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Weekly Update
Centers for Disease Control and Prevention (CDC) Finds Sexual Minority Youths Report
Greater Violence, Victimization, Substance Use, and Suicide Risk than Heterosexual Youth
Youths
Youths
identifying as lesbian, gay, bisexual, or another
Five items assessed suicide risk in the past 12 months: 1) felt
nonheterosexual identity (“sexual minority youths”) report more
violence victimization, substance use, and suicide risk than do
heterosexual youths, according to a report from the Centers for
Disease Control and Prevention (CDC).
The CDC evaluated relationships between sexual identity
groups and victimization, substance use, and suicide risk
with sex-stratified logistic regression models. Compared
with heterosexual students, bisexual females and all sexual
minority males reported more victimization; lesbian and
bisexual females reported more use of alcohol, cigarettes,
and marijuana; and all sexual minority youths reported
elevated high-risk substance use and suicide risk.
The CDC analysis used pooled data from the 2015 and 2017
cycles of the national Youth Risk Behavior Surveys (YRBS),
a biennial, school-based survey of U.S. high school students.
YRBS uses a three-stage cluster sample design to select a
nationally representative sample of students in grades 9–12
attending public and private schools. The overall response
rate for the 2015 and 2017 YRBS was 60 percent (both years),
and the sample sizes were 15,624 and 14,765, respectively.
The combined analytic sample included 30,389 students.
Data were weighted to yield nationally representative
estimates. Survey procedures protected students’ privacy
through anonymous/voluntary participation, using local
parental permission procedures. CDC’s Institutional Review
Board approved data collection.
Students were grouped into one of four sexual identity
categories (gay/lesbian, bisexual, not sure, and heterosexual)
based on their response to “Which of the following best
describes you?” Seven items assessed victimization: 1) felt
unsafe at or traveling to or from school in past 30 days; 2) ever
forced to have sexual intercourse; and in past 12 months, 3)
threatened or injured with a weapon at school; 4) experienced
sexual dating violence; 5) experienced physical dating
violence; 6) was bullied at school; and 7) was electronically
bullied.
Three items assessed lifetime substance use of cigarettes,
alcohol, and marijuana, and five items assessed lifetime highrisk substance use (cocaine, heroin, methamphetamines,
ecstasy, and inhalants).

sad or hopeless, 2) considered attempting suicide, 3) made a
suicide plan, 4) attempted suicide, and 5) had a suicide
attempt treated by a doctor or nurse.
Compared with heterosexual females, bisexual females reported
a higher prevalence of feeling unsafe at or traveling to or from
school (1.6 to 1), being threatened/injured with a weapon (2.2 to
1), having experienced forced sex (2.8 to 1), sexual dating
violence (1.7 to 1), physical dating violence (1.9 to 1), bullying at
school (1.7 to 1), and electronic bullying (2.3 to 1). Bisexual
females were more likely than were lesbians to report sexual
dating violence, and more likely than both lesbian and females
not sure of their sexual identity to experience forced sex, bullying
at school, and electronic bullying. Males who were gay, bisexual,
or not sure of their sexual identity had a higher likelihood than did
heterosexual males of reporting all seven indicators of violence
victimization. Associations between sexual minority status and
victimization were stronger for males than for females for
experiencing forced sex, sexual dating violence, physical dating
violence, being bullied at school, and being electronically bullied.
Lesbians reported a higher prevalence of using cigarettes (1.8
to 1) and marijuana (1.5 to 1) than did heterosexual females.
Compared with heterosexual females, bisexual females had a
higher prevalence of use of cigarettes (1.8 to 1), alcohol (1.2
to 1), and marijuana (1.6 to 1); females who were not sure of
their sexual identity reported a higher prevalence of using
cigarettes (1.2 to 1), but a lower prevalence of using alcohol
(0.9 to 1). The prevalences of reported use of cocaine, heroin,
methamphetamines, ecstasy, and inhalants were higher
among lesbian, bisexual, and females not sure of their sexual
identity than among heterosexual females. Among male
students, compared with those identifying as heterosexual,
bisexuals had a higher prevalence of reported cigarette use
(1.4 to 1), and those identifying as not sure had a lower
reported prevalence of marijuana use (0.8 to 1). The reported
prevalences of using cocaine, heroin, methamphetamines,
ecstasy, and inhalants were higher among gay and bisexual
males and males who were not sure of their sexual identity
than among heterosexual males. Prevalence estimates and
significant effect modifications by sex indicate that
associations between sexual minority status and
cigarettes/marijuana use were stronger for females than for
males.
(Continued on next page)
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Centers for Disease Control and Prevention (CDC) Finds Sexual Minority Youths Report
Greater Violence, Victimization, Substance Use, and Suicide Risk than Heterosexual Youth
Youths
bisexual females (3.7 to 1) than among heterosexual females.
(Continued from previous page)
All sexual minority
females reported a higher prevalence of feeling sad or
hopeless, considering attempting suicide, making a suicide
plan, and attempting suicide than did heterosexual females.
The reported prevalence of a suicide attempt treated by a
doctor or nurse was higher among lesbian (3.7 to 1) and

Compared with heterosexual males, all sexual minority males
had higher prevalences of all five indicators of suicide risk.
Prevalence estimates and significant effect modification
indicate that the association between sexual identity and
attempted suicide was stronger for males than for females.
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NIMH Releases Request for Information on the Use of Ketamine in Responding to Suicide
Events
The off-label use of ketamine for severe, and/or treatment
resistant depression is occurring despite a
limited evidence base that describes
approaches to appropriate patient selection
(e.g., exclusion criteria), safety data, and
the duration of treatment needed to
maintain the reported acute and dramatic
relief from depression and suicide
ideation. A recent consensus statement on the Use of
Ketamine in the Treatment of Mood Disorders by the American
Psychiatric Association noted that there are no post-marketing
surveillance data on the safety and effectiveness of ketamine
for any psychiatric indication.
The National Institute of Mental Health (NIMH), which has
declared suicide prevention research as a high priority,
released a request for information (RFI) on October 24,
reproduced in part on the following page, seeking guidance on
current clinical experience with the use of ketamine to reduce
and prevent suicidal ideation and behavior and acute crisis
care. In addition, NIMH is seeking information on the use of
ketamine (and/or related compounds) to prevent relapse, with
or without treatment-resistant depression (TRD). Experience
with treatment modalities (infusion, nasal spray, oral pill form)
that utilize ketamine across a number of clinical contexts
(emergency departments, outpatient settings, inpatient
settings, rehab settings) are also of interest. The purpose of
the RFI is to gain a better understanding of the community’s
experience in using ketamine to treat suicidal events in:
•

•

Clinician team training for/in infusion administration (e.g.,
anesthesiology, psychiatry), health care setting
environments (e.g., supportive and calm setting; cardiac
monitoring), and understanding the responsible parties
to support the patient if in an outpatient setting;
Clinical treatment indications (e.g., acute/emergent
suicide risk per se; TRD [including definitions of TRD]
plus suicide ideation; suicide risk plus PTSD, bipolar
disorder, etc.);

•

•

•
•

•
•
•

•

•

Clinical contraindications, including estimating rates of
substance misuse that may be associated with
treatment, and moderators that may be associated with
later substance misuse;
Exclusions for treatment (e.g., history of psychosis;
recent substance use disorder; medical conditions;
current benzodiazepine use; age groups);
Drug administration issues such as delivery (e.g., IV,
oral, nasal), dosing, sequencing, duration;
Indicators of acute response such as self-reported
increased energy, decreased depression and suicide
ideation; objectively recorded physiological responses;
Approaches to defining non-responders, and strategies
for initial non-responders;
Approaches to defining duration of response, and
indicators of durability of response;
Continuation interventions that are offered after initial
response, including adjunct medications and/or
neurocognitive/psychosocial interventions;
Approaches for safety monitoring of side effects
(hemodynamics; nausea; dissociation; muscular
weakness; suicide ideation; extreme anxiety) at the time
of drug administration; and
Approaches for safety monitoring post drug
administration, after acute and repeated treatments (e.g.,
how often and for how long).

Comments are due by December 10, 2018. Responses can be
submitted by email or as an attached electronic document to:
ResearchRTF@mail.nih.gov and indicate the Notice number
(NOT-MH-18-068) in the subject line. Responses can address
some or all of the categories listed above.
For additional information, visit the RFI announcement at:
https://grants.nih.gov/grants/guide/notice-files/NOT-MH-18
068.html. Inquiries can also be directed to Jane Pearson, Program
Chief, by e-mail (jpearson@nih.gov) or phone (301-443-3598).

Federal Health Insurance Exchange
2019 Open Enrollment Has Begun
The Federal Health Insurance Exchange (also known as
the Marketplace) Open Enrollment Period runs from
November 1, 2018 to December 15, 2018, for coverage
starting on January 1, 2019. Similar to last year, the Centers for Medicare & Medicaid Services (CMS) is
taking a strategic and cost-effective approach to inform individuals about Open Enrollment, deliver a
smooth enrollment experience, and use consumer feedback to drive ongoing improvements across
the Exchange platform. Consumers can visit HealthCare.gov and CuidadodeSalud.gov to preview 2019
plans and prices before Open Enrollment begins.
Read the fact sheet here: https://www.cms.gov/newsroom/fact-sheets/federal-health-insuranceexchange-2019-open-enrollment.
To preview 2019 plans & prices now, visit: https://www.healthcare.gov/
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National Institute for Mental Health Request for Information (RFI):
Guidance on Current Clinical Experience with the Use of Ketamine for Suicide
Prevention (NOT-MH-18-068)
Response Date: December 10, 2018
This Request for Information (RFI) seeks input on current clinical experiences in the use of ketamine (and/or related
compounds) to reduce and prevent suicide ideation and behavior. NIMH seeks to identify research gaps in the clinical
applications of these treatments .
Background: Suicide is the 10th leading cause of death, with rates increasing over several decades for all age groups,
even while rates of many other major causes of premature mortality have declined. Despite increasing numbers of effective
psychosocial interventions for suicide ideation and prevention of repeat suicide attempts, rapid, effective treatment options
for individuals with acute/emergent suicide risk are limited.
The off-label use of ketamine for severe, and/or treatment resistant depression is occurring despite a limited evidence base
that describes approaches to appropriate patient selection (e.g., exclusion criteria), safety data, and the duration of treatment
needed to maintain the reported acute and dramatic relief from depression and suicide ideation. A recent consensus
statement on the Use of Ketamine in the Treatment of Mood Disorders by the American Psychiatric Association noted that
there are no post-marketing surveillance data on the on safety and effectiveness of ketamine for any psychiatric indication.
NIMH has declared suicide prevention research as a high priority and through this RFI, NIMH is seeking information on
clinical experience in the use of ketamine (and/or related compounds) to reduce suicide events (ideation, attempts, and
acute crisis care such as emergency care visits), and prevent relapse, with or without treatment-resistant depression (TRD).
Experience with treatment modalities (infusion, nasal spray, oral pill form) that utilize ketamine across a number of clinical
contexts (emergency departments, outpatient settings, inpatient settings, rehab settings) are of interest.
Information Requested: There are key questions to be addressed to build the evidence base for ketamine as rapid
treatment to reduce suicide risk. In particular NIMH is interested in the community’s experience that could inform research
that examines appropriate suicide risk treatment groups, treatment protocols, approaches to gathering safety information
(during and post treatment), and approaches to examining treatment effects. This RFI seeks information from the community
about experiences in current practice for using ketamine to treat suicide risk in the following areas:


