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ABSTRACT
Stacy Sterling: Barriers to and Facilitators of Implementation of Screening, Brief
Intervention and Referral to Treatment for Risky Substance Use for Adolescents Pediatric

Primary Care: A Qualitative Interview Study
(Under the direction of Asheley C. Skinner)

Alcohol and other drug problems can be devastating to adolescents’ health, mental
health and well-being, and early detection and intervention are critically important.*
Pediatric primary care, with its emphasis on health promotion is an opportune setting in
which prevention and early intervention for substance use problems can occur.*> Screening,
brief intervention and referral to treatment (SBIRT) for alcohol and drug use problems is a
public health approach to early intervention for substance use problems endorsed by the
National Institutes of Health, and the Department of Health and Human Services and the
Substance Abuse and Mental Health Services Administration,®® and recommended by major
medical organizations.’®® SBIRT for adolescents has not been widely implemented in
pediatric health care settings however, and there is little research on factors contributing to its

implementation in pediatric primary care.'®*’

This dissertation uses qualitative data from Key Informant interviews with Kaiser
Permanente Northern California (KPNC) and community-based pediatric and specialty
mental health and substance abuse treatment clinicians, policymakers and clinical staff to
examine feasibility and factors — environmental, organizational, provider- and patient-level,
and the nature of the intervention itself — which may inhibit or facilitate implementation of

SBIRT in pediatric primary care. The dissertation culminates in a Plan for Change focused



on pragmatic steps to facilitate the implementation of adolescent SBIRT in a large integrated
healthcare delivery system, KPNC. The qualitative analysis and resulting implementation
plan are informed by the findings on implementation outcomes from a cluster-randomized,
hybrid implementation and effectiveness trial of different modalities of delivering SBIRT in

pediatric primary care, conducted in KPNC.



“Youth is a dream, a form of chemical madness.”
-F. Scott Fitzgerald, Tales of the Jazz Age
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CHAPTER 1: INTRODUCTION
Problem Statement

Alcohol and other drug (AOD) problems can be devastating to the health, mental
health and life trajectories of adolescents; the National Center on Addiction and Substance
Abuse calls adolescent substance abuse “America’s #1 Public Health Problem.”*® Although
rates of substance use have generally declined over the past forty years among youth in the
United States (U.S.), the most recent Monitoring the Future national survey of 8", 10" and
12" graders found that underage drinking and drug use is still highly prevalent, and the
continued high rates of both the use of certain substances (alcohol, marijuana and
prescription opioids), and certain practices (e.g., binge drinking), even among young
adolescents, are worrisome. In 2015, 10% of 8" graders, 22% of 10" graders and 35% of
12" graders reported past 30-day alcohol use; 3% of 8" graders, 11% of 10" graders and
21% of 12" graders reported having been drunk in the past 30 days, and 7% of 8" graders,
17% of 10" graders, and 21% of 12" graders reported past 30-day marijuana use.'® Substance
use is closely associated with the three leading causes of mortality and morbidity in this age

|21,22

group — accidents, homicide and suicide®® — as well as with medica and mental health

comorbidities, >

and early detection and intervention can make a critical difference in
adolescents” health and wellbeing.® Recent studies have demonstrated the significant and
potentially irreversible damage which the use of substances, including alcohol and marijuana,

the substances most commonly used by adolescents in the U.S., can cause to developing

adolescent brains.?*! As trusted health care professionals with regular contact with many



adolescents, pediatric primary care providers (PCPs) are ideally placed to identify substance
use problems before they become more serious.*”

While behavioral health problems — substance use and mental health — are among the
most common pediatric health conditions in the U.S.,* far fewer than half the children and
adolescents in need of care ever receive services, particularly specialty substance abuse
treatment.**** Certain population groups, including Latinos and African Americans, are
especially unlikely to receive care.***® Many families never seek care, and many of those
that do, because of issues of system capacity and insurance coverage, among others, have
difficulty obtaining it.*" Because most families will never seek specialty care, primary care
visits provide critical opportunities to detect substance problems,*® and more children in the
U.S. with behavioral health conditions receive care for these conditions from their primary
care provider than from any other type of provider.*® Studies have found that PCPs may be
especially effective agents to provide this care,* and adolescents and their parents have been
found to be receptive to screening and intervention by pediatricians,” and to have positive
perceptions of care when their pediatrician discusses “sensitive” topics, including substance
use, with them.>* Effective adolescent substance abuse prevention and early intervention
relies on identification and intervention approaches that are effective, feasible, flexible and
implementable in real-world clinical settings. As yet however, standardized screening and
intervention for adolescent substance use problems has not been widely adopted in pediatric
primary care in the United States.

Screening, brief intervention and referral to treatment (SBIRT) is a public health
approach to early intervention for substance use problems endorsed by the National Institutes

of Health, and the Department of Health and Human Services and the Substance Abuse and



Mental Health Services Administration.®® SBIRT may vary in how it is delivered — in
length, type of clinician, format, etc. — but it is most commonly informed by Motivational
Interviewing, a therapeutic approach that has been used to address a wide variety of
behavioral health problems, but most extensively with substance use. It is patient-centered
and non-confrontational, and focuses on increasing readiness to change and self-efficacy,
using empathic listening techniques, and increasing the perceived discrepancy between actual
and ideal behavior.* Interventions incorporating motivational interviewing techniques are
thought to be particularly well-suited to the developmental stage of adolescents, due to their
non-confrontational, non-judgmental approach, and frequent incorporation of decisional
balance exercises,”* and studies have found that motivational interviewing can be effective
for reducing substance use in adolescents,>**® including those with co-occurring substance
use and mental health conditions.>” While many brief interventions, particularly those
designed to be delivered by physicians in busy medical settings, do not incorporate all the
components of motivational interviewing, most are informed by the motivational
interviewing approach and can be adapted to a variety of settings and interventionists.

The efficacy, effectiveness, cost-effectiveness and feasibility of alcohol SBIRT in
adult primary care has been well-documented,?®? although the evidence on the efficacy of
adult SBIRT for illicit drugs is mixed.®*® There is a smaller but growing body of research

suggesting that SBIRT may also be effective for adolescents,®” "

and a recent meta-analysis
found that alcohol screening and brief intervention produced significant reductions in both
alcohol use and related problems among adolescents and young adults, across diverse
populations and modalities.>* Nevertheless, the efficacy and effectiveness literature is less

robust than for adults, the cost-effectiveness of SBIRT for adolescents has yet to be



established,” and there is little research on factors contributing to its implementation in

75,76

pediatric primary care.’®!’ Based upon reviews of the evidence,”"® the U.S. Preventive

Services Task Force determined that the evidence for screening and behavioral interventions
in pediatric primary care is currently insufficient to recommend its use, for either alcohol,’’
or illicit and non-medical prescription drug use.’

While the research literature on SBIRT for adolescents in primary care is still
developing, intuitively and anecdotally, identifying risky health behaviors in the context of
primary care provider visits, and pediatricians and patient discussions about avoiding risky
behavior or minimizing risks, would certainly seem to be sound clinical practice and
consistent with the preventative orientation of pediatric primary care. National pediatric and
adolescent medical organizations agree, and many have issued guidelines that specifically
endorse regular alcohol and drug screening for adolescents. The American Academy of
Pediatrics (AAP) suggests that substance use be included in the health history taken at each
visit starting at the age of 8, and their 2016 “Recommendations for Pediatric Preventive
Health Care” recommends alcohol and drug use assessment beginning at age 11, including:
“risk assessment to be performed with appropriate action to follow, if positive.”* Similarly,
the American Medical Association’s (AMA) Guidelines for Adolescent Preventive Services
recommends that youth from 11 to 21 should have at least an annual preventive health visit,
with screening for alcohol and drug use conducted at each visit.*%** 78

Other forces are also driving the dissemination and adoption of SBIRT for
adolescents, including major philanthropic investments, such as the Conrad N. Hilton

Foundation’s $50 Million Substance Use Prevention Initiative

https://www.hiltonfoundation.org/priorities/substance-use-prevention, which is directed



https://www.hiltonfoundation.org/priorities/substance-use-prevention

toward supporting multi-pronged, prevention and early intervention efforts aimed at reducing
adolescent substance abuse. In spite of this growing momentum for the adoption of SBIRT
for adolescents however, most health systems — public and private — have not implemented
routine SBIRT for adolescents, and the NIH has recently called for research on both its
effectiveness and factors related to its implementation for adolescents.? Findings from this
dissertation add to what is known about the challenges and opportunities involved in
implementing SBIRT in pediatric primary care.

