exciting, and everybody was
interested. And then there was this deluge of webinars, and it got to be old hat.
And | was actually disparaging doing webinars and trying to think outside of the
box for other ways to make contact.

But | think this is a really good example of the importance of identifying need,
great need and interest, those two things coming together because this,
obviously, is more successful than almost any series that I've heard. And you're
not only in bringing people to the table, but also in your evaluations as well, that |
mean, people's interest, they were satisfied with what they got there. And | feel
like they're going to be coming back for the whole series, and you might even
have an increase in demand.

So it would be good to also promote this series and look at it in terms of what
really worked as instruction for people who want to do webinars in the future,
picking topics or people or what the best practices are, because | think this is a
good lesson for that. | would guess that you didn't have people just reading off
of the slide that was on the screen.

MS. KANA ENOMOTO: Well, as with everything that Sharon does, the product
is always of the highest quality. For those of you who've ever worked with her,
she --

DR. JEAN CAMPBELL: But I think it could be helpful for those of us --
MS. KANA ENOMOTO: Sure.

DR. JEAN CAMPBELL: -- that are in doing health communication and sharing
our results or interested in training. | mean, | would love in my webinar series
that I've done to really be able to market, identify, and have the type of success
that you were able to achieve. And I'm sure | could learn a lot from looking at
your program and the series.

MS. SHARON AMATETTI: Yes. | mean, we debated that when we talked about
just kind of do we want to do another webinar series because of the fatigue
about webinar series.

DR. JEAN CAMPBELL: Exactly.

MS. SHARON AMATETTI: So it was important to try to keep it as interactive as
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possible. | would have liked to have made it even more dynamic, you know, with
video clips and all that, but with 1,000 phone lines and the amount of time we
had and the resources, we ended up making it a little simpler. But that is, you
know, appealing.

MS. KANA ENOMOTO: Thank you. I'm going to let Shelly and then Karen and
then Yolanda.

DR. SHELLY F. GREENFIELD: Just two quick comments, which is it will be
really important that you get it up on a server that's really easy to access
because a lot of people will want to make use of that, and we've already got the
resource. So, and then to be able to advertise to people that that -- basically that
there have been good feedback and that that resource is available because
you'll see that continuing to pay dividends.

And then the second is that people have already identified additional topics, and
you might consider, you know, even if it's a smaller series, like a two or three of
these in the year to come, building off of this. Because | think you're learning
that there's a huge information gap in this area. So --

MS. KANA ENOMOTO: Thank you. Karen?

MS. KAREN MOONEY: And I just want you to know that in Colorado, working
with adolescents has always meant working with adolescent boys until about 6
months ago.

MS. SHARON AMATETTI: And 6 months ago, what happened?

MS. KAREN MOONEY: Well, people started asking about what you sent out in
the emails, saying that the webinars were coming, and sent out the links to the
webinars and said register. And it's made a difference.

MS. KANA ENOMOTO: Cool. That's good to hear.
Yolanda and then Carole, and then we are going to break.

DR. YOLANDA B. BRISCOE: The fact that it's only an hour, an hour and a half
is helpful. And | am one of those -- webinars, if you look at webinars, you start to
do your email. And you start to talk, and people come in the office and interrupt
you. But for an hour, an hour and a half, you can have it part of your staff
meeting and everybody together, and so then it can open up that dialogue
versus one single person sitting in their office, watching a webinar. So | think it's
a wonderful idea.

Thank you.
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MS. KANA ENOMOTO: Are you saying our 2-hour stimulating conversation on
the strategic initiatives was not bite-sized enough?

[Laughter.]
MS. KANA ENOMOTO: Carole?

DR. CAROLE WARSHAW: One of the things we're thinking about doing for our
upcoming webinar series is including some conversation guide. So that when
people see them as a group, they can have a discussion with materials to go
with it. Because it's hard to think about how you really engage people at a
distance.

MS. BRENDA V. SMITH: Just one last comment. | was thinking about
something that you said, Yolanda, that we didn't really kind of address, which
was like how do you get it to communities that don't have access to these kinds
of resources? And one of the things that we did that actually has been quite
useful for like localities is that -- and specifically for kids, it's we were doing some
work trying to get materials into kids, and States were just kind of aren't really
trying to let you have that kind of contact.

And so, we actually did a series of graphic novels, which are online that actually
the jurisdictions can come and print out, which actually has some screens at the
back where kids can finish the story and also a series of questions that they can
ask the kids. You could also use them as a peer education model, kind of get
the kids to do it.

But one of the other things that we found is that the literacy level for the kids --
no, the literacy level for the staff was about the same as the literacy level for the
kids. And so, the staff were actually using the materials that we had produced
for the kids.

And they were a series of just very simple graphic novels dealing specifically with
a particular kind of trauma, which is sexual victimization in custody, and sort of
talking about different kinds of scenarios and how you report and what do you
do? And also leaving space for the agencies to put in like their hotline numbers
or to talk about their policy or whatever. And I'm happy to share those with the
people because -- right.

FEMALE SPEAKER: Yes, please.

MS. BRENDA V. SMITH: But going back to your point, one of the critiques was
that they were not in Spanish or in other languages. And you know, we didn't
have the resources to do that, but it's certainly something to think about. And it
goes to your question, your point about sort of having a little bit of a guide. But
it's kind of a sneaky way to get material in and to get kids to look at things.
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MS. KANA ENOMOTO: Are those available online?
MS. BRENDA V. SMITH: Yeah. And they're free.

MS. KANA ENOMOTO: Where? Just for people on the phone who won't be
able to get an email.

MS. BRENDA V. SMITH: Yeah. They are on our Web site. It's www -- no, it's
wcl.american.edu/endsilence. And I will also have my staff person just kind of
send them around. And the great thing was that kids thought that they were
corny and because then that meant that they had something to say. "Well, you
didn't say this,” or "You didn't say that,” or "That's not really how it happens.”
Because really what you're trying to do is to get them to talk about it, right?

So, anyway.

MS. KANA ENOMOTO: All right. Well, thank you.

DR. JEAN CAMPBELL: They were corny on purpose?

MS. BRENDA V. SMITH: Yes. No, it was actually really an intended concept.
MS. KANA ENOMOTO: All right. Well, thank you.

We're going to take our break now, and we are going to come back at 10:45 a.m.
because we have Ellie here, Dr. McCance-Katz, who's going to talk to us about
behavioral health primary care integration as well as get some -- share with you
what she's been doing, the role of the CMO, and other aspects of advice we can
provide.

Thank you.

[Break.]

Agenda Item: Conversation with SAMHSA's Chief
Medical Officer

MS. KANA ENOMOTO: Okay. So if | could get folks back to the table, we have
Dr. McCance-Katz here.

| think we appreciate that -- | appreciate Ellie coming here from the beginning of
the meeting and just getting a sense of the group and being able to participate
already. But Ellie, Elinore McCance-Katz is our chief medical officer, a new
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position for SAMHSA. She is really a wonderful addition to our leadership team.

She's board certified in general psychiatry and in addiction psychiatry and is a
distinguished fellow of the American Academy of Addiction Psychiatry. She's
been working in the field of addiction medicine for 23 years as a clinician,
teacher, and clinical researcher. Her specialty areas are pharmacotherapy for
substance use disorders; clinical pharmacology of drugs of abuse; drug
interactions; cocaine, alcohol, opioid medications development; and co-occurring
HIV disease, hepatitis C, and addiction.

She's been leading for us on our HIV portfolio and is a wonderful advocate and
speaks very eloquently about the need to bring the HIV and hepatitis services
and awareness into the behavioral health setting because we have populations
that are at such high risk and that it's good practice to ensure that people get all
the services that they need in one place.

So I'm happy to have Ellie here. She's billing it as a conversation. She may
have some things to share about what she's doing, how she is helping us to
define the role of CMO at SAMHSA, and then some of the work that she's doing
that you might have some suggestions for her.

Ellie?
DR. ELINORE MCCANCE-KATZ: Thank you.

Yes, so | was just going to talk about a few things and, hopefully, get some
feedback from all of you. It's already been so impressive to me. | wanted to be
here at the beginning so | could hear about all of you and what you're doing, and
| know this is going to be great to help inform some of the projects that I'll talk
about in just a couple minutes.

So the two projects that | was hoping to get some feedback from you about are
issues related to opioids and prescription drug abuse and also an area that I'm
working on in our HIV program, which is bringing HIV care into behavioral health
settings, both substance abuse treatment programs and community mental
health centers. And I'm very interested in getting your feedback about how we
can better engage and retain in treatment women and girls.

But I'll tell you about what | do, some of the things that | do, if I could see the
next slide?

So Kana had asked me to just mention some of the -- some of the things that |
work on at SAMHSA, and happy to answer any questions you have about those
things. But mainly, | think being the first person to hold this position at SAMHSA,
one of the things that Pam and Kana and | have talked about at some length is
what should the role of a chief medical officer be? And | think that in some ways,
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it's a trial where we are kind of figuring out those things, but some of the things
that | work on are just to provide some clinical insights, advice, both in prevention
and substance abuse treatments or to centers, CSAP and CSAT.

In particular, | work with them quite a bit on the issue of prescription drug abuse,
which is such a huge issue for our country right now, as well as medication-
assisted treatment for opioid use disorders. That's an area that I've spent a lot of
my career working in. So I'm happy to do that. And I've also been working on
the overdose prevention programs at SAMHSA, including the overdose
prevention toolkit, which we released last summer.

| also work with the Center for Mental Health Services, and some of the things |
work on with them have been -- so I'm working on the 5 percent set-aside to the
States, working with NIMH to develop some guidances to the State about how to
work in the area of early intervention, particularly first episode psychosis, but also
other approaches to serious mental illness in the early stages.

I'm working on guidelines for bipolar disorder. | also work on dementia and
specifically have been working with Paolo del Vecchio on issues related to
inappropriate use of antipsychotics in elderly with dementia who are mainly living
in nursing home settings. We have a workgroup on looking at the current
definition of serious mental iliness, and | don't know if any of you participated, but
we had a call just a couple of days ago to start to get feedback from
stakeholders on this issue.

