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Presenter
Presentation Notes
Primary care is a key gate-keeper and therefore stakeholder in our communities and has contact with most individuals within our communities.

Primary care clinicians encounter frequent opportunities to provide health behavior advice for smoking, poor nutrition in the context of routine outpatient visits
Education can also include dissemination of educational resources


Patient education along with community health promotion can be an effective approach for increasing awareness of risk, improving motivation, and reduce risky behavior related to misuse. 




Flocke, S. A., Gordon, L. E., & Pomiecko, G. L. (2006). Evaluation of a community health promotion resource for primary care practices. American journal of preventive medicine, 30(3), 243-251.
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Centers for Disease Control and Prevention (CDC). (2012). Summary health statistics for U.S. Adults: National Health Interview Survey, 2011. Vital and Health Statistics, 10, 1-208.




Objectives:
As a result of this webinar participants 

will be able to:

• Describe rationale for implementing 
SBIRT in standard healthcare 
practices.

• Compare and contrast SBIRT 
implementation and integration.

• Outline the process of SBIRT 
integration and identify potential 
barriers.

• Examine practical solutions for 
implementing SBIRT day to day in 
primary care.



15 years in mental health, substance abuse and public health fields. 
Coordinated more than 20 SBIRT integration projects. 

Member of Motivational Interviewing Network of Trainers and listed on the 
National ATTC SBIRT Trainer’s Registry.

Mallori DeSalle

Presenter
Presentation Notes
Mallori DeSalle is a licensed mental health counselor, nationally certified counselor and an internationally certified prevention specialist. For more than 15 years Ms. DeSalle has contributed to the mental health, substance abuse and public health/prevention fields. Since 2008, Mallori has been an adjunct faculty member and research associate at Indiana University-Bloomington’s School of Public Health. Within the university, Ms. DeSalle serves the Indiana Prevention Resource Center as the Outreach Coordinator and Lead Motivational Interviewing (MI) Trainer for the Screening, Brief Intervention and Referral to Treatment (SBIRT) program. She is a member of the Motivational Interviewing Network of Trainers (MINT) and listed on the National ATTC SBIRT Trainers’ Registry.  Mallori has provided training and technical support throughout SBIRT integration processes to over 20 healthcare and mental health organizations in the Midwest. 




Rationale

80.5% of individuals visited a 
doctor or other healthcare 

provider within the last year.

Centers for Disease Control and Prevention (CDC). (2012). Summary health statistics for U.S. Adults: National Health 
Interview Survey, 2011. Vital and Health Statistics, 10, 1-208.
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Primary care is a key gate-keeper and therefore stakeholder in our communities and has contact with most individuals within our communities.

Primary care clinicians encounter frequent opportunities to provide health behavior advice for smoking, poor nutrition in the context of routine outpatient visits
Education can also include dissemination of educational resources


Patient education along with community health promotion can be an effective approach for increasing awareness of risk, improving motivation, and reduce risky behavior related to misuse. 
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Poll Question #1:
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Poll #1:

What percent of primary care visits have psychosocial contributing factors?


25% 
47 %
63%
70%




Rationale

70% of 
healthcare visits 

are driven by 
psychological 

symptoms.

Primary Care

Mental 
Health

Substance 
Abuse 
Treatment

Hunter, C.L., Goodie, J.L., Oordt, M.S., & Dobmeyer, A.C.(2009).Integrated behavioral health in primary care: 
Step-by-step guidance for assessment and intervention. Washington, DC: American Psychological 
Association.

Presenter
Presentation Notes
Pediatric primary care settings are seeing significant numbers of patients with mental health problems 
Primary care settings represent a significant opportunity for development of new approaches to identify and respond to parents’ concerns about their children’s behavioral and emotional health 
Such approaches would facilitate coordination of all the children’s health care needs and reinforce the integral nature of physical and mental health care needs.
 
