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BEGIN TRANSCRIPT:
(Slide)
ERIC: …daily are drinking at levels in excess of these two sets of limits: 2 14-5 (ph), or 1 7-4 (ph). And their use, and especially their chronic use at excessive levels, is associated with substantially increased risk of health consequences, work consequences, family, and social consequences. 
Then there’s about 1 percent who are addicted, who are continuously using at high levels, who are experiencing health problems, who are experiencing work problems, criminal justice problems, and are not able to reduce their use of alcohol, or similarly, about the same percentage of drugs. This is only about 1 percent. 
The people on whom we are primarily focused in this presentation around SBIRT, or screening brief intervention referral and treatment, is for this 25 percent who engage in risky, harmful, or hazardous drinking; that’s about 32 million people. Let’s go to the next slide. [0:01:20]
(Slide)
ERIC: The medical consequences of alcohol abuse are - there’s sort of two sets of consequences. Prolonged high levels of use are associated with medical complications, including brain disease, liver disease, cirrhosis, ulcers. Approximately 20 percent of gastrointestinal disorders are associated with higher levels of alcohol use; certain kinds of cancers ranging from mouth, throat, stomach cancers, which have a 50 percent or more risk associated with alcohol use or heavy alcohol use; other cancers such as breast cancers in women, where it’s associated with about 5 percent increase or 5 percent of breast cancer; esophageal hemorrhages; kidney disease; fetal alcohol syndrome. [0:02:20]
This first set is primarily associated with the chronic heavy use of alcohol. It may or may not be dependent, but it is a pattern of high levels of use of alcohol. Many of these conditions we see in older adults. The modal age for many of these conditions is in the late 50s or 60s. 
However, the last category, alcohol-related accidents, younger people who use at high levels of alcohol, who binge drink, are at increased risk of alcohol-related injuries, vehicle crashes, fights, domestic violence, unintended pregnancy, STDs, HIV. This pattern is more characteristic of younger drinkers who drink in excess, but may also not meet the criteria of dependence. But they’re likely to come in through emergency departments, come in through a trauma care, through the problems associated with their acute use of high levels of alcohol. Let’s go to the next slide. [0:03:52]
(Slide)
ERIC: The medical consequences of drug abuse are similar, depending on the specific drug of abuse, whether it’s an opiate, a stimulant, or sedatives. But the medical consequences of drug abuse can also be separated into some of the chronic risk, the risk of chronic use, and the acute use, but many of those are listed here, brain damage, and there’s a mandatory PET scan on the side which shows differences in stimulation of the brain. This is of methamphetamine users, where we see substantial reductions in dopamine response; cancer, heart damage, lung disease, nervous system damage, digestive system damage, and then the impact of the acute problems of drug-exposed infants and children and drug-related accidents. Next slide. [0:05:02]
(Slide)
ERIC: So how do you start the conversation? NIDA recommends - National Institute for Drug Abuse - recommends a single item question that’s a pretty decent prescreener; simply, how many times in the past year have you used an illegal drug or used a prescription medication for nonmedical reason? A positive screen is a “yes” for either of those. 
And the responses providing - we’ll talk about what a brief intervention or referral to treatment is, but the citation is listed there. A single question, sure. Are people going to play down their drug use? Absolutely. Are they going to minimize their drug use? Certainly. Evidence suggests, though, if you don’t ask about it, you’ve got a much lower chance of getting your clients or your patients to tell you about it than if you ask a simple single-item questionnaire. This is the correct question. [0:06:18]
This prescreening question can also be built into the screening questions that might be given patients at intake. In fact, for adolescents and also for some young adults, doing these kinds of - asking these kinds or answering these kinds of questions, you know, on an online or paper and pencil, tends to produce higher rates of reliable responding and positive responding. Next slide. [0:06:59]
(Slide)
ERIC: The National Institute for Alcoholism and Alcohol Abuse similarly recommends a single item question that is pretty sensitive to problems, and specific. The statisticians talk about specificity and sensitivity. Sensitivity means if your patient has a problem, the screening question is pretty good at picking it up. And specificity to the statistician means that if you don’t have a problem, the screening questionnaire is pretty good at not saying that you do. And for both the NIDA question and the NIAAA question, they have high levels of sensitivity, picking up a problem if it is there, and specificity, meaning they don’t identify people who don’t have the problem. [0:08:00]
So for NIAAA, the single item question that they recommend, is how many times in the past year have you had, for men, five or more drinks on a day, or, for women, four or more drinks on a day, in a day? It identifies unhealthy alcohol use, and a positive screen is one or more times. 
Now, the intervals for both of these two questions can be modified without doing damage to the question. So it can be modified to in the last three months, or in the last month. This would help make it much more useful as also a clinical tracking tool, similar to what many of you are probably doing with depression questions such as the PHQ-9, the Physician’s Health Questionnaire 9, in which what we’re able to do is both identify patients who have depression and then also track changed scores: Are they responding to our treatments. These two questions do a reasonable job also of identifying changes, clinical changes, over time, hopefully in the direction that we want. Next slide, please. [0:09:18] 
Now, a standardized questionnaire similar to the PHQ-9 was developed, oh, about 15 years ago by the World Health Organization and it’s called the AUDIT. The AUDIT stands for the Alcohol Use Disorder Identification Test. And what we have up here is the AUDIT-C, the AUDIT-C for consumption. And these are three questions which have been shown in international studies and validated numerous times in U.S. studies to be very good at identifying people who are drinking in risky or unhealthy ways. [0:10:09] 
Now, they’re fairly straightforward questions: How often do you have a drink containing alcohol? How many drinks containing alcohol do you have in a typical day of drinking? And how often have you had, and this is for men, five or more drinks on one occasion? A positive screen is equal to four for men, or three for women and for adults over age 65. 

Now, the AUDIT-C does a much better job of identifying people who are in that risky category. Many, many of us were trained to use a four-item alcohol questionnaire called the CAGE. The CAGE stands for the four questions about have you ever wanted to cut back, or have others criticized you about your drinking? Have you had an eye-opener because of shakes? Have people criticized? Have they really gotten on your case for your drinking? These questions do a pretty decent job of identifying patients who are in that 1 percent, who are in the dependent level and are already experiencing a lot of social and physical and work and health-related problems. But it doesn’t do a very good job on the 25 percent of the population who are drinking in ways that put them at increased risk of health then and social and work-related problems. The AUDIT-C does a much better job. 
