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HSC 2020 
SBIRT - Screening, Brief Intervention, and Referral to Treatment

SCHOOL Subcommitte
Agenda

	DATE: 
	04/19/2017
	LOCATION:
	Department of Health and Human Services, Room 327

	PRESIDING: 
	Kari Keller(DPH)

	PRESENT:
	 Byrce De Roos (OSD), Tamra O’Keefe (CGB), Cindy VanderWeele (DPH), Sara Sandman, (PLY), Tom Malmstad(RL), Ann Roy (SHEB FALLS), Sheila Feider (RL), Trisha Erpelding (MHA), Janis Jarosch (SFalls), Scott Caldwell (DPI), and Christine Kleiman (WISH).

	ABSENT/EXCUSED:
	

	RECORDER:
	Kari Keller

	NEXT MEETING:
	To be determined


	ITEM
	DISCUSSION/CONCLUSION/RECOMMENDATIONS

	Obtaining parental consent and educating the school board, families and the community on SBIRT were identified as barriers.
	Scott and Christine will share a permission template letter with this group.  Permission can be part of a school policy as well.  Permission can be obtained when a parent is contacted re alcohol or behavior violation.  They will also share the “pre-reads” with this group and Cindy V will share Dr. Brown’s background information on SBIRT.  Kari will email these out to this group.  
[image: image1.emf]RichBrownSheboyga nCommunityTalk20161019 (2).pdf



	Group requested information on what the brief intervention (BI) process looks like.

	Christine provided this synopsis:  During the first session screener would introduce self and explain what the assessment is about and why being done.  Then conduct the GAIN-SS screening.  Assess frequency of the behavioral health habit by utilizing the Timeline Followback (TLFB)30-day calendar.  Evoke the student’s interest in changing by using good listening skills as well as various scales.  Planning occurs at the end of the brief intervention.  During subsequent BI sessions spend the majority of time Evoking.  These sessions are highly student centered as opposed to educational.  Brief interventions hopes to reduce frequency as opposed to eliminating it.  

	Referral to Treatment Overview
	Scott stated that the average number of BI sessions is 3 and no more than 4 and usually these sessions are completed within 1 month.   At the last BI session the GAIN-SS is re-administered as well as the TLFB.  The decision to refer is data informed based on the info gained from the GAIN-SS and TLFB.  Typically 1/3 of student screened abstain; 1/3 show significant reduction and about 20% of students screened need a referral to treatment.  

	Referral to Treatment Sheboygan county process
	Cindy V has been working with Tom M on the Referral to Treatment process in Sheboygan County.  Kristin Stearns has also been working on this process for the 5-10% of students with previously identified behavior health concerns.  MHA has created a list of counseling agencies in our county.  Scott suggests building good relationships between these counseling agencies and the schools.  Also suggests a MOU and will share such a MOU with this group.  There is a need for a “warm hand-off”; ongoing collaboration between schools and providers and parents; timeliness in agencies providing services to students in need.  Scott will share a state statute that deals with ongoing communication as the student works with counseling agency.  Cindy will organize a “Summit” with area counseling agencies and school districts as well as HSC2020 SBIRT group. Scott and Christine stated they would lead such a Summit and Bryce suggests schools submit questions to the providers prior to the Summit so providers can address them at the summit.  Sheboygan County Human Services will be invited to this Summit as well, as schools are unclear as to what services Sheboygan County Human Services provides.  

	August training   
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 Schools need to submit their completed Implementation Plan to Christine (ckleiman@cesa7.org) by 5-12-17 and Christine will contact Tracy H to obtain Implementation Plans already submitted.  Scott and Christine will give feedback to individual districts by the end of May.  Kari will contact Christine on 5-1-17 to see how many people have signed up for SBIRT and then invite Reedsville if appropriate.  
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H o w  H e a l t h c a r e  S e t t i n g s  C a n  H e l p  A d d r e s s  
Wisconsin Communities’ Leading Health Concerns


R i c h a r d  L .  B r o w n ,  M D ,  M P H  
P r o f e s s o r  o f  F a m i l y  M e d i c i n e  


D i r e c t o r  o f  t h e  W i s c o n s i n  I n i t i a t i v e  t o  
P r o m o t e  H e a l t h y  L i f e s t y l e s  ( W I P H L )  


S c h o o l  o f  M e d i c i n e  a n d  P u b l i c  H e a l t h  
U n i v e r s i t y  o f  W i s c o n s i n


BS I: I n t e r v e n t i o n


B e h a v i o r a l
S c r e e n i n g  &


R i c h a r d  L .  B r o w n ,  M D,  M P H  -  “ R i c h ”


• 22 years of practice as a family physician 


• Faculty at the University of Wisconsin School 
of Medicine & Public Health since 1990 


• NIH-funded researcher 


• Award winning medical educator 


• 2006 - New direction


Dr. Brown is CEO and owner of Wellsys, LLC, 
which provides training and software to help 
healthcare organizations deliver behavioral 
screening and intervention (BSI). 