1. 70% of all healthcare visits driven by psychosocial 
2. 50% of all mental health care is provided in primary care


1.Hunter,	C.L., Goodie, J.L., Oordt,	M.S., & Dobmeyer, A.C.(2009).Integrated behavioral health in primary care: Step-by-step guidance for assessment and intervention. Washington, DC: American Psychological Association.	

2. Counseling and Wellness Services Integrated with Primary Care: A Delivery System That Works
Ken Van Beek, LMSW, Steve Duchemin, PA-C, Geniene Gersh, MA, LLP, Susanne Pettigrew, PA-C, Pamela Silva, and Barb Luskin




Rationale
Screening
Brief Intervention
Referral to 
Treatment

Presenter
Presentation Notes
A universal evidence-based preventative practice within healthcare that aims to identify individuals who could benefit from a brief conversation about their substance use.



SAMHSA, About SBIRT, Retrieved on March 25 from http://www.samhsa.gov/sbirt/about 

Primary care centers, hospital emergency rooms, trauma centers, and community health settings provide opportunities for early intervention with at-risk substance users before more severe consequences occur. SAMHSA supports a research based comprehensive behavioral health SBIRT model which reflects the six following characteristics: 1. It is brief. The initial screening is accomplished quickly (modal time about 5-10 minutes) and the intervention and treatment components indicated by the screening results are completed in significantly less time than traditional substance abuse specialty care. The screening is universal. The patients, clients, students, or other target populations are all screened as part of the standard intake process. 3. One or more specific behaviors are targeted. The screening tool addresses a specific behavioral characteristic deemed to be problematic, or pre-conditional to substance dependence or other diagnoses. 4. The services occur in a public health, or other non-substance abuse treatment setting. This may be an emergency department, primary care physician’s office, school, etc. 5. It is comprehensive. The program includes a seamless transition between brief universal screening, a brief intervention and/or brief treatment, and referral to specialty substance abuse care. 6. Strong research or substantial experiential evidence supports the model. At a minimum, programmatic outcomes demonstrate a successful approach. 

SBIRT stands for Screening, Brief Intervention, and Referral to Treatment. SBIRT is a universal evidence-based preventative practice within a wide variety of fields that aims to identify individuals who could benefit from a brief conversation about their alcohol use. 


In other words, SBIRT is a package of services that serves individuals at ALL levels of risk. It is a process that efficiently routes patients/clients to the appropriate level of care. 
 
In Indiana, the IPRC SBIRT team has spent the last 5 years working with over 22 health care and mental health care organizations to put SBIRT into place in primary care and mental health services. 

SBIRT is a process that is recommended on an annual basis, as a regular part of each person’s healthcare or mental healthcare standard of care.

Screening tools are quick and easy to administer: Taking 10 seconds to 5 minutes to administer. We recommend a single question pre-screening tool for alcohol and substances. And, when needed, use of AUDIT-10 and DAST-10 for full screening. 


It is a preventative process that is aimed at all patients. WE ASK EVERYONE!




Implementation vs Integration
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Ron Popeil, Ronco Showtime Rotisserie



Implementation vs Integration

Presenter
Presentation Notes
Both integration and implementation of SBIRT are used interchangeably. In general, both terms refer to the process of instituting a new process.

Integration is aimed at a more in-depth level of adoption, whereas implementation is an action oriented process. Integration cannot take place without implementation. However, long term results are difficult if integration is not thoroughly considered during the implementation process.

Integration includes:
Setting goals for screening patients. Ex: 80% of patients (18 and older) will be screened annually.
How is this measured? When and how is this expectation monitored?

Less than 10% of patients that pre-screen positive leave the visit without the full screening and appropriate intervention. (What is in place to ensure this can be successful?)

Reviewing Data regularly and setting policies and practices around maintaining expectations

Billing or examining fiscal implications of SBIRT


Implementation includes:
Planning a process flow (Deciding who does what,  when,  where and why.)
Preparing staff with training
Creating and designing tools and resources for the process
Communicating with patients



Poll Question #2:
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POLL #2:
What new processes or procedures have you successfully integrated into your organization?