Clinician team training for/in infusion administration (e.g., anesthesiology, psychiatry), health care setting
environments (e.g., supportive and calm setting; cardiac monitoring), and understanding the responsible parties to
support the patient if in an outpatient setting;



Clinical treatment indications (e.g., acute/emergent suicide risk per se; TRD [including definitions of TRD] plus suicide
ideation; suicide risk plus PTSD, bipolar disorder, etc.);



Clinical contraindications, including estimating rates of substance misuse that may be associated with treatment, and
moderators that may be associated with later substance misuse;



Exclusions for treatment (e.g., history of psychosis; recent substance use disorder; medical conditions; current
benzodiazepine use; age groups);



Drug administration issues such as delivery (e.g., IV, oral, nasal), dosing, sequencing, duration;



Indicators of acute response such as self-reported increased energy, decreased depression and suicide ideation;
objectively recorded physiological responses;



Approaches to defining non-responders, and strategies for initial non-responders;



Approaches to defining duration of response, and indicators of durability of response;



Continuation interventions that are offered after initial response, including adjunct medications and/or
neurocognitive/psychosocial interventions;



Approaches for safety monitoring of side effects (hemodynamics; nausea; dissociation; muscular weakness; suicide
ideation; extreme anxiety) at the time of drug administration; and



Approaches for safety monitoring post drug administration, after acute and repeated treatments (e.g., how often and
for how long)

Submitting a Response: All comments must be submitted via email as text or as an attached electronic document. Your
responses should be addressed to: ResearchRTF@mail.nih.gov by December 10, 2018. Please include the Notice
number in the subject line. Response to this RFI is voluntary. Responders are free to address any or all of the categories
listed above. The submitted information will be reviewed by the NIH staff.
This request is for information and planning purposes only and should not be construed as a solicitation or as an obligation
on the part of the Federal Government. The NIH does not intend to make any awards based on responses to this RFI or to
otherwise pay for the preparation of any information submitted or for the Government's use of such information.
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The NIH will use the information submitted in response to this RFI at its discretion and will not provide comments
to any responder's submission. However, responses to the RFI may be reflected in future funding opportunity

NASMHPD TECHNICAL ASSISTANCE COALITION WORKING PAPERS – BEYOND BEDS—2018
(
NASMHPD
continues to receive recognition from the behavioral health community at large, including from
our friends at SAMHSA, for our 2017 Beyond Beds series of 10 papers highlighting the importance of
providing a continuum of care beyond institutional inpatient care.

A 2018 10-paper follow-up to the Beyond Beds series is now up on the NASMHPD website. The 2018 papers
take the 2017 theme one step further, to look at specific services offered in the community and factors
impacting those services,, covering such topics as early psychosis intervention, supportive housing and
supported employment, suicide prevention for older persons, children’s crisis care coordination in the
continuum of care, and trauma-informed interventions, as well as court-ordered referrals to determine
competency to stand trial.
One of those papers, Experiences and Lessons Learned in States with On-Line Databases (Registries) of
Available Mental Health Crisis, Psychiatric Inpatient, and Community Residential Placements, authored by
Robert Shaw of the NASMHPD Research Institute (NRI), reviews a 2017 NRI survey of the extent to which
psychiatric bed registries-- a “centralized system that uses real-time tracking to monitor the availability of
psychiatric beds” are being implemented in the United States. The study found that 16 states had bed
registries and that an additional 8 states were in the process of planning or developing a bed registry. In just
over one-half the states with bed registries (9 states), participation in the registry was voluntary and very few
states reported having registries that were updated 24/7 with real-time information. The types of beds
covered by the registries generally included beds in state and private hospitals, and general hospital
psychiatric beds, but only a few covered crisis beds, either for mental illness or substance use disorders, or
Veterans Administration beds.
The NASMHPD Technical Assistance Coalition series will continue in 2019 and will center on the conclusions
reached in the NRI Bed Registry survey report. If you are interested in helping to craft one of the 2019 papers,
please contact NASMHPD Project Director David Miller.
Following are links to the other nine reports (in final draft) in the 2018 Technical Assistance
Coalition series.
Bolder Goals, Better Results: Seven Breakthrough Strategies to Improve Mental Illness Outcomes
Weaving a Community Safety Net to Prevent Older Adult Suicide
aking the ase for a omprehensive hildren’s risis ontinuum of are
Achieving Recovery and Attaining Full Employment through the Evidence-Based IPS Supported Employment
Approach
Changing the Trajectory of a New Generation: Universal Access to Early Psychosis Intervention
Going Home: The Role of State Mental Health Authorities to Prevent and End Homelessness Among
Individuals with Serious Mental Illness
A Comprehensive Crisis System: Ending Unnecessary Emergency Room Admissions and Jail Bookings
Associated with Mental Illness
Medical Directors' Recommendations on Trauma-informed Care for Persons with Serious Mental Illness
Speaking Different Languages- Breaking Through the Differences in the Perspectives of Criminal Justice and
Mental Health Stakeholders on Competency to Stand Trial Services: Part 1
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Assistant Secretary for Planning and Evaluation (ASPE) Request for Information (RFI)

IMPACT ACT Research Study: Provider and Health Plan Approaches to Improve
Care for Medicare Beneficiaries with Social Risk Factors
Section 2(d) of the Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014 calls for the Secretary of Health
and Human Services (HHS), acting through the Assistant Secretary for Planning and Evaluation (ASPE), to conduct a study
evaluating the effect of individuals’ socioeconomic status (SES) on quality measures and measures of resource use under the
Medicare program. The first component of the required work, a 2016 Report to Congress, focused on socioeconomic information
currently available in Medicare data.
This request for information is part of the second component, which expands the analyses by using non-Medicare datasets to
quantify SES, and will be completed no later than October 2019 as required by the authorizing legislation. Following up on
ASPE’s first Report to Congress, HHS is interested in how plans and providers serving Medicare beneficiaries:
 Identify beneficiaries with social risk factors;
 Approaches plans and providers have used to address the needs of beneficiaries with social risk factors;
 Evidence regarding the impact of these approaches on quality outcomes and the total cost of care; and
 Disentangle beneficiaries’ social and medical risks and address each.
There is growing recognition that social risk factors – such as income, education, race and ethnicity, employment, housing, food,
community resources, and social support – play a major role in health. Despite ongoing efforts, significant gaps remain in health
and in life expectancy based on income, race, ethnicity, and community environment.
At the same time, the health care system is increasingly moving towards higher levels of provider accountability for the quality,
outcomes, and costs of care. Value-based or alternative payment models, which tie payment to the quality and efficiency of
health care delivered, are in place in nearly all Medicare settings, including in hospitals, outpatient settings, and post-acute
facilities. In many ways, beneficiaries with social risk factors may benefit the most from value-based purchasing programs and
other delivery system reform efforts, since improved care coordination and provider cooperation will be of the highest utility to
the most complex beneficiaries with the most care needs. In the 2018 Medicare payment rules, CMS solicited comments on
when and how the Medicare program should account for social risk in quality measures and programs.
The definition of social risk provided by the National Academies of Science, Engineering, and Medicine (NASEM) under contract
to ASPE is being used for this request. These social risk factors include:
 Socioeconomic position (income, wealth, insurance status, education, occupation, food insecurity);
 Race, ethnicity, and community context (race and ethnicity, language, nativity, acculturation);
 Gender (gender identity, sexual orientation);
 Social relationships (marital/partnership status, living alone, social support); and
 Residential and community context (physical environment, housing, and social environment).
In the first Report to Congress, ASPE found that beneficiaries with social risk factors were also medically complex. As part of the
second Report to Congress, ASPE is looking at additional measures of medical risk, including disability, functional status, and
frailty, and the interaction of medical and social risk.
Overall Question
How are providers and health plans serving Medicare beneficiaries working to improve health outcomes for beneficiaries,
especially those with social risk factors?
Delivery of Services
HHS is interested in understanding services targeted to Medicare beneficiaries with social risk factors. The 2016 Report to
Congress found that providers that disproportionately cared for beneficiaries with social risk factors tended to perform worse than
their peers on quality measures. However, in every setting, be it hospital, health plan, ACO, physician group, or facility, there
were some providers that served a high proportion of beneficiaries with social risk factors who achieved high levels of
performance.
To better understand these findings, ASPE asked the NASEM to identify best practices of high-performing hospitals, health plans,
and other providers that serve disproportionately higher shares of socioeconomically disadvantaged populations and compare
those best practices to practices of low-performing providers serving similar patient populations. The NASEM determined that
the following six practices show promise for achieving high levels of performance for beneficiaries with social risk factors:
(Continued on next page)

6

(Continued from previous page)
1. Commitment to health equity: Value and promote health equity and hold yourself accountable;
2. Data and measurement: Understand your population’s health, risk factors, and patterns of care;
3. Comprehensive needs assessment: Identify, anticipate, and respond to clinical and social needs;
4. Collaborative partnerships: Collaborate within and across provider teams and service sectors to deliver care;
5. Care continuity: Plan care and care transitions to prepare for patients’ changing clinical and social needs; and
6. Engaging patients in their care: Design individualized care to promote the health of individuals in the community setting.
ASPE also contracted with RAND to conduct interviews and case studies with Medicare Advantage (MA) plans to understand how
the plans address dually enrolled beneficiaries social and health needs. High-performing, high-dual and special needs plans (SNP)
were found to implement multi-pronged approaches and strategies. Through this work, we developed a taxonomy for MA plans
addressing social needs that includes strategies and interventions that focus on:
1. Needs identification and targeting;
2. Care management and coordination;
3. Directly addressing social needs; and
4. Integration of Medicare and Medicaid.
HHS is requesting information on how providers and health plans are implementing these approaches and principles for Medicare
beneficiaries with social risk factors. HHS is also interested in approaches beyond the NASEM principles and health plan taxonomy
that work to improve care for Medicare beneficiaries with social risk factors.