This talk will be evidence-based and free of bias.


Disclosure
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Leading Health Concerns


UW Population Health Institute – www.improvingwihealth.org


Results aggregated from 
community health 
assessments conducted by 
health departments and 
hospitals across Wisconsin







Leading Health Concerns


UW Population Health Institute – www.improvingwihealth.org


Mental Health Nutrition


Obesity Physical activity Tobacco use Access to care


Alcohol Drugs


Leading Health Concerns


UW Population Health Institute – www.improvingwihealth.org


Mental Health Nutrition


Obesity Physical activity Tobacco use


Alcohol Drugs


CDC, Behavioral  R isk  Factor  Survei l lance System, 2014;  SAMHSA, Nat ional  Survey on Drug Use and Heal th , 2013-2014
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http://www.cdc.gov/nchs/data/nhis/earlyrelease/200812_08.pdf; http://www.oas.samhsa.gov/NSDUH/2K6NSDUH/2K6results.cfm#Ch3;  http://
www.cdc.gov/NCCDPHP/publications/aag/osh.htm; www.ensuringsolutions.org; http://www.drugabuse.gov/NIDA_notes/NNVol13N4/Abusecosts.html;  
http://www.cdc.gov/Features/AlcoholConsumption/; http://archives.drugabuse.gov/about/welcome/aboutdrugabuse/magnitude/
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~$3,000 per adult 
WI: ~$15 Billion


Costs of Behavioral Risks and Disorders  
– United States –


The Substance Use Continuum
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• Potentially addictive prescription drugs
• Alcohol • Other euphoric drugs


Standard Drink – ~14 grams of ethanol
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Low-Risk Users Risky Users
Adhere to low-risk drinking guidelines Exceed low-risk drinking guidelines


Do not use drugs often taken to get high Use drugs often taken to get high


Do not misuse potentially addictive 
prescription medication


Misuse potentially addictive 
prescription medication


Any combination of the above
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nence Low-risk use Risky use Harmful use Dep Absti- nence Low-risk use Risky use Harmful use Dep


Research-Based Low-Risk Drinking Guidelines


In any occasion* Per week


Men
No more than 


4 
standard drinks


No more than 


14 
standard drinks


Women
No more than 


3 
standard drinks


No more than 


7 
standard drinks


*A few to several hours


http://rethinkingdrinking.niaaa.nih.gov


For Some: Low-Risk Drinking = No Drinking
• Certain health conditions, such as liver disease or pancreatitis 
• Medications that interact with alcohol 
• Susceptible to poor memory, eg, 


individuals with dementia 
• Susceptible to falls  
• Pregnant women 
• Alcohol dependence







Teens: Low-Risk Drinking = No Drinking


• More impulsive, 
risky behavior 


• More alcohol 
dependence in 
adulthood


Grant, Journal of Substance Abuse, 1997; Medina, Alcoholism: Clinical and Experimental Research, 2008
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Harmful Use


• Using alcohol and/or drugs 


• Suffered negative consequences of substance use in the past year 


• Does not fit the criteria for dependence


Absti- 
nence
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use


Risky 
use
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use Dep







Realms of Negative Consequences
• Psychological 


• Family relationships 


• Other social relationships 


• Work / School


• Financial 


• Legal 


• Religion / Spirituality 


• Biomedical


Dependence Absti- 
nence


Low-risk 
use


Risky 
use


Harmful 
use Dep


Loss of control


Physical 
dependence


Preoccupation with 
using or obtaining


Most dependent 
patients or clients 
suffer harms


Urges and 
cravings


Compul- 
sive use


Dependence
Physical dependence - the propensity to experience withdrawal 
symptoms on suddenly quitting or decreasing substance use


Substance(s) Symptoms Notes


Alcohol & 
Sedatives


Tremors, agitation, hallucinations, seizures  
Most severe stage for alcohol: DTs


Most dangerous


Opioids Agitation, diarrhea, abdominal cramping, 
muscle aches & Pain, tearing, runny nose Most uncomfortable


Cocaine and 
stimulants Dysphoria, fatigue, sleepiness


Absti- 
nence


Low-risk 
use


Risky 
use


Harmful 
use Dep







Dependence
Substance dependence without physical dependence: 
- Most young alcohol-dependent individuals do not withdraw 


when they quit drinking 
- Many marijuana-dependent individuals do not withdraw 


when they quit
Physical dependence without substance dependence: 
- Individuals who take prescription opioids for pain for  