( Allow text entry if possible)


If not able to use text entry:
Evidence-based practice with patients
Process flow for patients
Policy or staff practice
Electronic Health record update or change
Billing practice




Assess Design Develop Deliver Evaluate

Integration Process



SBIRT Readiness
• Mission and Values
• Policies and Practices
• Resources
• Staff attitudes
• Finances

Assess
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Mission of organization
Adoption of a new practice has to match with one of two things for an organization. Either it must be in line with the mission, and therefore a mission driven goal. Or, the practice must be fiscally sound. In our experience, it was organizations that had strong mission-driven objectives for implementing SBIRT that made it work. Having only fiscal reasons did not seem to provide long term incentive.



Readiness for SBIRT
Policies and practices:
Do MAs, Nurses, Providers already work in teams. What are the methods of communication? How are their roles intertwined? Can a nurse look at a behavioral health provider’s schedule to see if a follow-up can be scheduled? 
Staff skills:
	Who communicates with patients? At what level? Can MAs give screening or do Nurses do that? Can providers do a BI or only behavioral health.

Screening skills, brief intervention skills, coordinating referral information skills-All staff need to be looked at as possible SBIRT professionals. Do all staff know CPR? Why?

3. Electronic Health Record
	Can we modify it? (Time, cost, convenience….)
	Who uses it and why?
	Where could a screening fit?
	Who can see it?
	How is the screening used? (questions only, score only)
	How will intervention be documented?



Implementation Plan
• SBIRT Team
• Process flow
• Staff Competence
• Sustainability 

Design
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SBIRT Administrative Team
Member-Medical Provider, Nursing, MI, Admin, Billing, IT
Purpose-set up implementation plan, and serve as monitor for process. ONGOING. Busier at the beginning.
Training/Capacity building plan
Train multiple times, repeat information and make hands on. New techniques are hard to learn.
Train on process flow first, then electronic health record, then intervention, then blend all together in practice.

Plan for implementing SBIRT
	When to start: Fully staffed, other processes in place, fewer patients scheduled.
	Who to start with: Everyone or annual patient visits only or only 
	What location is best (low traffic or more flexible staff)




Development
SBIRT Resources

• Policies and Procedures
• Process Flow
• Training Expectations
• Oversight and goal setting

• Electronic Health Record 
• Outreach Materials

Presenter
Presentation Notes

Describe FCCC’s process of the development process in each of these areas:
Electronic Health Record Modifications-This often takes the longest. Should be discussed with all staff levels to ensure the process flow works with the EHR.
Training of Trainers-Hiring outside experts is a time saver, but having long term access to on-going competence is important. Training of Trainers can be an effective method for maintaining some level of competence. This can be an investment in time and money and on-going responsibilities.
Policies and Procedures-Must globally discuss the process flow and make changes to policies. This includes  setting goals and objectives to ensure the goals are met.
Client Messages (Example-poster)




SBIRT Process Flow
Pre-Screen

Pt handed Pre-screen by 
Front Desk

SBIRT 
Complete

MA enter score into EHR

Nurse or Provider
Provide Education 

Reinforcement

BHP, Nurse or 
Provider * 

Brief Intervention

BHP or Provider*
Brief Intervention 

and Referral to 
Treatment

Negative

Low Risk

Positive

Risky/Harmful Severe

Pt is roomed by MA & 
Prescreen reviewed

Full screen given by MA



Training 
Expectations

Image: https://keepingitclassless.net/assets/2014/04/learninggraph.png
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Image: https://keepingitclassless.net/assets/2014/04/learninggraph.png




EHR 
Modifications 
Do’s and 
Don’ts

Do:
Include all levels of staff in 

design.
Embed tool into existing process. 
Coordinate patient schedule 

system with patient medical record 
system.

Use “smart” forms for scoring.
Keep screening scores for 

longitudinal use.
Include full screening tool in 

records.
Track intervention completion.