Topic

A qualitative exploration of the environmental, organizational, provider and patient
and intervention factors which inhibit or facilitate implementation of SBIRT for adolescents
in pediatric primary care to improve early identification of and intervention for substance use
problems among adolescents, and development of a plan for implementing SBIRT in
pediatric primary care across a large, integrated healthcare delivery system.

This dissertation uses qualitative Key Informant interview data from a cluster-
randomized, hybrid implementation and effectiveness trial (RCT) examining implementation
outcomes and effectiveness and cost-effectiveness of adolescent SBIRT in an integrated
healthcare delivery system, Kaiser Permanente Northern California (KPNC). The RCT
randomized Pediatric Primary Care Providers (PCPs) in a large Pediatrics clinic to one of
three arms — a Usual Care arm and two alternative modes of delivering SBIRT: 1) by PCPs,
and 2) by Behavioral Health Clinicians (BHCs). Pediatricians and BHCs were trained in the
same empirically-supported SBIRT protocol, treatment fidelity was monitored, and
performance feedback provided to both types of clinicians. The RCT used data from the

health system’s electronic health record (EHR), collected during the course of clinical care,



to examine provider-level outcomes (screening, assessment, brief intervention and referral
rates), patient outcomes (alcohol and drug use and related problems), and cost-effectiveness.
The Parent RCT collected qualitative data, through Key Informant interviews with
KPNC pediatricians, nurses, medical assistants, receptionists, behavioral health (Child &
Family Psychiatry and Chemical Dependency treatment) clinicians, and Pediatrics and
Behavioral Health leadership. It also included non-KPNC clinical leaders and policy-makers
from public, private and governmental pediatric health care delivery systems, in order
provide some context for the within-KPNC analysis, in terms of understanding which
barriers and facilitators might be unique to this closed, integrated system, and which are more
universal, and therefore generalizable, to other healthcare systems. This dissertation involves
an analysis of these Key Informant interview data in the context of the current evidence base,
informed by implementation findings from the parent RCT, and guided by an implementation
research conceptual framework, concentrating on the barriers to and facilitators of
implementing SBIRT for adolescents, and the implications for clinical practice and policy.

Specific Aims

Aim 1: Qualitative Analysis of Implementation Process, Feasibility. Examine the
process of SBIRT implementation, barriers and facilitators, and intervention fidelity within
KPNC, through semi-structured qualitative interviews with providers and staff (PCPs, BHCs,
Nurses, Medical Assistants, Child and Family Psychiatry and Chemical Dependency
treatment program clinicians, Receptionists, and pediatrics and Behavioral Health leaders) in

the study.



Aim 2: Examine differences and similarities in barriers and facilitators to the
implementation of standardized SBIRT for adolescents across health care delivery systems —
public and private — outside of KPNC.

Aim 3: Development of a Plan for Change, informed by study findings, to guide

implementation of adolescent SBIRT within KPNC.



CHAPTER 2: CONCEPTUAL MODEL
Consolidated Framework for Implementation Research

The conceptual model I use for this analysis is informed most strongly by the
Consolidated Framework for Implementation Research (CFIR), developed by Laura
Damschroder and colleagues.®® The process of developing the CFIR involved a careful
review of the extant implementation science literature, analysis of the key components of
each of the models identified for conceptual and empirical strength, and a synthesis of the
most promising constructs from each into a single flexible, overarching framework for
organizing and guiding the implementation of health services research findings into practice
and policy. The CFIR organizes key factors influencing implementation of an intervention
into five major domains: the characteristics of the intervention, the outer setting, the inner
setting, the characteristics of the individuals involved and the process of implementation.
Within each of the five broad domains, Damschroder identifies more specific significant
constructs which may contribute to implementation effectiveness. A complete list with brief
descriptions of all the CFIR constructs is included as Appendix A. | use the CFIR model to
guide my examination of factors related to the effective implementation of SBIRT, analysis
of Key Informant interview data, and as pertinent and as applicable, to shape the Plan for
Change.

CFIR domains. Characteristics of the Intervention. As conceptualized by
Damschroder and colleagues, the characteristics of the intervention consist of both its

indispensable “core components” which cannot be changed without losing its essence, as



well as its “adaptable periphery,” i.e., elements which can be adapted to the circumstances of
different contexts. Examples of intervention characteristics include the source of the
intervention, the evidence of its strength and quality, its relative advantage over alternative
approaches, its adaptability, trialability, complexity, design quality and cost.

In the case of this analysis, these characteristics include factors such as the SBIRT
modality, the effectiveness of SBIRT generally and the different modalities specifically, the
individual elements (the screening, the brief intervention, the referral to treatment process),
pediatricians and policymakers’ perceptions of the strength of the evidence base on SBIRT,
and the relative time required for the intervention. Mode of SBIRT delivery — whether
pediatrician-delivered (“PCP”) or behavioral health clinician-delivered (“BHC”) —is a
particularly salient characteristic in this study because evaluating the effectiveness of the two
intervention modalities, against each other and compared to usual care was the focus of the
Parent RCT. It is not known which type of provider is best suited to effectively deliver
SBIRT to adolescents in pediatric primary care settings. Both PCP- and non-PCP-delivered
SBIRT have been found effective in adult studies.®**" Studies using non-PCPs to deliver
screening and brief intervention for adolescents have shown promising results.”##4#°
Although many adolescent SBIRT studies were conducted in schools and other non-medical

community settings, %2

a recent Portuguese study found promising results for SBIRT by
nurses for youth in PC.** Non-PCPs such as BHCs may be a cost-effective alternative to
PCPs for providing SBIRT to adolescents in PC. Health care delivery workforce issues such

as these are becoming increasingly important as policy-makers search for ways to decrease

costs while increasing the quality and spread of preventive health care services such as



SBIRT, and as health systems adopt models of primary care such as the Patient Centered
Medical Home which rely on a team-based approach to care delivery.**

Outer setting. The outer setting includes factors such as the larger legal, political,
regulatory and social environments which will influence the process of the adoption of the
intervention, which in this case includes things such as the effects of Affordable Care Act
and Medicaid expansion, and other health care reform legislation; state and federal mental
health and addiction parity legislation; behavioral health benefit “carve-out” policies; related
changes in public perceptions about the impact of behavioral health on overall health; and
changing laws and regulations regarding marijuana and prescription opiates. Other salient
outer setting factors include Health Effectiveness Data Information Set (HEDIS) alcohol and
drug problem identification and treatment initiation and engagement performance measures),
and recommendations from scientific and medical organizations such as the USPSTF, the
AAP, AMA and AAFP, and the NIH and the CDC. Factors such as reimbursement for
SBIRT and its inclusion or exclusion as a covered benefit may also influence
implementation, although this is less relevant in the particular context of Kaiser Permanente,
which uses a capitated payment model, but could be an issue for non-Kaiser, fee-for-service
organizations.

The CFIR also includes factors such patient needs and resources, cosmopolitanism,
peer pressure, and other external incentives in the outer setting. In this dissertation, patient
factors — needs, preferences and characteristics which may influence the likelihood of being
screened, assessed and provided with interventions or referrals to specialty care, of initiating
specialty behavioral health treatment, including demographic characteristics, substance use

problem severity, and medical and psychiatric conditions — are of particular interest. For

10



example, boys and older adolescents may be more likely to come to the attention of providers
and be screened, as may those with psychiatric conditions.**® Adolescents with substance

2L23 and it

use problems often have more medical and psychiatric problems than other teens,
may be that having multiple competing clinical issues reduces the likelihood of addressing
behavioral health problems. Conversely, comorbidities may give providers an entrée for
initiating a conversation about substance use with patients. Interviews explore how patient
characteristics may be associated with SBIRT implementation.