So these three questions are quite similar to the two questions that many of you are familiar with, the first two questions of the PHQ-9, that are used as prescreeners and that can be used very well in busy primary care practices or can be used also in an vehicle health center practice. Let’s go to the next slide, please. [0:12:26]
(Slide)
ERIC: This is the full AUDIT. The AUDIT has ten items. And as you can see over on the right, these are the citations from the World Health Organization, where you can download copies. They’re copies in English, Spanish, and I think 15 or 20 additional languages. How long does it take? For the AUDIT-C it takes less than two minutes. And we’ve been doing a lot of work with employee assistance programs, and to complete the three items generally takes about 30 seconds. [0:13:10]
The AUDIT, the full AUDIT, all ten questions, can take generally less than five minutes to be filled out. But as you can see, it’s asking questions which, at the beginning, are primarily about quantity and frequency, and then other questions ask about consequences and impact on health and social functioning. Next slide, please.
(Slide)
ERIC: Fortunately, an awful lot of the materials are available online and are available free to you. This is a terrific tool. It’s alcoholscreening.org, which was developed by Boston University and joined together and is maintained at alcoholscreening.org. It has the AUDIT-C built into it, and the last that I checked,, they had about 1.5 million people had taken the AUDIT-C and gotten feedback anonymously on how their scoring on the AUDIT-C compares to other people of their age and gender. [0:14:30]
The alcoholscreening.org is a terrific tool that is just getting better and better, because it is incorporating more of the motivational interviewing and cognitive behavioral feedback that has been found to be effective for people with unhealthy but not dependent alcohol use problems. 
And so this is one of those resources which is free, it’s anonymous. It also probably works better as a screening tool and as a monitoring tool for adolescents and young adults than does asking them in clinical sessions. Let’s go to the next slide, please. [0:15:16]
(Slide)
ERIC: NIDA, National Institute for Drug Abuse, has also developed an online tool; it’s called NIDAMED, and it’s the NIDA QUICK SCREEN. And this is what you would see if you go out to this web site, drugabuse.gov/nmassist. And this has a more extensive screening, but it’s a self-assessment tool that provides feedback. It’s particularly good around prescription drug misuse and illicit drug misuse. [0:15:59]
So it’s very straightforward where an individual - again, all of this is anonymous. There is no tracking in any of this, and it is all free. This is based on the Assist, which is a screening tool which was developed also by the World Health Organization and has been validated internationally and in the United States. 
So here is a second tool which is available. The Boston University and Join Together group also have developed and maintain a drug abuse screening tool called - at drugscreening.org, and that uses a screening tool called a DAST, D-A-S-T. Let’s go to the next slide, please. 
The National Institute for Alcoholism and Alcohol Abuse has given us a tremendous tool; it’s a brief brochure called “Rethinking Drinking.” It’s available online at this resource here: rethinkingdrinking.niaaa.nih.gov, and it’s available free. There’s a place you can click on the web site that you can order large volumes of this brochure, I think it’s a 16-page brochure, which goes through everything that we’re going to be - Bill and I are going to be talking about today and it makes it available to your clients. I typically go out and request batches of 500 or 1,000 copies. And it has all of the things that we will be discussing: The screening questionnaires and the motivational interviewing and action planning that we’ll be discussing across today. [0:18:12]
But one of the things that I like particularly about it is that you can leave it for individuals to pick up and use on their own. We have ordered and now have - in the public ambulatory mental health program from the district, we make hundreds of copies of these available for the seriously mentally ill patients who are waiting for med checks. An employee assistance program that is maintained by the International Brotherhood of Electrical Workers in San Diego has ordered thousands of these and sent them to all of their union members and their families. [0:18:58]
A company, 3M, up in Minnesota, has ordered them and has distributed them to all of their patients - all of their employees, because it does such a good job of helping an individual kind of walk through what are the consequences of my drinking or of my family members drinking, and how might we make changes to reduce risk? Let’s go to the next slide. 
(Slide)
ERIC: And this is what you would see. This is what you would see if you would go out to the Rethinking Drinking web site, so all of what I will be talking or we’ll be talking about is available out here online, and I really recommend that you take a look at it and take it for a test drive. Thanks a lot. 

LAURA: That’s good, Doctor, Eric (ph). 
ERIC: That’s it.
LAURA: Just want to - a quick question we had. Somebody had asked if the AUDIT-C was in the public domain, or there were royalties and fees associated with that.
ERIC: Excellent question. This is developed by the World Health Organization and it is in the public domain, the same as the Assist. We think it’s very important that - two things. One is that, as a field, we adopt effective evidence-based screening tools and that they be in the public domain. The Assist and the AUDIT are both free, and all of the scoring manuals and everything are available online. [0:20:31]
LAURA: Great, thank you.
ERIC: Bill?
BILL: Well, good afternoon, everyone. I’m going to just state what is brief intervention, and then I’m going to move on to the next slide. And this is not what an intervention looks like or feels like at any point in time. This is where we all begin to collaborate on how we’re going to address our patients who possess alcohol or drug-related disorders. Let’s go to the next slide. [0:21:09]
(Slide)
BILL: I’m going to try to assist in capturing for you what a clinical or daily practice looks like. In primary care, that will be the predominant, since I’ve been involved in primary care settings for the last 15 years. And then give you an idea at least how the perception is with the communities in regards to our community mental health centers and our wraparound intensive alcohol and drug programs that then we all access or that we all utilize in our communities. 
First and foremost, for primary care practitioners, biggest issue is usually reviewing the statistics within your community; I’ll use our Southwest Virginia area as an example of that. We have a high script med abuse and correlate it to a high mortality rate in terms of that particular use, and so that becomes very important to our primary care team members. Then you start looking at alcohol and drug-related problems in the patients that enter our doors. [0:22:26] 
So I want to try to give you first - I think it’s important to give you some mechanisms that you can hopefully use, whether you’re working in primary care or if you’re working in community health setting. 