≥2 weeks and suddenly quit will withdraw, yet most 
do not show other symptoms of substance dependence
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use Dep


Dependence
T h e  P l e a s u r e - R e w a r d  Pa t h w a y  o f  t h e  H u m a n  B r a i n


• Generates sensation of pleasure from 
    eating, drinking water and having sex 
• Promotes survival of the individual and 
    continuation of the species 
• With dependence, gets hijacked and 
    drives substance use 
• Strongest risk factor:  genetics
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PET Scans of the Human Pleasure-Reward System
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Risky 
Use


Harmful 
Use


Depen- 
dence Total


Alcohol - US 18% 4% 3% 25%
Alcohol - WI 23% 5% 4% 32%


Drugs - US 7% 1% 2% 9%
Drugs - WI 5% 1% 2% 8%


National Survey on Drug Use and Health, State Report, 2013-2014


Qui t t ing  or  cutt ing  down could  benef i t :  
•  ~30% of  Amer ican  adul ts  
•  >35% of  Wiscons in  adul ts


(Rounding  
error)


DSM-5 Disorder


Prevalence of Substance Use Disorders and Receipt 
of Treatment in the Last Year – Wisconsin Adults


Alcohol


No Disorder 
91.8%


Disorder 
8.2%


94.9% 
untreated
5.1% 
treated


About 1 in 20 treated


No Disorder 
91.9%No Disorder 
97.3%


Drugs
Disorder 


2.5%


87.6% 
untreated
12.4% 
treated


About 1 in 8 treated


National Survey on Drug Use and Health, State Report, 2013-2014


Impacts of Excessive Drinking in Wisconsin


1,529 
deaths


48,578 
hospitalizations


5,751 
crashes


60,221 
arrests


Black P, Palzer J.  Burden of Excessive Alcohol Use in Wisconsin.  UW Population Health Institute, 2013







Contribution of Alcohol and Drugs to Untoward Events  
• Violent crime 


- Homicides - 46% to 86% 
- Sexual assaults - ≤60% 
- Other assaults - 37% to 40% 


• Incarceration 
- Adults - 65% 
- Juveniles - 67% 


• Suicides - 20% to 37% 
• Falls - 44%


• Drownings - 69% 


• Fires - 26% 


• Child abuse/neglect - 70% 


• Intimate partner violence - ? 


• Unintended pregnancies - ? 


• STIs - ? 


• Fetal alcohol spectrum disorders - 100%


Moore & Gerstein, 1982; Chesson, 2000; Winters, 2003; Rooney & Hargarten, 2007; Reid, Machetto & Foster, 1999


Economic Impacts of Excessive Drinking in Wisconsin
Description Amount


Healthcare $750 million
Premature mortality $2.0 billion
Additional productivity $2.9 billion
Criminal justice $649 million
Vehicular crashes $418 million
Other $90 million
Total $6.8 billion


$1,200 for every adult and child resident
19% of the FY 2016 State of Wisconsin budget


Who pays?


Federal, state & 
local gov’t 


$2.9 B – 43%


Excessive drinkers 
and their families 


$2.8 B – 41%


Others 
$1.1B – 16%


Black P, Palzer J.  Burden of Excessive Alcohol Use in Wisconsin.  UW Population Health Institute, 2013
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Brief Alcohol Interventions 
– Effectiveness for High-Risk and Problem Use –


• 10% to 30% declines 
in drinking 


• With 1 to 3 booster 
sessions, declines in 
drinking last up to 
4 years


2020
2019


2018
2017


www.uspreventiveservicestaskforce.org; Kaner, Cochrane Database of Systematic Reviews, 2007


In the year after brief alcohol interventions:


Injuries ED Visits Hospitalizations Arrests Crashes


20% 20% 37% 50%46%


Fleming, JAMA, 1999; Fleming, Medical Care, 2000


Candidates:  32% of Wisconsin adults


Brief Alcohol Interventions 
– Cost Savings Per Patient –


Project TrEAT WASBIRT WIPHL
Patients and settings Wisconsin primary 


care patients
Disabled Medicaid 


patients in 
Washington State EDs


Medicaid patients in 
Wisconsin primary 


care clinics


Intervenors Physicians and nurses Alcohol/drug counselors Health educators


Intervention cost $205 $15 $96*
Healthcare savings $523 $4,392 $878*
Other savings $629 Not studied Not studied


Fleming, Medical Care, 2000 Estee, Medical Care, 2010 Paltzer, JBHS&R, 2016


* Per patient screened - over 2 years







Rankings of USPSTF-  
Recommended Preventive Services


National Commission on Prevention Priorities - https://www.prevent.org/Initiatives/National-Commission-on-Prevention-Priorities.aspx


1. Daily aspirin for high-risk patients 
2. Childhood immunizations 
3. Tobacco screening & intervention 
4. Alcohol screening & intervention


Which services would best:  
- prevent disease, injury and death 
- and reduce healthcare costs?