I've done some of the work with other colleagues at SAMHSA on Medicare Part
D, which was the plan by CMS to remove protected status from antidepressants
and antipsychotics, which is not going to go forward at this point. And we think
that's a good thing at SAMHSA. And have done some work on suicide
prevention and workplace.

So one of the new programs that I've been working with CMHS, that's the Center
for Mental Health Services, on is a clinical support system for serious mental
illness. So this comes from a model that | actually worked on before | came to
SAMHSA through work with the Provider Clinical Support Systems for
buprenorphine and opioid therapies, and | thought that was a pretty good model
and one that we could use for approaches to training on serious mental illness.

So we will be launching that over the next year. And this is a 2-year program
right now. We're going to see how it goes. But we'll have stakeholders in the
field that will be presenting trainings on specific disorders, such as
schizophrenia, bipolar disorders, schizoaffective disorder, major depression,
anxiety disorders. And we'll be talking -- they'll be providing training materials on
everything from epidemiology to how to treat to long-term outcome. So | think
this will be -- | think this will be very helpful to the field.
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| am SAMHSA's lead person now for HIV and the viral hepatitis programs, which
means that | just kind of oversee the work of a lot of people. There's a lot of
people that do really good work on these issues within SAMHSA. They've been
doing it for a lot longer than I've been at SAMHSA. So they're very helpful in that
regard.

We are going to be taking some new directions with HIV and viral hepatitis. [I'll
talk about that in just a couple of minutes. But | also work with some of our other
operating divisions within HHS on this issue, as well as other departments within
the Government, like the Department of Labor, Civil Rights. ONDCP has an
interest in HIV. So | do some liaison with them as well.

| work with HRSA on their HIV and viral hepatitis programs, and | actually sit on
an advisory committee to them for these particular topics. And then | do a fair
amount of work with liaison with other departments. I've listed them there.

Another thing that I've had the opportunity to do, one of the reasons | came to
SAMHSA was | was very interested in healthcare reform and new ways of
providing treatment and improving treatment to people that have behavioral
health disorders. So you may know that the Affordable Care Act provides for the
development by States of health homes that will provide wraparound services for
people with serious illnesses, and mental illness and substance use disorders
have been specifically mentioned as target areas for health homes.

So the way the law is written, SAMHSA has to review all of the State plan
amendments in this area. So | get a chance to see what all the States are
planning, and as part of a workgroup, we provide input to the States about how
they can improve and incorporate behavioral healthcare into their State plan
amendments for health homes.

I'm also working on the workforce issues. Before | came to SAMHSA, | was
involved with the President's Emergency Program for AIDS Relief. It's also
called PEPFAR. And I continue that work at SAMHSA. | think that's very
important work. It takes programs that we know work here at home and
introduces them to other countries and cultures where they can incorporate them
in their own way into their --

DR. JEAN CAMPBELL: Could you speak up?

DR. ELINORE MCCANCE-KATZ: Yes, I'll speak up. We also at SAMHSA have
a role in the U.S. Preventive Services Task Force, and | lead a workgroup where
we are able to comment on the issues that the U.S. Preventive Services Task
Force takes up and how they undertake their research, as well as reviewing their
documents prior to public release. So we think that's important work. It's aimed
toward prevention mainly but covers a wide range of issues that behavioral
health impacts.
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I've been involved with work for the ICD-10. 1 think this is probably going to be
delayed for a year. I'll just tell you my own personal view of that is hallelujah
because we aren't ready, and we hope that with an extra year, behavioral health
providers particularly will be better equipped and ready for the changeover.

We have some webinars that have been developed that are available for people
to get some training on issues related to ICD-10. The relationship between
DSM-V and ICD-10 is a webinar that will be given by APA | believe later this
month. And we also have FAQs on our Web site if anyone is interested in that.

Yes?

DR. JEAN CAMPBELL: Is this further development of the ICIDH? Is that the
international classification?

DR. ELINORE MCCANCE-KATZ: The ICD-10 is the international classification.
DR. JEAN CAMPBELL: Right. It used to be the ICIDH?

DR. ELINORE MCCANCE-KATZ: Yes. Soitis what's being used
internationally. The United States is still using ICD-9. We are quite -- it's been
guite a long time since ICD-10 has been in use by the rest of the world, and
there is some real interest in going to ICD-10 because it better describes
conditions, much more detailed descriptions, and that, | think, will lead to the
ability to better treat and to be compensated for the treatments we provide and
complexity of treatments that we're providing to people.

| have some special projects that | work on. Marijuana is a big issue. Right now
we have a special workgroup that's actually led by Dr. Clark, who will be here
later to speak to you, but | have a couple of initiatives within that. And then | do
other things -- traveling, talking, you know, do stuff like that.

So that's what -- that's what -- that's sort of what | do in a nutshell, and if you
have any questions, I'd be happy to answer those. But if you don't, we could talk
about gender differences in opioid and prescription drug abuse.

So last summer, maybe all of you saw this, CDC came out with some information
that really | thought really gave me pause in that women tend to be more likely to
be treated for chronic pain. They are given opioids more readily than men at
higher doses. They use them for longer periods of time, and opioid analgesic
overdoses are a growing problem. This is really quite a large issue.

And for women, more than five times as many women died of prescription pain
medication overdoses in 2010 as they did in 1999. So this is a big problem for
women. Particularly for non-Hispanic white and American Indian or Alaska
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Native women, they have the highest risk of death from prescription opioid
overdose.

Can | have the next slide?

And women 45 to 54, most affected. You probably have read some of the lay
press coverage of the rather large increases in neonatal abstinence syndrome
that result from a pregnant woman's chronic use of opioids, could be misuse,
also happens in women that are treated for opioid dependence. But this has
gotten a lot of attention in the lay press, for better or for worse. And then, again,
prescription pain medications are involved in 10 percent of suicides in women.

So these are very serious issues that | think are important for us at SAMHSA to
be aware of and to start to think about in terms of our specific programs.

Can | have the next slide?

So some of my questions to you had to do about whether you might be able to
make recommendations to us about how to best engage and retain women in
treatment programs for substance use disorders and whether you have specific
recommendations for how SAMHSA could help to strengthen prevention and
treatment interventions for women and girls in this area.

It's been the case for many years that men far outnumber women in treatment.
In my own clinical experience, a lot of women have trouble coming to treatment
because they tend to have the childcare responsibilities. But | suspect that there
are other reasons as well. So | was wondering what your thoughts are about
these kinds of issues and what we might be able to do?

Yes?

MS. KAREN MOONEY: I think one of the real biggies for me is that the
requirements of the women's set-aside are no longer required to be reported
back to CSAT when the block grant reporting happens. And if States aren't
required to report on it, they're much less likely to do it. So even though it's still a
requirement of the women's set-aside that transportation and childcare be
provided, when there's no mechanism to report it, the powers that be who shift
with the political winds say, oh, we don't have to do that because we don't have
to say that we are.

So | think building that accountability back into the block grant reporting
requirements would be huge.

DR. ELINORE MCCANCE-KATZ: Okay. That's great. Thank you.

Yes?
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DR. CAROLE WARSHAW: Related to domestic violence, one is that women are
often prescribed more pain medication when there is undetected domestic
violence or other kinds of abuse or trauma as well without recognizing what that's
for and the pain from actually experienced physical injury. And then, on the
other hand, there's forced use by abusive partners and they're sabotaging
recovery and not allowing women to engage in treatment.

So we're doing a lot of work around those issues and have some data on that
that we could share with you.

DR. ELINORE MCCANCE-KATZ: Oh, that would be great. Thank you. That
would be really good.

DR. JEAN CAMPBELL: 1 think there needs to be more of a focus on looking at
particularly opiate addictions upstream as opposed to downstream once a
person is addicted. | have a personal interest in this because when | was really
ill a couple of years ago, | became addicted to Dilaudid, and | began -- even
before | was addicted and people kept assuring me -- oh, it's very painful, what |
had, pancreatitis -- assured me when you read the hospital brochures, the
handouts, they said cessation of pain is our number-one priority. They
constantly were coming in and telling you to rate your level of pain.

There is -- and paying much less attention to addiction issues. And oftentimes,
you find you're addicted when your last prescription runs out, and then you're
faced with detoxing, titrating down. There's no information given to you about
that. | wouldn't have thought to go seek substance abuse services at that point.

And then when | had surgery just recently for a minor condition, they
automatically gave me Percocet, just gave it to me, didn't ask me if | had
problems with addiction. All of these tend to be upstream problems because it's
very easy to become addicted. It's very hard to detox from that addiction.

And not only at SAMHSA, but it just seems like the focus in all of our services is
downstream after it becomes a chronic problem, as opposed to really thinking
about how we can prevent this from happening and how to give supports early
on and train the doctors so that, you know, just assuring you, "Oh, you're not
going to become addicted. Just don't sell these pills out on the street.” Joke,
hahaha.

MS. JEANNETTE PAI-ESPINOSA: There's a lot of conversation in child welfare
and juvenile justice about the medications used, and we see a lot of young
women who, like you said, they don't realize they're addicted because they're not
smoking pot anymore or they're not drinking or they're not -- they're very healthy.
They get out of care, and all of a sudden, they realize that they were addicted to
prescription medication.
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So, you know, dealing with that and then finding nonnarcotic methods to manage
their pain, their anxiety, is -- there's going to be some legislation, but I think
definitely to get to them before they're out of the system, which is some of what
we're having the older women do with the younger women and ask them
guestions about, "Do you know why you're taking that? What is it?"

DR. ELINORE MCCANCE-KATZ: Yeah, yeah. Do you see that as a problem
with the prescribers?

MS. JEANNETTE PAI-ESPINOSA: Oh, yes. Yes. But that's what the legislation
is about. We have some young women that are coming out at 18, and they're on
5 or 7 medications. They have no idea what they are. They don't know what
they're for. They know what their general diagnosis is --

DR. ELINORE MCCANCE-KATZ: So are these from pediatricians? I'm just kind
of interested who's doing this.

MS. JEANNETTE PAI-ESPINOSA: They may be from pediatricians. They may
be from psychiatrists. It depends on their -- what system of care they're in and
who their caregivers really are.