I also further looked at reviewing the bidirectional dollar which some of the - our CSVs have applied for, and I think that’s very important because we all collaborate together on this particular problem that seems to - you know, the same patient that enters our ER systems, our hospitals, our community health centers, free clinics, all other forms of clinics for substance abuse. So the same patient; the same patient that reflects basically most of our high medical cost. [0:23:15]
You know, we start looking at co-occurring disorders, we start to see it in a different light, and basically meaning that we don’t separate out the disorders. We don’t say there’s now a common drug problem over here, and then there’s a medical problem over here, and then - and who’s going to see them in that sort of thing? 
All of us who have been involved in mental health work, substance abuse counseling, and that sort of thing know it’s, you know, a collaboration is the key in really working with this type of patient and if it possesses this particular alcohol and drug-related problems or addictive behavior.
So what I’m going to do is just kind of give you an idea first, maybe if that’s okay from a community health center, and we run seven clinics in Southwest Virginia. And what brought us together prior to Michael Lardiere and the first SBIRT - I’ll call her SBIRT and gathering that occurred in 2009 - that prior to that for the - for most of the - from 2000 to 2008, we’re in discussion of how we were going to address this patient in our clinics and how we were going to assist in the forms of treatment that seem to work the best and to review the types of measures and tools that might work the best with validity and standardization of those tools. [0:24:42]
And when we started discussing all of that, we started to look at three areas that was critical. And first of all, access to that patient was high priority, so quick access; I can’t say enough about that. 
Second would be, as SBIRT would describe it, and what is the brief intervention. Brief intervention in this style is truly what it is, to identify the patient first in our clinics, more so in primary care obviously than it would be in community health work. Your community health work will identify probably 20 percent of that population. Usually when I look at the statistics over the last ten years, I think we’ll all agree that the majorities are around the 20 percent range. [0:25:28] 
In our primary care clinic, we can pretty much identify that patient and that percentage is much higher in our primary care clinics. And so when we started to discuss exactly what mechanisms we’re going to look at  - or one obviously was our - and you know, I mentioned this - is our electronic health record. In 2006, we integrated that system and began to identify data that basically, for the most part in our daily practice, again - and I’m going to give you kind of a - or attention - give you kind of a process that starts from the front desk, and we’ll move out towards our behavioral health provider who’s providing that form of treatment, the alcohol and drug form of treatment. [0:26:18]
So the first step was to identify the types of measures that we felt, actually felt, with regards to all the information that Dr. Pepper (sp?) has provided you, we use. We use the CAGE. We use the CAGE A. We use the AUDIT, a bunch of our BHCs, and I’ll describe what I mean by BHC. Just think of it as a behavioral health provider who’s basically into a domain of seeing anywhere from 12 to 15 patients a day, and their job and position is to provide feedback to each and every PCP, or primary care providers. [0:26:59]
When we started looking at our problems in our area, how extreme they were and the mortality rate was just going up, and we look at this from the juveniles, ages 14 and into adulthood, the figures are just outrageous. And I want you to remember that, because that’s what initiated us to start working together, truly working together. 
All of our primary care practitioners identified with an MD, a PA, FNP, or all supportive nursing staff, our LPNs, our medical assistants, our MAs of sort, really had to be aboard in trying to understand how we were going to address this patient that we saw daily in our clinics, and from identification, we were then going to determine was there a positive and negative. So to give you an example of how, you know, we operate and hoping to share with you; they’ll create some ideas for your clinics as well. [0:28:04]
But from the front desk, the demographic data is critical. Demographic data will tell you a lot about your patient from a medical standpoint, a psychological standpoint, and the possibility that there’s been some use in the past or current use. And that information which obviously go into - for those who use electronic records, you can paper format. But again, I’m going to reiterate, electronic records accesses information quickly, and therefore, intervention and the treatment can be conducted much quicker and briefly and come to a conclusion of what treatment really looks like. So please keep that in mind; we’re going to talk about this subject. 
We then enter into health status examinations. Most of us know, when we go to our PCP, we’re going to be weighed. They may look at our body mass index. They’ll look at our blood pressure. Just a variety of health-related examinations will occur. [0:29:08]
What we’ve done is made the alcohol and drug - the brief alcohol and drug assessment that Dr. Goplerick’s (sp?) been talking about. We like the AUDIT, but when it swells (ph) we like the CAGE. We like the PHQ-9 if we break it down in terms of the two first questions. 
But for whatever you use, brief is good, and creating a result, whether it be positive or negative. If our supportive nursing staff conducts the health status examination, inclusive of doing this assessment, then what it does for our providers, it will provide, let’s say, a positive, whether it be alcohol, whether it be benzodiazepine, whether it be opiates, whatever. At that point, it provides our medical provider a review of information. [0:30:03] 
A lot of questions that have been asked up to us all the time, it can become a barrier, is the amount of time that the medical provider has for their visits. And if it does lie and was inside the E&M codes, your management codes - when we give you an example of someone with a negative, obviously would not be reviewed for referral to our - for our behavioral health staff. 
But if it was a positive, again, that’s conducted within minutes of reading those particular questions, whether it be three questions or four questions, changes four (ph), and so that information’s provided in the electronic record. And the E&M code used, usually on a standard, might be the 99213 or the 99214. Most all medical providers, the understanding whether there’s a 15-minute or a 20-minute, 25-minute medical visit, allows that to occur and make the appropriate referral to our behavioral health staff. [0:31:12] 
When we start looking at treatment, and I think later on Dr. Goplerick (sp?) or myself will discuss a little bit about the code at a later time in the webinar here. But the purpose of reviewing that, the next step usually occurs, is that information is put into two particular day practices within our electronic record. And to clarify that for you is just streamlined appointments, and basically where you can pull up any of our behavioral health staff’s schedules; if there’s a no-show, a reschedule that will be filled immediately with those particular patients. Our turnaround time for these patients, we want them short and brief, and that usually occurs within - with anywhere between two to four days. Particularly if that was community mental health, you might be looking at, again, a [human assistance] (ph); obviously different. It might be intake from the time you see someone; it might be within 30 days or maybe more, maybe longer, just given our system in our area. This is feedback from our executive directors, from our CSDs. [0:32:25] 
I mention that again because I want to keep you focused on the idea that this is really about conducting brief assessment, brief - or I should say further assessment by the behavioral health staff, and then conducting brief intervention. All of our behavioral health care providers conduct their business, their sessions, within 15 minutes in the exam room, or that will be conducted in 30 minutes in their streamlined schedule. 
