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Weekly Update
Are Researchers Neglecting Studies of Individuals in Recovery from Depression?
A study highlighted in the October 23 New York Times
suggests that mental health researchers are neglecting an
important issue: What treatments have produced successful
outcomes in individuals who are in long-term recovery from
depression?
The referenced study, published in the September 2018
issue of Perspectives on Psychological Science by
Jonathan Rottenberg and Andrew R. Devendorf of the
University of South Florida Department of Psychology and
Todd B. Kashdan and David J. Disabato of the George
Mason University Department of Psychology, submits that:
a rereading of the epidemiological literature suggests that
the orthodox view of depression as chronic, recurrent, and
lifelong is overstated. A significant subset of people
recover and thrive after depression, yet research on such
individuals has been rare.
Professor Rothenberg tells the New York Times that scientists
have focused almost entirely on individuals suffering
depression while overlooking a potentially informative group:
people who previously suffered from the illness but are in
recovery. He tells the Times that while every psychiatrist and
psychologist knows someone in long-term recovery, virtually
nothing is known about the demographics of that cohort, how
well its members are faring, and how many individuals the
cohort contains.
The authors of the study cite a June 2011 article by the New
York Times’s Benedict Carey (who also wrote the most
recent Times article), explaining why the trajectories of
individuals in successful recovery have been out of the
public view: “No one knows how many people with severe
mental illness live what appear to be normal, successful
lives, because such people are not in the habit of
announcing themselves.”
But the authors of the study also note that across three
major studies, between 40 percent to 60 percent of people
who had a first episode of depression are reported to have
never experienced a recurrence, even after many decades
of follow-up.
Nevertheless, the authors say:
More and more, people with mental-health problems are

told that their prognosis is gloomy. … Given the
assumption of a recurrent illness, the realistic aspiration is
to keep symptoms contained as much as possible.
Indeed, treatment goals that emphasize symptom
reduction mirror a research enterprise that has largely
ignored the possibility of positive psychosocial functioning
after a serious mental disorder….
The authors say that, given that depression remains the
most burdensome health condition worldwide, focus on
what makes “these excellent outcomes” possible has
enormous significance for the public health. To facilitate
research in the area, the authors offer a generative research
framework that would include:
(a) a proposed definition of healthy end-state functioning
that goes beyond a reduction in clinical symptoms;
(b) recommendations for specific measures to assess
“high-end state functioning after depression
(“HFAD”); and
(c) a road map for a research agenda aimed at
discovering how and why people flourish after
emotional disturbance.
The authors suggest that focusing research on HFAD:
… will prove to be a rich and heterogeneous construct.
For example, some individuals may achieve HFAD after
the “passage of time.” Others may achieve it after a formal
treatment. Some people may achieve HFAD following the
very first lifetime episode; others may achieve it only after
many episodes of depression. Indeed, understanding the
differences among these different groups of HFAD may
prove critical toward understanding the mechanisms
underlying the phenomenon.
Rothenberg and his associates admit there is no “off-the
rack” definition of “good-” or “high-end” state functioning
after depression. They offer a provisional, conservative
definition to aid research, intended to unequivocally identify
persons who meet criteria for HFAD. They advocate for a
strict definition of HFAD because a high bar is more likely to
identify people who retain HFAD status over time, and such
stability
(Continued on page 1)
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Are Researchers Neglecting Studies of Individuals in Recovery from Depression?
(Continued from page 1) has both theoretical and practical
benefits (e.g., low attrition). They say their goal is to identify
resilient individuals who function well despite a history of
depression, not to set a superhuman standard that will
rarely be met.
The authors suggest that HFAD should be more than simply
remitting or recovering from depression. They suggest three
specific elements that should be present for HFAD status:


First, the person must have a documented history of
major depressive disorder (MDD).



Second, the person must have fully recovered from
depression, using strong criteria for recovery (defined
as zero or minimal symptoms of depression for at
least one year; and



Third, the individual must have achieved high endstate functioning across multiple domains.

