SBIRT Policy Steering Committee 
6/5/15- Minutes 

Main themes:
[bookmark: _GoBack]1.  Summary of our accomplishments to date - thus far our providers (hospitals, FQHCs, Dental programs, and free clinics) have screened over 22,000 patients and delivered over 800 embedded brief interventions. The overall intervention rate of 55% for those at risk; and the rate varies between 30 and 90% based in different medical settings, adoption date, workflow parameters and staff resourcing.  The grant management and provider SBIRT teams regularly discuss and implement methods leading to quality improvement in delivering SBIRT.   Of critical importance is the evaluation team sharing the biweekly census data including intervention rates with providers allowing a complete picture of “SBIRT in action" for that program.  

2.  The current program and patient outcomes of SBIRT were discussed - after 14 months of SBIRT delivery what does the data tell us?  
a) Program level outcomes are successful: we now have 10 programs integrated with universal screening using standard risk stratification tools for drugs & alcohol use, mood disorders and tobacco risk.  These programs have all been extensively trained and adopted the SBIRT protocol to deliver standard brief motivational interventions.  Additionally, we have trained over 150 providers in these standard behavioral health integration protocols.  

3.  The six month patient level outcomes are not available yet; there are a small number of patients in the sample and not enough to draw any definitive conclusions.  On the positive side, we are connecting with 90% of the patients enrolled in the 6month follow-up study - another success for the grant which is graded on this marker.  We expect the evaluation team will have enough 6 month follow-up data in 3-4 months to present preliminary findings in fall.  

Of note; There have been several large scale SBIRT studies demonstrating the positive effects for reducing alcohol use, less drug use, lowered criminal involvement and cost reductions influenced by less need for hospital based critical care.  RTI offered to send the large scale studies on SBIRT cost effectiveness to our PSC - specifically Peter Albert who was asking about clinical and cost saving outcomes from a payor perspective. 

4.  SBIRT data demonstrate the continued need to focus on preventing and intervening with tobacco risk - which is always the most prevalent substance abused at 23% of patients entering into services.  Thus we are incorporating and connecting the project to the tobacco prevention unit’s efforts.  All of our providers have the Quit line resources and can make assertive referrals to get NRT into the required VDH supported phone lines or support groups etc. 
However, one clear recommendation from the PSC members and other providers has been the need for the NRT and the interventions to be embedded within the SBIRT health providers ( or CHT staff) rather than the current system used to access the NRT or help.  The rationale is that patients are making connections to SBIRT & CHT providers and ready to quit now and do not want to wait for NRT or to go to other providers for the tobacco treatment.   
Perhaps we could pilot this as a possibly effective tobacco reduction intervention and sustainability project? 

5.  Marijuana extensive use continues to be the primary drug risk in our population - and thus we are looking into new screening questions to help lead to more meaningful conversations with these patients.  Mark Depman also recommends that we look into any other effective means of identifying misuse of prescribed medications because the rate of patient self-report is lower than expected especially in the hospital setting.  

6.  Payment reforms were discussed and the idea that a new payment method not based on patient billing codes is also needed - Beth Tanzman suggested paying the agency a fee that funds bundled and integrated screening and interventions across a wide range of hard to bill behavioral health disorders.  The payment method may differ dependent on provider type and that the ACO incentives are a similar and critical component of sustainability.  A few North Carolina primary care providers have had some new success billing and sustaining SBIRT through Medicaid codes and we will follow-up with that group for more information.  Also the Vermont codes have been turned on for a while now and are more provider types are able to bill than previously.  

7. The HIT landscape is making headway in terms of specialty provider gap analysis (8 of 10 DAs interviewed) and patient automated screening projects.  UVM and CHCB are working on the CaringTxt contracts.  The HIE integration for behavioral health data is dependent on  large scale system progress including a work around 42 CFR Part 2 -  DVHA’s new initiative with VITL is just beginning to look at the feasibility of this work.

8.  The PSC is looking for feedback to how we can make this committee’s time even more productive, interesting and stimulating for the participants.  Please send any feedback our way.  There was a recommendation to get more specialty and SBIRT providers in the room to stimulate needed discussions and we will do that for the next meeting.