So most of you may ask the question, I’m sure there’s others on to understand what BHCs do and how they conduct their business, but they are definitely correlated into primary care. You have to keep your primary care philosophy cap on when you’re looking at this model. And I can’t tell you enough of the identification of the substance abusing disorder patient and how we can provide some intervention. And in leading to some form of functionality, our key in primary care is to produce their deal, their daily living activities, into functionality and working towards abstinence, some form of harm reduction, and whatnot. [0:33:44] 
So some of the questions that are always brought up is that our - what type of providers, behavioral providers, do you have in your clinics. We have psychologists who are trained in substance abuse, their specialty. We have licensed professional counselors. We have licensed clinical social workers. We have licensed substance abuse professionals, strictly that, called CSA, here in our system of care. Those are critical to lining up... [0:34:17] 
Again, I go back to the statistic that seems to confront us all the time, and that is - and if you start looking at that to particular patient, you’ll start - and we’ll talk about this later on - how that’s reviewed under co-occurring disorders. And what I mean by that is medical diagnosis associated with an alcohol and drug problem, and so this gets into complications. This becomes more - in primary care, this becomes more of a health issue rather than looking at it as a substance abuse issue. 
Our patients tend to grasp this one-stop shop and utilize the MI intervention system, brief CBT. So for those of you who have heard motivational interviewing, all of our providers have been trained in that particular area. It’s non-confrontational techniques, always that work best. [0:35:09]
One thing we have become enlightened by, I should say, is that everyone needs the primary care practitioner. And when you collaborate a PCP, a primary care practitioner, with a behavioral health provider, and you utilize these techniques - MI, brief CBT, cognitive behavioral, and can be used in brief format, then you can tend to get a non-confrontational patient. 
So we’ve experienced, at least over the last six years, when we started to really focus in on our particular alcohol and drug-related disorder patients that are coming in our front door, this seemed to be highly workable when we use terminologies such as health consciousness, health consciousness rather than substance abuse problem; you know, it’s a health issue. And so that seemed to kind of deter from confrontation. [0:36:08]
We’ve got a better response rate. And when I say “response rate,” I’m thinking more in terms of functionality, okay? So not using at all, or weaning off a particular medication that they’ve been on for years, abstaining from alcohol, just on through the list of the type of patients that enter our door. I might mention that  - 

ERIC: Bill?
BILL: Yeah.
ERIC: Yeah, Bill, this is Eric. Perhaps what would be good is if maybe I can explain what goes into the brief intervention, and then you can show the - how this works in practical, when you have different kinds of clients.
BILL: Okay. That sounds good, okay, all right. 
ERIC: So - go ahead.
BILL: I’ll go ahead and conclude here based on the time, and then that might be better off later in the webinar.
ERIC: Okay, that would be better. [0:37:08]
BILL: Okay.
ERIC: Okay. So the slide that you have in front of you here of the elements of a brief intervention protocol, and “protocol” sounds a little bit fancy, these are the steps which Bill’s - primary care clinicians and behavioral health providers would do in a typical SBI for alcohol or drugs. Screening; providing some feedback and education about risks and guidelines; some normative feedback, how this individual who, in a sense, ranks, how risky is their current use; some fairly simple advice and expression of clinical concern; provision of resources; closing on good terms and making a referral if there’s dependency or a more complicated condition. Let’s go to the next slide. [0:38:03]
(Slide)
ERIC: Very important is that this is not confrontational. This is informational and supportive clinical interaction, not a whole lot different than what you would do in working with a client who has poorly controlled diabetes or who has serious depression or who has any of a series - any of the other behavioral problems that people have for which they have the primary responsibility for deciding how they will manage, or manage with you, the condition that they have.
So a non-judgmental tone of feedback from, say, the AUDIT or the Assist might be, you know, something like we have here. From your responses, your drinking puts you at a higher risk for many health and emotional concerns more than other people who drink at lower ranges. These questions that you are asked have been asked to thousands of people, so you can compare your drinking to others. Your score was at whatever level, which places you at a moderate or high-risk category. And the data at the bottom, 72 percent of adults don’t drink, or drink at low-risk levels, 8 percent drink at moderate risks levels - 20 percent - and 8 percent is high risk levels. Next slide, please. [0:39:37]
(Slide) 
ERIC: Then - and this is the same process, and in fact the same techniques are used for tobacco dependence - is discussing the health risks of alcohol or other substance use. Unhealthy alcohol use can put you at high risk for injury, for accidents, for health problems, and with your list which you could modify. And next slide, please. [0:40:09]
(Slide)
ERIC: And a very simple reflection: You may not be aware that the recommended guidelines for healthy alcohol use, or use of alcohol, are no more than one drink a day or seven drinks per week for women, and no more than two drinks a day for men. Next slide, please. 
(Slide)
ERIC: And then - ignore that sound in the background; it’s another phone. An expression of simple advice and concern: Reducing your consumption to safer drinking levels can decrease your risk of health problems. I advise you to cut back your alcohol or drug consumption. That simple 30-second expression of concern and advice in a well-controlled study in five different health systems produced a reduction in alcohol, drug, and weight, diet concern, risky behavior in 10 to 30 percent of clients. [0:41:28]
Now, is this going to be successful for a very heavy sustained alcoholic who’s been drinking at high levels for a long time? No, probably not. But just as we have learned around people who smoke tobacc - who smoke, that if their physicians or counselors ask them, and ask are you ready to ready to consider making changes in your smoking, the same approach works for alcohol and other drug use. “Are you - I advise you to cut back. Are you ready to think about it? Are you ready to take some steps?” Let’s go to the next stage, the next slide, please. [0:42:19]
(Slide)
ERIC: And you can provide your client at that point or your patient with some resources; the Rethinking Drinking booklet that I had already talked about; the Tips for Cutting Down on Your Drinking; a very important publication, the Harmful Interactions of Alcohol and Other Medications as information. Often people are unaware, and providing them with authoritative information from the government can be very persuasive and powerful. Let’s go to the next slide, please. 