The authors say that the dominant approach for considering
good psychosocial functioning after an intervention or the
passage of time—asking who achieved a “statistically
significant” improvement or a “clinically meaningful change”
compared with baseline—is inadequate because it does not
take into account high functioning because people diagnosed
with emotional disturbances typically exhibit objectively poor
functioning at baseline. The authors also note the approach of
“statistically significant gain” has focused mostly on measures of
symptom severity as the primary outcome rather than aspects
of functional improvement.
They suggest instead a statistical norm-based approach
first proposed in 1993 by psychologists Samuel M. Turner
and Deborah C Beidel in studying adults with social anxiety
disorder. For a patient to be designated as having high endstate functioning, Turner, Beidel, and their colleagues
required that the patient’s functioning exceed a specific cut
point—specifically, the 84th percentile on a given symptom
measure relative to the distribution of a non-disordered
population (e.g., less impaired than at least 16 percent of
the most dysfunctional healthy control subjects). Turner,
Beidel, and their colleagues did not rely on a single
assessment for their classification; rather, they created a
composite index that included self-report measures,
performance on a behavioral measure, and an evaluation of
function by at least one trained independent rater.
The authors say an ideal way to establish the first criterion—
a history of Major Depressive Disorder (MDD)--is an inperson semi-structured diagnostic interview, such as the
Structured Clinical Interview for DSM–5 (SCID), which they
have found to be used extensively to reliably establish a
history of depression.
To assess the second criterion (full recovery from MDD),
they recommend administering a modified version of the
SCID that assesses all of the symptoms of depression.

The procedure they recommend would use a timeline
follow-back technique to create a shared frame of reference
for discussing the onset and offset of episodes, and it would
employ guidelines recommended by the National Institute
of Mental Health’s Collaborative Program on the
Psychobiology of Depression to define full recovery from
depression in the past year. Essentially, patients would be
in full recovery if they report no significant signs of
depressive illness during the past year (e.g., no more than
two symptoms are experienced to more than a mild degree
at any one time).
To assess high-end state functioning, the authors suggest
a focus on facets of general well-being. They include nine
facets, based on recent studies they cite:
1. satisfaction with life (cognitive evaluation that life is
satisfying and close to ideal);
2. positive emotions (frequent presence of pleasurable
high-energy states, such as cheerfulness, and lowenergy states, such as peacefulness);
3. negative emotions (infrequent distressing states,
such as fear or anger);
4. autonomy (acting with a sense of volition or
willingness);
5. environmental
productivity);

mastery

(self-direction

and

6. personal growth (continual self-improvement);
7. positive relations with others (the capacity to love and
be loved);
8. purpose in life (an overarching life aim); and
9. self-acceptance (positive self-regard).
The authors recommend against simply collapsing all the
measures into a single composite. Instead, they suggest the
adoption of cut points for each measure that establish a
pattern of psychological well-being—one in which a
person’s experiences and expressions of healthy
functioning can be described as flourishing rather than
struggling, floundering, or languishing. They suggest that
individuals should be considered to exhibit robust well-being
if they are at the 50th percentile (i.e., population mean) or
higher on at least eight of the nine well-being facets and
also at the 84th percentile (i.e., at least one standard
deviation above the population mean) or higher on at least
three of the nine well-being facets.
Beyond simply establishing that HFAD exists, the authors
suggest how an HFAD definition and assessment can be
used as a vehicle to explore important questions about
mechanisms of depression and wellness. They propose
eight questions for future researchers:
(Continued on page 4)
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Are Researchers Neglecting Studies of Individuals in Recovery from Depression?
(Continued from page 3)

1.

2.

If individuals with HFAD are lower in depression
vulnerability, why do they become depressed in the first
place?
Assuming that people with HFAD have some degree of
depression vulnerability, how do they achieve benign
outcomes?

3. Do patterns of help-seeking among people with HFAD
contribute to good outcomes?
4.

Do benign outcomes reflect that the HFAD group
members have superior financial, social, or intellectual
resources?

5.

Can depression itself be an event that sustains
cognitive processing of complex problems in order to
trigger long-term improvement in HFAD?