EHR 
Modifications 
Do’s and 
Don’ts

Don’t:
Make SBIRT a stand-alone 

feature

Embed a tool that hasn’t been 
reviewed.

Bury the data in notes or text 
files.

Use pop up reminders at every 
visit when SBIRT is only required 
annually.

Examine only billing data to 
determine SBIRT utilization.





Deliver

1.Normalize SBIRT
2.Train all staff
3.Go LIVE!
4.Monitor and adjust
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Nicole/Whitney/Sandy (you decide who best fits here):


Describe FCCC’s process of the delivery process in each of these areas:
Train clinical staff
Train case-management
Go LIVE!
Monitor and adjust




Normalizing SBIRT
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Describe how staff felt at the beginning: Uncertain about SBIRT and not sure they knew how to do a Brief Intervention….even misunderstood what an intervention was.

Show video.

Online training-Live training-EHR training.


Describe staff responses after training, after trying tools and working with clients.

Success stories






Present SBIRT in Phases:

Administration

Clinical Management

Support Staff

Patients/Clients

Presenter
Presentation Notes
Discuss the trickle down process of SBIRT and the slow approach.

Describe options for Go-Live: All patients starting on X day, Only new patients, only Adult patients with a specific type of visit (assuming that all patients have that type of visit annually), Same visit as other screenings (ex: PhQ9)

Test run with one “team” or have the whole center ‘go-live’.
Pick slowest day of the week to start or just start in the afternoon.

Set initial goals, and slowly increase “capture” rate of patients. 30%, 45%, 60%, 80%.

Set goals for same day completion of SBIRT
Set goals for teams that have the highest capture rate.

Games, incentives, and fun increase the support.

Patient engagement is key: Posters, television messages, newspaper articles, testimonials, facebook posts, etc. “We ask Everyone” is the new phrase that everyone knows and understands.



Process Outcome

Training Patient health data

SBIRT Process Flow Cost data

EHR Functionality Reimbursement data

Intervention Fidelity

Evaluate



Poll Question #3:
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Poll #3

What data points is most important to your organization?


Text Entry if possible


If not:

Billing data
Patient health data
Patient screening scores data
Fidelity information
Treatment follow-through information




Unexpected Outcomes

Image:http://www.bsgtraining.co.uk/images/icons/skilltransfer-blue.jpg
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After SBIRT is implemented, often organizations have un-expected positive outcomes.

First, a system becomes stronger in integrating both physical health and behavioral health. This is true no matter the site. Adding substance misuse conversations to a behavioral health conversation can be powerful to unify a client’s view on their over-all health and wellness.

Second, motivational interviewing skills provide communication techniques that are useful in many areas beyond SBIRT. The transferable skills increase other successes.

Third, team/organizational processes are examined for efficiency when putting SBIRT in place. This can often shine a light on existing practices that could be improved for more optimal outcomes.

Finally, and perhaps most important in the long term, new messages about “risk” and new definitions for “problem” start changing the culture  and stigma related to alcohol and substance use. Conversations about risk pop up when you least expect it and yet there is a more open feel when discussing it because there is no judgement or diagnosis to follow.


https://www.google.com/imgres?imgurl=http://analogyofteachinglevine.weebly.com/uploads/1/3/6/0/13607097/4524099_orig.jpeg&imgrefurl=https://wasitfreud.wordpress.com/2014/01/17/you-can-transfer-information-but-you-cannot-transfer-skill/&docid=9vkeZJfCHupgtM&tbnid=2w1wMmeXMLf9HM:&w=313&h=299&bih=884&biw=1680&ved=0ahUKEwi6pMWh2YfQAhVE5iYKHS5bD-0QMwgtKBEwEQ&iact=mrc&uact=8


Questions

Image source:https://innorobo.com/wp-content/uploads/2015/02/startup.jpg
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Contact Information:
Mallori DeSalle

mdesalle@indiana.edu
Indiana SBIRT Website:

www.IndianaSBIRT.org

Indiana Prevention Resource Center Website:

www.drugs.indiana.edu
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