(Slide)
ERIC: Then these are the steps of exploring motivation using motivational interviewing, or MI, and cognitive behavioral therapies. And motivational interviewing is an exploration of ambivalence; the pros, the things that people like about their alcohol, drug, or tobacco use, and the negatives. Often, people have ambivalence. And what Prochaska and others who have looked at stages of change have found is that not everybody who comes in your office is ready right at that moment to change their behavior; they may be at an earlier stage. [0:43:40]
So a success - a clinical success may be to move them along so that they’re actually thinking about it or actively planning, or they move into “Yeah, I’ve been concerned about it, I really do want to make a change.” Explore their readiness, and we’ll show you the importance in confidence rulers. Explore their goals around quitting, or cutting down, or maybe making no change. They may not be ready to change. And what has been the most predictive thing in a clinical interaction as to whether a client or patient is going to change their behavior is if they spontaneously start making change talk, if they start saying, in their own words, something to the effect of “I really want to cut back,” or “Yeah, I’m going to start tomorrow to make a change.” Let’s go to the next slide, please. [0:44:42]
(Slide)
ERIC: Exploring the pros and cons is a very important part of this exploring the ambivalence. Here’s some of the statements (ph) or kinds of questions. “Well, what are the good things about your life, your drinking? What do you like about it? What are some of the less good things? What concerns do you have about your drinking? If you were to change, what would it be like?” And after that exploration, that discussion: “Where does this leave us now? Where does it leave you now, you think you - after you’ve thought through the pros and the cons of your drinking?” Let’s go to the next slide. [0:45:21]
(Slide) 

ERIC: Very important and a useful tool is an importance ruler. “You’ve been talking about your drinking. You are drinking at higher levels than a large majority of the U.S. population. How important is it to you to quit using or to begin treatment? If zero is not important and ten is very important, what number would you give on that scale of zero to ten?” Let’s go to the next slide. [0:46:00]
(Slide)
ERIC: Now, very few people will start at - will say the zero, “I don’t want to change; I like everything that’s good about it.” But very few people are going to say ten, “Yeah, definitely, I want to go.” If they say a three, but you say “Boy, yeah, you’ve got seven more to go,” you say whaa (ph). You said “It’s a three. Why wasn’t it a zero?” 
So what you’re doing is increasing the ambivalence or awareness of ambivalence. “What would have to happen for it to become much more important for you to change, to move it from a three to a five or to a seven?” 
So in exploring the importance, you take whatever the level that they give you and say, “Well, why wasn’t it less? What are the things that are holding it up as high as you scored it? What would make it more?” Let’s go to the next slide. [0:47:04]
“How confident are you? If you decided right now to stop drinking or to stop smoking cigarettes or to stop drinking, you know, a six-pack before going home, how confident do you feel about succeeding in this? Again, the same: Zero is not confident, ten is confident. What number would you give yourself?” Let’s go to the next slide. 
(Slide)
ERIC: And using that information, say “What would make you more confident about making the changes? Why have you given yourself such a high score on confidence?” Even if it was a three, why wasn’t it a zero? “How could you move up higher so that your score would go from X to X, X to Y? How can I help you succeed?” You can see how this is not a confrontational; this is supportive. This is helping an individual explore his or her own ambivalence about their use and to make their own decisions and endorse making changes that are their changes, not yours. Next slide, please. [0:48:24]
(Slide)
ERIC: And then assisting with an action plan. “If you were to decide to change, what might your options be? What would your next step be? How will you do it? Are there any ways that you’ve done it in the past that’s been successful? Is there anything that you found that was helpful in a previous attempt to quit? What has been worked? What people can help you do to make your plan?” And see, making - this is - you’re - actually builds a lot from the chronic care model in which the individual and his or her family are the ones who are going to be spending 95 percent of the time and effort in making the changes. So what is their action plan? Next slide, please. [0:49:13] 
(Slide)
ERIC: And it’s important to close on good terms, to thank them. They’ve discussed something that may have been very sensitive and an expression of appreciation that they have been willing to share with you, their ambivalence and their concerns. Next slide. 
(Slide)
ERIC: Now, for some individuals, as you’ve done with the assessment, they may have either comorbidities or have more complicated conditions where you may want to suggest to them a referral for additional treatment, for medication to assist in treatment, or for a referral to specialty care. And using the same non-confrontational approach, something along the lines of based on what you’ve totally - “I would encourage you to consider getting additional help. I’d like to refer you to…” [0:50:18]
Now, one of the problems, and Bill can probably talk about this a bit later, is for many people in the primary care world, there’s no place to refer, which means what do you do if you have a client? And that’s where you schedule “I’d like you - to see you next week,” or “I’d like to see you tomorrow,” or “I’d like to see you in three weeks, and we’ll continue to just work on this and I’d like to continue talking about you, this with you.” Let’s go to the next slide, please.
(Slide)
ERIC: Putting it all together; here are two really good slides of what does a sensitive brief intervention look like? That’s this first YouTube video. Unfortunately, we can’t play it for you, but I encourage you to cut it out and play it. [0:51:11]
The second is why we should really care. And this little 35-second reading of a letter from a client who had a substance abuse problem, who had never been asked about it, and in a brief intervention in a primary care setting, was asked, received a brief intervention, and wrote back a letter, which we often don’t get. The letter thanked the clinician for asking and for caring. It’s an emotional piece for the clinician who received the letter, and it really is kind of emotional to see it. Let’s go to the next slide, please. 
(Slide)
LAURA: Dr. Goff (ph), I wonder if before we move onto - and very exciting topic that a lot of people are really interested in now in terms of the billing code and financing, why do clinicians - a quick question before we wrap up kind of the great presentation you did about the brief intervention. We had one or two folks, and I think this will be there for either of you to kind of speak to, is for the medical model of SBIRT, is there kind of only one brief face-to-face session with a client to gather information and then you kind of refer an appropriate…? Or a leading question also spoke to, you know, does the intervention have to happen within two to three days, or they wanted reinforcement that it could actually happen at the same time that you did the screening? [0:52:36]
ERIC: No, the screening and brief intervention are often called SBI, because they’re more effective when they’re done immediately and together. And the research suggests that a follow-up, whether it’s a face-to-face or by telephone, is far more effective in helping patients to reduce their risky drinking than just a single session alone. [0:53:07]
But just as we found with tobacco cessation, that a brief advice from an authoritative figure such as a physician or nurse or a psychologist, social worker, helps a small percentage, but a definite real percentage of people cut back on their use. Providing them with medications and ongoing treatment is far more effective. 