Alcohol screening & intervention  
is ranked higher than: 
- Blood pressure screening 
- Cholesterol screening 
- Diabetes screening 
- Osteoporosis screening 
- Cancer screenings 
- All adult immunizations


Authorities that Recommend 
Alcohol Screening and Intervention


NATIONAL WISCONSIN


Motivational Interviewing
Avoids 


Dispensing unwanted advice 
and information 


Using scare tactics 


Twisting arms 


Shaming


To promote commitment to change unhealthy behaviors:







Engages patients in 


Learning about risks and conse-  
quences that they find important 


Weighing pros & cons of behavior 
change in light of their goals & values 


Making and strengthening arguments 
for change


>1,200 studies over 25 years prove the effectiveness of MI


Motivational Interviewing
To promote commitment to change unhealthy behaviors:


Carroll et al, Drug & Alc Dep, 2006; Field et al, Annals of Surgery, 2013; Lundahl & Burke, J Clin Psych, 2009; Lundahl et al, Pt Educ Counseling, 2013


SBIRT: MI vs Brief Advice
6.0


5.5


5.0


4.5


4.0


Mean 
Drinks 


per 
Drinking 


Day


Brief Advice 
(4.7 ± 2.2 min)


Motivational 
intervention 


(22.5 ± 10.4 min)
Motivational 
intervention 


(22.5 ± 10.4 min) 
plus booster 


(28.0 ± 10.4 min)
Base- 


line
3 mo. 6 mo. 12 mo.


Field, Annals of Surgery, 2013


Brief Drug Interventions - RCTs
Bernstein Humeniuk Zahradnik


Settings Urgent care, women’s 
health, homeless clinic


Primary care patients in 
Australia, Brazil, India 
and U.S.


Internal medicine, 
surgical and 
gynecological patients


Subjects 1,175 illicit drug users 731 non-dependent 
amphetamine, cocaine, 
marijuana and opioid users


126 prescription 
drug misusers


Results Significantly greater 
abstinence from cocaine 
and heroin at 6 months


Greater declines in Australia, 
Brazil and India but not in 
the United States


Greater reductions at 
3 months but not at 
12 months


Zgierska et al, Journal of Family Practice, 2014; Bernstein, Drug & Alcohol 
Dependence, 2005; Humeniuk, Addiction, 2012; Zahradnik, Addiction, 2009







Brief Drug Interventions - RCTs
• Roy-Byrne et al  


- Age: 48 ± 11 years 
- 19% married  
- 9% employed, 64% disabled 
- 56% mental illness 
- 30% homeless on ≥1 of 90d 
- 30% DAST score of ≥7


Zgierska et al, Journal of Family Practice, 2014; Roy-Byrne, JAMA 2014; Saitz, JAMA, 2014


• Saitz et al  
- Age: 41 ± 12 years 
- 62% never married 
- 81% Medicaid or Medicare  
- 46% mood disorder  
- 18% self-help group in past 3 mo. 
- 8% residential treatment in past 3 mo.


• Brief interventions did not reduce drug use in urban patient populations  
with high rates of poverty, social instability, disability, mental health 
disorders and drug dependence


Brief Drug Interventions - RCTs
• Patients of 5 community health centers in Los Angeles County 
• Risky and harmful use, not likely dependence 
• Intervention 
   - Less than 10 minutes initial intervention by PCP and video doctor  
   - 2 follow-up coaching phone calls at 2 and 6 weeks - MI & CBT  
• Assessed drug use at BASELINE and 3 MONTHS


Gelberg et al, Addiction 2015: 110; 1777-1790
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• Reduce drug use for many patients 


• Prompt screening for associated health conditions 


• Alter differential diagnoses 


• Modify prescribing 
- Potentially addictive medications 
- Medication-drug interactions 


• Offer buprenorphine for opioid dependence


Benefits of SBIRT for Drugs
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Effectiveness of Referrals for Alcohol Treatment
Meta-analysis of 9 RCTs with 993 intervention/referral pts and 937 controls 
• Studied alcohol interventions/referrals in healthcare settings 
• Included patients not seeking help for their drinking 
• Tracked receipt of treatment services after interventions/referrals 
• Follow-up:  10 years for one study, 3 to 18 months for others 
Results 
• Relative risk of receipt of additional services by intervention/referral 


patients = 1.08 (95% confidence interval: 0.92 - 1.28; p>.05) 
WIPHL’s experience: 10% of referrals resulted in at least one visit