6.

What does HFAD tell us about thriving after other
mental disorders?

7. Finally, can we apply what we learn about HFAD to
enhance clinical interventions?
The authors suggest that, as researchers array the factors
that may account for HFAD, it will be important to determine
not only which are the most robust factors but also which
are the most modifiable. Factors that can be modified in
principle can then be utilized in clinical-research designs to
determine how to best cultivate HFAD-related
characteristics and the resulting impacts on symptoms and
functioning.
They conclude by expressing the hope that their proposal
has the potential to improve existing acute or maintenance
treatments for depression by augmenting existing
treatments, developing new treatments, or fashioning selfhelp procedures that incorporate any newfound knowledge
about HFAD.

Study Finds Opioid and Benzodiazepine Misuse Connected to Suicidal Ideation in
Adults 50 Years of Age and Older
Past-year prescription opioid and benzodiazepine misuse
were significantly linked to suicidal ideation among adults
50 years and older, according to findings published in the
October 16 International Journal of Geriatric Psychiatry.
Data from 17,608 adults 50 years of age and older
participating in the 2015 to 2016 National Survey on Drug
Use and Health (NSDUH) were analyzed to evaluate the
connection between suicidal ideation and any past-year
prescription opioid or benzodiazepine
use without misuse or prescription
misuse and past-year substance use.
The majority of the subjects studied
were female (53.2 percent) and 65 or
older (43.2 percent). The researchers
applied a design-based logistic regression and controlled
for the following correlates: sociodemographic, physical
health, mental health, and substance use.
Ty Schepis, PhD, from the Department of Psychology at
Texas State University, and his colleagues found that
past-year opioid misuse (adjusted OR=1.84; 95% CI,
1.073.19) and benzodiazepine misuse (adjusted OR=2;
95% CI, 1.013.94) were significantly linked to past-year
suicidal ideation among adults 50 years of age and older
when controlling for correlates of suicide. In contrast,
adults 55 and older without these prescription misuses did
not have a significant association with past-year suicidal
ideation after controlling for correlates of suicide.
Specifically, 2.2 percent of older adults without either
opioid or benzodiazepine misuse had past-year suicidal

ideation; whereas 25.4 percent of those who reported
misusing both opioids and benzodiazepines had pastyear suicidal thoughts in comparison to those with only
opioid misuse or benzodiazepine misuse (8.3 percent and
8.8 percent, respectively). The investigators also found
that subjects with past-year alcohol use disorder, nicotine
dependence, marijuana use, and marijuana use disorder
had an increased risk for past-year suicidal ideation (all P
<.001).
Dr. Schepis and his colleagues conclude that the data
indicates a strong connection between suicidal ideation
and benzodiazepine and/or opioid misuse among adults
50 and older, which is consistent with research findings
among other age groups, including adolescents and
adults.
“Together, these results suggest that older adults need to
be
screened
for
prescription
opioid
and/or
benzodiazepine misuse and that those endorsing misuse
or exhibiting signs of misuse (e.g., early refill requests,
inconsistent pill counts) also need to be screened for
suicidal ideation.”
The researchers also recommend using a prescription
drug monitoring program (PDMP) to identify patterns of
potential opioid and benzodiazepine medication misuse
by older adults. They comment, “In addition to limiting the
potential harms in older adults of prescription misuse,
such screening could identify those at risk for more frank
suicidal behavior, limiting the consequences of
prescription drug misuse and suicidality in older adults.”
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Associated Press Analysis of How States are Spending Their Opioid Grants

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.

Highlights from the August 2018 Medicaid & CHIP Enrollment Report
Medicaid & CHIP Total Enrollment
73,156,236 individuals were enrolled in Medicaid and CHIP in the 51 states reporting August 2018 data. 66,637,193
individuals were enrolled in Medicaid and 6,519,043 individuals were enrolled in CHIP (please see contextual information below
regarding CHIP enrollment). More than 15.5 million additional individuals were enrolled in Medicaid and CHIP in August 2018
as compared to the period prior to the start of the first Marketplace open enrollment period (July - Sept. 2013), in the 49 states
that reported relevant data for both periods, representing Nearly a 27.5 percent increase over the baseline period.
(Connecticut and Maine aren't included because they did not report data for both periods). View graph of Medicaid and CHIP
Enrollment Growth over Baseline.