The same thing in this case with alcohol or drug use, which is that a brief intervention is far more effective than just expecting the patient is going to get better on their own. And that providing additional counseling and medications for patients with depress - with dependence is far more effective than just a single brief intervention.
LAURA: Great, thank you. 
ERIC: Now, just very quickly to talk about billing. I doubt that anybody on this call or very few of us on this call got into - became physicians, nurses, psychologists, social workers, counselors, because we really cared about billing. However, if you don’t - as we know, if we don’t have money, we don’t have mission. And we’ll talk a little bit about how do you actually get paid for doing screening, brief intervention, and treatment. [0:54:40]
The American Medical Association approved billing codes for alcohol and drug screening and brief intervention, and the web site here that’s listed provides quite a few resources that can be used, but let’s go to the next slide. [0:55:00]
(Slide)
ERIC: These are the CPT codes, the common procedure and terminology codes, that are AMA codes that can be used for billing, for screening, and brief intervention. This is either in outpatient, primary care, behavioral health, outpatient, inpatient, or emergency department these codes can be used. For commercial insurance and Medicaid, the 99408 and 99409 codes are applicable. These are average outpatient rates, okay? So an emergency department rate or an inpatient rate is substantially higher than these two. 
For Medicare, just for some of the peculiarities of the way that Medicare was designed, had to use other codes, so these G codes are - absolutely just defined exactly the same way. It’s just that for Medicare patients you have to use these G codes and not the CPT codes. [0:56:12] 
The end, there is one state that uses these H codes, the Medicaid codes, but we have 17 or 18 states that use the CPT codes for screening and brief intervention. Let’s do the next slide. 
(Slide)
ERIC: Bill, want to talk about what the real world is like? 
BILL: All right. I’m going to try to capture this given the times that we have, and I’ll go back and reflect upon what we were talking about before, and, you know, from the front desk and on. And as the patient enters, they always end up with a health status exam and then folks just state that the brief interventive, the same measure or two, you use those; say the CAGE or the AUDIT, see? [0:57:01]
And let’s say it’s positive, and at that point in time that particular individual entered an exam room. We’ve all sat in an exam room before, so I want you to visualize the idea of you going for an examination for a medical follow-up and you have an alcohol problem. And we’re going to extend - for the second time, we’re going to extend it into chronic. And so you’re dependent and addicted to alcohol. 
At that point in time, then I’ll (ph) - steps by an LPN or one of our MAs will locate that particular patient in the exam room. And then the provider, the medical provider, whether it be, again, an MD, FNP, PA, with those particular credentials, will enter the room. And they will conduct their usual medical examination, whether it be a new established patient or a follow-up. 
And the reason why I inform you of that is because I’m going to take you where - you know, each state has a different view on how these codes are reimbursed; that was very obvious when we met up with Cherokee Health, and it was a totally - totally, like, night and day in terms of how our managed care systems reimbursed, whatnot. [0:58:11] 
But to let you know, Commonwealth of Virginia is one of the states that receives reimbursement for the SBI codes. And the way we have worked that, and it seems to work the best, keep in mind, sustainability is a big ordeal and the director has to review that. 
And, you know, so at the exam room, let’s say it’s approved by the medical provider, they give the 99408, because the 99408 is the initial assessment code that seems to be more practical for the medical provider to use, because they can identify that patient and put it into our data explained (ph) with our health - our HIT system and record that. 
But at that same time, all of our providers roam (ph) the exam room. So we work out what we call a BHC model of care, and that’s simply meaning that we do everything from brief assessment and brief intervention and follow-up and referral. We work very closely with our CSDs with our intent to wrap around alcohol and drug programs that we have in our communities. [0:59:19]
So at that point in time, let’s say that someone like myself enters the exam room; we’re talking about 15-minute or 20-minute. And for those, just to clarify what a E&M code is, all medical providers understand these. You’re getting to that process where it’s the 99213 and 99214. Basically this means a complexity of medical care issue, and that could be inclusive of an alcohol and drug problem if there’s a positive on the screen.
If it’s a negative, then that issue is not necessarily brought up at that point. It may be at a later time, when we conduct a reassessment. But to give you an idea, again, 99408, that is a billable code in the Commonwealth of Virginia, and it is reimbursed as Dr. Goplerick (sp?) had stated at the rates that you viewed on the screen. I might, at that point in time, end up seeing that patient the same day. We receive same-day service and we are reimbursed for the medical visit as well as the alcohol and drug visit as I would claim it to be. [1:00:25] 
I would then use the 99409; view that code as more of a further assessment by your behavioral health provider, and then they begin to initiate the interventive process. To let you know, Medicaid does allow reimbursement for that code for behavioral health provider in the Commonwealth of Virginia. Again, every state is different, and I would just encourage everybody to talk with your MCOs, your managed care organizations, that’s tied to your Medicare and your Medicaid systems, because if you work in community health that dollar is in need and for sustainability. [1:01:03] 
The biggest step here is the MI. Some of the evidence-based techniques that are used are wonderful. They are the MI, the non-confrontational approach that we use. We might associate that with the PCP in the exam room, or it may be in my office in streamlined scheduling, but the goal is the same, is to work with that patient from a more - let’s go to the next slide quickly. 
(Slide)
BILL: Give an example of that, let’s say Dr. Andrews; it states that he’s dealing with a hypertension issue; he claims it’d be high blood pressure. There’s been a positive on the AUDIT or of the CAGE. And at that point, discussion begins. As the doctor definitely had stated, the initial questions are provided at that point, non-confrontationally speaking, letting them know that there’s a health issue. [1:02:00]
And a lot of times, when we address it from a health issue rather than a substance abuse issue in our trainings, it seems to be non-confrontational all on its own. So the techniques are good, but in regards to that, most of the time they’re truly doing a work on that hypertension and it might be associated with alcohol dependency. And let’s go to the next slide. 
(Slide)
BILL: Give you an idea, you know, the two circles, you know, what goes on would be the behavioral health really (ph) assesses and reveals the patient has alcoholism. The BHC, again, that could be behavioral health provider. Let me clarify: BHC is one of the 30-minute sessions, and if you see BH, if you ever see BH providers, then those are the ones who conduct our psychotherapeutic session. 