Inner setting. The CFIR “inner setting” consists of the proximal context(s) in which
the intervention would be adopted, such as the clinics (general pediatrics, adolescent
medicine, family practice), and health systems (integrated health care delivery system such as
KPNC, Federally Qualified Health Center, private pediatrics practice). Inner setting includes
factors such as organizational and clinic/practice structure, networks and communications,
culture, and implementation climate; (e.g., specific things such as organizational hierarchy,
time allotted for appointments, competing screening and other preventive care priorities,
clinic resources and structure, staffing levels, workflow, HIT capacity and EHR tools and
use, etc.),

Characteristics of individuals._The role of the characteristics of the individuals
involved in the implementation process (in this case the pediatricians and other clinicians,
staff and policymakers at Kaiser Permanente and the other organizations) involves factors
such as their roles (different types of providers and staff); professional training, skills,
expertise and orientation; attitudes toward both the intervention itself, the “problem” being

addressed (adolescent alcohol and drug use and other risky health behaviors), and the process

of implementation; and knowledge and feelings about the intervention and process, including

11



self-efficacy, confidence and motivation and individual stage of change. ***% Individuals’
identification with the organization, and other personal attributes can also potentially impact
the implementation process. Provider demographic characteristics such as gender, age and
years of experience may also play a role in how well providers identify substance use and
other behavioral health problems and risk factors, and how well they intervene, and so may
also impact implementation of SBIRT10%107.108

Implementation process. The last major domain in the CFIR is the process of
implementation itself, which, in order to be successful, must incorporate and respond and
adapt to the elements of the other four domains, and which involves planning, engagement,

execution, reflection and evaluation activities.

Additional Implementation Science Influences

This dissertation is also influenced by other models from the implementation science
literature, such as the Dynamic Adaptation Process (DAP) of the Exploration, Preparation,
Implementation, Sustainment (EPIS) model of evidence-based practice implementation,
developed by Gregory Aarons. The DAP and EPIS include careful consideration of the
dynamic tension between the adaptation and fidelity of evidence-based innovations, as well
as explicitly examining the roles of type of organization (public vs. private) and leadership
involvement in the implementation process, factors which will be key to the development of
this Plan for Change.'®**° This dissertation is also informed by Everett Rogers’ (1995)
seminal model of diffusion, and by the Institute of Medicine’s work on moving evidence-
based drug and alcohol treatments from research to practice.*** It also integrates factors from
the literature on barriers and facilitators of SBIRT, and from a model colleagues and |
developed describing the provider, patient, and organizational characteristics that influence

112-114

adoption of evidenced-based substance abuse treatment, as many of these same factors

12



will also influence adoption of SBIRT practices in pediatric primary care settings. The role
of the CFIR as it applies to each component of this dissertation is discussed further in

Chapter 9.

Outer Setting

SBIRT

Implementation

. I\ Process of
/ Implementation:
* Planning

Inner Setting Engaging
Executing
Reflecting
Evaluating
Training
Leadership

Figure 1. Adapted Consolidated Framework for Implementation Research (CFIR)
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CHAPTER 3: SYSTEMATIC LITERATURE REVIEW
Behavioral risk factors, including risky substance use, significantly threaten
adolescent health and well-being, and are a compelling public health problem.® The CDC has
identified six categories of risk behaviors as contributing to the leading causes of mortality
and morbidity among adolescents in the U.S., and alcohol and drug use is consistently ranked
among the top of those six.™ Their use puts teens at risk of death or injury from motor

20,116 a5 \well as

vehicle and other accidents, poisoning, and interpersonal violence,
development of medical conditions linked to alcohol and drug use.?**'"**® Moreover, adult
substance disorders, which pose a significant public health burden,'*® frequently begin in
adolescence,'®® and early alcohol and drug use initiation is associated with the development
of such problems.*?*?? Finding interventions to identify and intervene early with teens at
risk of developing substance use disorders is a critical public health goal.

This review examines the extant literature on the efficacy, effectiveness and
implementation of screening, brief intervention and referral to treatment (SBIRT) for

adolescents in pediatric primary care settings.

Literature Review Methods

Sources of materials. | considered materials from several sources, including: 1) the
MEDLINE and other literature databases available via PubMed; 2) the CINAHL, PsychINFO
and ERIC databases, via EBSCO; 3) United States’ governmental reports and websites:
National Institutes of Health, Substance Abuse and Mental Health Services Administration,

Centers for Disease Prevention and Control, and Department of Health and Human Services;
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4) national medical organization reports and websites: American Medical Association,
National Medical Association, American Academy of Pediatrics, American Academy of
Family Physicians, the Society for Adolescent Medicine, the Society for Adolescent Health
and Medicine; U.S. Preventive Services Task Force; and 5) foundation and non-profit center
reports and websites: Center for Adolescent Substance Abuse Research (CeASAR), the
National Center on Addiction and Substance Abuse at Columbia University
(CASAColumbia), the Robert Wood Johnson Foundation.

Inclusion/exclusion criteria: | focused on literature describing the efficacy,
effectiveness and implementation of SBIRT and brief interventions in pediatric primary care
settings for substance use problems among adolescents. Studies and reports were eligible for

review if they examined patient outcomes (e.g., substance use (e.g., binge drinking, quantity

and frequency of use, abstinence), substance use intentions/expectations, AOD-related
consequences, problems and behaviors (e.g., intoxicated driving, legal problems, school

performance, family conflict) or implementation outcomes (e.g., screening rates, brief

intervention rates, referral to specialty treatment rates).

Samples. Studies and reports were eligible for review if they focused on adolescents
or youth between the ages of 11 — 18. Studies or reports that included people 18+ were
eligible only if they also included younger adolescents. Consistent with the focus of the
parent trial, which studies an intervention delivered to adolescents to age 18, in a pediatric
setting, studies which focused exclusively on college or university populations, to the

exclusion of younger adolescents, were excluded.

15



Settings. Only those studies conducted in primary medical care settings — Pediatric,
Family Practice and other primary care clinics serving adolescents — were included.

Language. English; non-English materials were included if English language
translations were available via PubMed.

Publication date. Publication dates were not limited.

Types of studies and reports. Randomized trials, quasi-experimental studies (e.g.,
trials which involve asynchronous intervention, or self-control designs), observational
studies, longitudinal follow-ups of trials, program evaluations and descriptions, systematic
reviews, and meeting and conference abstracts from peer-reviewed journals (print or on-line)
or governmental, foundation or other non-profit organization sources were eligible for
review.

Search terms. The sources described above were searched using the search terms in

Table 1.

Table 1. Systematic Literature Review Search Terms

Concept Search Terms
Adolescents Adolescent, adolescence, teen, teenage, youth
Screening, Brief Intervention SBIRT, SBI, screening, “brief intervention,”
and Referral to Treatment assessment, “brief treatment,” “brief advice,” “brief

counseling,” ”Motivational Interview(ing),” MI

Risky substance use Alcohol, drug, substance, marijuana, “risk behavior,”
“behavioral risk,” abuse, dependence, “hazardous use”

Pediatric health care setting Health care, pediatrics, pediatric, “health clinic,”
medical, “health setting,” “urgent care,” “primary
care.”

Study descriptors Efficacy, effectiveness, implementation, feasibility,

review, analysis
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In addition to searching the data sources described above, a snowball strategy was
used, to include references (which met the established eligibility criteria) cited in the original
articles, reports and websites. Articles designated as “similar to” or otherwise recommended
by search engines (e.g., PUbMED) based on searched articles, were also a source of
materials.

Assessment for second-stage review. All materials found during the initial search
were reviewed to determine if they merited further review. Abstracts of journal articles, and
reports (those for which abstracts exist), were reviewed to determine if they met eligibility
criteria. If materials did not include an abstract, they were scanned for suitability. Full
versions of materials which appeared to meet inclusion criteria were obtained and assessed
further for inclusion in the review.

Articles were organized using a MicroSoft Excel spreadsheet, which included the
following categories: citation; type of study (e.g., randomized clinical trial, observational,
program evaluation, etc.); intervention or program description; sample/study
N/comparison group (if any); type of provider or interventionist delivering intervention;
outcomes measured and data sources; evidence of efficacy; effectiveness or feasibility
(e.g., strength of association, predictive ability if multi-variate or multi-variable models were
used, effect size, statistical significance, etc.); overall quality of study (e.g., studies were
assessed for types of bias, e.g., selection, attrition bias, recall bias, randomization results; for
strength of study design, e.g., experimental vs. quasi-experimental vs. case control vs.
observational; for validity, reliability and salience of outcomes measures; and for adequacy

of controls, if any) ; and any other important limitations.
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Literature Review Results

One hundred and sixty-six papers were identified through searches as potentially
eligible for inclusion in the review. Following abstract review, 107 merited further review,
and full versions of those articles and reports were assessed for inclusion in final review.