Glass, Addiction, 2015


Barriers to Effective 
Referrals


SAMHSA, National Survey on Drug Use and Health, 2013
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Risky 
Use


Harmful 
Use


Depen- 
dence Total


Alcohol - US 18% 4% 3% 25%
Alcohol - WI 23% 5% 4% 32%


Drugs - US 7% 1% 2% 9%
Drugs - WI 5% 1% 2% 8%


National Survey on Drug Use and Health, State Report, 2013-2014


SBIRT could  could  benef i t :  
•  ~30% of  Amer ican  adul ts  
•  >35% of  Wiscons in  adul ts


(Rounding  
error)


Possible Solutions to Barriers


SAMHSA, National Survey on Drug Use and Health, 2013


• Invite counselors to serve people in general healthcare 
settings 


• Offer treatment evenings and weekends 
• Provide schedules and locations for self-help meetings 
• Identify people in recovery to escort people to meetings 
• Work with individuals who wish to cut down 
• Prescribe medications for alcohol and opioid dependence


Medications with FDA Approval


•D i s u l f i r a m  -  A n t a b u s e ®


•A c a m p r o s a t e  -  C a m p r a l ®


•N a l t r e x o n e  -  R e v i a ®


•N a l t r e x o n e  -  V i v i t r o l ®


•M e t h a d o n e


•B u p r e n o r p h i n e  -  S u b o x o n e ®


}}
Alcohol  


dependence


Opioid  
dependence







Few Patients Receive Medications for 
Alcohol and Opioid Dependence


55


SBIRTRecommendations for alcohol SBI


• NIAAA - 1995  


• USPSTF - 1996


Alcohol SBIRT Delivery by Healthcare Professionals


Glass, Journal of General Internal Medicine 2015 


Adults asked about their drinking in 2013 72%


Proportion of individuals who received  
intervention or referral


   High-risk drinkers 5%


   Problem drinkers 10%


   Dependent individuals 26%







Barriers to Systematic BSI


Brown, Population Health Management, 2011


Skills Pay Time


• 2006 to 2011 - $12.6 million - 33 clinics 


• >100,000 screens, >20,000 interventions 


• Patient satisfaction:  


4.3 to 4.9 on a 5-point scale


Wisconsin Department 
of Health Services


Brown, American Journal of Managed Care, 2014; Paltzer, Journal of Behavioral Health Services and Research, 2016


Wisconsin Initiative to 
Promote Healthy Lifestyles


Marijuana 
use


15%
Binge 


drinking


20%


• Behavioral outcomes


Depressive 
symptoms


55%


• Two-year net cost savings:  $782 per Medicaid patient screened


Wisconsin Initiative to 
Promote Healthy Lifestyles


innovations.ahrq.gov

Search:  WIPHL


NATIONAL DRUG CONTROL STRATEGY
2013
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BSI - a more effective, cost-saving solution 


How to implement BSI 


How to spread BSI


The USPSTF and other authorities also 
recommend screening and intervention for:


SmokingDepression Intimate partner 
violence


Obesity Diet & exercise


www.uspreventiveservicestaskforce.org


Behavioral Screening and Intervention (BSI)


Depression
Population All adults
Prevalence 7% (year)
Screening PHQ-2


Assessment PHQ-9, 
GAD-7, MDQ


Intervention Counseling 
+ medications 
+ collaborative 
    care


Benefits ↑ odds of 
remission by 
75% at 6 and 
12 months


SBIRT plus …


http://www.uspreventiveservicestaskforce.org; Thota, Am J Prev Med, 2012; CDC Behavioral Risk Factor Surveillance 
System; National Intimate Partner and Sexual Violence Survey; National Survey on Drug Use and Health







Collaborative Care for Depression
Coach or Care Manager 
•	 Measure severity of depression 
•	 Educate about depression and promote optimism 
•	 Promote behaviors that ameliorate symptoms 


 
 
 