So just to let you - just to let me clarify whatever model of care you’re using in your system, but either way you’ll be assessing identifying the symptoms of depression, because we all know that this is co-occurring. This is where the complicated medical picture comes into being. And you start to see this more from a holistic approach. You see the fact that this individual is dependent on alcohol, which is one issue to be addressed. Your depression level is one issue to be addressed. I can put another circle up there, let’s say, in regards to this case, thyroid problem, that we all know can cause depression, and with certain medications of that nature there are drug interactions if they continue to consume, you know, ethanol or alcohol abuse. All right, let’s go to the next slide. [1:03:37]
(Slide) 

BILL: Issues that we have in our area that we’ve seen associated at even levels in our clinics is hepatitis C, is liver, an enzyme impact dysfunction, and so a lot of association we address, we address the association between hepatitis C with their alcohol intake. We address it with their hypertension with your increased blood pressure. This may not be a familial (ph) issue. Simply put, this may be an issue where the medical provider needs to know, in coordination with their behavioral health provider, that the blood pressure is increasing about 10 to 15 points and this particular patient has been drinking on a daily basis. [1:04:28]
Again, just an example, where - and I put down here in regards to lab work; it’s constant. No thyroid disease; all right, well, that’s good. There is evidence of hepatitis; we’ll say hepatitis C. At this point, patient is referred out to the specialist. 
And this issue, let me mention to you, with HIPAA law and substance abuse counseling, this becomes an issue. So we need to keep that on the table, and we’re discussing with our specialty care people. And we always tell the patient that we are a primary care team and this issue is addressed between all providers in order to get you better, in order to help you with that. And then - and when I explain that, it becomes more of an issue of self-management skills. 
So we’re all in an area of planning where self-management skill is being discussed with our primary care and with our patients. And it’s even more important with our alcohol and drug patients who have these other complicated medical or diagnoses. [1:05:27]
So you can see the benefits where your primary care and your behavioral provider coordinate a plan of care from these three circles in order to, you know, help the management reduce blood pressure; hence, manage and reduce alcohol consumption, and hence, receive treatment for the hepatitis C as well; that as we all know, ethanol over time and intent to use can impact and make that viral count, hepatitis C viral count, increase. [1:06:00]
So you can see the interconnection is the reason why I brought this up, is because, you know, we’re not dealing with fragmented silo effects. We truly are dealing with complicated patients that need to be addressed from a more whole-being approach. And let’s go to the next slide. I think that was…
(Slide)
BILL: You can see again as we discussed, you know, at some point in time now, we’re talking about maybe conducting some other measures like the Beck Depression Scale, Hamilton Depression Scale; whatever brief tool, again, brief tool, you might utilize in addressing it. And the patient, again, is addressed with maybe some form of psychotropic medications that might assist them as they’re maybe in a withdrawal state or they’re working towards harm reduction or abstinence of sort that - utilizing SSRI or, at some point, antidepressant therapies would be very helpful for this particular patient. Let’s go to the next slide. [1:07:00] 

(Slide)
BILL: The consideration between all these entities when it is in the mix is clear; it’s really the coordination relationship between the PCP and the BHC. You know, when we all discuss how we’re going to use the SBI codes, and again, in this format, let me back up and say, in this regards, the 99408 usually - and if anybody wants to know this, it has to be used with a modifier by the PCP for a patient with this complexity. A modifier is just distinguished between the provider so you can get reimbursed for both medical and behavioral health, so that’s in the Commonwealth of Virginia. 
Well, people ask me all the time from state to state. But I would encourage you now to talk with your managed care organizations under Medicaid and whatnot and go towards this whole integrated care process, especially with our alcohol and drug patients, because again, the percentage seems small, but the amount of medical cost and healthcare costs is tremendous. 
And so hence, we had placed a focus on here in the interest of using the SBIRT code, the SBI codes, are important. And as Eric had brought up before, if you work in community health or you work in community mental health, you are in a sustainable mode, and so this can generate some revenue and can assist the patient, you keep them out of ER, friends (ph) can give them a right referral, meaning all of our BHCs triage with our community service boards for a more, oh, should we say, intense chronic disease and just health issue of alcohol and drug dependency and addiction. And we work closely with our community service boards in addressing this particular percentage of population that they enter our clinics. [1:08:50] 
And we offer office space as well to some of those few service boards that are willing to bring their case managers aboard and review the treatment at that point from the primary care into more intensive alcohol and drug addiction management. Let’s go to the next slide. [1:09:12]
(Slide)
BILL: Okay. And I wanted to actually juice it up a little bit and throw in someone then who has other than another major psychiatric disorder. And so for all of us who are trained as psychotherapists and who have seen many substance abuse patients, we get into histories. And so in this case, you have a history of post-traumatic stress disorder now added to the circles, the list. And we also add in another effective analytic abuse - Xanax. And so it gets very, very complicated. And hence, the reason for why, why should we - we should be working out of a PCP and a BH model of care, a more integrated care model to address substance abuse disorder patients, because they’re much more complex than we see, as you can see here. This individual ends up with several other complications and dependencies based on their script med abuse. And so none of this would have been determined if they hadn’t have been seen by two specialty providers; that would be your PCP and your BH provider, okay? And the next slide. [1:10:30]
(Slide)
BILL: Eric?
ERIC: Okay, just really quickly I’ll touch on some of the resources which are available to you that are real clinical backup. NIAAA has developed this incentive, this is the web site, helping patients who drink too much. It’s Clinician’s Guide; it’s primarily for prescribers. There is going to be a companion guide for non-prescribers which will be out I think in the fall. Next slide. [1:11:02] 

(Slide)
ERIC: There is a terrific set of resources that NIAAA has developed. There’s online training that comes with free CMEs and continuing education credit for physicians and nurses; really excellent video cases that are primary care-based and give you a range of examples of what good screening and brief intervention is about, and here is the web site is at the bottom. Next slide. 
(Slide)
ERIC: NIDA I think has not done - that’s interesting - NIDA has I think not done quite as good a job in producing immediately useable materials, but this is a nice guide that’s a resource guide that’s been developed by NIDA around screening and some brief counseling for other drugs, and there’s a web site. Next slide, please. [1:12:00]
(Slide)
ERIC: So why do people use drugs, alcohol and other drugs? Feels good; self-medicating emotionally, physically, but there’s some negative consequences. And what our job is with the screening and brief intervention is to help them assess that balance, and if possible, put our thumbs a little bit on the side of the negative consequences and help them develop a plan. 