68,123-126

Fourteen studies were found: five trials, a randomized pilot,” a quasi-experimental,

asynchronous, self-controlled trial conducted in two countries,®’, a secondary analysis of data

128 75,76

from that trial,"*" an observational study,'?® and two systematic reviews, and three non-
trial implementation studies.’®™** The venues for the studies in the review included primary
care clinics, either Pediatric or Family Medicine. See Table 1 for detailed information on
studies in pediatric primary care settings.

Evidence of the effectiveness of SBIRT and SBI for adolescents in primary care
settings. Unlike the extensive literature on SBIRT in adult primary care, there have been
relatively few studies of SBI or SBIRT in pediatric primary care in the U.S., and recent
systematic reviews of behavioral interventions in primary care for alcohol misuse and for
illicit drug use and non-medical prescription drug use, conducted for the U.S. Preventive
Services Taskforce, both found insufficient evidence to recommend their use for
adolescents.” " An early randomized trial of SBI in pediatric primary care by Boekeloo
found significantly higher rates of alcohol use and related outcomes in the intervention arm
compared to usual care, which the authors attributed to intervention participants’ increased
willingness to disclose risk behaviors as the result of receiving the intervention.? Findings
from a randomized pilot of SBI in a pediatrics clinic by D’ Amico which compared usual care
to a 15-20 minute M1 delivered in a primary care clinic, and also examined the effect of a

booster phone call. They measures peer influence (including perception of % of students in

school who drank or used marijuana, how often they spent time around people who drank or
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used marijuana, friends’ consumption of AOD), intentions to use alcohol or marijuana in
next 6 months, quantity and frequency of alcohol and marijuana consumption (days per
month, number of times used per day, quantity of drinks per day, and number of binge
drinking days), use-related consequences, and social desirability. The authors found that
those in the intervention group were less likely to report intention to use marijuana in the
next 6 months, reported a lower perceived prevalence of marijuana use at school, reported
fewer friends who used marijuana, and reported using marijuana fewer times on the days
they used, compared to the usual care group (all p<.05). However, this pilot was limited by a
very small sample size.® Elizabeth Ozer and colleagues examined the effects of primary
care-based screening and brief intervention in a large, integrated health care delivery system.
The two-part intervention included screening, brief advice and referral on a variety of risk
behaviors by pediatrician, followed by a same-day reinforcement session by a health
educator on the same topics, aimed at increasing the teen’s self-efficacy about reducing
behavioral risk.

Fourteen year-old primary care patients who were due for or had scheduled a well-
visit in one of the three clinics were contacted for recruitment. A comparison group
consisted of California Health Interview Study (CHIS) adolescent participants, (711-14 year
olds and 699-15 year olds). Substance use measures included “ever used alcohol” and “ever
used drugs.” The authors found no evidence of an effect of the intervention on self-reported
alcohol or drug use, compared to the comparison group, but the questionable comparability
of the control group makes it difficult to draw conclusions about their findings.'?®

More recent studies, with stronger methodologies, have shown promising results. In

2012, Harris et al. conducted a study in 19 primary care clinics in the U.S. and the Czech
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Republic, using a quasi-experimental design, in which sites served as their own historical
controls (UC), to examine the effects of computer-facilitated substance use screening,
pediatrician-delivered brief advice. The intervention involved patients (12 — 18 years old)
completing a substance abuse screening instrument prior to their appointment, which
assessed level of use and related consequences; receiving their substance use screening score;
and reviewing information on the computer about the health risks of substance use.
Pediatricians were given a report with the patient’s screening results, risk score and a guide
to talking points for their conversation with the patient.®” They examined past 90 day
quantity and frequency of alcohol, cannabis, hard drug consumption, perceived alcohol and
drug use by peers, siblings and parents, rates of substance use, substance use initiation among
those reporting no use in the past year, and cessation in those reporting use in past year.

In the U.S., intervention condition participants reported lower rates of any substance
use at both 3- and 12-month follow-up (p<.05). At 3 months, intervention participants
reported lower past 90 day alcohol use, and higher alcohol cessation rates at 3-month follow-
up, compared to TAU. At 12 months, intervention teens reported lower past-12-month
drinking rates and alcohol initiation rates (p<.05).

In the Czech Republic, there were no main effects. At the 3-month follow-up,
intervention teens reported lower cannabis initiation rates than those in the TAU condition
(p<.05). At 12-month follow-up, intervention teens reported lower past 12 month cannabis
use rates, as well as lower cannabis initiation and higher cannabis cessation rates, compared
to TAU (all p<.05).

Significantly, in contrast to other studies, in both ED and primary care settings, which

suggest that Bls may be more effective for those who have already initiated substance use,
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Harris et al. found that the intervention was effective at both increasing cessation in those
already using, and at decreasing initiation among those who had not yet begun to use, a
particularly important role in the pediatric primary care setting.

An RCT of therapist versus computer-delivered Bls, conducted with cannabis-naive
adolescents recruited from several Federally Qualified Health Centers (FQHC), focused on
cannabis use prevention rather than reductions in use, examining cannabis use along with
self-efficacy in refusing cannabis use, intention to use, and perceived risk of use, as well as
alcohol and other drug use and delinquent behaviors. Controlling for demographics, among
those who received the computer-delivered Bl there was a significantly lower cumulative
prevalence of any cannabis use over 12 months, (RR = 0.70, p<.05), and significantly less
cannabis use at 3 and 6 months (IRR=0.53 and 0.61, respectively, p<.05), and less other drug
use at 3 months (IRR=0.52, p<0.01), and those receiving the therapist-delivered Bl had lower
delinquent behavior at 3 months (IRR 0.53, p<0.01), and lower alcohol use severity at 6
months (IRR 0.57, p<0.05), compared to controls.*** A similar RCT, focused on reducing
cannabis use and related problems among adolescent FQHC patients already using cannabis,
found no differences between groups in cannabis or alcohol use over time, but found
significantly less other drug use at 3 months (p<0.05) and 6 months (p<0.01) among those
receiving the computer-delivered Bl. They also found significantly lower rates of cannabis-
related consequences at 3 months among those who received the computer Bl (p<0.05), and
significantly lower frequency of cannabis-related driving under the influence at 3 months,
among those who received the therapist-delivered Bl (p<0.01): critical outcomes for youth
and linked to the significant mortality and morbidity associated with teen substance use.'*®

Although these findings are promising, there is clearly still much research needed on
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SBI/SBIRT in primary care, to broaden the evidence base on its efficacy and effectiveness
among adolescents. Moreover, because many pediatric medical organizations are
recommending implementation of SBIRT or at least regular screening for and counseling
about substance use for adolescents, and many initiatives are planned or are underway to
implement SBIRT, it is critically important to examine how implementation can be
successfully and effectively accomplished.

Adolescent SBI/SBIRT implementation. There are only a few rigorous SBIRT
implementation trials, even in the adult literature, and none to my knowledge, other than the
parent RCT of this dissertation, which have been set in pediatric primary care settings. A
recent cluster randomized implementation trial comparing models of SBIRT implementation
in adult primary care found that training primary care providers to deliver SBIRT resulted in
significantly higher rates of screening and of brief intervention/referral than in usual care
(44.4% vs. 2.6%, p<0.01), but significantly lower rates of screening than a model using non-
physicians to perform SBIRT (9.23% vs. 50.9%, p<0.01)."*° A Dutch study of a tailored,
multi-faceted improvement program directed at reducing hazardous alcohol use in adult
primary care found no significant change in screening and intervention behavior among
providers.*!