MS. KANA ENOMOTO: Carole?

DR. CAROLE WARSHAW: So this leads to the question of like from a medical
perspective of people undermedicating pain because they're afraid of addiction
and then overmedicating without attending to the pain. So it has to have a more
complex set of guidelines of how to adequately treat pain, how to help people
negotiate if you do become addicted, how to help people through that process,
or how to do something else with pain management so that it doesn't get pulled
to one side or the other. But it's more complicated.

MS. JEANNETTE PAI-ESPINOSA: Yeah. | mean, the focus really is controlling
behavior. It's not -- | mean, because you see the African-American girls, the
Latino girls on higher levels of medication to control behavior, which may be only
expressing their anger, which if | had their lives, I'd be pretty angry, too. So |
mean, yeah, it is much more complicated than that. But --

MS. KANA ENOMOTO: Shelly?

DR. SHELLY F. GREENFIELD: 1 return back to my earlier point about training
the physician workforce because there's been -- for adult women and young
adult women, there's been a fair amount of evidence that shows that people,
women, because of a higher level of stigma attached to addiction in women,
especially pregnant and parenting women, often are not defining their problem
as being addiction. Because it's so highly stigmatized, they define their problem
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as "else," like family related, depression, anxiety, and other kinds of issues, seek
care often from non-mental health and behavioral health clinicians. That's where
they go, and there, it is underrecognized or underidentified and undertreated and
then often stigmatized because we've done not a very good job in actually
educating the physician workforce.

And we still haven't done it in spite of initiatives for the past 25 years. It's still the
same as it was 25 years ago in terms of physician education. And so, if you
think about women appearing in OB/GYN offices, pediatric offices, adolescent
medicine clinics, primary care clinics, and you haven't trained that workforce to
identify care for women in a helpful and collegial, collaborative way, you will
continue to miss these issues.

And because women are just not generally going to come forward and say, "I'm
pregnant and | have a toddler, and I'm having trouble with prescription meds or
alcohol" because they fear they'll be stigmatized and penalized for that, as
opposed to telling somebody that they're having a collaborative patient-physician
or patient-clinician relationship with about a healthcare need that they have and
then feeling, you know, that they will be heard and then referred.

And | think that this becomes an ongoing cycle. This is why | was saying earlier
that training of the workforce, the current and the coming up workforce is really
quite key because | think you'll continue to see this. And these are healthcare
issues that are nonidentified because people do not have the education and
training. We wish they would, but they don't.

And unless you provide it, and you know, physicians can learn. They can learn,
but they need to be trained, and they're not trained, frankly. They're not. So --

MS. JEANNETTE PAI-ESPINOSA: One of the things that we've done, as a
follow-on to that, that's really simple is we've educated them about the ACE. We
did the ACE in our agencies working with Dr. Felitti, and many of them, they see
that, and all the pieces of their lives fall together. And they are just like, "No
wonder I'm like this. I've done a great job. I'm still alive."

And a lot of that falls away, and their ability then to self-heal and be introspective
and understand where their anger and their anxiety is coming from, it's just like
that. | mean, it comes back. They get triggered. But it is significant in their
healing process, and it's just a simple piece of information.

DR. CAROLE WARSHAW: So that's in the program. Not for the physicians?
MS. JEANNETTE PAI-ESPINOSA: Yes. Yes.

MS. KANA ENOMOTO: | want to let Yolanda jump in.
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DR. YOLANDA B. BRISCOE: In following up with the workforce and training,
geriatrics as well. We're seeing a real shift in older women becoming addicted to
opioids because their doctors didn't -- couldn't imagine that this person would
become addicted. And then the challenge for us is, is treating a group of women
when "I have nothing in common with these -- those kids who, those addicts or
long history of addictions." There is a lot of shame around, "But I'm a grandma.
How could this have happened?” But there's very little education of the
individuals that we have met, and even on a personal level, family, friends, and
relatives who were told during cancer treatment to "take this Ativan. It will help
you with the nausea."

No, that is a highly addictive medication that if you stop it all of a sudden, you
may get a seizure. And it's happened a few times. One actually passed away
because of you're an older woman, and so you ought to know better and you're
not an addict. And not even one question about do you have any young kids
staying at your house? Do you have any children or -- children because it starts
young or teenagers in your home, make sure you hide these or put them in a
safe place.

So I think a refocusing on older women is -- | think is really important.

MS. KANA ENOMOTO: And we do have an upcoming TEDS report that says
that of the female admissions, those reporting primary abuse of prescription pain
relievers was three times -- for 65 and older, three times more women than men.
So 7.2 percent of women 65 years and older were prescription pain reliever
admissions versus men.

DR. YOLANDA B. BRISCOE: But the treatment, how do you work with a group
of women who have such vast differences in backgrounds?

MS. KANA ENOMOTO: So Brenda, then Johanna, then Jean.

MS. BRENDA V. SMITH: There was actually a really great -- | don't know if
anybody saw the article in the New York Times magazine about the drug
problem in Vermont? You know, and actually, the main protagonist was a young
woman.

And so, | mean, | think a lot of prescription -- and again, my experience has been
institutional settings, a lot of institutional settings. And it's really about behavior
management, and a major way of managing behavior is sort of masking,
deadening people's behavior. You're really trying to keep them from acting out.
And so, there's not a -- so the training piece is really key.

But then also, as you said, sort of the downstream just -- | mean, it just seems to
me, and we're starting to do it, that there's a lot more education about what you
do with prescriptions. Because the fact is, is that we all get prescribed more
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medicine than we need -- for everybody, for us, for the dog, you know,
everybody.

[Laughter.]

MS. BRENDA V. SMITH: And you know, everybody | would imagine, if you think
about it, has a little cabinet with prescriptions that maybe they're not even
expired, but you actually didn't need all of the ones that you had, which you paid
so much money for them, you're like "I'm not going to throw that away. | might
need it later on," you know?

[Laughter.]

MS. BRENDA V. SMITH: And then, you know? But then it's very easy, and
you're not hiding it. And then it's very -- | mean, those are controlled substances.
And it even seems to me like an education campaign about throw your
prescriptions out, right, or either lock them up or lock them down would be really,
really useful. Because the fact is, is people continue to take medicines even
after they don't need them because they're around and they're available and
because if the physician prescribed them, then maybe they do something. And
then, you know?

So | mean -- so there's the big solution, and then there's the really little one,
which is, you know, throw the stuff out. Or either tell physicians not to prescribe
so much of it, physicians.

DR. ELINORE MCCANCE-KATZ: So | have to say we have programs at
SAMHSA --

MS. BRENDA V. SMITH: Right.
DR. ELINORE MCCANCE-KATZ: -- that work on training physicians.
MS. BRENDA V. SMITH: Right.

DR. ELINORE MCCANCE-KATZ: And I'm interested in what other kinds of
educational initiatives you think we need because the uptake on the physician is
it's not terrible, but given the number of physicians in this country, it's not big. It's
not huge. So what would you -- what else could we do to reach more of them?

MS. JOHANNA BERGAN: So I live in a very small town in lowa. So sometimes
the roles our physicians play are many faceted, and | have a skewed perception
of community leaders. But where I'm from pharmacists are key because we
have no idea what the doctor prescribes us, and we have -- | know the five
pharmacists in my town. | can name them all. | know their personal choice.
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And they are the ones that tell me why this was prescribed, why this is
prescribed. They ask me -- they ask me first, you know, "Oh, why are taking
this?" And are this key line of defense and have helped me make decisions to
take or not to take. And have also called my doctor and advocated for me when
they think that it's not the correct solution. And from something as small as
switching a birth control, antibiotics for my children, to anxiety medications.

And if we can help them feel more able to do that, to ask the questions, and then
also identify them as key people able to spot potential addiction, and we have
had excellent -- every time we do them, twice a year, the free drug back days.
So the police officers are there, but nobody checks the label. So it doesn't
matter what you bring back. Every time they have exceeded their expectations
for the medications brought back. They have been very effective.

MS. KANA ENOMOTO: Jean, then Carole.

DR. JEAN CAMPBELL: I'm not sure if I'm psychologically predisposed to
addiction, you know? | don't think there necessarily has to be that mental health
component to becoming addicted, and | think it's a very complex. But whether
there is or not, | mean, | could be. | have other predispositions as well.

But what | think is the problem is, is that oftentimes, like you were saying the
grandmothers, and I'm a grandmother, you walk out of a health issue, health
crisis being addicted. And you have these conspirators which are your
physicians, | would say also the cash nexus people, you know, the hospital and
the doctors wanting you to be a happy health consumer as well. | think there's
that component.

But I'm thinking back to the '60s where women began to assert their self-
determination through the work of Our Bodies, Ourselves, and it would have
been really helpful to have had like a pamphlet even sitting around that had how
to avoid opiate addiction, you know, for the person receiving help and maybe
getting maybe a consumer guide to detoxing after you've left -- after you've left
the hospital.

| mean, sometimes you can do it just by cutting your pills, taking Jacuzzi baths,
you know, you can get over that. You don't need -- the solution isn't to go out on
the street and start buying opiates, most people. But it can be hard. But there
are initial steps you can take. So, you know, a guide to detoxing.

And then | think there needs to be greater training for alternatives to opiates. |
mean, we take a pill for everything, and | think that pain self-management, yoga
breaths, or those things need to be integrated into care. | mean, we're going to
talk about wellness, but some of the practices of wellness could be extended to
pain self-management by the practitioners and training those skills so that for the
person who doesn't want to become addicted or who has become accidentally
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addicted, that they're able to take some control over that situation.
MS. KANA ENOMOTO: Carole?

DR. CAROLE WARSHAW: It occurred to me that maybe there's a place for pop-
ups in electronic health records around if you're prescribing opioids or other
things that might be potentially addicting, and what kind of questions you'd ask,
what kind of information that gets printed out to hand out, what kind of when do
you check back in and make sure that you check on the next visit around
addiction issues. So that might be a way to remind -- we found with VD that if it's
right there, then people will think about it, and they won't -- they might not
otherwise when they're really busy.

Another thing to think about, methadone treatment and what happens in that
whole industry and how hard it is to maintain that. | don't know a lot about it, but
| just know from people who are tied to that how challenging that is and how
expensive. So there may be alternatives.