Are social risk data being used to target services or provide outreach? If so, how?



How are beneficiaries with social risk factors identified?



Are there especially promising strategies for improving care for patients with social risk?



How are costs for targeting and providing those services evaluated? What are the additional costs to target services, such
as case management, and to provide additional services (e.g., transportation)? What is the return on investment in improved
outcomes or reduced healthcare costs?



What are the best practices to refer beneficiaries to social service organizations that can address social risk factors?



What lessons have been learned about providing care for patients with social risk factors?



What are barriers to tailoring services to patients with social risk factors? How can barriers be overcome?

 For patients with social risk factors, how does patients’ disability, functional status, or frailty affect the provision of services?
Data
As part of the second Report to Congress, HHS is requesting information on how providers and health plans capture beneficiaries’
social risk. The Medicare program captures limited information on beneficiary social risk, but there is potential for additional
information to be collected by health plans or providers at the point of care. In particular, the NASEM identified electronic health
records (EHRs) as a potential source of social risk data. In earlier work, a separate NASEM committee recommended that certain
social and behavioral health domains be collected in EHRs.
ASPE also contracted with NORC to conduct a qualitative study of EHR vendors’ incorporation of social determinants of health in
EHRs. Among the 6 vendors interviewed, all were incorporating social determinants of health into their systems in response to
client demand, although the type of product varied greatly across the vendors.
HHS is requesting information on how providers and health plans are collecting and using data on Medicare beneficiaries’ social
risk factors:


Which social risk factors are most important to capture?



Do you routinely and systematically collect data about social risk? Who collects this data? When is it collected? Is it collected
only once or multiple times for a beneficiary? Is it collected consistently across populations (i.e. Medicare beneficiaries,
Medicaid beneficiaries, patients receiving specific services, etc.)? What are the burdens of this data collection on plans,
providers, and beneficiaries?



Would standardized data elements for EHRs help you to collect social risk data? If so, how could these data elements be
standardized?



What are barriers to collecting data about social risk? How can these barriers be overcome?



What do you see as promising future opportunities for improving data collection? For using existing or future data to tailor
services?
Submitting Comments
Comments will be received until November 16, 2018. Submit electronic comments via email to ASPEImpactStudy@hhs.gov.
This RFI is issued solely for information and planning purposes; it does not constitute a Request for Proposal, applications, proposal
abstracts, or quotations. This RFI does not commit the Government to contract for any supplies or services or make a grant or cooperative
agreement award. Further, HHS is not seeking proposals through this RFI and will not accept unsolicited proposals.
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ISMICC Blog
David Morrissette, Ph.D., LCSW, CAPT, U.S. Public Health Service
Office of the Chief Medical Officer, SAMHSA
Cataloguing Federal Programs for Serious Mental Illness and Serious Emotional Disturbance
ISMICC Federal officials are conducting a government-wide inventory of programs,
services, surveillance efforts, and research related to serious mental illness (SMI) and
to serious emotional disturbance (SED). This is a broad undertaking to catalogue
more than 160 Federal programs across eight Federal departments.
A significant catalyst to the Congressional authorization of the Interdepartmental
Serious Mental Illness Coordinating Committee (ISMICC) was the conclusion of a
2014 Government Accounting Office (GAO) report on Federal coordination of
programs that address SMI in their purviews. GAO found 112 programs across those
eight departments totaling about $5.7 billion in programs devoted to serving people who have SMI. In that report, GAO
recommended that HHS establish a mechanism to facilitate intra- and interagency coordination, including actions that
would assist with identifying the programs, resources, and potential gaps in Federal efforts to support people who have
SMI.
In September 2017, ISMICC compiled a list of 168 Federal programs based on the input from ISMICC Federal designees,
on information from the 2014 GAO Report, and on a review of Federal agency websites. Table 3.1 of the 2017 ISMICC
Report to Congress (https://www.samhsa.gov/ismicc) created an index of Federal programs and led to the design of the
inventory that we are undertaking.
As the ISMICC Report to Congress underscored, all Federal sources account for nearly half of all spending on mental and
substance use disorders. ISMICC members recognized the needs to increase understanding of the scale and scope of
existing Federal department programs and to inform interdepartmental coordination. Such a detailed inventory will equip
the ISMICC implementation workgroups to better coordinate efforts and to better enable ISMICC to conduct the mandated
evaluation of the Federal effort by the end of the advisory council’s five-year tenure. Most important, a detailed inventory
will help clarify strengths and gaps across services for people who have SMI or SED, with the aim of improving services
for those with greatest need.
This spring, ISMICC’s Data Implementation Workgroup (IW1) designed a set of spreadsheets to collect information for the
inventory. The design had to account for differences in each department’s mission, population of focus, authorization and
appropriation, and the performance metrics. To do so, we organized spreadsheets according to four program types:
1. Service Delivery or Payment: What are the Federal supports for SMI and SED around housing, income assistance,
primary health care, behavioral health care including mental and substance abuse treatment, reducing justice involvement,
case management, employment, and education? Examples include Veterans Health Administration (VHA), DoD health
care facilities, Indian Health Service, TRICARE, Medicare, Medicaid and the Children’s Health Insurance Program (CHIP),
Social Security disability programs, and Housing Assistance programs.
2. Program Grants: How does the Federal government support service delivery and accelerate the implementation of
effective practices? Examples include: time-limited grant programs to fund development of promising models at the state,
tribal, and local levels; longer-term, formula-funded programs; and grants to provide technical assistance and support.
3. Data Collection: What Federal data are collected on incidence, prevalence, and distribution of behavioral health
disorders within departments? What Federal data are available on access, quality, and affordability of behavioral health
care? Examples include: surveys and other surveillance programs that provide information on the incidence, prevalence,
and distribution of disorders; and quality measurement and reporting.
4. Research and Evaluation: How does the Federal government measure the impact of its programs on people who have
SMI and SED and on their families; and on communities? Examples include: basic and applied research that help us better
understand the course of a disorder and the means to prevent, cure, or lessen its impact; and demonstrations and
evaluations of prevention, treatment, and support models that can improve the lives of people who have SMI and SED.
The ISMICC reviewed the plan at their June 6, 2018 meeting and staff finalized the design over the remainder of the summer.
Juan Martinez, MD, (interning in public health at SAMHSA) took the initial step to populate the cells of the inventory with as much
information as he could find – using a combination of information from the first ISMICC report to Congress, from the GAO report,
and from ISMICC member-departments’ public-facing websites. A department-specific spreadsheet was then sent to each of
the ISMICC designees for them to review, to correct and to edit the spreadsheet by the beginning of December. We are hoping
to receive the completed spreadsheets by the middle of November and to report findings as they are available.
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Resources for Integrated Care invites you to attend an upcoming
webinar. This webinar offers Continuing Medical Education (CME)
and Continuing Education (CE) credit at no cost to participants.

Promising Practices for Meeting the Needs of Dually Eligible Older Adults with Schizophrenia
Tuesday, November 6, 2:30 p.m. to 4:00 p.m. E.T.
Older adults who are dually eligible for Medicare and Medicaid have higher rates of schizophrenia and other psychotic disorders
than older adults with Medicare only. In addition, older adults with schizophrenia are more likely to have co-occurring chronic
physical health conditions, such as obesity, diabetes, and hyperlipidemia, compared to younger adults with schizophrenia.
Caring for older adults with schizophrenia requires special attention to how needs and treatments may change over time, as
well as consideration of the impact of chronic physical health conditions, cognitive impairments, and changes to vision and
hearing. An individualized treatment approach is key.
This interactive webinar will discuss how to identify common symptoms of schizophrenia among older adults, identify promising
practices related to treatment options and care coordination, and demonstrate practical strategies for meeting beneficiary needs.
Speakers, including a family caregiver, will discuss firsthand experiences, lessons learned, and strategies to improve care for dually
eligible older adults with schizophrenia.
By the end of this webinar, participants should be able to:
1. Identify common symptoms of schizophrenia in older adults;
2. Recognize effective and appropriate treatment options for older adults with schizophrenia;
3. Identify practical tips and strategies to improve care for older adults with schizophrenia based on real-life stories
from the field; and
4.
Identify opportunities to collaborate with clinicians, social workers, case managers, and caregivers to support older
adults with schizophrenia.
Featured Speakers:
 Naila Azhar, MD, Assistant Professor of Psychiatry, University of Connecticut School of Medicine
 Tracy Beavers, BSN, RN, EMT-P, Case Manager, CareSource Ohio
 AnnMarie Luongo, LPC, Advanced Behavioral Health Connecticut
REGISTER
 Heidi, caregiver

HERE

Intended Audience: This webinar is intended for a wide range of stakeholders – front-line staff at social service agencies,
providers and health care professionals (such as physicians, psychiatrists, psychologists, nurses, social workers,
counselors), Medicare-Medicaid Plans (MMPs), Dual Eligible Special Needs Plans (D-SNPs), managed long-term services
and supports programs, and consumer organizations.
CME/CE Credit Information: Accreditation


The Centers for Medicare & Medicaid Services (CMS) is accredited by the Accreditation Council for Continuing Medical
Education (ACCME) to provide continuing medical education (CME) for physicians. CMS is also accredited by the
International Association for Continuing Education and Training (IACET) to offer continuing education (CE) credit.



CMS is evaluating this activity for CE/CME credit. The number of credits awarded will be calculated following the
activity based on the actual learning time. Final CE/CME information on the amount of credit will be available to
participants within the Learning Management System (LMS) after the live activity.