Few studies have simultaneously examined the factors at patient, provider,
intervention and system levels that impact implementation. To date, there have been very few
studies of any kind in the U.S. on factors contributing to the implementation of SBIRT in
pediatric health care settings, including provider type.*®!" A recent Swiss pilot study which
trained PCPs to deliver brief interventions (BI) for substance use to youth, and compared

them to PCPs not trained in BI, found no effects on patient outcomes.*?® Lustig et al. found
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that training pediatric PCPs on the delivery of clinical preventive services, including alcohol
use screening and counseling, increased the alcohol screening rate from 59% to 76%
(p<0.01) and the tobacco screening rate from 64% to 76%, p<0.05), but had no significant
effect on the rates of alcohol or tobacco counseling delivered by the providers in the study.'?®
Based on the same sample, Ozer et al. examined the impact of providing training and
resources on increasing the delivery of preventive services, through patient reports of
screening, pre-(T1), during (T2) and post-implementation (T3) and found significant
increases in the teens’ reports that they had been screened: from T1 to T2, patient-reported
screening increased for and alcohol use (59% to 96%) and tobacco (61% to 95%), (both
p<.000). From T1 to T3 alcohol screening increased from 59% to 90%, and tobacco
screening from 61% to 90% (both p<0.001). Counseling rates increased significantly from T1
to T2 (alcohol, 46% to 91%; tobacco, 55% to 96%), and from T1 to T3 (alcohol 46% to
91%; tobacco, 55% to 96%) (all, p<0.001). However the study did not examine the provider,
patient, and system factors associated with successful implementation.'®® A recent study of
school-based health center providers found that self-efficacy, confidence and attitudes toward
role responsibility for the delivery of SBIRT were associated with SBIRT practices.’® A
2012 survey of KPNC'’s pediatric PCPs’ alcohol and drug screening practices found that
many providers cited time constraints, lack of training and information about alcohol and
drug screening techniques, treatment resources and effectiveness, and discomfort discussing
alcohol and drug use as barriers to screening and intervention with their adolescent patients,

and the majority suggested that having another clinician on the team to conduct screening

would make it more likely to happen.*®
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Non-physicians could be a cost-effective alternative to physicians and other PCPs, but
while both physician and non-physician-delivered SBIRT have been found to be effective in

adult primary care,®"%2

it is not known which is best for adolescents. A few studies using
non-physicians to deliver screening and brief intervention for adolescents have shown
promising results.”>3*%% Although most were conducted in schools and other community
settings, a non-experimental, pre-post Portuguese study found reductions in alcohol use at 6
months following delivery of SBIRT by clinical nurse specialists to youth in primary care.*

Two studies of ED-based adolescent SBIRT implementation were primarily
descriptive, discussing the process of implementation,**** but they did not systematically
examine factors which affected implementation, and such factors may at any rate differ in the
ED compared to primary care settings.

A recent review of the current evidence for alcohol screening and brief intervention
for adolescents noted the dearth of studies of adolescent Bls in pediatric primary care
settings, and that few studies included younger adolescents, and the authors concluded that
more research was needed into the kind of contextual factors such as setting and screening
tools, as are studies which include younger adolescent and consider their particular
developmental needs.'*® Recent commentaries by national scientific leaders in the field of
substance use have highlighted the need for research on SBIRT implementation,® particularly
137

in the context of electronic health records.

Other Literature

Adolescent SBI/SBIRT in other settings. Because of the paucity of studies on
SBI/SBIRT in pediatric primary care, research from other settings can help inform this
dissertation and consideration of SBI/SBIRT for implementation, and is important to

mention. Evidence of the effectiveness of SBIRT for adolescents in other settings can also
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inform the discourse around SBIRT for adolescents and increase the likelihood of its
adoption in pediatric primary care settings, especially as primary care practices increasingly
incorporate non-physicians such as behavioral health clinicians into patient care roles.

Health systems may look to the evidence base on adolescent SBIRT effectiveness and
feasibility delivered by non-PCPs, much of which comes from studies conducted outside of
primary care. Health system policy-makers and clinical leaders will also inevitably draw on
the adult and college primary care and adolescent emergency department SBIRT literatures
to inform decisions about the implementation of SBIRT for adolescent primary care, and in
fact, have already begun to do so, for example, the Center for Health Care Strategies
(CHCS), in partnership with the Association of Community Affiliated Plans (ACAP) The
Center for Health Care Strategies (CHCS), in partnership with the Association of Community
Affiliated Plans (ACAP), is developing strategies for the dissemination of SBIRT for
adolescents and training of pediatric primary care providers in safety net health plans in the
Mid-Atlantic region, as part of the Conrad N. Hilton Foundation’s aforementioned adolescent
substance use prevention and early intervention efforts.

Adolescent SBI/SBIRT in emergency departments. While the literature on SBI and
SBIRT for adolescents in pediatric primary care is limited, there have been considerably
more studies conducted in other settings where adolescents frequently receive care and
services, including emergency departments (ED), schools and other community settings. In
fact, the majority of adolescent SBI and SBIRT studies conducted in medical settings have
taken place in the ED (n=14).”>*¥1%0 There is evidence to suggest that Bls in the ED to
reduce alcohol and drug use may affect not only substance use, but other important outcomes

as well. In several cases, while alcohol or drug consumption itself was not reduced as a
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result of the intervention, other related risk behaviors were, or else participants reported
approaching substance use in a more careful, risk-averse manner. Cunningham and Walton
et al. found that alcohol or drug use did not decline, but that teens who received the
interventions reported less violent behavior, a critically important alcohol and drug use-
related outcome that is more directly related to adolescent morbidity and mortality than
substance use itself.’ Studies also found reductions in drinking and driving**® and dangerous

binge drinking behavior,'*

two major causes of adolescent injury and death. While Tait
found no reductions in drinking, participants were more likely to initiate substance abuse
treatment, and those who did, experienced better substance use and emotional outcomes than

those who did not.}*

Other studies found that participants who received interventions were
more likely to reporting efforts to quit or limit their use.*® Most of the interventions focused
on alcohol use, but Bernstein et al. found significantly lower marijuana use in those who
received a Bl, a year after the intervention.*® The findings from that study are important in
terms of both the apparent sustainability of the intervention effects and the fact that it focused
on marijuana, a substance of particular interest because its use among teens continues to
increase, recent surveys find that they perceive the risks involved in its use to be low,™" and
we are seeing a changing landscape with regard to marijuana legislation and policy.

Several of the studies suggest that those with pre-existing or higher severity problems
benefitted more from interventions than those without, or with lower severity problems. For
example, in a trial of brief MI, Spirito et al. found no main effects among the sample as a
whole, but that those with higher alcohol problem severity at baseline, who received a BI,

reported lower frequency of drinking and binge drinking at follow-up, compared to standard

care.” Maio et al. also found no main effects in an RCT of a computerized BI compared to
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usual care, but found significant reductions in binge drinking and alcohol related
consequences among those who received and Bi and who had reported binge drinking and
drinking and driving at baseline."* Similarly, Becker et al. found that those with depressed
mood showed a better response to the intervention,*** which could have important
implications in the primary care setting, where depressed mood and substance use are
common and frequently comorbid.*** Comprehensive or “broad brush” adolescent risk
reduction interventions which took a primary rather than secondary risk prevention approach,
seemed to be less effective, at least in addressing alcohol and drug use; the study which
examined a broad brush Bl found no effects on alcohol or drug use or problems.** The one
study which examined the cost-effectiveness of ED-delivered SBI found that it was more
cost efficient than usual care, and produced a more favorable cost-effectiveness ratio than
counseling on the use of seat belts.**

Adolescent SBI/SBIRT in non-medical settings. There is a more robust literature on
its effectiveness in other settings; the majority of the extant adolescent SBI/SBIRT research
has been conducted in non-medical settings. Although the evidence on its effectiveness is
mixed,®® several studies in non-medical community settings such as schools have shown
promising results.>*8486153154 A trial by Winters et al. comparing adolescents with substance
use problems assigned to receive one of two therapist-delivered brief interventions or a
control condition, found that the adolescents receiving an intervention had better 6-month
outcomes (fewer days of alcohol use, binge drinking, and illicit drug use, and fewer negative
consequences) than the controls.”? A 2012 study by Mitchell et al. also found significant
reductions in drug use and frequency of drinking to intoxication at 6 months among

adolescents who received SBIRT compared to those who did not.** McCambridge et al.
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found that brief motivational interviewing delivered by non-physicians reduced alcohol,
marijuana, and tobacco use at 3 months among 16- to 20-year olds,* although results were
not sustained at 12 months.**® A small Thai study which examined BI for high-school
students with methamphetamine disorders found short-term decreases in quantity and
frequency of use in the BI group compared to the control condition.?® A study of homeless
teens found that counselor-delivered Bl produced short-term reductions in drug use among
the intervention group compared to controls.™®