MS. KANA ENOMOTO: Jeannette, then Johanna.

MS. JEANNETTE PAI-ESPINOSA: Just a specific thing. A graphic novel, but
that really focuses on like our young women, they know they have addiction
issues, which is the irony. So something that really focuses on that population
and that you know you have an addiction issue. You're clean from X, Y, and Z,
but what's the connection to prescription medication, | think would be readily
consumed by young women.

And I'm talking about young women, girls a little bit older, so around 17, 18, 19.
But are about to transition out of some system and be on their own and will be
expected to make more of their own choices. | think that would be something
they would really pay attention to.

MS. KANA ENOMOTO: Johanna?

MS. JOHANNA BERGAN: | recently read an article in the Atlantic that sounded
sort of like an advertisement to switch from opioids to heroin because it was so
much cheaper. And | wondered if there's any -- if there's been thought about
that?

DR. ELINORE MCCANCE-KATZ: So, I'm sorry, say that again.

MS. JOHANNA BERGAN: So it was specifically about women and that the
reason | read it is because whenever soccer mom terminology comes up, | am
reminded that | live an hour north of what was the meth capital of the world,
where they were selling to moms as their primary audience. So they were --
yeah, it was great.
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They were identifying that opioids were the drug of choice for moms who, you
know, were coming into addiction. And that they did them out by how expensive
they were, and because of the crackdown, it was harder to get prescriptions, et
cetera, et cetera. And the deep drop in the street heroin prices, and that the
transfer for financial reasons was to heroin.

And then, at the very end, indicated the concern for, well, when you buy heroin,
you never know the quality or what it might be laced with. And so, they go from a
known -- "I know exactly the quantity of what I'm taking. | understand how | will
feel because I just did it." -- to this unknown of heroin. And that this population
just doesn't understand, it can't fathom what happens when it's laced with
something. And just we can be a step above the game as they crack down and
make something harder to access, where will they go next?

FEMALE SPEAKER: Let me just add, | know you know this, and many in
SAMHSA knows, but just because you asked the question about how best to
engage and retain women in treatment programs that there is a considerable
convergence of all the literature around using gender-responsive approaches for
women, and SAMHSA has an initiative that Sharon is leading around how you do
gender-responsive, single gender, women-focused treatment in coed settings.

And that the issues around gender-responsive treatment acknowledging
potential trauma, co-occurring and other psychiatric disorders, allowing focus on
interpersonal relationships, which are very key to both addiction and also
recovery in women, that those things -- and some of women's special needs
around related to transportation and childcare-related issues, that these are all
things that have been demonstrated over and over, and over and over, and over
and over again as being necessary for engagement.

And also, retention, when you provide them, actually women are retained. Once
women enter and are retained, their outcomes are at least as equivalent if not
better over time than are those of men.

So that, that just because you asked the question, I just think worth kind of
discussing and just mentioning and making sure it's part of the record in terms of
the response.

[Pause.]
DR. ELINORE MCCANCE-KATZ: So can | have the next slide?

So the other thing that | wanted to hear from you about was relationship between
women's behavioral health issues and HIV. Of course, for women, the primary
mode of transition is heterosexual sex, often associated with intimate partner
violence, unfortunately. And this very much disproportionately affects African-
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American women, and I've just given you a couple of statistics.

| can't imagine that anyone would not find it stunning that African Americans are
only 14 percent of our population, but they account for 44 percent of all new HIV
infections, and that African-American women represent 64 percent of new HIV
infections in women.

So -- can | get the next slide?

So one of the things that we're doing, and I'm very, very happy to have this
opportunity -- so I've spent a lot of my career working in kind of the cusp of HIV
and viral hepatitis substance abuse issues and mental health issues, and that
means that I've spent time working in HIV programs as their consulting
psychiatrist. And it's very hard to get attention paid to behavioral health issues in
these programs still and in programs that are some of the best in the country.

Not a lot of attention has been paid to the relationship between behavioral health
and HIV outcomes. | have been saying for many years that you don't -- you're
not going to get a good HIV outcome if you don't take care of the mental illness,
if you don't take care of the injection drug use, if you don't take care of these
issues with HIV. No big surprise that people are not adherent, that they're not
coming to appointments. They're not having the best outcomes.

And we know this because this has been published on many, many times, most
recently being the so-called cascade where we see that we have over a million
people with HIV in this country and roughly 25 percent of them getting
antiretroviral treatment. In the United States, | just think that's -- it shouldn't be
that way.

But | think one of the reasons for that is that we have not paid attention to all of
the needs of people who are infected with HIV. They are not just an HIV
infection. And so, we have the opportunity at SAMHSA to make some changes
in some of the thrust of some of our programs, and one of them has to do with a
new RFA that will come out soon that will seek to collocate and integrate care for
HIV into behavioral health settings.

So for people who have HIV infection and who are connected with their
behavioral health providers -- be it community mental health centers, be it their
substance abuse treatment program -- they would be able to get HIV care in that
setting. Some folks don't want to schlep out to the HIV program or to the primary
care doc for their HIV treatment. They'd rather get all their care in one program
that they're connected with, and that's what this RFA seeks to do.

But given the really disproportionate impact of HIV in women, and particularly
women of color, | was hoping to get some input from all of you about how we can
best serve women in our HIV programs in general and specifically this program.
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DR. JEAN CAMPBELL: SAMHSA doesn't generally answer the "why" question.

It's more we focus on the services and how people should access those services
once they have the condition. But | was -- our colleagues at NIMH, for example,

are supposed to be answering the "why" question.

So my "why" question is why do African-American women have such a high
percentage of the incidence of AIDS? What is the science telling us that can
inform -- can inform our services? | mean, | immediately thought, well, why is
that?

DR. ELINORE MCCANCE-KATZ: Well, | think that there is -- there is some
information available on that. | think there are also studies that are currently
ongoing. But some of it does have to do with issues around feeling confident to
negotiate safe sex and issues of relationships that are difficult for a woman to be
able to maintain her own safety.

Those are things that have been published very recently, and in fact, those
reports are mainly from CDC, but it looks to be that those are issues that are
guite common and something that probably our programs should be looking to
address.

MS. KANA ENOMOTO: Carole?

DR. JEAN CAMPBELL: Well, I think we also need to bring the "why" questions
and like the research studies into our conversations in terms of our presentations
and our references because just what you shared there is important for the RFA,
for example, that that knowledge -- you really need to know the "why," even if it's
coming from the CDC or NIMH or NIH, in order to provide the most effective
services.

And | could see that could relate to the opiate addiction as well. Why -- you
know, why that those occur, what does the science tell us, and make that
available so people can become informed as we're developing our public policies
and our programs.

MS. KANA ENOMOTO: And I do think that we do that when we generate our
announcements, and we do have that sort of background in the RFAs. In fact,
last year, we did focus on our -- the CSAT HIV portfolio focused on HIV in
women of color and with substance use disorders, and the request -- | mean,
they were -- CSAT was given the charge of if you want to focus on a population,
please look at tell us why from a data perspective we need to look at a particular
population and get at the science of that, the epidemiology as well as the
services and the population's risk profile.

So | think we are doing that pretty consistently. Let me let Carole and then
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Brenda and then Shelly.
DR. CAROLE WARSHAW: | was just going to mention the White House --

DR. ELINORE MCCANCE-KATZ: Well, and SAMHSA plays a role in that. So
we have part of our HIV team is working on that.

MS. KANA ENOMOTO: Do you want to say what the document is?
DR. ELINORE MCCANCE-KATZ: Yes, can you show the title again?

DR. CAROLE WARSHAW: It's the intersection of HIV/AIDS violence against
women and girls and gender-related health disparities interagency --

DR. ELINORE MCCANCE-KATZ: Exactly.

DR. CAROLE WARSHAW: So there's a lot about some of the --
MS. KANA ENOMOTO: The "why" factors.

DR. ELINORE MCCANCE-KATZ: Yes.

DR. CAROLE WARSHAW: Lifetime trauma, ongoing domestic violence, all
those kinds of things are in there, and a lot of agencies involved in working on
that.

So one of the things | was wondering about was the WIHS study. We have a
whole bunch of these sites. There's like 20-something sites. And there's a lot of
work around mental health diagnoses and substance abuse related to in
populations with women who either have HIV/AIDS or who are at risk and trying
to look at the intersections.

There's a lot going on. And so, | assume you're kind of connected with those
folks who are doing that work and some of the HIV programs who | know from
early on, they were addressing trauma and maybe not the mental
health/substance abuse so well, but thinking about it. So | think there's a lot of
openness to that and people doing that work.

MS. KANA ENOMOTO: And Ellie, I think, has been a really wonderful addition
to our team because she has so much credibility in the field and in this area that,
you know, | think that's been helpful to bring -- raise the profile of behavioral
health issues in the HIV world because she does have those connections. It's
been great.

So Brenda and then Shelly.
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MS. BRENDA V. SMITH: One of the things that | feel like is unexplored, and
Jeannette and | kind of look at it -- | don't know if we were looking at each other
the same. | need to put on my glasses so | could actually see. But you know,
one of the sort of interesting statistics, and again, this is coming out of my work
on the prison rape commission and sort of the recent data that came from BJS,
is that | think 1 in 12 kids -- no, let's say 12.5 percent one year and | think about
10 percent of kids who were in custody indicated that they had experienced
sexual victimization in custody.

Okay. Very high rates of sexual activity going on in custodial settings.
Unfortunately, disproportionate impact on men and women of color. One of the
tasks for the commission was to look at the public health consequences of
sexual victimization in custody, and we never did. We didn't. There was only
one CDC study that was done in a prison in Georgia where they looked at a
bunch of men who came in who were negative, and then a large number of them
were positive after they left.

And 1 just think, you know, when you're talking about sort of what are the
reasons. I'm not suggesting that that is, but it seems to me that that would be a
really fertile area for exploration, particularly since so many low-income men and
men of color have contact with the criminal justice system, and it is very clear
that there is a lot of unprotected sex going on in these institutions.