Individuals are strongly encouraged to check with their specific regulatory boards or other agencies to confirm that courses
taken from these accrediting bodies will be accepted by that entity.
Registration Information: After clicking the registration link hosted on https://resourcesforintegratedcare.com/ and completing
the registration form, you will receive an email from do_not_reply@on24event.com containing event log-on information. The
email also contains an attachment that, when opened, will save the event log-on information to an Outlook calendar.
On the day of the live event, please use the web link to join the webinar. You can access the platform using a computer, smart
phone, or tablet. The audio portion of the presentation will automatically stream through your computer/device speakers. Please
make sure that the volume on your speakers is turned up. Phone dial-in information will also be available during the live event
if you are unable to listen to the audio through the computer/device speakers.
sources for Integrated Care (RIC) develops and disseminates technical assistance and actionable tools for providers of
beneficiaries dually eligible for Medicare and Medicaid based on successful innovations and care models. The RIC website
features
additional resources and
tools
for
providers
and
health
plans,
available
at https://www.resourcesforintegratedcare.com. RIC is supported by the CMS Medicare-Medicaid Coordination Office.
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AHRQ Funding Opportunity Announcement
Screening and Management of Unhealthy Alcohol Use in Primary Care: Dissemination and
Implementation of PCOR Evidence (RFA-HS-18-002)
The Agency for Healthcare Research and Quality (AHRQ) seeks applications to disseminate patient-centered outcomes research (PCOR) findings directly
to primary care practices and support practices in implementing PCOR clinical and organizational findings. Applicants must propose a comprehensive
plan that uses evidence-based strategies designed to improve the delivery of patient-centered approaches to identifying and managing unhealthy
alcohol use among adults, including screening and brief intervention (SBI) and medication assisted therapy (MAT).
Open Date (Earliest Submission Date): December 4, 2018
Letter of Intent Due Date(s): 30 days prior to the application due date
Application Due: January 4, 2019 , by 5:00 PM local time of applicant organization. Applicants are encouraged to apply early to allow adequate time
to make any corrections to errors found in the application during the submission process by the due date.
Scientific Merit Review: Generally, four months after receipt date. Earliest Start Date: Generally, four months after peer review date.
Expiration Date: January 18, 2019
Eligible Organizations:

Higher Education Institutions
Public/State Controlled Institutions of Higher Education
Private Institutions of Higher Education
The following types of Higher Education Institutions are always encouraged to apply for AHRQ support as Public or Private
Institutions of Higher Education:
Hispanic-serving Institutions
Historically Black Colleges and Universities (HBCUs)
Tribally Controlled Colleges and Universities (TCCUs)
Alaska Native and Native Hawaiian Serving Institutions
Asian American Native American Pacific Islander Serving Institutions (AANAPISIs)
Nonprofits Other Than Institutions of Higher Education
Nonprofits with 501(c)(3) IRS Status (Other than Institutions of Higher Education)
Nonprofits without 501(c)(3) IRS Status (Other than Institutions of Higher Education) Governments
State Governments
County Governments
City or Township Governments
Special District Governments
Indian/Native American Tribal Governments (Federally Recognized)
Indian/Native American Tribal Governments (Other than Federally Recognized)
Eligible Agencies of the Federal Government
U.S. Territory or Possession
Native American Tribal Organizations (other than Federally recognized tribal governments)
Faith-based or Community-based Organizations
Regional Organizations

!HRQ’s authorizing legislation does not allow for-profit organizations to be eligible to lead applications under this research mechanism. For-profit
organizations may participate in projects as members of consortia or as subcontractors only. Because the purpose of this program is to improve
healthcare in the United States, foreign institutions may participate in projects as members of consortia or as subcontractors only. Applications
submitted by for-profit organizations or foreign institutions will not be reviewed. Organizations described in section 501(c) 4 of the Internal Revenue
Code that engage in lobbying are not eligible
Unhealthy alcohol use, which affects almost a third of adults, is the third leading cause of preventable death and a major risk factor for many health,
social, and economic problems. A study released by the Centers for Disease Control and Prevention estimated the annual economic burden of unhealthy
alcohol use at $249 billion in 2010. Unhealthy alcohol use is associated with a wide range of adverse consequences related to physical and mental
health (neurological damage, cardiovascular disease, liver disease, depression, etc.), injuries (due to motor vehicle accidents, falls, drowning, etc.),
social outcomes (intimate partner violence, child neglect, etc.), and economic indicators (unemployment, poverty, etc.). According to the 2015 National
Survey on Drug Use and Health, 26.9% of adults reported binge drinking or heavy drinking over the past month and 15.1 million adults had alcohol use
disorder (AUD). Between 2002 and 2013 the prevalence of AUD increased dramatically in African Americans, older adults, and individuals with lower
levels of education and income. Unhealthy alcohol use affects individuals across the lifespan, which requires tailored interventions for prevention,
screening, and treatment. Management of unhealthy alcohol use in older adults, for example, is complicated by concomitant medication use, presence
of comorbid conditions, and age-related physiologic changes.
The U.S. Preventive Services Task Force (USPSTF) recommends that clinicians screen adults for alcohol misuse (the term “unhealthy alcohol use” was
used in the 2018 draft recommendation) and provide brief behavioral counseling to persons engaged in risky or hazardous drinking. The USPSTF
identified several effective screening tools such as Alcohol Use Disorders Identification Test-Consumption (AUDIT-C) and Single-item Alcohol Screening
Questionnaire (SASQ). The USPSTF also found that behavioral counseling interventions vary in their specific components, delivery methods, duration,
and intensity. Interventions commonly included providing feedback (e.g., how the patient’s drinking compares to recommended limits, ways to reduce
drinking) and other cognitive behavioral strategies (e.g., drinking diaries, action plans), involved the primary care team, and could be office- or webbased.
For individuals with moderate to severe AUD, medication-assisted therapy (MAT) has been shown to be an effective treatment. The U.S. Food and Drug
Administration has approved three medications for treating AUD: acamprosate, naltrexone, and disulfiram. An AHRQ evidence report found moderate
strength evidence for the effectiveness of oral acamprosate and naltrexone in reducing alcohol consumption for adult patients with AUD. (Evidence
related to injectable naltrexone was limited at the time of the evidence review). While evidence did not support the effectiveness of disulfiram in trials,
it may be recommended to individuals for whom acamprosate and naltrexone are not suitable and who understand the risk of alcohol consumption
while taking disulfiram.
(Continued on next page)
Additional information is at https://grants.nih.gov/grants/guide/rfa-files/RFA-HS-18-002.html#_Part_1._Overview.
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AHRQ Funding Opportunity Announcement (cont’d)
Screening and Management of Unhealthy Alcohol Use in Primary Care: Dissemination and
Implementation of PCOR Evidence (RFA-HS-18-002)
(Continued from previous page)
Despite the serious public health impact of AUD and the demonstrated effectiveness of SBI and MAT, only 6.7% of adults with AUD receive treatment.
Rates of screening for risky drinking use with standard instruments (13%), brief intervention (18%), and use of MAT (1.3%) are low in primary care
settings. The complexity of managing unhealthy alcohol use, including AUD, in primary care may explain why rates of screening, brief intervention,
and treatment with either referral or MAT are so low. There are numerous patient-, clinician-, and systems-level barriers, including stigma when
seeking care for unhealthy alcohol use, beliefs among patients and clinicians that medications are ineffective, clinicians’ lack of knowledge about
pharmacologic treatment options, limited availability of clinical decision support systems, unspecified clinical treatment protocols, limited shared
decision making tools to engage patients and elicit their treatment preferences, lack of insurance coverage for AUD medications or complicated preauthorization requirements, and limited capacity for referral and treatment.
Overcoming these barriers will be challenging, but supporting the use of a stepped approach to identifying and managing unhealthy alcohol use in
primary care could have a significant positive impact on drinking behaviors and alcohol-related health outcomes. Screening all adults, brief
intervention for patients with unhealthy alcohol use, initiating treatment in primary care for patients with mild to moderate AUD, and referral to
treatment when appropriate are approaches to evidence-based models of care. Increasing SBI and MAT in primary care offers several advantages.

o

Initiating treatment in the primary care setting may lead to more people treated, especially when access to specialty care is limited and
insufficient to meet demand. Primary care clinicians are often the only medical professionals patients with AUD encounter.

o

Screening, diagnosis and treatment of unhealthy alcohol use within one setting can improve patient motivation and cooperation by preventing
delays in treatment or referral.

o

Unhealthy alcohol use can impact management of many common conditions, including hypertension, diabetes, and liver disease. Integration
of treatment for AUD with management of other comorbid conditions can improve treatment adherence and overall patient outcomes.

o

Familiarity with primary care settings and “routine” medical management to treat !UD can reduce stigma.

o

The ongoing relationship and trust many patients have with their primary care clinicians and teams may help identify unhealthy alcohol use
earlier, and, when needed, make treatment and referral more acceptable to patients.

o

Patients may not need to travel as far to access their primary care clinicians compared to a specialty clinic, especially in rural communities or
other areas where specialty treatment clinics are sparse.

Given the substantial burden of unhealthy alcohol use, increasing the delivery of SBI and MAT in primary care can have a significant impact on
population health. However, it is well recognized that primary care is functioning in a complex and changing health care environment. New models
for organizing and paying for primary care have changed the landscape of primary care. The movement from volume-based payment to value-based
payment, the widespread use of electronic health records and a large number of often unaligned quality improvement programs have impacted
primary care practices and clinicians. In addition, a growing opioid epidemic has affected the availability of specialty substance abuse care. The
dynamic environment, combined with an ongoing need to integrate mental and behavioral health with primary care, provides a unique opportunity
to support primary care’s ability to deliver evidence-based interventions for unhealthy alcohol use.
This Funding Opportunity Announcement (FOA) seeks applications that propose multicomponent strategies to increase the dissemination and
implementation of PCOR findings for managing unhealthy alcohol use, focusing on SBI and MAT, in the primary care setting. A wealth of resources
are available from federal agencies and other organizations that can be used to help facilitate the uptake and routine use of evidence-based practices
for identifying and treating unhealthy alcohol use, including AUD.
Objectives: The goal of this FOA is to fund projects that use evidence-based approaches to disseminate and implement PCOR findings to improve
identification and management of unhealthy alcohol use among adults in primary care practices. AHRQ is seeking applications that focus primarily
on improving SBI and MAT in primary care, although screening, brief intervention, and referral to treatment (SBIRT) may be incorporated into the
project as part of the continuum of care for patients whose needs cannot be adequately met within a primary care setting. AHRQ is not seeking
applications that address populations other than adults (e.g., adolescents) or settings other than primary care (e.g., emergency departments, specialty
settings). Applications that focus primarily on other populations or settings will not undergo peer review. For this project, applicants must focus on
implementation of evidence-based interventions and evaluation of the effectiveness of the implementation.
Applicants should:
1. Convene a team, likely drawing from multiple organizations, with the expertise and experience to achieve the goals of this FOA. The project
team should have existing strong relationships with primary care practices within the targeted region, expertise relevant to implementing SBI
and MAT in primary care practices, and experience in disseminating and implementing PCOR findings.
AHRQ encourages applicants to propose community partnerships with local, state, and/or regional organizations.
2.