•	 Refer for medications and/or counseling 
•	 Promote adherence to treatment 
•	 Reassess severity periodically and alert providers 


when treatment is inadequate


Gilbody, Archives of Internal Medicine, 2006


Psychiatric Specialist 


•	 Review records 


•	 Consult with 


prescriber, 
counselor and 


coach 
•	 Make recommenda- 


tions on diagnosis 
and treatment 


Depression Smoking Intimate partner 
violence


Diet & 
Activity Obesity


Population All adults All adults All women CV risks All adults
Prevalence 7% (year) 19% (year) 6% (year) 36% (ever) High 29% (point prev.)
Screening PHQ-2 Direct 


question
HITS or others BRFSS 


questions
Body mass 
index


Assessment PHQ-9, MDQ, 
GAD-7


– Interview – –


Intervention Counseling 
+ medications 
+ collaborative 
    care


MI 
+ meds 
+ intensive 
    support


Safety counseling 
+  linkage with com- 
    munity resources


Education 
and 
ongoing 
support


Referral for 
intensive and 
ongoing support


Benefits ↑ odds of 
remission by 
75% at 6 and 
12 months


↑ quit rate 
from 3% to 
>25%


↓ violent episodes Slight 
declines 
in  BP & 
LDL


10 to 15 pound 
weight loss, slight 
declines in BP, 
FBS & LDL


http://www.uspreventiveservicestaskforce.org; Thota, Am J Prev Med, 2012; CDC Behavioral 
Risk Factor Surveillance System; National Intimate Partner and Sexual Violence Survey


Behavioral Screening and Intervention (BSI)
SBIRT plus …


Wisconsin Initiative to 
Promote Healthy Lifestyles


Added 
• Smoking 
• Depression


2010 to 2013


Added for HTN, DM, ↑lipids 
• Diet, activity, weight 
• Eligibility for daily aspirin 
•Medication adherence


2014 to 2015
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SBIRT - an effective, cost-saving solution 


BSI - a more effective, cost-saving solution 


How to implement BSI 


How to spread BSI


Primary Care Providers Don’t Have Time


Issues Extra Time


Tobacco 5 25 min.


Alcohol 8 35 min.


Drugs 2 10 min.


Obesity 7 40 min.


Depression 2 10 min.


Total 24 120 min.


• 25 patients per day 


• Prevalence among WI adults 


• 5 minutes per issue


2 hours


… and neither do other staff


MA reviews 
screen


Coach sees patient 
at that visit


Patient completes 
screen while waiting


WIPHL Workflow for BSI
PRIMARY CARE SETTINGS


INPATIENT UNITS AND EMERGENCY DEPARTMENTS 
Coach introduces self and conducts screening and additional services


Brown, American Journal of Managed Care, 2014







• 2006 to 2011 - $12.6 million - 33 clinics 


• >100,000 screens, >20,000 interventions 


• Patient satisfaction:  


4.3 to 4.9 on a 5-point scale


Wisconsin Department 
of Health Services


Brown, American Journal of Managed Care, 2014; Paltzer, Journal of Behavioral Health Services and Research, 2016


Wisconsin Initiative to 
Promote Healthy Lifestyles


Marijuana 
use


15%
Binge 


drinking


20%


• Behavioral outcomes


Depressive 
symptoms


55%


• Two-year net cost savings:  $782 per Medicaid patient screened


A Team Approach is Necessary


71Sterling, JAMA Pediatrics, 2015


Coaches Can Help With Pharmacotherapy


72


Take histories 
Review progress 
Motivate continued progress 
Help patient refine change plans 
Convey information to PCPs


Review information with patient 
Conduct usual med management 
Refill medication 
Encourage continued progress


Also … 
• Advanced 


directives 
• Chronic disease  


management 
- Asthma/COPD 
- CHF & other 
   heart disease 
- Diabetes 
- Hypertension 
- Lipid disorders 


• Fall screening 







BSI: 


73


Brief Assessment
Motivational Interviewing Behavioral Activation


Change Planning & Support Collaborative Care
Rx – Physician, Psychiatrist, NP/PA


Other Specialists, Treatment Programs, Psychotherapy


Tier Unhealthy Behaviors Mental Health Disorders
Screening1 


Health 
Coach


2
Benefits of Tier 1: 
• Earlier recognition, less expensive intervention, and fewer costly consequences 
• More efficient utilization and better access to scarce and costlier Tier 2 resources


Brown, Population Health Management, 2011


The Front End of Primary Care-  
Behavioral Health Integration


- Warm, empathic  
- Non-judgmental 
- Expertly trained 
- Monitored 
- Expertly coached


Skilled 
Health 
Coach


- Screens 
- Assessments 
- Intervention protocols 
- Referral resources


Research- 
Based 


Protocols


- Guides service delivery 
- Engages patients 
- Prints session summary 
- Tracks services & outcomes 
- Enables population management 


Health 
Information 
Technology


- QI team  
- Coaching on best 
   practices 
- Quality metrics 
- QI framework 


Support to 
Optimize 
Workflow


BSI:  Best Practices


Coach adds the day’s data to the QI data sheet - table and graph


75


Daily Coach Routine


Metric #1 Pts who completed screens 
Pts eligible to complete screens 


Metric #2 Pts with positive screens 
Pts who saw the Coach 


QI team modifies workflow as necessary
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How to implement BSI 