Medicaid Child & CHIP Total Enrollment
Nearly 35.4 million individuals are enrolled in CHIP or are children enrolled in the Medicaid program in the 48 states that
reported child enrollment data for August 2018. Children enrolled in the Medicaid program and individuals enrolled in CHIP
make up over 50.6 percent of total Medicaid and CHIP program enrollment. View graph of Medicaid Child and CHIP
Enrollment.
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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 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.
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
The Vital Role of Specialized Approaches: Persons with Intellectual and Developmental Disabilities in the
Mental Health System
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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)8
Additional information is at https://grants.nih.gov/grants/guide/rfa-files/RFA-HS-18-002.html#_Part_1._Overview.

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 enter
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, thisyear 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.

Register Today!
www.familyaware.org/trainings

Submission Process
You may prepare
your
information
sing this submission
form worksheet. All
final
submissions
must be made online
by November 15.

Submit
HERE
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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 service;s
increasing number of formal linkages between the justice system and healthcare and behavioral healt.h

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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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, bipolar 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 August-December 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

:

19

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

President Trump Signs Bipartisan Comprehensive Opioid Legislation
President Trump on October 24 signed the comprehensive legislation passed by Congress early in October to combat
the opioid crisis, H.R. 6, The SUPPORT for Patients and Communities Act..
Contrary to President Trump’s public statements that only Republicans had supported the measure, the Senate had
voted 99-1, on September 17, to approve the measure as Senate Amendment 4013 to H.R. 6, combining 70 bills from
four Senate Committees.
The Conference Committee’s 660-page version dropped late September 25, and was approved by the House 393-8 on
September 28. The Senate approved the measure October 3 by 98-1, with only Mike Lee (R-Utah) voting no.
The signing was tied in with the one-year anniversary of the Trump administration’s declaration of the opioid crisis as a
public health emergency on October 26, in an event dubbed A Year of Historic Action to Combat the Opioid Crisis.
Among the provisions included in the bill is language from Senator Rob Portman (R-OH) that creates a Medicaid IMD
exclusion exception for 30 days’ treatment in 12 months in an IMD for substance use disorder treatment for states that
authorize coverage through a Medicaid State Plan Amendment. The provision will be effective until 2023.
A section-by-section summary, written by staff from both sides of the aisle, is available at
https://docs.house.gov/billsthisweek/20180924/HR6.pdf.
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Did you know that 1 in 5 children in America experience social, emotional and behavioral challenges? One undisputed
constant in our society is that all children who survive childhood and adolescence will become adults. For children who
experience untreated behavioral health disorders, this typically results in adults who continue to struggle with
symptoms, who become parents and who perpetuate this cycle. The impact of this reoccurring cyc le is felt throughout
our society.
For over 25 years, the National Federation of Families for Children’s Mental Health has been the nationwide advocacy
organization with families as its sole focus, playing an important role in helping children, youth and t heir families whose
lives are impacted by mental health challenges. This important work is supported largely by mental health advocates
and generous donors like you who contribute to our cause.
Our 29th Annual Conference will feature many great workshops a nd speakers this year, joining hundreds of mental
health advocates and professionals from across the nation as we work to educate and empower children, youth, and
families!
Attendee Details
Coffee, snacks and a light breakfast are provided for all registered conference participants on Friday and Saturday as
well as lunch and a networking dinner on Saturday. Conference attendance typically ranges from 600 to 1,000 people,
including 25 to 50 exhibitors and more than 150 speakers, all providing rich opportunities to connect and learn.
Attendees who stay at the hotel will also receive complimentary basic internet and (2) water bottles in their guestrooms,
complimentary access to the hotel fitness center, a waived resort fee, a discount at hotel restaurants with their
conference ID and discounted parking.
Reserve Your Booth
Help support the work of the National Federation of Families w hile receiving great exposure by reserving an exhibitor
table at the 29th Annual Conference. Your booth will be visited by up to 1,000 youth and family members, family
advocates and child mental health leaders from across the nation. Space is limited!
Each exhibitor will receive an exhibit table, their logo on our conference website, their logo in our conference program
and lunch for up to 2 exhibitors on Saturday.
Exhibitors receive a registration discount if attending the conference in addition to exhibit ing, which will enable them
to participate in workshops and take advantage of networking opportunities at meal functions.
A maximum of two discounted registrations are allowed for each exhibit table purchased. Our chapter and state organization members
of the National Federation of Families enjoy great savings as well! Complimentary parking will be provided at the hotel. Deadline for
early bird exhibitor registration is August 31, 2018 and for regular exhibitor registration is October 15, 2018 - or when space is filled. For
more details about our exhibitor opportunities, click here.
Sponsorship Opportunities
The National Federation of Families for Children’s Mental Health invites you to establish your company as a mental
health leader by securing your sponsorship at this year's National Federation of Families for Children’s Mental Health’s
29th Annual Conference. As your trusted partner, the National Federation of Families for Children's Mental Health
provides sponsors with numerous opportunities to increase brand visibility, establish thought leadership, and directly
access hundreds of potential customers and strategic partners. We work tirelessly to ensure that our sponsors’
business goals are being met. Discounted sponsorship is available to chapter and state organization members of the
National Federation of Families. For more details about our sponsorship opportunities, click here.
FREQUENTLY ASKED QUESTIONS (FAQ)
For more information about our conference, visit our website or contact our Conference Planning Team
at conference@ffcmh.org or 240-403-1901.
HYATT REGENCY HOUSTON
1200 Louisiana Street
Houston, TX 77002