Define a discrete geographic region and develop a plan for recruiting and working with a minimum of 125 primary care practices that serve
adult patients in that region.
For the purposes of this initiative, AHRQ encourages applicants to propose supporting small- and medium-sized practices (=10 lead clinicians)
and small networks that are less likely than larger practices and networks to have resources for quality improvement. AHRQ also encourages
applicants to propose working with practices that have low rates of screening, have access to community and social supports, and do not have
integrated behavioral health services; if practices do not meet these specifications, applicants should explain how the proposed intervention
will lead to additional improvements.
(Continued on next page)
Additional information is at https://grants.nih.gov/grants/guide/rfa-files/RFA-HS-18-002.html#_Part_1._Overview.

If a phased approach for recruiting and working with practices
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AHRQ Funding Opportunity Announcement (cont’d)
Screening and Management of Unhealthy Alcohol Use in Primary Care: Dissemination and
Implementation of PCOR Evidence (RFA-HS-18-002)
(Continued from previous page)
If a phased approach for recruiting and working with practices is used, 75% of practices should be engaged with the project within the first two
years. (Applicants may propose uneven annual budgets commensurate with their approaches, as described in the Award Budget section.)
3.

Develop a process and criteria for identifying PCOR findings and determining what findings will be disseminated to primary care practices.
Applicants should plan to identify other PCOR findings to supplement the aforementioned PCOR findings related to the effectiveness of
SBI and MAT for adults. Other PCOR findings may include additional evidence related to screening for and management of unhealthy
alcohol use, findings regarding organizational practices related to implementation, findings on how primary care practices can engage
patients, and findings on the use of technology to support implementation.

4.

Define a comprehensive, evidence-based dissemination and implementation strategy to increase the use of SBI and MAT in primary care
practices. (The implementation strategy may include referral to specialty treatment as an important step in the continuum of care. However, the
strategy should focus primarily on providing MAT within the practice whenever appropriate.) While applications must focus on SBI and MAT,
strategies related to other PCOR findings may be proposed in addition to the strategies to increase the use of SBI and MAT.
Applicants may propose a tailored approach to selecting an implementation strategy across practices, or they may propose multiple
implementation strategies that vary in type, duration, and intensity.
Applications that use practice facilitation as a central and unifying strategy within the comprehensive approach are encouraged. (To learn
more about practice facilitation, please visit: https://pcmh.ahrq.gov/page/practice-facilitation.) The comprehensive approach may also
include other evidence-based strategies, such as practice assessment; the use of data, feedback, and benchmarking; the incorporation
of electronic clinical decision support; peer-to-peer local learning; and expert consultation. To learn more, visit:
http://www.ahrq.gov/professionals/prevention-chronic-care/improve/capacity-building/pcmhqi2.html.
Applications that increase opportunities for shared decision making as patients select among options based on their own values,
preferences, and goals as well as applications that increase the use of team-based delivery of services are encouraged.
Applicants planning to incorporate health information technology and computer-based clinical decision support (CDS) as part of their
approach may want to visit http://cds.ahrq.gov . Resources exist (e.g., a CDS authoring tool) to help build interoperable CDS in
standards-based formats to make it easier to implement CDS within electronic health records (EHRs) and to share CDS across disparate
EHRs. Further, applicants can consider the CDS Connect repository (http://cds.ahrq.gov/cdsconnect ) as a potential dissemination
mechanism for CDS artifacts developed over the course of their project.

5. Propose a robust, internal evaluation that addresses one or more evaluation questions of interest.
6. Plan to participate in a separate, more comprehensive program evaluation to be conducted by an external contractor selected by AHRQ.
To support the evaluation, applicants should plan to collaborate with the evaluator and other grantees, and plan to collect and share
with the evaluator the following types of indicators:
o
Number and types of personnel working with practices to support implementation
o
Number and type of interactions between project staff/consultants and practices
o
Type and quantity of strategies implemented
o
Number of practices reached by the implementation
o
Number of clinicians engaged
o
Number of patients in target population
o
Number and percent of patients screened in each practice
o
Number and percent of patients who screen positive
o
Number and percent of patients who received brief counseling intervention
o
Number and percent of patients who received MAT
o
Number and percent of patients referred to specialty clinics
Applicants are not expected to propose measuring patient-level health outcomes. However, since improving health outcomes is an
important ultimate goal of PCOR, applicants that are able to efficiently and effectively measure one or more health outcomes (for
example, reduction in alcohol intake) are encouraged.
Applicants should not plan to pay practices for participating in the project, but may compensate practices for data collection activities.
7. Propose a dissemination plan in conjunction with AHRQ (including the Office of Communications) and/or its contractors. The plan
should consider dissemination of interim findings while the project is still in progress.
Plan to complete all work within 36 months of the project start date.
Additional information is at https://grants.nih.gov/grants/guide/rfa-files/RFA-HS-18-002.html#_Part_1._Overview.
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Visit the New Resources at
!S P’s arly ntervention in Psychosis ( P) Virtual Resource Center
These new TA resources, developed with support from the U.S. Substance Abuse and Mental
Health Services Administration, are now available for download!
Snapshot of State Plans for Using the Community Mental Health Block Grant 10 Percent Set-Aside to Address First
Episode Psychosis (NASMHPD/NRI)
Windows of Opportunity in Early Psychosis Care: Navigating Cultural Dilemmas (Oscar Jimenez-Soloman, M.P.H, Ryan
Primrose, B.A., Hong Ngo, Ph.D., Ilana Nossel, M.D., Iruma Bello, Ph.D., Amanda G. Cruz, B.S., Lisa Dixon, M.D. &
Roberto Lewis-Fernandez, M.D.)
Training Guide
Training Videos: Navigating Cultural Dilemmas About –
1. Religion and Spirituality
2. Family Relationships
3. Masculinity and Gender Constructs
Transitioning Clients from Coordinated Specialty Care: A Guide for Clinicians (Jessica Pollard, Ph.D. and Michael Hoge,
Ph.D.)
Best Practices in Continuing Care after Early Intervention for Psychosis (Jessica Pollard, Ph.D. and Michael Hoge,
Ph.D.)
Training Webinars for Receiving Clinicians in Community Mental Health Programs:
1. Overview of Psychosis
2. Early Intervention and Transition
3. Recommendations for Continuing Care
Addressing the Recognition and Treatment of Trauma in First Episode Programs (Andrea Blanch, Ph.D., Kate Hardy,
Clin. Psych.D., Rachel Loewy, Ph.D. & Tara Neindam, Ph.D.)
Trauma, PTSD and First Episode Psychosis
Addressing Trauma and PTSD in First Episode Psychosis Programs
Supporting Students Experiencing Early Psychosis in Schools (Jason Schiffman, Ph.D., Sharon A. Hoover, Ph.D.,
Samantha Redman, M.A., Caroline Roemer, M.Sc., and Jeff Q. Bostic, M.D., Ed.D.)
Engaging with Schools to Support Your Child with Psychosis
Supporting Students Experiencing Early Psychosis in Middle School and High School
Addressing Family Involvement in CSC Services (Laurie Flynn and David Shern, Ph.D.)
Helping Families Understand Services for Persons with Early Serious Mental Illness: A Tip Sheet for Families
Family Involvement in Programming for Early Serious Mental Illness: A Tip Sheet for Clinicians
Early Serious Mental Illness: Guide for Faith Communities (Mihran Kazandjian, M.A.)
Coordinated Specialty Care for People with First Episode Psychosis: Assessing Fidelity to the Model (Susan Essock,
Ph.D. and Donald Addington, M.D.)

For more information about early intervention in psychosis, please visit
https://www.nasmhpd.org/content/early-intervention-psychosis-eip
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Submit an Abstract to Present at the 10th Anniversary NIMH Conference
Global Mental Health Research Without Borders
Abstracts Due by 1 Dec 2018
NIMH will post the link for submitting abstracts electronically in the coming weeks, but you can begin preparing now. See instructions below.
We are trying something new for the 10th-anniversary conference! This year, we invite researchers to submit abstracts to present original and innovative
global mental health research at the Global Mental Health Research conference. The conference will take place on 8-9 April 2019, at the Natcher Center,
National Institutes of Health, Bethesda, Maryland, United States.
The conference will be co-hosted by the NIMH Center for Global Mental Health Research and Grand Challenges Canada to showcase findings from cuttingedge science and identify opportunities for groundbreaking research to address the grand challenges in global mental health. The grand challenges,
identified in 2011, are research priorities for achieving mental health equity worldwide, with focused attention on low- and middle-income countries and other
low-resource settings. The grand challenges span the research pipeline from preclinical questions about etiology, to translational questions about
developing more effective preventive and treatment interventions, to service delivery and implementation questions. These challenges require global
cooperation to share research expertise, facilitate data sharing and use of common measures, amplify research capacity-building opportunities, and involve
the full range of the world’s researchers, populations, environments, and cultures.
Help us showcase cutting-edge science in six research tracks derived from the grand challenges in global mental health:
 Root causes of mental illness and key targets and times for intervention
 Prevention of mental illness and the delivery of early interventions
 Improved treatment quality, value, and effectiveness
 Integration of mental health services into existing healthcare platforms (e.g., HIV/AIDS, primary care, etc.)
 Implementation of sustainable, evidence-based mental health care
 Sustainable research capacity where it is underdeveloped
Presentation Types: We invite abstract submissions for three presentation types: Symposium, paper, or poster.






Symposium - A symposium comprises a group of paper presentations that focus on a single topic or theme. Each symposium will have a total of
90 minutes (70 minutes for paper presentations, 20 minutes for discussion). A symposium may have up to five presenters, including a
chair/moderator. To highlight diverse perspectives and feedback on the research, we highly encourage inclusion of one or more
presenters/discussants who: (a) represent a developing country or low-resource setting; (b) are a provider, an individual with lived experience of
mental illness, an advocate, or a policymaker; or (c) represent the perspectives of an underserved community or population in a developing
country or other low-resource setting.
Paper - A paper presentation will involve one speaker who will have 10 minutes to present. Conference organizers may cluster individual paper
presentations into various panels, based on research topics.
Poster - We invite graduate students, trainees, postdocs, and early-career investigators (i.e., within 10 years of terminal degree) to submit an
abstract to present a research poster (36 x 60 inches maximum size) at the conference poster session (day and time to be determined).
Conference organizers will award a limited number of travel stipends for poster presenters from low- and middle-income countries receiving the
highest review scores.