MS. KANA ENOMOTO: So thank you, Brenda. | don't mean to cut you off, but
we have 4 minutes. We have to keep on a tight schedule because we have to
go offsite for lunch. So | want Shelly and Jeannette, and then we'll let Ellie have
a few words.

DR. SHELLY F. GREENFIELD: So this is just a quick one, which is just that the
NIDA Clinical Trials Network developed and pilot tested gender specific for
women and for men safer sex building skills that have been documented now,
and the papers are out, | mean the outcome paper.

So just in terms of taking research practice, there are now a series of studies and
secondary studies that have looked at gender differences in sexual practices and
also in the main outcomes of demonstrating efficacy and effectiveness of those
gender-specific safer sex building skills, so for men, for women. And they were
done in substance abuse treatment programs, but they could actually find homes
in other types of healthcare settings.

And one of my concerns is often that as we do this research, that it's harder to
get the transition to practice, as all of us know. So just to capitalize on
something that's been developed and tested now by our partner, you know,
National Center on Drug Abuse.

And then the final other thing | just wanted add in is that we find that alcohol use
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and binge drinking is actually a tremendous additional problem in all of the
populations, including those that are opiate dependent, seeking other services in
terms of transmission of HIV, and that that actually plays a large role for women.

So, you know, drunkenness, unwanted sexual contact, and interpersonal
violence are often fueled by drinking. And we've seen a rise in drinking levels in
women. So that's just another area of potential intervention.

MS. KANA ENOMOTO: And just to note that the program that Ellie is talking
about, which will come out soon, has a substance abuse prevention component
to it. CSAP is a great collaborator on this, and so the service provider
organizations will be collaborating with community preventionists to do. So that's
actually a really great perspective that you described. We could make sure we
get that NIDA, those resources connected with this program.

Jeannette?

MS. JEANNETTE PAI-ESPINOSA: And I'll make it really quick. My comment
was that | think the data is great, but | think it only defines, identifies, and
measures the symptoms. And | think to really address your second bullet, we
have to look at the race and gender construct of our society. | know we can't do
that here.

But | think it's really -- when | talk to the young women that we work with, they
know how to have safe sex, and they know how to not get pregnant. That's not
why they're coming up positive or they're getting pregnant. It is a level of
invisibility, marginalization, lack of self-worth, lack of self-esteem, and the lack of
love, frankly, that they will do what they need to do to get what they think is
approval and love.

They'll have children. They'll have unprotected sex. And it's really, it's so deeply
embedded not just in themselves, but in our social construct. | think it has to --
for the women that we work with, and we go up to 35, we really have to focus
you are worth it. You are valuable. You need to protect yourself, protect your
children. It's not about -- it's not about access to birth control. | mean, itisin
some instances. But by and large, that's really not why they're getting pregnant.
They know contraceptives, will stop, in order to get pregnant.

So it's more complicated, and I think we tend to focus on the symptoms and not
their really, really deeply embedded root causes, and that's not even talking
about how poverty affects all of that, too. So I think a really different tact for your
second bullet would be more effective than sort of a more traditional approach
around behaviors and skill building.

MS. KANA ENOMOTO: Ellie, do you want to say a few words to close out?
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DR. ELINORE MCCANCE-KATZ: Just thank you for your comments. It's very
helpful and will, I think, inform some of what we talk about with our grantees. |
can see some of this being woven into technical assistance to our grantees. So
thank you.

MS. KANA ENOMOTO: And thank you, Ellie, for coming. In a very short time,
she's become a D.C. powerhouse, much in demand and well respected and
really influencing SAMHSA and its policies and its programs. So thank you for
coming, joining the committee, and thank you all for your robust comments.

And now | will let Nadine talk to us a little bit about logistics.

MS. NADINE BENTON: Okay. We have 1 hour for lunch today, and we will be
going to Café Tokyo. A room is already available for us there, and a shuttle will
be out front to take you there. The shuttle holds 10 to 12 people, | believe. But
in addition that, Sharon Amatetti will be driving and has offered to take four or
five people as well. And we will meet back here at 12:45 p.m.

MS. KANA ENOMOTO: And we'll have Dr. Clark talking about PPW. So we'll
want to be on time. Thank you.

[Break.]

Agenda Item: SAMHSA's Pregnant and Postpartum
Women (PPW) Program

MS. KANA ENOMOTO: So let's go ahead and get started. We are fortunate to
have both Dr. Clark and Administrator Hyde here.

Operator, are we back on the line?

OPERATOR: Are we ready to begin now, Kana?

MS. KANA ENOMOTO: We are ready to begin.

OPERATOR: Okay. Stand by. Let's put you back in that main conference.
Right now, | have you outside the conference system so that the chatter would
not be heard. So one moment, please, and I'll move you back over.

MS. KANA ENOMOTO: Thanks. Okay. And while he's doing that, just if
members could keep their cell phones maybe off the table and limit use if

possible just because we're getting a lot of feedback on the sound system and
the recording that we're trying to do.
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[Pause.]
OPERATOR: You may begin.

MS. KANA ENOMOTO: Well, welcome back to SAMHSA's Advisory Committee
for Women's Services. We are very fortunate in this session to be joined by Dr.
Westley Clark, Director of the Center for Substance Abuse Treatment, who's
going to talk to us about recent findings from the Pregnant and Postpartum
Women Program.

In addition that, we have Administrator Hyde here, who is also joining the
committee and listening to the presentation and for some of the discussion about
this important program and where we might take it in the future. So, with that, |
will let Dr. Clark, who will need to leave as soon as he's done because he's
actually chairing the CSAT NAC at the same time as he's here today.

DR. H. WESTLEY CLARK: Yes, but this is an important component of SAMHSA
agenda. So | was really pleased to be invited to present a discussion of our
Pregnant and Postpartum Women Program.

| always like to start my discussions by pointing out that the President points out
that we need to address the needs of dependent pregnant women and provide
for the health of their babies. The administration's National Drug Control
Strategy calls for increased family-based treatments to ensure that families
suffering from substance abuse are not further torn apart.

Next slide, please.

The Office of the National Drug Control Policy points out that as many traditional
treatment programs do not allow for the inclusion of children, a woman may be
torn between the need to care for her dependent children and the need for
treatment. So they point out that this has to change. Women should not feel
torn between seeking treatment and caring for their families, and there are many
model family-based treatment programs around the country that prove families
do not need to be separated in order for them to achieve success in treatment
and recovery, and this whole family-oriented approach is part of the warp and
woof of many of our programs.

Next slide, please.

SAMHSA's program for pregnant and postpartum women is family centered.
The PPW program looks at services from a family-centered perspective and
building on the strengths and resources of the entire family, that we attempt to
expand our projects beyond their capacity to engage and love and support the
fathers of children to improve outcomes for their children. So it's not just the
mom and, where it's appropriate, we try to preserve the whole family dynamic.
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Projects are building capacity to provide integrated care for minor children, those
less than 17 years of age, of mothers in treatment. There is special attention
being placed on designing well-coordinated and integrated care for minor
children who cannot reside in the facility, as well as older children.

Next slide.

When we look at our data, among pregnant women age 15 to 44, 5.9 percent --
and these are NSDUH data -- were current illicit drug users based on the data
averaged between 2011 and 2012. Among pregnant women 15 to 44 in the
2011-2012, an annual average of 8.5 percent reported current alcohol use, with
2.7 percent reporting binge drinking and 0.3 percent reporting heavy drinking.

And 15.9 percent of pregnant women between the age of 15 and 44 had smoked
cigarettes in the past month. We always like to keep people -- remind people
that nicotine and tobacco are issues.

Next slide.

The combined data for 2011-'12 indicate that most alcohol use by pregnant
women occurred in the first trimester. That's another issue. And this is also true
for drug use. The behavior during the first trimester and our assumptions that
people haven't discovered that they're pregnant, 17.9 percent first trimester, 4.2
percent in the second trimester, and dropped to 3.7 percent in the third trimester.

6.6 percent of women reported binge alcohol use in the first trimester, 1.1
percent in the second trimester, and 0.4 percent in the third trimester. So the
binge drinking, which is often associated with many problems, drops fairly
substantially, but it doesn't go to zero, which is another thing that I like to remind
people. When the numbers don't go to zero, there are still issues in terms of
screening.

When we look at treatment -- next slide, please -- the portion of female pregnant
treatment admissions remained relatively stable between 2000 and 2010 at 4.4
to 4.8 percent, but there were some shifts in the substances of abuse. An
increase in percentage reporting drug abuse from 51.1 percent to 63.8 percent,
and a decrease in the percentage reporting alcohol abuse from 46.6 percent to
34.8 percent.

Next slide.

Poverty and limited access to healthcare contributed to the pervasiveness of
substance abuse among pregnant women of low socioeconomic status.
Pregnant women with substance abuse problems may not seek prenatal care for
fear of being reported to law enforcement or social services agencies, and there
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are jurisdictions that have fairly robust rules and impose that on the prenatal
clinics to not only test for it, but report people who test positive for drugs.

Next slide.
So let me give a brief overview of our PPW program.
Next slide.

Statutory authority states that residential treatment grants for pregnant and
postpartum women are authorized under Section 508 of the Public Health
Service Act, as amended. The program's purpose is to expand the availability of
comprehensive, residential, substance abuse treatment, prevention, recovery
services for pregnant and postpartum women and their minor children, those less
than the age of 17, equal to or less than, including services for nonresidential
family members of the women and the women's children, which we read as
including fathers of the children and/or partners of the women.

Next slide.

Part of SAMHSA's strategic initiative includes trauma and justice, and you've all
probably gone over that. And in accordance with the strategic initiative on
trauma and justice, the PPW program aims to reduce the pervasive harmful
costly health impacts of violence and trauma by integrating trauma-informed care
throughout the program to help the behavioral health and related symptoms.

Next slide.

SAMHSA launched two -- the PPW program's history involved the launching of
two 5-year nationwide programs in 1993, which focused on women and their
children. There were 29 grants under the demonstration grant for residential
treatment for women and their children, and there were 25 grants, the Services
Grant Program for Residential Treatment for Pregnant and Postpartum Women.
And the focus was on expansion of services, including detox for pregnant
women, counseling and referral, HIV education, confidential HIV testing, and
therapeutic and developmentally appropriate interventions for infants and
children exposed in utero or affected environmentally and emotionally by
parental drug use.