How to spread BSI


Wisconsin Efforts
• Recruit allies - public and private sectors 


• Establish and document fee-for-service reimbursement 
- Medicaid - Commercial insurance - Medicare 


• Strengthen quality metrics and financial incentives


Recommended BSI Quality Metrics
Metric Metric Calculation


A Screen 
completion


Number who completed screen 
Eligible adults


B Brief assessment 
completion


Number who completed brief assessment 
Number with a positive screen


C Intervention or  
referral delivery


Number who received brief intervention or referral 
Number with a positive brief assessment


D Change in behavioral 
outcomes


Actual change in use by intervention or referral recipients 
Expected change by intervention or referral recipients


Brown, American Journal of Medical Quality, 2015


Population-level impact = A x B x C x D  







Recommended BSI Quality Metrics
Metric Metric Calculation


A Screen 
completion


Number who completed screen 
Eligible adults


B Brief assessment 
completion


Number who completed brief assessment 
Number with a positive screen


C Intervention or  
referral delivery


Number who received brief intervention or referral 
Number with a positive brief assessment


D Change in behavioral 
outcomes


Actual change in use by intervention or referral recipients 
Expected change by intervention or referral recipients


Brown, American Journal of Medical Quality, 2015


Population-level impact = .75 x .75 x .75 x .75 = .32  


Wisconsin Efforts
• Recruit allies - public and private sectors 


• Establish and document fee-for-service reimbursement 
- Medicaid - Commercial insurance - Medicare 


• Strengthen quality metrics and financial incentives
• Develop business models 


- Pay-for-performance (P4P) program  
- Medicaid and other managed care organizations 
- Alternative payment models, such as ACOs 
- Merit-based Incentive Payment System (MIPS)  
- Bundled payment programs - eg, joint replacement & CHF


Hospitalizations Readmissions


Complications


Higher costs Worse outcomes


Poor quality performance


Smoking
Binge drinking
Depression


Other mental 
health disorders


Addiction


Poor self-care 
for chronic 


disease







• Alcohol, drugs and other behavioral issues 
- Prevalent - Large impacts - High costs 


• SBIRT - beneficial for a big problem  
- Brief alcohol interventions are effective and reduce costs 
- Brief drug interventions are effective for some patients 
- Referrals are quite ineffective - bring services into primary care 


• BSI (including SBIRT) - beneficial for a huge set of problems  
- Smoking & depression - effective and reduces costs  
- Obesity, violence, diet, exercise - effective


Summary


Summary
• Key barriers to BSI  


- Skills - Pay - Time 
• Healthcare teams must be expanded 
• Bachelor’s-level coaches are most cost-effective 
• For implementation  


- Rigorous training in motivational interviewing & collaborative care 
- Ongoing coach support - case conferences, audiotaped sessions 
- Quality improvement 
- Software for fidelity, pt engagement, QI & population management 


• For spread  
- Fee-for-service reimbursement = insufficient incentive 
- Pay for performance 
- Other business models


BSI
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Thank you for your interest in School SBIRT. The goal of this project is for selected middle/high school student services or other appropriate staff to deliver SBIRT services with fidelity to students in need. To accomplish this ambitious goal, planning is essential. This planning worksheet provides a guide to promote successful implementation of SBIRT in your district. The worksheet must be completed by a lead administrator (e.g., Director of Pupil Services, building Administrator), a project coordinator (e.g., Program Coordinator, PBIS Coach, or staff champion), and interested others. The more detailed your responses, the stronger your implementation plan will be. This plan must be completed one week prior to the scheduled SBIRT training. Your staff will not be able to participate in the training without timely submission of this plan. Once submitted, your plan will be reviewed by a trainer and feedback will be provided to your district for later revision. Please send your completed and signed plan via email attachment to Tracy Herlitzke, WISH Center Director, therlitzke@cesa4.org. Thank you.



District:							School:	

Date:

Team members completing plan (Names, Titles):







Implementation Agreement



We at __________________________________________ (District or School) agree to the following expectations to ensure that School SBIRT is implemented with fidelity. Staff who are selected for participation in this project will: 	(check box items to indicate agreement)



☐ Complete the Pre-Training Reading and Assignment prior to training (1-2 hours of time).

☐ Participate in two 1-day trainings.

☐ Deliver SBIRT to 2-3 new students per month. 

☐ Complete one Self-Assessment of practice for each student to monitor fidelity. 

☐ Record delivery of SBIRT in a simple spreadsheet.

☐ Participate in a 1-hour monthly teleconference following training for implementation coaching.