Abstract Content: Abstracts for paper and poster presentations should be no more than 250 words. Abstracts for symposia should include an overview that
is no more than 250 words, and individual presentation descriptions should be no more than 150 words each. Presentation topic, title, presenter names, and
funding are not included in the word limit.
Abstract submissions should include the following information:
 Presentation type: Symposium, paper, or poster
 Track(s)
 Title
 Presenter name(s), degree(s), affiliation(s), and email address(es) for all presenters
 Research objective(s); study method; summary of study findings; and implications for future research, practice, and/or policy, especially in lowresource settings
 Primary funding source
Abstract Review: The criteria listed below will be used by an independent panel to review and score abstracts. Submissions with the best scores will be
selected for presentations at the conference.
 Importance of research objective(s)
 Relevance to the conference theme and designated track(s)
 Innovativeness of ideas, methods and or approach
 Rigor of scientific methods and approach
 Presentation of findings
 Implications for future research, practice and/or policy
 Clarity of writing
Submit abstracts by 1 Dec 2018, 5:00 p.m. U.S. Eastern Time. We will post the link for submitting abstracts electronically in the coming weeks, so stay
tuned.
Important Dates and Deadlines:
Abstract Submission Open Call: 3 Oct 2018
Conference Registration Open: Coming soon
Abstract Submission Deadline: 1 Dec 2018 at 5:00 p.m. U.S. Eastern Time
Abstract Acceptance Notices: 10 Jan 2019
If you have any questions, please send an email to GlobalMentalHealthWorkshop@mail.nih.gov.
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NICWA Conference Call for Presentations
Presenters at NICWA’s 37th Annual Protecting Our Children National American Indian Conference on Child Abuse
and Neglect, this year being held in Albuquerque, New Mexico on March 31–April 3, 2019, are the heart and soul of this
annual event, increasingly recognized as the premiere national gathering dedicated to tribal child welfare and well-being.
Each year over 70 presenters are selected to lead vigorous dialogue about best practices, current research, advocacy efforts,
policy implications, and other lessons learned with over 1,200 conference attendees.
About the Workshops: The highly competitive selection process aims to select presenters who represent an expertise and
mastery of innovative and effective developments in these key areas:





Children’s Mental Health
Child Welfare, Foster Care, and Adoption Services
Judicial and Legal Affairs
Youth and Family Involvement

Workshop sessions will be 90 minutes in length. Participation varies depending on the topic, but on average workshops will
have between 20–70 participants. NICWA highly values interactive and participatory workshops. Please share in your
submission how your workshop will help conference attendees learn through interactive learning.
Registration Requirement: All presenters of selected workshops are required to register for the conference. NICWA offers
a reduced registration rate for up to three presenters per workshop. You may register at the presenter rate once your
workshop has been accepted. Additional presenters must register at the prevailing rate. By submitting a proposal, presenters
agree to pay registration and travel costs.
The richness of our conference is a direct reflection of the diversity of presenters who come to share their experience and
contributions to the field. NICWA truly values a wide representation of presenters from varied backgrounds and
communities.
Submission Process
You may prepare your information using this submission form worksheet. All final submissions must be made online by
November 15.

Submit HERE
Alzheimer's Disease-and Related Dementias (ADRD)
Summit 2019
March 14 & 15, 2019
Natcher Conference Center, National Institute of Health,
Bethesda, MD
The Alzheimer's Disease-Related Dementias (ADRD) Summit 2019 will be held on March 14-15, 2019, at the NIH. The
summit will update national research priorities for ADRDs including frontotemporal, Lewy body, mixed, and vascular
dementias. Organized by the National Institute of Neurological Disorders and Stroke with collaboration across the NIH, the
summit will be held in response to the National Plan To Address Alzheimer's Disease.
The goal of the 2019 Summit is to review and assess the progress made for each of the research recommendations
developed by previous summits, amend or add recommendations based on recent scientific discoveries, solicit input from
diverse stakeholders, and update priorities and timelines for addressing the Alzheimer’s disease-related dementias.
Registration is open and trainees can also find information on the ADRD Summit 2019 Trainee Travel Scholarship.
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NIMH (NIDA) & SAMHSA Funding Opportunity Announcement

HEALing Communities Study: Developing and Testing an Integrated Approach to
Address the Opioid Crisis (Research Sites) (RFA-DA-19-016)

Open Date (Earliest Submission Date: November 11, 2018
Letter of Intent Due Date(s): November 11, 2018
Scientific Merit Review: January/February 2019
Advisory Council Review: May 2019
Earliest Start Date: February 2019
Expiration Date: December 12, 2018
Application Due Date: December 11, 2018 , by 5:00 P.M. Local Time of Applicant Organization

The National Institute on Drug Abuse (NIDA), in partnership with the Substance Abuse and Mental Health Services Administration
(SAMHSA) is soliciting cooperative agreement applications with the intention of ultimately funding up to three research sites to
participate in the 'HEALing Communities Study': Developing and Testing an Integrated Approach to Address the Opioid Crisis. The
HEALing Communities Study will test the immediate impact of implementing an integrated set of evidence-based interventions across
healthcare, behavioral health, justice, and other community-based settings to prevent and treat opioid misuse and Opioid Use
Disorders (OUD) within highly affected communities. Highly affected communities of interest are counties or cities within states that
are burdened with higher than average rates of overdose mortality and opioid-related morbidity, and other complications. Combined,
all the communities participating in a single research site application must demonstrate having experienced at least 150 opioid related
overdose fatalities (15% of these fatalities must be in rural communities) and a rate of 25 opioid related overdose fatalities per 100,000
persons or higher in the past year, based on the most recent complete year of data available. Communities within states ranking within
the top third for age-adjusted drug overdose death rates in 2016, (per the Centers for Disease Control and Prevention) are of special
interest. The integrated set of evidence-based prevention and treatment interventions should be designed to achieve the following
goals: reduce overdose fatalities (by 40% in a 3-year period), and events; decrease the incidence of OUD; and increase the number
of individuals receiving medication to treat OUD, retained in treatment beyond 6 months, and receiving recovery support services, and
the distribution of naloxone compared to baseline.
Matching Requirement: A grantee from a for-profit organization funded under this funding opportunity announcement must match
funds or provide documented in-kind contributions at a rate of not less than 50% of the total-Federally awarded amount, as stipulated
by Public Law 115-141, the Consolidated Appropriations Act of 2018. The applicant will be required to demonstrate that matching
funds and/or in-kind contributions are committed or available at the time of, and for the duration of, the award. Applications must identify
the source and amount of funds proposed to meet the matching requirement and how the value for in-kind contributions was
determined. All matching funds and/or in-kind contributions must be used for the portion of allowable project costs not paid by Federal
funds under the grant award. NIH will not be the recipient, nor serve as a pass-through entity, of any such matching funds and/or inkind contributions required under this announcement. See 45 CFR 75.306 for additional details.
Objectives and Scope: The objectives of this multi-site research cooperative are to support rigorous research to: 1) determine the
health impact of implementing a data-driven multi-pronged approach to opioid misuse and OUD by enhancing the systematic delivery
of evidence-based prevention and treatment interventions across multiple settings (required settings include healthcare, behavioral
health, and justice); 2) identify facilitators and barriers to implementation and sustainability, including relevant payment policy
strategies; 3) determine the incremental cost and cost-effectiveness of this multi-pronged approach; and 4) develop an evidenced
based model for deploying effective data-driven multi-pronged approach(es) to reduce overdose deaths and prevent and treat opioid
misuse and OUD in affected communities across the U.S.
Highly affected communities of interest could include counties, towns or cities (or a justified aggregate of counties, towns, or cities
functioning as one community) within states burdened with higher than average rates of opioid-related overdose morbidity and mortality
and other health consequences associated with opioid misuse. For this FOA there is a special interest in states ranking in the top third
of age-adjusted drug overdose death rates in 2016, per the Centers for Disease Control. For a particular application, all of the
communities participating in the research must be located in the same state and 30% of them must be rural
(https://www.ruralhealthinfo.org/am-i-rural/help ). For this FOA, the minimum threshold for “highly affected" communities is having at
least 150 opioid related overdose fatalities (15% of these fatalities must be from rural communities) and a rate of 25 opioid related
overdose fatalities per 100,000 persons or higher, based on most recent complete year of data available. States within the top third
for age-adjusted drug overdose death rates in 2016, (per the Centers for Disease Control and Prevention) are of special interest. For
this FOA, opioids include prescription opioids and illicit opioids, such as heroin and illicitly made fentanyl (and related analogs). OUD
refers to the clinical diagnosis defined in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5).
Applications must include plans to target multiple communities within a single state. The communities must be highly burdened by mortality,
morbidity, and other health and psychosocial complications related to opioid misuse and OUD, and meet the minimum threshold specified
above. The integrated set of evidence-based prevention and treatment interventions should be designed to reduce opioid overdose fatalities
by at least 40% in three years (See Research Strategy section 2. Content and Form of Application Submission), across the combined
communities participating in the cooperative agreement. Secondary aims of interest should be part of a linked pathway to reducing overdose
fatalities. Required secondary outcomes to be addressed in communities participating in the research site include: reducing number of
overdose events; decreasing the misuse of opioids, decreasing incidence of OUD and progression in severity to OUD or injection drug use;
increasing the number of individuals (and percentage of individuals with OUD) receiving medication (methadone, buprenorphine, or
naltrexone) and behavioral treatment; increasing the number of individuals and percent of individuals receiving medication and/or behavioral
treatment that are retained in treatment beyond 6 months; increasing the number and percent of individuals participating in or completing
treatment that are receiving recovery support services; and increasing access to naloxone.
(Continued on next page)
Additional Information is at https://grants.nih.gov/grants/guide/rfa-files/RFA-DA-19-016.html
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(Continued from previous page)
In addition, applications must include structural aims that could decrease overdose fatalities and impact secondary outcomes.
Required structural aims include approaches for:










changing prescribing patterns to reduce the supply of prescription opioids;
increasing the number of specialty treatment programs that provide medications for OUD;
increasing the number of providers (doctors, nurses, nurse practitioners, physician assistants, pharmacists) prescribing and/or
monitoring medications for OUD;
increasing the number of providers (physicians, nurse practitioners, physician assistants) with a DATA 2000 waiver to prescribe
buprenorphine in the office-based setting;
increasing the availability of naloxone across a community to reduce fatal overdose fatalities;
creating programs that can readily link individuals to treatment following an opioid overdose;
increasing the use of screening to identify opioid misuse and intervention(s) to address misuse within healthcare and other
settings;
increasing evidence-based school and community-based opioid prevention services;
increasing number of formal linkages between the justice system and healthcare and behavioral health.