(Slide)
ERIC: I think this - the next slide may just have some sort of advertising. But what it will do I think - okay, just sort of in conclusion, I think that this would be a good point to go to questions that have accumulated. Laura? 
LAURA: Thank you. Okay, if you’ll move it to the slide that shows people how to close their question. 
(Slide)
LAURA: We’re going to clear the line so that if you would like to - if you dialed in using your phone, you can click on the hand icon and we’ll open your mike. [1:13:02]
Bill, what is one of the first questions we have? 
ERIC: Thanks, Laura. “Eric and Bill, we’ve had several questions that asked how often you’d recommend doing these screenings. And the second part of it is can you cite any examples of health centers or primary care settings where they’ve actually been able to fund a full-time person to do these screenings with the reimbursement that’s available through the SBIRT rates?” 
BILL: Well, Eric, I could respond to that question. Well, first of all, every patient is screened; that’s the first step. Every single patient is screened for a positive or a negative. So a positive, if they do have an alcohol and drug problem within the clinic, or a negative, because you never know what stressors - you never know what the patient is exposed to. They may come back and you’ll do a reassessment. So we even do reassessments on those particular patients that have had negative results on the screens, and that’s the first. [1:14:08]
The second is that’s a good question, and I can tell you this. We have been able to fund health education, and that’s given the generated revenue - I mean back in 2009 and 2010, I can say that we’ve generated enough revenue to pay for a good health educator; that would be anywhere around $35,000 a year, and that in itself - other than the providers, that in itself has been an extra well-added addition, because the health educator addresses - as well as diabetes, cardiovascular, and COPD - they also address substance abuse and the health illness impact that that has on sugar and well (ph). [1:15:00]
So I’m kind of giving you a - had funded a full-time behavioral health provider, no, not at this time. But keeping in mind we work in community health, we’ll run anywhere from 45 percent to 49 percent noninsured. Our Medicaid base could run anywhere from, let’s say, 28 to 34 percent. And our Medicare base in our area, so you’d - so if you look at that data from a Medicare percentage, Medicaid percentage, or noninsured percentage, it has been difficult to review just those funds specifically for a full-time behavioral health provider. 
Could we have done part-time behavioral health provider versus - we weighed it in more because we were in need and you have to do a need analysis. But you can generate enough revenue, or at least as we see it in our clinics, and it has been very helpful to be able to access the health educator to assist us with that, especially in case management. [1:16:08] 
ERIC: Also I think that the organizers of the webinar will be able to make available to you a reimbursement manual that has been developed in Wisconsin, where they’re working with FQHCs in - I don’t know, I think it’s over 30 FQHCs across the state, where they’re probably among the most advanced in the country around reimbursement. They are also now working in Minnesota. And in both places they are working to pair depression screening and counseling and, you know, medication management with alcohol and drug screening and brief counseling, and I think probably also throwing in tobacco screening and treatment. [1:16:58] 

And so the reimbursement guide that I think that the organizers of the call will be able to make available to you is the tool and is the most advanced tool in the training for how do you make sure that you do get paid and you can get the maximum amount paid for doing SBIRT.
LAURA: Great, thank you. We’re going to open the phone line now. Ms. Laranka (sp?), your phone line is open if you have your question. [1:17:28]
FEMALE SPEAKER: Oh, I’m sorry, I didn’t have a question. 
LAURA: Okay, thank you. While we go to the next person, we did have some questions about A, how frequently do you screen, but then also on co-occurring, mental health and thoughts and views. Could you speak a little bit to kind of identifying one, and then when you have two, how do you treat? Just some of the issues about when you kind of come across that.
MALE SPEAKER: Bill Flayter (ph).
ERIC: The recommendation from the U.S. Preventative Services Task Force and what is baked into the Veterans Health Administration’s electronic health records is that patients are screened at least once per year in primary care for their alcohol use. And as far as co-occurring conditions, the co-occurrence between especially depression and alcohol use is so high that the - and the evidence is so clear that you get - you do not get progress on one if you aren’t also getting progress on the other. [1:18:44] 

We no longer are really paying much attention to sort of which came first; rather, it is that they are co-treated. Both the depression and the alcohol are treated together, just as the alcohol and diabetes would be treated together. Bill? [1:19:00]
BILL: Yeah, I’m going to have to reiterate that’s a yes. You know, given the slides we’ve put up, and as you reflect upon those, the very rationale behind it is you don’t fragment out providing treatment just for substance abuse and then ignore high sugar levels, high blood pressure, smoking, or Eric had brought up tobacco use; high correlation between alcohol use and COPD, so a lot of your chronic pulmonary conditions and whatnot. 
But as a team effort, I might address it from a team effort, and we see it as a primary care team member effort and not just, you know, behavioral health over here by its lonesome. And that may be a model that you might want to look at because it certainly allows all specialty providers to discuss what their part might be in providing treatment to this particular patient that’s so complex, so yeah. [1:20:04] 

LAURA: Great. Thank you both. I apologize, we’re at the end of our 90-minute webinar today and we have a lot of questions that people have posted. I do want to make a commitment that with the help of our crew members we will share your questions that you may have typed in with them and see if we can kind of form that into kind of a Q&A document that will be posted along with a copy of the PowerPoint slides and a recording of today’s webinar online. You’ll get that other information in an automatic e-mail in the next 24 hours, so please be looking for that. We do want to make sure that your questions are addressed. We have some great ones dealing with the clinical nature of SBIRT, as well as, you know, financing and other challenges in getting this up. 
And with that, I do want to say both of our presenters have shared some very useful and practical information that really complements some of the other webinars that the Center is doing through the Center for Integrated Health Solutions and getting a webinar recording that puts (ph) you on motivational interviewing and upcoming webinars on behavioral health staff working in primary care and how those models work. [1:21:11] 

Any concluding remarks that you’d have, Dr. Werner (ph), or my co-moderator would like to share? 
ERIC: I’m just saying invite everybody to the June 1st webinar with Dr. Sinaye L. Fingerblout (sp?) on primary care and behavioral health, and then the September 14th session on brief intervention and strategies for behavioral health conditions in primary care. Thank you very much. 
LAURA: Thank you again to our presenters, and have a wonderful afternoon, everyone.
BILL: Yes, thank you. [1:21:49] 
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