 School SBIRT Project Coordinator (Name, Title):  



Signature:  ________________________________________  Date:  ______________________

Email:



 Lead Administrator (Name, Title):  



Signature:  ________________________________________  Date:  ______________________

Email:



		Scope of Project



		1. 1. SBIRT is an evidence-based practice for addressing alcohol/other drug use and is a promising practice for addressing mental health (e.g., depression, anxiety) and conduct problems for adolescents in middle or high school settings.



		a. Which target areas will be the focus of SBIRT in your district/school’s implementation project? Please also note estimated number of students you anticipate in need of services based on past data for target areas.

		☐ Alcohol/Drug use, # students:

☐ Mental Health, # students:

☐ Conduct/Behavior problems, # students:

☐ Other: ___________________, # students:



		b. How does addressing each of the above target areas fit with your existing district priorities or initiatives? Please be specific.

		











		2. 2. To successfully implement SBIRT into your schools, there must be a clear pathway of referral from event to service delivery. 



		a. How will students be determined for receiving SBIRT services, that is, what events will “trigger” a referral for services? 

		Example: A referral to SBIRT will be triggered when:

__ Students receive an alcohol/drug violation

__ Students receive a 2nd office referral

__ Truancy

__ Teacher reports a mental health concern

__ PBIS (e.g., Tier 3 or selected Tier 2)

__ Other:





		b. Once the trigger event occurs, how will it be communicated to SBIRT-trained staff that the student is in need of SBIRT services? Please be specific.

		













		Staff Selection and Support



		3. 3. Selecting the right staff for training is an important aspect of successful implementation. Staff must be willing and able to complete all implementation activities noted on the cover page. 





		Who among the student services team (social worker, counselor, psychologist, nurse) or other appropriate staff will be selected to deliver SBIRT? For each staff, please describe the rationale for selection and indicate staff willingness/ability to engage in the above required activities. 



		Staff Name, Title

		Willing and Able? Y/N



		a. 

		



		b. 

		



		c. 

		



		d. 

		



		e. 

		



		f. 

		



		g. 

		



		h. 

		





		4. 4. The single biggest barrier to implementation that staff report is lack of time. Although SBIRT is highly efficient, successful implementation does require some staff time. For each student, SBIRT typically involves 3 sessions lasting about 15 minutes each. Because staff are expected to deliver SBIRT with 2-3 new students per month, estimated delivery time is 1-2 hours/week per staff.



		a. Will staff be allowed this time to deliver SBIRT? Please explain.



		

















		b. How will building-level administrators be involved to support selected staff’s implementation? Specifically, how will it be ensured that staff will have protected time to deliver SBIRT (e.g., temporary shift or reduction of other duties)? Please explain.

		









		5. 5. A simple data tracking procedure is required in this implementation project. Data will consist of student screening results (administered at initial and follow up times) which will be entered into a spreadsheet provided to your district and will be confidential. This spreadsheet will be sent to the SBIRT implementation coach prior to each monthly teleconference to guide a quality improvement process.



		a. Where will this spreadsheet be located for staff access?

		__ Shared drive

__ School wide data program

__Other:



		b. Who will monitor and support staff regularly completion of the tracking sheet? Also, who will submit the spreadsheet (de-identified from any student information) to the SBIRT coach prior to the monthly coaching call?

		Who will monitor/support:



Who will submit monthly to implementation coach:



		c. At the end of the school year, your district’s aggregate data will be analyzed and a brief evaluation report will be written regarding SBIRT outcomes. How might dissemination within your district promote SBIRT sustainability? How will results be communicated and with whom (stakeholders)?

		



		6. The outcomes of this project will be more successful if existing resources could be allocated to specifically advance SBIRT implementation.



		What resources may already exist within your district that could be used to support this implementation project? Briefly explain how selected resources could advance SBIRT.

		__ DPI AOD Grant Coordinator

__ Other Grant Coordinator

__ PBIS Coach

__ other resources:





		Service Delivery



		6. 7. SBIRT begins with delivery of a standardized behavioral health screening instrument. In this project, the GAIN-SS (Global Appraisal of Individual Need - Short Screen) will be used.



		a. What will be the procedure for obtaining parent consent prior to staff administering the GAIN-SS?

		



		b. The GAIN-SS includes a suicide risk question (item 1e). What will be the protocol for staff response if a student indicates recent suicidal ideation?

		



		7. 8. Although many students will respond well to the Brief Intervention component of SBIRT, some students will require more services, that is, a Referral to Treatment or other service. 



		a. What behavioral health (mental health, AOD use) treatment or counseling services exists for adolescents in your community? Use the SAMHSA Behavioral Health Treatment Services Locator as a guide.



		



		b. What will referral for further services entail? Please be specific about the process.





		



		c. How will parents be included in the referral process?
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