Broad-brush versus targeted SBI. While it is tempting to assume that
comprehensive or combined SBI (i.e., a screening that includes a variety of health risks and
behaviors, including substance use, but also sexual behavior, nutrition, exercise, sleep
hygiene, seatbelt use, etc.) will be as effective as (and more efficient than) single-focus BIs,
the findings from this review and other studies™’ suggest that this may not necessarily be the
case. It may be that screening combined with preventive broad brush Bl is not effective,
whereas combined Bls which target existing co-occurring disorders are, which would be
consistent with the findings from this review on the relative effectiveness of alcohol and drug
use Bls for those teens with depression,*** as well as findings showing improvement in
emotional well-being from alcohol and drug use-focused interventions.** Combining
preventive Bls for multiple risk behaviors may dilute the effects on some or all of the risk
behaviors, or some risks may be more or less salient to some teens, depending on a variety of
factors, including presence of problems and developmental level, whereas Bls focused on a
small number of risk behaviors, delivered to teens who have endorsed those behaviors, may
be more compelling to them, and ultimately more effective. Given the high prevalence of co-

occurring substance use and mood and anxiety disorders among adolescents, there is a
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tension between effectively meeting the treatment needs of these teens with the realities of
today’s clinical environment and limited time and resources. Who should get SBI, and how,
are questions deserving considerably more study.

Provider characteristics. Another important question not well-examined, especially
in the adolescent literature, is that of who will deliver SBIRT if it is determined to be
effective. In most of the studies, the interventions were delivered by people trained and
supplied by the research study. In none of the ED studies did indigenous clinicians or staff
members deliver the interventions. In three of the primary care-based studies, physicians
provided the interventions, and in two of those, the intervention showed either no effects or
increased substance use in the intervention arms. In only one of the studies in either setting
(Harris et al.) in which indigenous medical personnel provided the intervention did the
authors find a reduction in either alcohol or drug use or related risk behaviors. The
competing priorities and diminishing visit times faced by primary care providers, including

pediatricians, are well-documented in the literature,*®**®

and time pressures are frequently the
number one barrier to alcohol and drug SBI cited by primary care providers.***'®° Further
research is needed into how SBI/SBIRT can fit into current clinical workflows, and whether
and how existing medical clinicians (physicians, nurses) can be trained to effectively and
efficiently deliver SBI/SBIRT, or whether this intervention is better provided by others, who
will need to be hired (and paid for) by health systems.

Studies are needed which examine these sort of factors, including workforce issues
and how SBI/SBIRT can be integrated with the use of electronic health records, as well as

considering not only the effectiveness of different and innovative ways of delivering SBI —

through computer or video applications, by physicians versus non-physicians, etc. — but also
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how those differences impact the likelihood that such innovations will be adopted. There are
many interventions whose efficacy and effectiveness have been demonstrated many times
over but which have never been adopted. Until recently, this has been the case with adult
alcohol SBIRT; in spite of decades of evidence on its efficacy and cost-effectiveness,
systematic implementation remained elusive. Even now, it has only been successfully
implemented in highly-developed, integrated health care systems like Kaiser Permanente and
the Veteran’s Administration, and only through considerable effort.***1%2

The literature on adolescent SBI/SBIRT®® suggests that while the evidence of its
effectiveness has not been unequivocally established, it may hold promise as an intervention
for addressing adolescent substance use and related problems, which are major public health
concerns. Few studies have been published about SBI/SBIRT in pediatric primary care, and
most of those have had small sample sizes and/or problematic methodologies. The evidence
base is more fully developed for SBI for adolescents in the ED: clinician, peer-counselor and
computer-facilitated Bls have all been found to effectively reduce substance use, or related
problems and risk behaviors, or both. While more studies are clearly needed to fully establish
its effectiveness, the best-designed primary care study, several pilots, and studies of SBIRT
in primary care for other age groups, and of SBI/SBIRT for teens in other settings, all suggest
that it may work well in primary care for adolescents too, and many national policy-makers
recommend regular screening for adolescents.** 8154 More research is needed into the
comparative effectiveness, and cost-effectiveness of various modalities of SBIRT, including
the appropriate clinicians and the most feasible formats, and many questions also remain with

regard to the challenges of implementation and the barriers to and facilitators of adoption.
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CHAPTER 4: ENVIRONMENTAL CONTEXT

A wide range of external factors could influence the reception that SBIRT will face in
a health care system like Kaiser Permanente, and the likelihood of its ultimate
implementation. These factors include political, policy, and social trends, and technological
developments in the general environment, as well as some which are unique to the health
care milieu, and many of which are germane to both. These factors may have a direct
bearing on the potential for SBIRT implementation in KPNC and other settings, or may have
a more indirect impact by contributing to changing societal perceptions of substance abuse
and its identification and treatment. The following section examines some of the
environmental factors relevant to pediatric SBIRT implementation. An assessment of the
environment is a critical part of the foundation for a leadership plan. The following
assessment is not derived from the Key Informant interviews, but is based on observation and
experience in the KPNC system and the larger field of adolescent behavioral health, and
provides the needed context for a plan for change. This assessment provides context for
interpreting the results of the interviews and using those results to inform the Plan for
Change.

General Environmental

Political/policy. Several significant pieces of health care reform and mental
health/addictions parity legislation, and associated regulatory changes and funding initiatives,

pave the way for integration of behavioral into primary care settings.
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The Mental Health Parity and Addiction Equity Act of 2008 was a groundbreaking
piece of federal legislation that, for the first time, stipulated that insurers and health plans
serving employers with more than 50 employees cannot impose treatment restrictions such as
limitations on the number of visits, or financial requirements such as co-insurance, co-pays
or deductibles on mental health or substance abuse treatment that are different than those for
medical or surgical services.'®% Many states, California included, also independently
enacted parity legislation, and in fact, California’s parity law preceded the federal
legislation.”® California’s parity legislation was more limited than the ultimate federal law,
and applied only to care for a limited number of the most serious mental health and substance
use problems, so called “parity diagnoses.” Beyond increasing access to behavioral health
care services by removing practical and financial barriers, these laws sent a powerful
message to insurers, providers and patients alike: that behavioral health problems and their
treatment are as “legitimate” and deserving of care as other kinds of health concerns. A
limitation of both federal and state legislation was that it only applied to health insurance
plans that offered behavioral health services: in other words, it did not require that health
plans cover such services, but if they did, they had to be provided at parity with medical and
surgical services. Nevertheless, it can be argued that these laws represented a critical step in
changing coverage for behavioral health problems, and both reflect, and have helped to
shape, the general public’s and the health care system’s slowly changing attitudes toward
substance abuse and mental health problems and treatment.

Building on the progress made by federal and state parity legislation, the Patient
Protection and Affordable Care Act, commonly called the Affordable Care Act or ACA, has

had an even more profound effect on the coverage and delivery of mental health and
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substance abuse treatment services in the U.S. by requiring many insurers and health plans to
cover behavioral health services. Under the ACA, beginning in 2014, mental health and
substance abuse treatment became part of the package of services which must be covered
under individual and small group health plans, including all plans offered through the federal
insurance marketplace.'™ Especially relevant to this dissertation, the required services also
include preventive services, including alcohol and drug use assessment for adolescents, at no
added cost to beneficiaries.’’? For the many people without any previous coverage for
behavioral health services, its full implementation in 2014 represented the first time they had
access to mental health and substance abuse treatment. Many health systems, including
Kaiser, continue to grapple with understanding and meeting the behavioral health needs of
the influx of new members coming in through health insurance exchanges and Medicaid
expansion. Kaiser Permanente Northern California’s share of the Medicaid population in the
region has grown from 7.6% to 10.4% in the past 3 years, and from 28.8% to 32.1% of the
total population in the region, much of that through the health insurance exchanges.'”