Phase I, our lessons learned were that comprehensive services are essential,
that pretreatment and children's services must be included in the treatment
model, that outcomes improve with the integration of substance use and mental
health services, that services should be culturally sensitive, and that collaborative
arrangements with partners help to foster family stability and reunification where
appropriate.
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We also learned that ongoing staff training is critical. Evaluations provide critical
information for the improvement of treatment and efficacy and effectiveness, and
that family needs should be incorporated into best practices and that the projects
must plan early to ensure sustainability. I'm fond of saying that you get the grant
on Monday and you're planning on sustainability on Tuesday, you've got one
night to celebrate.

Our PPW program Phase Il from 2003 to 2012, we had 83 3-year grants were
funded. In 2014, the PPW application closed Monday, and we anticipate funding
up to 16 new 3-year grants.

Here is a chart which shows our Phase Il PPW grants. And as you can see,
they're distributed across the country, but mostly east coast/west coast. Some
States like Florida, Texas have got grants. 2011-2012 -- next slide, please -- as
you can see that, again, this is mostly east coast/west coast, and that is part of
the problem with a small grant program.

Next slide.

Program goals. Decrease the use and abuse of alcohol, tobacco, illicit and other
harmful drugs, including inhalants, among pregnant and postpartum women.
Increase safe and healthy pregnancies. Improve birth outcomes because that
appears to be from the congressional point of view one of the things that justifies
the residential approach. They're really interested in making sure that both the
mom and the child are safe.

Reduce perinatal and environmentally related effects of maternal and paternal
drug abuse on infants and children, and improve mental and physical health of
the women and children.

The other goals. To prevent mental, emotional, and behavioral disorders among
the children, to improve parenting skills, family functioning, economic stability,
and quality of life. To decrease involvement in and exposure to crime, violence,
and neglect, and to decrease physical, emotional, and sexual abuse for all family
members.

So as the PPW program has progressed, the projects are now required to
screen, provide interventions for the presence of co-occurring substance use
disorders, depression, anxiety, and trauma. For example, projects are now
required to screen and provide interventions for alcohol misuse, fetal alcohol
spectrum disorders, and tobacco use.

Now while FASD is a low-frequency phenomenon, our target population is a
population that uses substances. Therefore, the screening is applicable and
appropriate because it is among this population where FASD might be found
more frequently because it is a target population. Projects must incorporate
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trauma-informed approaches, and projects have identified a need to expand
capacity to address postpartum issues.

Next slide.

Projects are now required to maintain MOUs or MOAs with agencies and
organizations to ensure the populations of focus have access to required
services, maintaining in some cases up to 80 partners in their networks. We find
in this population, as many populations in the vulnerable population spectrum, a
wide range of services need to be addressed. Increasing the access to
maintenance therapy for pregnant and postpartum women who are dependent
on opioids, medication-assisted treatment. Ten of our 27 active projects are
certified and/or affiliated with opioid treatment programs to administer
methadone.

PPW programs are being evaluated to identify best practices to capture lessons
learned.

Next slide.

Eighty-three percent of our 2003 projects have sustained their residential
treatment programs, and 100 percent of our 2006 projects have sustained their
residential treatment programs. And we're continuing to evaluate outcomes for
the PPW program to assess sustainability and essentially our return on
investment.

When people are seen by the PPW program, a discretionary grant -- our
discretionary grants have served over 500,000 women. Almost 16,000 were
pregnant women. Since 2003, the PPW program itself has served 7,500
women, and approximately 43 percent were pregnant, and approximately 57
percent were postpartum. Our active grants are currently serving approximately
1,900 women, with 48 percent pregnant and 51.6 percent postpartum.

Next slide.

When we look at the age demographics from our active 2011-2012 grants and
our grant portfolio since 2003, we note that the 60 percent of the women in the
2011-2012 portfolio between the ages of 26 and 44, 39 percent are between the
ages of 18 and 25. When we look at our PPW grants since 2003, that ratio
didn't change much.

But when we look at pregnant women in our CSAT discretionary grant portfolio
since 1999, we see there's fewer women in the 26 to 44, more women in the 18
to 25 years of age. But again, and then we have 5.1 percent between the ages
of 45 and older in our general portfolio at CSAT. So it raises the issue of how
the portfolio in general deals with the needs of women. Since the targeted
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programs are focusing on women in the PPW range, it's not clear what our other
discretionary grants are doing.

Next slide.

When we look at race and ethnicity, this slide demonstrates that across the
board in the active PPW grant from 2011-2012, 49 percent are white in the PPW
grant since 2003. That's 52.5 percent. So roughly 50 percent of the women in
the PPW program are white.

In the 2011-2012, 14.4 percent were black or African American, but in the PPW
grants in general since 2003, that's 21 percent. So between 14 and 21 percent.

When we look at pregnant women in discretionary grants, there are fewer white
women, 44.9 percent. More African-American women at 26.4 percent. So that
raised the issue of making sure that we have culturally appropriate, culturally
sensitive strategies.

When we look at Hispanics, 25.8 percent of the active PPW grants have women
identified as Hispanic and Latina. In the portfolio since 2003, that's 26 percent.
So that's remained fairly constant. When we look at the general discretionary
grant portfolio, it drops down to 19.2 percent. So there are fewer Hispanic
women in the general portfolio.

The multiracial groups remains the same across the platform. We have a large
number of women who identify themselves as "other," at 17.9 percent of the
active grants in 2011 and 2012, 13.7 percent of the PPW grants since 2003, and
13.4 percent of the general portfolio.

Next slide.

Five most commonly used substances by women in the PPW program. Looking
at the 2011-2012 cohort and the portfolio since 2003, we see alcohol, marijuana,
methamphetamine, cocaine, and heroin are the major substances of misuse,
with alcohol and marijuana and methamphetamine being the dominant ones, all
above 25 percent, with cocaine and heroin at 17.1 percent and 14.3,
respectively.

When you look at the PPW grants since 2003, again it's alcohol and marijuana.
Methamphetamine drops down to 15.2 percent. So in the grants overall since
2003, methamphetamine wasn't as prevalent, but it's still 15.2 percent. And
cocaine is much higher at 26.2 percent. So | think these capture the variations
on the theme that drug cycles are not stable. They vary. They fluctuate.

Next slide.
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When we look at treatment duration for women in the PPW program by length of
stay, it is distributed across timeframes. We look at 0 to 30 days, 31 to 90 days,
91 to 120 days, and 121-plus days. What is revealing is that in the active grants
from 2011-2012, a third remained longer than 121 days, and when we look at
PPW grants since 2003, it rises to almost half. The smallest number is actually
the 91 to 121 days at 11.5 percent in the active grants, and 8.5 percent in the
aggregate grants since 2003.

When we look at where care is provided in the next slide, the organizations
providing PPW services, | like to note that six of the active grant programs are
Federally Qualified Health Centers. When we talk about integrated care, it is
important for us to realize that the PPW program is actually pulled into
community health centers as a part of the portfolio. Forty-three of the grants are
nonprofit private, 21 are nonprofit public, 6 State government, 4 are towns and
villages or tribes, and 2 county government.

So the providers are diverse, with nonprofits being the dominant delivery system
and a smattering of others. But again, noted that six of our grant programs are
Federally Qualified Health Centers. So they, too, are concerned about the
welfare of pregnant women and postpartum women and their children.

Next slide. Well -- next slide.

Okay. Atintake, 33.8 percent report no substance use in the past 30 days. That
increases to 83.7 percent in 6 months, and that's true for both the active grants
and the grants of 2003.

Next slide.

When we look at the specific substances alcohol and marijuana, you find
reductions in substance use in terms of alcohol and marijuana.

Next slide.

When we look at the other range of substances for which inquiries are made, we
find there's heroin, morphine, all our prescription drugs are on the portfolio, and
we find those reductions are consistent. But the key issue is that women
acknowledge using a wide range of substances, and we should be dealing with
those, and we're attempting to deal with those in the PPW program.

Next slide.

And back to the substances, as an afterthought, again, jurisdictions are
screening for this among the women in the perinatal period, and so this becomes
important for us to identify in a wide range of substances. But when we look at --
we also look at mental health because we think that's an important part. So we
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find a reduction in depression symptomatology, a reduction in anxiety
symptomatology, and a reduction in hallucinations. Now we only have a small
percent of women, at 5.3 at intake, that admit to hallucination, but it drops to 2.7
percent.

Trouble understanding or concentrating or remembering, sort of cognitive
distortion secondary to substance use, drops from 42.5 percent to 28.2 percent,
or a 33.8 percent reduction.

Trouble controlling violent behavior, that is at 44.6 percent. Not a large number
on admission at 12.7 percent, but it does drop from 12.7 to 7 percent.

Attempted suicide is at 1.9 percent. It's a small number. It drops down to 0.6
percent. So even though it's a 68.8 percent reduction, the fact is it's not a
prevalent issue, but it should be screened for because, indeed, there are a lot of
stresses in the lives of the women when they present for treatment.

Next slide.

There is a reduction in risk factors. The arrests, employment, social
connectedness, being housed. Now housing is not much of -- there's not much
of a change because this is a residential program and the focus is on substance
use. Reduction in injection drug use, and a reduction in unprotected sexual
contact. It drops from 90.8 percent on intake to 79.5 percent 6 months later, but
it's not zero.

So from an HIV and an infectious disease point of view, it is a concern. We don't
want the Government to be in the position of telling people not to have sex. The
guestion is how to tell people to have appropriate sexual -- protected sex, if you
will, during the recovery period where they are vulnerable and their decision-
making may be still influenced by the substances they were using.

Next slide.

We have a lower percentage of newborns testing positive for drug screens. If
you look at this slide, newborns, they didn't test positive -- are testing negative at
56 percent, but newborns at intake tested positive at 44 percent, and then when
you go to newborns delivered during treatment, 91 percent test negative. So the
deliveries that occurred during treatment of the newborns are clearly in a much
less vulnerable situation from the substance abuse perspective because only 9
percent test positive. And that, | think, is a tremendous commentary for the
program.