Other secondary aims and outcomes would target other health conditions related to opioid misuse and OUD including but not limited
to: monitoring the incidence of hepatitis C, HIV, endocarditis associated with injection drug use, neonatal abstinence syndrome, and
improving access to prevention and treatment services for these conditions. Optional secondary aims, including structural aims, must
be justified in the application.
Applications must include data in each community related to the primary outcome of opioid overdose fatalities and rates. Applicants
should include the past two years of data available for communities to characterize opioid specific and other drug related overdose
fatalities and rates to begin characterizing the trend. They should also include plans for improving the collection and quality of that
data. Applicants must also propose how they will collect other data related to the required individual and structural level secondary
outcomes and any optional outcomes included in the application. In addition, they must describe and ensure high quality data for all
outcomes proposed in the study.
NIDA and SAMHSA recognize the complexity and heterogeneity of the opioid crisis across the country involving: variations in drug
markets, demographics of individuals misusing opioids or with OUD, prevention and treatment infrastructure and capacity, legal and
regulatory issues associated with OUD treatment, structure of financing and availability of health insurance, severity of stigma, justice
system approaches, and socio-economic and policy differences within communities. This heterogeneity requires research sites to work
with highly affected communities to understand the unique aspects of their opioid crisis, available resources, and develop a tailored
approach to effectively address local needs.
Research site applicants are therefore required to propose a conceptually driven approach (e.g. the Communities that Care model for
integrating evidence-based prevention, https://www.communitiesthatcare.net, or other comprehensive community implementation
models) to guide communities through the process of 1) organizing and implementing a local coalition to provide local leadership and
context for the interventions; 2) using standardized data to explicate the nature, severity and trends of the local opioid crisis, including
prevention and treatment resources and gaps; 3) developing a data-driven strategic plan to implement evidence-based prevention and
treatment interventions linked to local needs across multiple systems with goals, milestones, training, and technical support; 4)
deploying the strategic plan; 5) measuring the impact; and 6) adjusting interventions based on these assessments of impact.
Specific evidence-based prevention and treatment interventions will vary according to community need and infrastructure but at a
minimum must include interventions aligned with the required study aims above in the following areas: prevention efforts related to
opioid use, misuse, OUD, and overdose; screening and assessment of opioid misuse and OUD; linkages and engagement in treatment;
use of medications and behavioral therapies to treat OUD; and ongoing recovery support services. Applications also must specify
plans to deliver these integrated evidence-based interventions across multiple settings and are required to include healthcare,
behavioral health, and justice settings. Other community based settings should be included as appropriate to their role in addressing
the prevention and treatment of opioid misuse and OUD and the reduction of opioid overdose.
Each research site is required to select at least 15 communities, of which at least 30% must be rural, within a single state to participate
in the research. There are a number of geographic classifications for “rural”. For additional information see:
https://www.ruralhealthinfo.org/am-i-rural/help . A community may be a county, a city or town, or a well justified collection of counties,
cities, and/or towns that will be treated as a single community. The research plan must include a clear justification for selection of these
communities based on overdose mortality, and opioid-related morbidity, and other complications associated with the opioid crisis and
the infrastructure and resources leveraged to collect data, provide services, train clinicians, conduct the research, etc. Applicants are
also encouraged to include communities with Native American/American Indian populations and work with local tribal leaders to include
tribal communities in the study. Also, the research plan must address how variability in population size for the communities will be
addressed since this impacts study power (e.g. aggregating communities with a smaller population into a single unit, so that all
proposed communities or community aggregates are of similar size).
NIDA and SAMHSA anticipate reaching a total of 40-50 communities through all funded HEALing Communities Study research sites.
In considering what communities to include in the study, applicants must demonstrate a strong understanding of the magnitude of the
opioid problem in the proposed study communities and ensure that sufficient numbers of individuals and a sufficient rate of individuals
per 100,000 are affected by opioid misuse, OUD, and opioid related overdose fatalities to have reliable estimates of impact. This is
Additional Information is at https://grants.nih.gov/grants/guide/rfa-files/RFA-DA-19-016.html
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(Continued from previous page) particularly true for opioid overdose fatalities, a relatively rare outcome. Thus, applicants must
document that a total of at least 150 opioid related overdose fatalities (at least 15% of the fatalities occurred in rural communities)
and a rate of 25 opioid related overdose fatalities per 100,000 persons or higher were reported across the combined proposed study
communities, based on most recent complete year of available data. Communities within states ranking in the top third of ageadjusted drug overdose death rates in 2016, per the Centers for Disease Control and Prevention are of special interest.
Applicants must provide plans for leveraging toolkits, decision support tools, platforms, infrastructure, data collection initiatives, and
prevention, treatment, and recovery support services funded via federal, state, local, foundation, and other entities to address the
opioid crisis (e.g. services supported by state, local, and philanthropic initiatives, justice-led initiatives, Centers for Disease Control
and Prevention programs, Health Resources and Services Administration funding, etc. These platforms and resources should address
both data collection and the delivery of prevention and treatment services.
Applicants should specifically demonstrate how they plan to leverage SAMHSA funding provided to states and local jurisdictions for
the provision of evidence-based prevention, treatment, and recovery support services. SAMHSA funding includes grant programs such
as the State Opioid Response grants, State Targeted Response Grants, Medication-Assisted Treatment Prescription Drug and Opioid
Addiction, CARA First Responders and state-based naloxone programs, drug court and offender re-entry programs, Building
Communities of Recovery, and programs for pregnant and postpartum women programs. Information on all of SAMHSA grant
programs can be found at https://www.samhsa.gov/grants..
In addition, applicants should demonstrate how they plan to reduce health coverage payment barriers relted to medication for OUD and
supporting services, such as behavioral health services, including through the state Medicaid program. The Centers for Medicare and
Medicaid Services (CMS) has established opportunities for state Medicaid agencies through 1115 demonstration waiver authority to have
greater flexibility to tailor their Medicaid programs to address OUD, has issued clarifications on using Medicaid funding to enhance
technology systems used to address the opioid epidemic, and has outlined a framework for states to provide Medicaid services related to
authorities. States interested in technical assistance related to these activities can review online resources or email: sudcms@us.ibm.com
Applicants must propose a cluster study design (e.g. a parallel group- or cluster-randomized trial, or a cluster stepped wedge design)
to test effects of the "intervention" in the communities participating in the research. The proposed study, data analyses, and publications
must be completed within the funding period for this opportunity announcement. Study designs proposing “control” communities should
propose how all communities would receive some benefit and not be harmed from participating in the research. In addition to the
detailed study design, applicants must provide an analysis plan and power calculation for the multi-site study (i.e. for the three research
site grantees combined). Sufficient detail should be provided on study design, analysis plan, and power calculations to replicate power
calculations and evaluate the assumptions and parameter estimates used in the calculations. Applicants should specify data sources
used to determine mortality and morbidity and estimate the magnitude of the population of individuals reporting misuse and those with
OUD in research communities, including the number of overdose deaths and rates to ensure sufficient case counts and base rates to
detect differences and deploy interventions. Applicants should justify the quality of drug-specific mortality data used and whether it is
currently being collected or will need to be collected de novo. Plans for dealing with confounders including time, secular events,
contamination, varying intervention effects, treatment and site heterogeneity, etc. must be addressed.
Researchers should partner with multiple communities and organizations within those communities willing to collaborate in delivering
an integrated evidence-based prevention and treatment system to meet the needs of their population. These organizations will be
expected to adapt, change, and integrate efforts across multiple sectors. Applicants are required to partner with healthcare, behavioral
health, and justice settings. They should also partner with other community based organizations necessary to implement the multipronged approach (e.g. police, fire department, faith based organizations, schools, affordable housing, social services, business and
economic developers, etc.) to meet the needs of the study. Applicants are encouraged to collaborate with one or more members of
each community participating in the research with the ability to influence contracting and the type, quality, and support for prevention
and treatment services. Documentation of these partnerships is essential and includes an understanding and willingness by community
partners to participate in the research. This documentation should be included in letters of support. Applications must include a list of
these partners (with rationale) for each community partner participating in the research. Finally, each research site must convene a
Community Advisory Board comprised of representatives from communities involved in the research, consumers of services, and other
subject matter experts to provide guidance and recommendations for study design, execution, and dealing with any problems
encountered in the conduct of the research.
Each research site must include one highly involved governmental official (e.g., high-level official in the state substance abuse agency)
as key personnel. This person must have the documented ability to influence the contracting, type, quality, and integration of multiple
systems across all communities involved with the research site to develop a systematic approach to opioid overdose fatalities, opioid
misuse, OUD treatment, and prevention and answer research questions described below. This person must be included among the
key personnel on the research study and to be involved in all aspects of study design and execution. Applicants should designate a
level of effort for this person and as allowable include funding for time and research-related activities for this person in the research
site budget. Other areas of expertise for research sites might include epidemiology and modeling, public health and healthcare data
systems, data harmonization and integration, health services research, drug abuse prevention, OUD and treatment, systems science,
community-based participatory research, implementation science, and health economics.
In addition, if present in the state where the research will take place, applicants are strongly encouraged to take advantage of NIDA's
Clinical Trials Network (https://www.drugabuse.gov/about-nida/organization/cctn/ctn) and the Clinical and Translational Science
Award Program funded by the National Center for Advancing Translational Sciences (https://ncats.nih.gov/ctsa/about).
Additional Information is at https://grants.nih.gov/grants/guide/rfa-files/RFA-DA-19-016.html .
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DRUM ROLL, PLEASE!
The National Council is now accepting nominations
for its 2019 Awards of Excellence!
National Council calls its Awards of Excellence program the Academy Awards of behavioral health, and since this is the
organization’s 50th year, it is rolling out the red carpet to celebrate!
National Council is celebrating you – the individuals and organizations pushing the boundaries to improve care. This year there
are award categories recognizing clinicians, organizations, doctors, caregivers, treatment teams, peers, and more. If you are or
know a deserving individual or organization, nominate them by Monday, January 7, 2019!
The National Council is celebrating the 50 years it has put behavioral health care on the map, improving the lives of millions of
Americans living with mental illnesses and addictions, as well as CEO Linda Rosenberg, who is stepping down after 15 years at
the helm of the National Council, which she led to unprecedented growth and helped to become the voice of the behavioral health
community.
The Awards of Excellence celebration will have it all – topnotch entertainment, heartfelt speeches, and golden trophies. Join the
National Council in Nashville on Tuesday, March 26, 2019, during NatCon19 as it celebrates the Awards of Excellence honorees!
After you submit your nomination, register for NatCon19 and get your seats for the Awards of Excellence celebration.
SAMHSA’s new Early Serious Mental Illness Treatment Locator is a confidential and
anonymous source of information for persons and their family members who are
seeking treatment facilities in the United States or U.S. Territories for a recent onset of
serious mental illnesses such as psychosis, schizophrenia, bi-polar disorder, or other
conditions. These evidence-based programs provide medication,
therapy, family and peer support, assistance with education and employment and other services.
Individuals who experience a first onset of serious mental illness - which can include a first episode of psychosis - may experience
symptoms that include problems in perception (such as seeing, hearing, smelling, tasting or feeling something that is not real), thinking
(such as believing in something that is not real even when presented with facts), mood, and social functioning. There are effective
treatments available and the earlier that an individual receives treatment, the greater likelihood that these treatments can lead to
better outcomes and enable people to live full and productive lives with their family and friends.
SAMHSA has integrated data on first episode psychosis programs that was provided by NASMHPD and the NASMHPD Research
Institute (NRI) into its existing treatment locator. Users receive information on Coordinated Specialty Care and other first episode
psychosis programs operating in their state. This tool is designed to help quickly connect individuals with effective care in order to
reduce the risk of disability.
You can access the SMI Treatment Locator HERE.