There are other critical changes resulting from health care reform efforts which may
have bearing on the potential for SBIRT implementation. Several initiatives in the ACA
incentivize the integration of behavioral health care into primary health care setting in the
U.S., in both public and private settings. Funding to Federally Qualified Health Centers
(FQHCs) has stimulated this integration,*’* and new federal grant programs support
integration of primary and behavioral care services. Behavioral health workers are a high
priority in the ACA’s National Workforce Strategy section and behavioral health providers
are eligible for community health-team grants.>*"® Moreover, several new federal education

and training grants and loan repayment programs are targeted to substance use treatment
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providers (particularly child/adolescent specialists) and to the development of educational
programs for primary care providers and behavioral health providers focused on the
integration of mental and physical health.*"**"®

Another model which continues gain traction in current health care delivery system
redesign efforts, and which supports the inclusion of behavioral health services in medical
settings, is the “patient centered medical home.” Consistent with other current health care

reform efforts that stress less fragmentation in service delivery, *'’

advocates of patient-
centered medical homes, which originated in pediatric settings for caring with children with
multiple chronic conditions, have called for including behavioral health services in a fully
integrated model for delivering primary care, substance abuse and mental health services.'”
A broad coalition of health care stakeholders, including many specialty societies (e.g., the
American College of Physicians, the American Academy of Pediatrics, the American
Academy of Family Physicians, etc.), have endorsed the model, and it is being extensively
evaluated in a number of public and private health plans.*’"*"%1%

Insurance. Health care benefit design changes may effect SBIRT implementation by
limiting covered behavioral health services for vulnerable children and adolescents.

Payment mechanisms and insurance status could also effect the implementation of
SBIRT for adolescents. While Kaiser Permanente is a capitated system, receiving a per-
member-per-month payments for each member, and in which behavioral health benefits are
“carved-in” or provided within the health plan as a covered benefit for the large majority of
members, for one group of members, Medi-Cal (as Medicaid is called in California)

beneficiaries, specialty mental health and substance use services are “carved-out” of their

managed care health plan, to be provided by county mental health and alcohol and drug
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treatment programs, as a result of successful lobbying by county mental health and alcohol
and drug treatment systems to retain the “right of first refusal” for providing these services.
Although originally all mental health services were carved out to the counties, with full
implementation of the ACA in January 2014, and consistent with the behavioral health
integration goals of the ACA, some mental health services, for mild-to-moderate mental
health problems, were transferred back to Medicaid MCOs to cover for their members who
are Medi-Cal beneficiaries. Specialty substance use services remain carved out for Medi-Cal
managed care beneficiaries. The Medi-Cal population is one which is particularly vulnerable
to a variety of social stressors, and may need screening and early intervention services even
more than other populations. The behavioral health carve out could act as a barrier to SBIRT
implementation, if providers feel that screening for substance use is pointless without
adequate intervention services. Conversely, providers might view screening and brief
intervention as a way to provide early intervention services “in house,” in the absence of
available services for small but significant populations of patients, thus providing an impetus
for SBIRT implementation.

Marijuana use legislation and public acceptance. Changing social mores and
attitudes toward marijuana use and changing marijuana use laws may affect teens’, parents’
and clinicians’ attitudes towards its use by adolescents and interventions aimed at curtailing
use.

This is a period of rapid change in cultural attitudes and official policies regarding the
use of marijuana. California has long been tolerant toward marijuana use, and was the first
state to legalize its use for medical purposes. Since 1996, medical marijuana has been legal

in the state, and since 2011, the penalty for possession of less than one ounce of marijuana
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has been an infraction, or comparable to a minor traffic violation.®* Full legalization of
recreational marijuana is very likely to be on the statewide ballot in 2016, and is widely
expected to pass, based on current public opinion polls. Several nearby states (Washington,
Oregon, Colorado) have fully legalized marijuana for recreational use, contributing to
regionally lenient attitudes. The city of Oakland, the setting for this study, is also considered
a center of “cannabis culture” in the Bay Area, and is home to a number of medical
marijuana dispensaries. For many Californians, particularly in the socially and politically
liberal Bay Area, casual and even regular marijuana use has become normalized, and is
widely tolerated and viewed as relatively harmless, akin to moderate alcohol use, and
qualitatively different from the use of other illicit drugs. Marijuana is also the illicit
substance most commonly used by adolescents. Cultural attitudes and governmental policies
regarding marijuana use may influence how patients, parents and providers alike weigh the
potential risks of use and may affect providers’ likelihood of adopting drug screening and
intervention practices like SBIRT.'#4183

Cultural attitudes toward substance abuse and mental health problems. Stigma
about substance abuse and mental health conditions remains a powerful barrier to treatment-
seeking, although attitudes are gradually evolving, and frank discussion of these problems is
becoming more normalized.

Cultural attitudes towards behavioral health conditions generally, and alcohol and
drug problems specifically, may also play a key role in determining the implementability of
SBIRT for adolescents. Historically, both mental health and substance abuse have been
deeply stigmatized health conditions.*®**®” Substance abuse in particular has often suffered

from being seen, and treated, as a moral failure rather than a legitimate health condition, and

36



many people struggling with alcohol and drug use problems speak of the shame involved.
This stigmatization has had a number of effects, and has been cited extensively in the
literature as a barrier to treatment seeking and engagement.’®® It may also contribute to the
reinforcement of existing disciplinary hierarchies in health care, in which psychiatry is
sometimes perceived as less prestigious than physical medicine but more than chemical
dependency treatment.

While it continues to exerts a powerful influence, particularly among certain

populations for whom discussing behavioral health problems is still taboo,*>#°89192

the past
two decades has also seen a slight lessening in the stigma surrounding behavioral health,
particularly for certain conditions, such as depression and anxiety, and a very gradual
normalization of mental health treatment. So too has there been slight normalization in
American culture of substance use problems and help-seeking, mostly due to a number of
highly publicized stints of addiction treatment for celebrities. These cultural attitudes — both
the lingering stigma and the simultaneous softening towards behavioral health — may
influence providers’, patients’ and families’ feelings about alcohol and drug screening and
intervention practices.

Confidentiality. Confidential Adolescent Services. Confidentiality is an essential
cornerstone of Adolescent Medicine which can nonetheless act as a barrier to integrating
behavioral health into primary care.

Confidentiality is a critical component of all patient-provider health care interactions,
but never more so than those between adolescents and their doctors. The assurance of

confidentialty has been determined to be a key element of quality adolescent health care,'*

and all the major medical organizations which focus on adolescent care strongly endorse its
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provision. A guarantee of confidentiality combined with a strong clinician-patient rapport is
widely believed to be essential to eliciting frank discussions of sensitive (and potentially
risky) health behaviors such as sexuality and alcohol and drug use, and pediatricians are
typically very conscientious about carefully guarding patient information from disclosure,
including to parents. Because of this, they may struggle with how to guide patients who
endorse risky substance use toward open discussions with their parents about their use and
potential interventions. While parent participation is not technically required for mental
health or substance abuse treatment in California (all adolescents 12 and over can consent to
chemical dependency or mental health treatment without parental permission), in reality, few
teens are likely to seek and engage in treatment, especially for substance use, without the
encouragement and participation of their families. So the necessary restrictions placed on
pediatrician sharing of pateint information could inadvertently pose a barrier to coordination
of care and integrated processes such as SBIRT.

Confidentiality and Substance Abuse Treatment. Stringent confidentiality laws
protecting substance abuse treatment records may inhibit optimal communication between
providers across departments and disciplines.

Related to the issue of stigma discussed above, there are particularly strong
safeguards around patient information related to substance abuse treatment. Under Federal
law (42 CFR), the sharing of substance abuse treatment data is strictly prohibited, in many
cases, even among different departments, e.g., Pediatrics, Psychiatry and Chemical
Dependency, within a health system such as Kaiser. So when providers refer patients to
specialty treatment for substance abuse, they may never find out the outcome of the referral,

unless the patient or family report back to them or the treatment program goes through the
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steps of obtaining permission to disclose treatment information and contacts the primary care
provider to report on the disposition of the referral. This kind of logistical complexity,
resulting from well-intentioned policies designed to protect confidential health care of
particularly vulnerable populations — adolescents and people with stigmatizing conditions -
could impact how or whether SBIRT is implemented.

Performance measurement. Quality and performance measures, particularly those
mandated by accrediting organizations, provide powerful incentives for the adoption of new
health care practices such as substance abuse screening.