Next slide.

When we look at clients and their children, living arrangements and parental
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rights, at intake, a significant number of women retain their parental rights,
although their children may not reside with them. And one aim of a family-
centered service is to reunite families when this is in the children’'s best interest.

So if you look at the numbers here, we tracked -- we've been able to track 4,703
children for the active PPW portfolio. The estimated number of children for
whom clients have retained legal rights, 3,890, almost 3,900. And the estimated
children for whom clients have lost parental rights was only 813. And the
estimated number of children living someplace else due to a court order is 2,061.

But the key issue with the last number in the active portfolio is the women still
retain the legal rights to their children, and at the end of the program, only 813 of
those children are children whose parents have lost parental rights. And so, then
when you look at the whole PPW program, you see that almost 20,000 children
were involved, and the 16,000 of those 20,000, or 19,508, the parents retained
their legal rights and only 3,082 are the children for whom the parents lost their
legal rights.

So, ideally, keeping families together should be a public policy goal, and the
PPW program seems to be achieving that. Ideally, it should be one where the
child is in the best situation.

Next slide.

PPW services focus on engaging the entire family. We find that 58.5 percent of
the pregnant women receive -- in our active grants receive family services, and
then 60.2 percent of postpartum women receive -- our active grants receive
family services.

So that raises the next question of future direction, and the question should be
do we expand and deepen the analysis of the client-level qualitative and
guantitative data generated by the program to further evaluate the effectiveness
of the models of care being implemented, because we've got different models
being used by different programs; identify the constellation of services that
positively impact treatment completion and mental health outcomes, and
examine the service utilization and fidelity to evidence-based practice.

We need to be able to apply these programs to these findings to guide program
policy and funding decisions at national, State, and local and provider levels,
particularly with the fact that we've got health reform in place in many
jurisdictions for women that once you're postpartum, you often lose your public
support. So in the Medicaid expansion States, if we can benefit from the lessons
that we've learned, we can continue to help both the moms and in many cases
the fathers, but also the children.

Next slide.
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Healthcare reform should increase access to treatment, increase access to
integrated and coordinated care and recovery support services. We believe that
there should be an increasing engagement of fathers and other family members
where appropriate in the treatment and recovery process. And | always throw in
the phrase "where appropriate” because, again, if it's not safe, we don't want that
to occur.

But the problem with policy reinforcing psychoactive substances is that the drugs
and the alcohol can drive a lot of the decision-making on the part of the affected
person. So safety may not be an issue in the same situation when it comes to
the family dynamic.

And we need to implement systems of care for children with a focus on birth,
development, and mental health outcomes and establishing systems of care for
transition age youth, working with the full spectrum of services available both
through health and like the CHIP program and other social services that are
promoted by agencies like the Administration for Children and Families,
Department of Justice, et cetera.

And then establishing systems of care for transition age youth, 18 to 25, some of
whom are pregnant and needing assistance and learning how to be parents. So
these are things that we're learning from the PPW program.

MS. KANA ENOMOTO: Thank you. Thanks, Dr. Clark.

And | think Shelly has agreed to facilitate our discussion?

Agenda Item: ACWS Discussion

DR. SHELLY F. GREENFIELD: Sure. So I'm just seeing a lot of this data for the
first time, and | just want to commend you on the program because | think the
data that you presented both highlights the great need in terms of the rise of use
of alcohol and drugs in the population and including also tobacco in that group.
And the tremendous risk to maternal health, but also to neonatal health and
outcomes.

So that's a great need, and these are very important programs. | think some of
the data -- you presented a lot of data, but some of the data that struck me that
really seemed very compelling are some of the substance abuse and the mental
health treatment outcomes, which are, I think, pretty robust and significant in
terms of the decrease that you see in a wide range of substance use, along with
decreases in depression and anxiety.
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Also, some of the major risk factors that you outlined that you saw at baseline,
there's also significant decreases. And then, finally, | think the other issue when
you're looking at pregnant and postpartum women is that the newborns, the
proportion of newborns that have tested positive at baseline versus during
treatment is significantly lowered.

So these are major outcomes that you've assessed that are actually quite
significant, | think, clinically both for the moms and the babies, but also
overarchingly lead, | think, to improvement in public health outcomes as well. So
| think the programs seem to be showing that they have -- you know, are
producing outcomes that you would hope for in initiating these.

| think | would underscore just a couple of other things that you said, which are
just that in this area in the last decade, we're also seeing tremendous rise in the
use of alcohol and drugs amongst women now initiating use in exactly the same
proportions in the earliest age ranges. We actually are seeing greater and
greater numbers of women in childbearing years and reproductive years who are
using alcohol and drugs and, therefore, even pre-, pre-, pre-partum, the need to
address that use.

Because as you point out, a lot of the use amongst pregnant women is in the first
trimester, and as you said, you'd like to see it all go to zero, and it doesn't. But
on the other hand, it appears that once women are aware that they're pregnant,
that most will actually stop using. But that leaves you with that vulnerable time
when people are not aware that they're pregnant. And so, | don't think this
problem is going away in terms of the rise of use.

And so, the idea of having a tiered approach to trying to have as much screening
-- education for women, then screening in all healthcare settings for use of all
substances -- tobacco, alcohol, and illicit drugs -- because as you point out, it's
across the board, and being able to intervene as quickly as possible, followed by
targeted programs for women at all stages of pregnancy and postpartum seem to
be a critical and key area.

So, with that, | would just -- those are my opening comments, and | think there's
a lot of material here for people around the table to engage in.

DR. CAROLE WARSHAW: 1 just had a quick question. Did you look at the
outcomes based on length, duration of treatment?

DR. H. WESTLEY CLARK: Not yet. We're --

DR. CAROLE WARSHAW: 1 just wondered if the length of treatment really
made a difference in the outcomes or --

DR. H. WESTLEY CLARK: We think so, but again, we're mining the data. So --
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DR. CAROLE WARSHAW: Important for funding --
DR. H. WESTLEY CLARK: Yes.

DR. CAROLE WARSHAW: -- what people actually need and what makes a
difference in someone staying that long versus being --

DR. H. WESTLEY CLARK: We're looking at length of treatment. That is one of
the concerns that we have because the question is how long do you need to be
involved in the treatment process? We do know that the children, the babies are
actually healthier in the -- when they deliver. So they're normalized, if you will,
which is in terms of birth weight and Apgar scores.

DR. CAROLE WARSHAW: And is there like treatment continues after the
residential phase?

DR. H. WESTLEY CLARK: That's the next question. What happens --
DR. CAROLE WARSHAW: With supported wraparound services?

DR. H. WESTLEY CLARK: As we're fond of saying is what happens after the
release?

MS. KANA ENOMOTO: So we can keep discussing, but if people have a
specific question for Dr. Clark, he needs to go back to his council meeting in the
next couple of minutes, and Pam has a question. Do you guys have questions
for Dr. Clark?

MS. JOHANNA BERGAN: Do you know, are there specific treatments and
practices that focus on the transition age youth, the 18 to 25, that are -- that is
different than what they use for the older women?

DR. H. WESTLEY CLARK: We think that the data suggest that there's a need
for such a thing and part of the objective needs to be -- because we find there's a
difference in the behavior of those two cohorts. So as we mine the data and you
look at the programs, you have to say, okay, how do we deal with the 16- to 18-
year-old women or young women who are pregnant, and they have different
psychological dynamics that need to be addressed? As well as slightly older
women also. But these things all have to be characterized.

MS. KANA ENOMOTO: Jeannette, and then Pam has a question.

MS. JEANNETTE PAI-ESPINOSA: Just to add on quickly to what Johanna said,
and that is | hope that you share this data with your colleagues at ACYF because
as they try to reduce an emphasis on residential placements and residential

Page 71 of 140



treatment and shrink the amount of time, when we see young moms that are
coming in as young as 11 and 12 that have multiple acute co-occurring
disorders, that if they can see your data -- and the timelines you put on your data
are great, and they're less than the timelines they're talking about.

So some kind of collaborative conversation or project would really be -- because
otherwise they're feeding into your -- they get to 18, and then you get them.

MS. KANA ENOMOTO: Pam, your question?

MS. PAMELA S. HYDE: | don't know if this is a question for Wes or for the rest
of you. Is there any studies out there about -- or data about the impact on
newborns of marijuana use by itself, just marijuana? Do we know anything about
that?

DR. SHELLY F. GREENFIELD: There's some data -- | think it may be more
based in animal models -- that show some harm. But | would get back to you,
actually, more specifically on neonatal outcomes and marijuana

MS. PAMELA S. HYDE: | think --

FEMALE SPEAKER: The literature certainly didn't. They didn't see any in
human infants --

DR. SHELLY F. GREENFIELD: | remember it as being more marijuana, more
animal-based data. But | will get back to you.

MS. PAMELA S. HYDE: Yeah, because that obviously is a burgeoning issue for
us. So to see whether or not there are any physical impacts on youth if you
could.

DR. H. WESTLEY CLARK: Okay. Well, thank you.

DR. JEAN CAMPBELL: You mean from secondhand smoke or --

MS. PAMELA S. HYDE: No, | mean for use. Primary use.

DR. JEAN CAMPBELL: Oh.

MS. PAMELA S. HYDE: So we know if a pregnant woman is using illicit drugs,
there could be or is a physical impact on the newborn. So what's --

[Crosstalk.]

MS. KANA ENOMOTO: I'm sorry. This session isn't over. We're going to
continue our conversation. Thank you.
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MS. BRENDA V. SMITH: Kana, one thing that -- | mean, this was really amazing
information, and just on the sort of notion of integration, the thing that | really
thought about is that, you know, a moment -- you know, we all know that in terms
of the studies that sort of motherhood and pregnancy and parenting is a really
opportune moment to get women to change behavior, right?

But there's also all of that data out there as well about sort of the need to sort of
work with families, you know, in terms of language enrichment and things like
that. And it just seems to me like -- and I'm wondering because you don't want
people to stop drug use pregnancy and postpartum. You want it to be an
ongoing effort.