Alzheimer’s and Related Dementias Clinical Trials
Nationwide are Looking for Volunteers Just Like You!
Many people say participating in a clinical trial is a way to play a more active
role in their own health care. Other people say they want to help researchers
learn more about certain health problems. Whatever the motivation, when
you choose to participate in a clinical trial, you become a
partner in scientific discovery. And, your contribution can help future generations lead healthier lives. Major medical
breakthroughs could not happen without the generosity of clinical trial participants.
Participate in a clinical trial to:
•
Play an active role in your health care
•
Help further research

•
•

Help future generations
Be a part of scientific discovery

Learn more about participating in Alzheimer’s research: https://www.nia.nih.gov/health/participating-alzheimers-disease-research .
Check out our website for information on: What happens in a clinical trial? Where to find a trial? How do researchers choose
study participants? You can also find a trial near you using our Clinical Trials Finder or join a registry or matching service.

National Institute on Aging
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Join the NADD Fall Webinar Series
From the convenience of your own office or conference room, you and your
colleagues can participate in a multitude of educational resources; varying
in experiential degree. All without having to leave the office! A learner may
sign up for a single webinar or for as many as he or she wishes to take
.

Register HERE Not Later Than Five Days Prior to a Scheduled Webinar
Webinar registration is open to all participants
Thursday, November 15, 3:00 p.m. E.T.
Longitudinal Trends from the Residential Information Systems
Project about Services and Supports to People with IDD –
How States Vary Compared to Other States and the U.S.
Level: Intermediate
Persenter: Heidi Eschenbacher, University of Minnesota,
Minneapolis, MN
The Residential Information Systems Project (RISP) has been
tracking supports and services, particularly deinstitutionalization,
for over 40 years. Comparing states across the United States to
overall trends within the country can be revealing about how
government service models differ in the types of supports and
services they provide.
Tuesday, November 20, 3:00 p.m. E.T.
Decline in Adults with Down Syndrome
Level: Intermediate
Presenter: Seth Keller, MD, National Task Group on Intellectual
Disabilities and Dementia Practices, Special Interest Group Adult
IDD, American Academy of Neurology, Cherry Hill, NJ
Adults with IDD are living longer than ever before. Adults with
Down syndrome are at a high risk of developing early onset
Alzheimer’s disease. This presentation will review the care and
assessment process when decline is suspected including
Alzheimer’s disease and related dementia.
Tuesday, December 11, 3:00 p.m.E.T
Making an Impact: How Managed Care Organizations Can
Enter the Equation
Level: Intermediate
Presenters: Renea Bentley, Ed.D., LPC-MHSP, Sr. Manager of
Behavioral Health Programs; Amy Eller, MS, LPC-MHSP,
Amerigroup Tennessee, Nashville, TN
This session will share Amerigroup’s integrated care coordination
approach for individuals with Intellectual and developmental
disabilities. We will outline our approach to addressing the
physical, behavioral, and social needs of individuals with IDD
holistically, providing access to a wide array of services through
a single coordination point—supporting meaningful community
integration and reducing complexity not only for the individual, but
for their families and caregivers.

Thursday, December 13, 3:00 p.m.
This Can’t Wait! Disability Education for First Responders:
A Train-the-Trainer Session
Level: Beginner
Presenter: Shannon Benaitis, PHR, Albatross Training
Solutions, Darien, IL
Police officers in communities where we provide services
become default responders to mental health crises. These
encounters are statistically more likely to result in use of force or
shots fired when they involve people with developmental
disabilities and/or mental illness. It’s up to us, as provider
agencies, to educate first responders on those we serve. Leave
this Train-the-Trainer session with a training you can take to your
local police and fire departments to get these informative and
necessary conversations started.
Wednesday, December 19, 3:00 p.m.
Wellness Recovery Action Plans (WRAP®)
Level: Beginner / Intermediate
Presenters: Stan Schmidt, Community Integrated Work
Program, Inc., North Highlands CA; Susan O’Nell, DirectCourse
Content Quality Assurance & Enhancement, Research and
Training Center on Community Living (NIDILRR), Institute on
Community Integration, University of Minnesota, Minneapolis,
MN
Wellness Recovery Action Planning (WRAP®) is an evidencebased practice in the area of mental health. It is a self-directed,
peer-facilitated and person-centered planning process. Join Stan
and Susan as they share lessons learned from their first seminar
in 2018 to a core group of people affiliated with CIWP (service
participants and staff).

Cost for Individual Webinars
NADD Members - $78 Non-Members - $98

:
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9-14

Final Day: NASMHPD
Commissioner- & DivisionOnly Annual Conference
Meeting

Final Day (September 14) Will Be a NASMHPD Commissioner- & Division-Only
Annual Conference Meeting
Discounted Government Rate Room Block at the nearby Madison Hotel in D.C. (a 5-minute walk),
Exclusively for All NASMHPD Attendees

Contact Meighan Haupt, NASMHPD Chief of Staff, With Any Questions

November 6, 2018
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NASMHPD Board of Directors

Wayne Lindstrom, Ph.D. (NM), NASMHPD President
Valerie Mielke, M.S.W. (NJ), Vice President
Vacant, Past President
Stephanie Woodard, Psy.D., (NV) Western Regional
Representative
John Bryant (FL), Southern Regional Representative
Kevin Moore (IN), At-Large Member

Sheri Dawson, R.N. (NE), Secretary
Terri White, M.S.W. (OK), Treasurer
Mark Hurst, M.D. (OH), Mid-Western Regional
Representative
Barbara Bazron, Ph.D. (MD), Northeastern Regional
Representative
Doug Thomas, M.S.W., L.C.S.W (UT), At-Large Member

NASMHPD Staff
Brian M. Hepburn, M.D., Executive Director
Jay Meek, C.P.A., M.B.A., Chief Financial Officer
Meighan Haupt, M.S., Chief of Staff
Kathy Parker, M.A., Director, Human Resources & Administration (PT)
Raul Almazar, RN, M.A., Senior Public Health Advisior (PT)
Shina Animasahun, Network Manager
Genna Bloomer, Communications and Program Specialist
Cheryl Gibson, Senior Accounting Specialist
Joan Gillece, Ph.D., Director, Center for Innovation in
Trauma-Informed Approaches
Leah Harris, Trauma Informed Care Peer Specialist/ Coordinator
of Consumer Affairs (PT)
Leah Holmes-Bonilla, M.A., Senior Training and Technical
Assistance Advisor
Christy Malik, M.S.W., Senior Policy Associate

Stuart Yael Gordon, J.D., Director of Policy and Communications
Kelle Masten, Senior Project Associate
Jeremy McShan, Program Manager, Center for Innovation in
Trauma-Informed Approaches
David Miller, MPAff, Project Director
Yaryna Onufrey, Program Specialist
Brian R. Sims, M.D., Senior Medical Advisor (PT)
Greg Schmidt, Contract Manager
David Shern, Ph.D., Senior Public Health Advisor (PT)
Timothy Tunner, M.S.W., Ph.D., Senior Training and Technical
Assistance Advisor
Jenifer E. Urff, J.D., Project Director, Training &
Technical Assistance
Aaron J. Walker, M.P.A., Senior Policy Associate

NASMHPD Links of Interest
CMS Approves North Carolina’s Innovative Medicaid Bemonstration To Help Improve Health
Outcomes, CMS Administrator Seema Verma, Health Affairs, October 24
A Novel Solution for the Homeless: House Them in Backyards, Jennifer Medina, New York Times,
October 29
Social Stress During Adolescence Activates Long-Term Microglia Inflammation Insult in Reward
Processing Nuclei, Marta Rodríguez-Arias et al., PLOS One, October 26
It’s the Beceiver and the Receiver: Individual Bifferences in Phishing Susceptibility and False Positives
with Item Profiling, Sabina Kleitman, Marvin K. H. Law & Judy Kay, PLOS One, October 26
How States Can Better Engage Medicaid Patients, Andrea Ducas & Tricia McGinnis, Robert Wood
Johnson Foundation, October 29
Common Use of Antipsychotics Shown Ineffective for Delirium in Intensive Care Patients, National
Institute on Aging News Release, October 22 & Haloperidol and Ziprasidone for Treatment of
Delirium in Critical Illness, Girard T.D., Exline M.C. & Carson S.S., et al. New England Journal of
Medicine, October 22
Interview with Dr. Garen Wintemute, M.D., M.P.H., Director, Violence Prevention Research Program,
Department of Emergency Medicine, University of California, Davis. on State and Federal Policies
that Could Prevent Firearm-Related Deaths, New England Journal of Medicine Podcast & How
to Stop Mass Shootings, New England Journal of Medicine, September 27
Guns Send 8,000 U.S. Kids to E.R. Each Year, Analysis Says, Lindsey Tanner, Associated Press,
October 29 & Trends in the Incidence of and Charges Associated With Firearm-Related Injuries
Among Pediatric Patients, 2006-2014, Faiz Gani, M.B.B.S. & Joseph K. Canner, M.H.S., of the johns
Hopkins University School of Medicine, JAMA Pediatrics, October 29
Analysis: 2.7 Million People Could Gain Access to Medicaid Coverage Based on Outlook for State
Elections, Elizabeth Carpenter, Chris Sloan & Neil Rosacker, Avalere, October 30
State of Mental Health in America, Mental Health America, October 2018
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