Register HERE
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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, Peer Integration Strategist (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
Medicaid Beneficiaries Face Significant Food Insecurity Challenges, Thomas Beaton, Health Payer
Intelligence, October 15 & New Research Collaboration Yields Insights into Food Insecurity Among
Medicaid Beneficiaries, International Food Information Council (IFIC) Foundation & The Root Cause
Coalition, October 9
Managed Care Payers Struggle to Staff Long Term Support Services, Thomas Beaton, Health Payer
Intelligence, October 8 & Medicaid Home and Community-Based Services: Selected States Program
Structures and Challenges Providing Services, Government Accountability Office, August 2018
Implementing Tobacco Cessation Programs in Substance Use Disorder Treatment Settings: A Quick Guide for
Program Directors and Clinicians, Substance Abuse and Mental Health Services Administration (SAMHSA),
August 20
America’s Children in Brief: Key National Indicators of Well-Being, 2018, Federal Interagency Forum
on Child and Family Statistics, September 2018
States Opt to Run their Own Exchanges to Save Money, Reclaim Autonomy, Rachel Schwab, CHIR Blog,
Center on Health Insurance Reforms, Georgetown University Health Policy Institute, October 22
Using EHR Voice Recognition to Improve Clinical Documentation, Usability, Kate Monica, EHR
Intelligence, October 22
Health Care in America: The Experience of People with Serious Illness, Eric Schneider, Melinda Abrams,
Arnav Shah, Corinne Lewis & Tanya Shah, Commonwealth Fund, October 2018
Changing Public Charge Immigration Rules: The potential impact on children who need care, California
Health Care Foundation, October 23
Enduring State of Medicaid, Ari Gottlieb & Augustin Ruta, A2 Strategy Group, October 2018
Medicaid Enrollment & Spending Growth: FY 2018 & 2019, Robin Rudowitz, Elizabeth Hinton & Larissa
Antonisse, Kaiser Family Foundation (KFF), October 25
States Focus on Quality and Outcomes Amid Waiver Changes: Results from a 50-State Medicaid Budget
Survey for State Fiscal Years 2018 and 2019, KFF & Health Management Associates, October 25
Early Serious Mental Illness Treatment Locator, SAMHSA, October 2018
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