And | wonder if sort of -- and | know that there are issues with this -- whether
there are ways to sort of connect some of this with other programs that have had
some really good success, like Head Start and things like that. And wonder
whether that's going on as well, whether there are linkages that you're already
making with those kinds of programs as well, where a lot of these kids may get
services.

Do you understand what I'm saying?
DR. SHELLY F. GREENFIELD: Absolutely.

MS. BRENDA V. SMITH: Not wanting to sort of widen the net and kind of keep
people in it, but it seems like those, again, in terms of talking about integration,
and you talked about ACY -- you know, it just seems like that might be a really
good partner.

DR. SHELLY F. GREENFIELD: | would just -- | think those are really excellent
points. | have two things to say. | mean, we know that part of the rise in
marijuana use among youth have to do with a decrease in their perception of
risk. We also know that women who become pregnant, one of the potent
predictors of ongoing use is their perception of risk.

In other words, those who perceive it as lower risk will continue to use. It's very
common sensical, but it's also being borne out in data. And so, you could
envision if that's where you start from, unless you have treatment to help you
understand risk, that that may continue postpartum into the next phase of the
person, the woman's life, but also the child's life.

And then the other thing that is ongoing, and just these are all overlapping but
related spheres, is that, you know, it's become fairly acceptable for mothers of
young children to drink alcohol as part of a common cultural dynamic in our
society. That that's not -- that those two things are not considered to be
antithetical to one another.
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That requires, | think, another round of public education along with education in a
whole host of other ways. That seems to actually have been at a very sharp
increase in this last 10 years and | think leads to some of the CDC and NSDUH
evidence that shows the rates of binge drinking among women in that age group,
including women with children and young children who are dependent on them.

So I would just -- those are some of the things that are -- you know, if you can
catch people early and continue, it's not just during this pregnancy period, but it's
really, you know, now you have a chance to be healthy. You be healthy, your
children will be healthy, and that includes taking care of yourself and not using
substances for yourself, for how you want your children to model their behavior
over time on you. Those are all places that there could be a lot of partnering
around different kinds of educational efforts or treatment efforts.

MS. KANA ENOMOTO: Did you have a comment?

MS. PAMELA S. HYDE: Yeah, | was going to react to that, the issue of
perception of risk, because, as you well know, there is increasing conversation
and statements by people from the highest levels about that marijuana is no
riskier than alcohol. That's the language that's being used now all over the
place. Marijuana is no riskier than alcohol.

So the assumption is that alcohol is not risky. So that -- | mean, that's implied in
that statement. So | was kind of going where you were is how do we start
thinking about defining the risk in ways because we know that the abstinence
message by itself is not -- | mean, we tried that historically. That didn't work.

But there is also evidence in SBIRT and other things that if you actually tell
people what is a risky use of alcohol, for example. So it's part of the reason why,
| mean, my head has recently been quite a bit around this issue of what do we
need to be doing about marijuana, getting ahead of the issue, rather than waiting
until we've gotten the problem that we had with alcohol before we started looking
at prevention of upstream issues.

DR. SHELLY F. GREENFIELD: Well, | think -- if | could just respond? [ think
that's so important what you're saying because to model marijuana policy on our
policies around alcohol and tobacco, where those have become such giant
health problems, and to say that, well, because those are licit substances and
this is illicit, somehow following that model.

| mean, when we know that huge proportion of health risks are attributable to
alcohol and tobacco and ongoing, even now in 2014, now to add and make a
troika of three doesn't necessarily seem to be in the best interests of the health
of the public. And it's, | would agree, from a public health and clinical standpoint,
it's very worrisome. And it's worrisome for adults, kids, et cetera.
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And as you know, the rise in the use of marijuana and marijuana that's more
potent than ever before is actually quite startling in and amongst young people.

MS. KANA ENOMOTO: Carole?

DR. CAROLE WARSHAW: | was going to come back to what you were saying.
| was thinking that | may be wrong. What you're saying is it's not just about
ongoing work around substance abuse prevention, but overall enrichment and
well-being. And to have that be once there's an opportunity because people are
engaged in a program, to then kind of connect to all the other things in a positive
way on top of that.

DR. SHELLY F. GREENFIELD: Right. And also --
DR. CAROLE WARSHAW: Beyond the treatment and --

MS. BRENDA V. SMITH: Exactly, into these other spaces because one of the
things that Dr. Clark, I think, talked about were these 80 partners, right, and all of
these partners that have been engaged. And it seems to me that they've
probably become educated, you know, sort of educated and invested in the
project. And so, they may be also another important space to be looking.

DR. CAROLE WARSHAW: Right. | think because there's so much siloed work,
and this is a place where people are coming together. There's a lot of
opportunity for community-based work. Not just treatment center, of course.

MS. PAMELA S. HYDE: Just a quick answer to your question, and | am not the
expert on this. Kana may know more about it than | do, but we do have Project
LAUNCH, of course, and there's other conversations going on about early
childhood as a major priority for the Secretary and for the President, frankly.

So there's a lot of connections, everything from the connection of trauma and
young kids, but also -- or psychotropic meds in young kids, but also ACF and

Head Start marrying up with behavioral health programs. And Project Launch
does a lot of that kind of partnering at the grantee level.

| think the issue for us, and it's about our whole theory of change, is how do we
take that concept and not just say, good, you grantees do the right thing in your
community. But rather, how do we take whatever we're learning about those
kind of connections and make them more broad?

DR. YOLANDA B. BRISCOE: | wanted to bring up in our State, we have a PPW
grant that's out in the middle of nowhere. Driving there, it's mind boggling how
there could just be nothing for hundreds of miles, and here is this program that's
doing a wonderful program.
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No, it's in Carlsbad. And this program has been through three different agency
administrations in the past years that they've been a PPW grantee. So | went to
provider training not about just trauma-informed services -- because they've all
learned, and they go to webinars and they go to trainings -- but | didn't hear
much about what kind of supports for the staff who come in to do this work and
are themselves traumatized?

And there is so much trauma with the staff that it's all they can do to get up in the
morning to go to work when their work environment is pretty atrocious and have
been completely continuously traumatized.

The second question that | had is Medicaid doesn't pay for residential treatment.
So that's not helping us. What is -- how is this information then being
transferred to other levels, higher levels because residential -- and | have a
residential program, and | don't think it's the cure-all, end-all. | don't think it's for
everybody. It's one level of care.

But when you come and you send somebody way over here, and their family is
way over here, teleconferencing just doesn't get it. And when way over here,
there aren't the supports, those 80 different supports, we have maybe 3 or 4 in a
State like ours. So how does that information get passed along of this is what
we're doing and is working for us. Have you tried this? And what about working
on -- how does that information get spread for the people who are being
successful at these grants?

Because the statistics are all what anecdotally anybody who works with women
and children would have told you that, yeah, the babies are going to come out
healthy. And the babies are going to be healthier and the moms are going to do
great, but they're going back home to generations of this.

MS. KANA ENOMOTO: | think within the PPW network, they've done a really
nice job of building sort of communication mechanisms and supports across the
grantee community. But part of the conversation we're having now is the
foundation for, as we look ahead, and I'm wondering, gee, how are we taking
pieces of this and making it transportable to other places?

And | mean, Shelly is seeing this data for the first time. This is important data. It
hasn't really gotten out there yet.

DR. YOLANDA B. BRISCOE: It's significant.

MS. KANA ENOMOTO: So, | mean, that's a first step is to share this
information, that this is the effectiveness that we're seeing of the program and
piquing interest in greater investments and greater adoption even without having
the grant. But then breaking down some of the pieces or studying them further
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so that we can take pieces from it and go to new -- new programs. But then
within the program network, also how do you improve practice? How do you
help people share information and best practices?

DR. SHELLY F. GREENFIELD: 1 just wanted to pick up on a couple of things
you said that are -- and also something Carole said earlier that | think are
important. Wes was talking about future data analysis. It would be helpful to
characterize the population that benefited from the longer-term residential
treatment programs so that you can also begin to define the populations that
really benefit from those services.

Because | agree with the two main points you made, which are that residential --
these data actually will support that for targeted populations, residential
treatment is actually incredibly important and effective. And as you say, it's not
always paid for by insurance and, therefore, is not always available to people
who need it. And I think it's important to underscore when you have outcomes
that, in fact, this population benefits and actually requires it. So that's one part of
it.

And then the second thing that you said is really also incredibly important is what
do you do where that's not available for people? Or when they are being
returned to their communities, what are best practices around helping people
sustain their gains and continue to be healthy, in spite of the fact that they may
return to social networks that are actually not as supportive or can actually be the
opposite, you know, counterproductive.

What are the best practices at helping people sustain on those kinds of gains?
And also what's the what we sometimes refer to in treatment research as the
"effective dose" of the treatment that they need when they get back into their
communities to sustain their gains? Because there may be a correlation also if
you could do slightly longer-term follow-up between effective dose of an
intensive treatment and how much it takes in order to go back to the community
where you don't have those supports, but you yourself could be able to sustain
those gains and know where to reach for help, even if it's not as robust in terms
of what's there.

So, I mean, the two points that you made are really, | think, very critical in terms
of for the data analysis, that could be used to support, help -- help that. I think
those are good things.

MS. KANA ENOMOTO: Those are great, great suggestions. Thank you.

I'm sorry, Carole. But part of the perks of being the Administrator, you get to
have the last word. So we are running --

MS. PAMELA S. HYDE: Well, I don't know if this is the last word, but it's my
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word.

MS. KANA ENOMOTO: Well, I think we're running into the next time, and you
need to go. So --

MS. PAMELA S. HYDE: Okay. | just wanted to say one more comment about
that, which is, again, I'm not the expert in this area at all. But certainly, many of
the programs that I've visited over the years and one of the best pregnant and
postpartum women programs, one of the early ones that | saw that actually
brought kids into the program actually created the environment so that women
could come back, just like you'd come home for Christmas or you'd come home
for Hanukkah or you come home for whatever your holiday is.

And or not even from a holiday point of view, but just when you come over for
dinner, or whatever. And those are really the things that insurance doesn't pay
for. I mean, it's hard enough to get them to pay for this program.

But the other thing about the dose, about that, so the point -- the question was
sort of do we have research that says something about that particular piece of
the model? Because | think one of th