Performance measures can be a powerful driver of organizational and provider
behavior, particularly when tied, directly or indirectly, to financial incentives or penalties.
The increasing use of performance measurement in the behavioral health sphere is
increasingly being used to spur interest in and movement toward the implementation of a
variety of behavioral health care services. Quality performance measures used by
accreditation organizations such as the National Committee for Quality Assurance (NCQA)
and their Health care Effectiveness Data and Information Set (HEDIS), are now used to
determine whether health systems meet their Medicare STARS quality goals, and there are
significant financial implications involved in gaining (or losing) a Medicare STAR. Potential
financial penalties will be what pushes leadership to actively embrace performance
measurement and implementation of best practices in this area of care delivery. The adoption
of the drug and alcohol problem identification and treatment initiation measures for HEDIS,
the development of Current Procedural Technology (CPT) codes which allow for Medi-Care
reimbursement for brief treatments in medical settings, the issuance of the National Institute

on Alcohol Abuse and Alcoholism’ Clinicians Guide for adult patients with alcohol problems
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and the evidence-based screening questions which accompany it, all contribute to raising
awareness of the need to deliver quality health care services for behavioral health problems
and create an atmosphere where providers and health systems are now aware that quality and
performance is as likely to be measured for behavioral health as for other medical conditions.
While there are not, as yet, any national performance measures for adolescent substance use
screening, there are for adolescent depression screening, suggesting that accreditors and
regulators may in the future consider adolescent substance use screening performance
measures.

Health information technology/electronic health records. Electronic Health
Records have the potential to facilitate the use of evidence-based health assessment
instruments and clinical decision-support tools, such as intervention and referral algorithms
and patient scripts, but their dissemination and adoption are complex and multi-factorial.

Health information technology (HIT), in its many manifestations, has become a key
factor shaping health care delivery. Expansion of the use of HIT in many forms, but EHRs in
particular, is a cornerstone of the ACA,*** and its use makes possible many things that were
heretofore simply not feasible. The widespread adoption of EHRs has been touted as a
critical ingredient in efforts to increase health care quality while “bending the cost curve” in
health care, 1.e., slowing the growth of health care spending. Through its “Meaningful Use”
provisions, the ACA has involved a combination of carrots and sticks — incentives and
penalties — to encourage the adoption and implementation of EHRs by providers and health
systems.'® Kaiser was an early implementer of EHRs, and as such, now has a mature and
robust EHR which providers and staff use constantly. It is not only private health systems

like Kaiser that are implementing EHRs however; recent federal funding provided over $2
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Billion, or $60,000 per eligible FQHC provider, for EHR implementation. Nevertheless, even
in a system like Kaiser, the potential of the EHR to simplify and streamline clinical
workflows while improving the quality of care, is only just beginning to be realized.

The impact of EHRs in driving care delivery is obviously more complicated than
simply installing the system, of course, and involves numerous factors, including provider
and staff willingness to use EHR-embedded screening and assessment instruments and
clinical decision-support tools. **® Data, people and procedures, and data functions (input,
control, processing, storage and output) determine how EHR systems and data are used for
health care quality measurement and improvement.'*”. Context is important to consider, in
terms of providers’ and systems’ capacities and populations, but also the areas of medicine
and health care involved, and there are disparities in the use of EHRs across health
conditions. Not surprisingly, the advances in quality and performance measurement resulting
from EHR adoption have become almost commonplace in many systems in the delivery of
care for common chronic medical conditions such as hypertension and diabetes. In other
areas of health care such as behavioral health, historically perceived by the medical
establishment as more...peripheral... optimal use of the EHR and other HIT tools is only
beginning to gain traction. Nevertheless, EHRs are being touted by NIH as key elements
which will help to make systematic substance use screening, assessment and treatment a
137,198

reality across health systems.

Organizational Environment

In addition to the broader environmental factors outlined above which could influence
the effectiveness and feasibility of SBIRT implementation, there are a number of

organizational-level factors which may also be salient.
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Resources. Resources — time, space, staff, materials — are critical factors shaping the
ability and willingness of health care organizations to implement new interventions.

The issue of resources, however measured, is a perennial concern when considering
the implementation of any new health care process, and there are myriad ways in which
resources, or lack thereof, can impact the implementation of new services. The competition
in health care delivery is fierce, and revenue margins increasingly tight. Most health care
organizations, Kaiser included, currently operate in an atmosphere where maximizing
efficiency is a top priority, and cost-cutting measures may make the implementation of new
services considered “non-essential” challenging, if not impossible. In many instances, new
innovations have to have been proven cost-effective in order to be considered for adoption,
unless they are otherwise mandated by quality performance standards. Efforts to save health
care dollars are manifested in many ways. Physician appointment times are shorter than
ever, and physician schedules tightly packed. Physicians are faced with numerous competing
priorities, and primary care physicians in particular are faced with a seemingly infinite list of
preventive activities they are expected to accomplish during the course of patient visits.**°
Non-physician staffing also clearly impacts the capacity of health care teams to implement
new practices, particularly if they involve the use of multiple staff, in a team approach to
care. Other workforce factors, such as training costs (both the direct costs of the training and
the costs of staff time to participate), may also influence the willingness of an organization to
implement an intervention. Exam rooms and office space are also scare resources for many
health care organizations and their availability can impact services.

Organizational priorities also determine the openness of organizations to the adoption

of new services and tend to direct the flow of resources. Health care systems tend to focus on
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initiation of only a limited number of new initiatives at any given time: diabetes prevention,
for example, or hypertension reduction, or increasing breastfeeding or Latino health. This
organizational attention and will, and investment of resources, can be driven by any number
of factors, some of which have been described above, such as quality measurement, new
evidence on effectiveness or cost, etc. Leadership support is crucial for the successful
implementation of new initiatives in any new organization. However, in very large
organizations like Kaiser Permanente, the implementation of significant new initiatives
almost always require “executive sponsorship,” i.e., the tacit (and hopefully enthusiastic)
support of top leaders for the initiative. Without it, successful large-scale implementation is
unlikely to occur.

Behavioral health in Kaiser Permanente. Fraught labor-management relationships
among KPNC’s behavioral health departments may impede SBIRT implementation.

Kaiser Permanente Northern California is currently experiencing significant turmoil
across their behavioral health programs. Two issues are causing considerable disruption
across the regions, and could impact SBIRT implementation, either directly, or indirectly
through their effect on the clinical atmosphere. While two separate issues, both relate to
access to care. The first issue is that the organization is just emerging from a protracted and
bitter labor dispute between the union representing the non-psychiatrist behavioral health
workers — the clinical psychologists, licensed clinical social workers, marriage and family
therapists — that make up the bulk of its behavioral health workforce, and regional
management. The union position has been that low staffing levels have stressed therapists
and compromised patient care. Discussions between the union and management were highly

contentious, and accusations and counter-accusations spilled over into the media and
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advertising. While the immediate conflict has been settled for the time being, the issues
underlying the dispute continue to simmer, and bruised feelings between the parties persist.

The second and related issue is a large fine levied in 2014 against Kaiser by the State
Department of Managed Health Care as a result of violations related to patient access to
mental health appointments, especially overly long wait times for appointments and favoring
group over individual therapy appointments. In the time since the report and fine and
resulting negative publicity, Kaiser has scrambled to remediate the situation through a variety
of means. It has increased the therapist workforce by something like 40%, has contracted out
to behavioral health care providers to deal with patient overflow, and has reorganized many
aspects of its delivery model. Nevertheless, the organization continues to struggle to meet
the demand for services with its current capacity.

Both of these issues, the tense atmosphere which has resulted from them and the
general sensitivity about behavioral health care access, could impact the organization’s
interest in an integrated behavioral health intervention like SBIRT, either by further
weakening linkages between departments, or by creating interest in behavioral health
alternatives which improve access while circumventing specialty care entirely by taking
place under the auspices of pediatric primary care.

Departmental/disciplinary tensions. Historic divisions across discliplines —
medical, mental health and substance abuse treatment — are present across KPNC’s
Pediatrics, Child & Family Psychiatry and Chemical Dependency Treatment departments,
and make weaken linkages and communication, and create barriers to SBIRT

implementation.
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A factor which has been cited in the literature as contributing to the lack of
integration of behavioral health has been the historical separation between Medicine,
Psychiatry and substance abuse treatment providers. The reasons for this historical
separation are many: differences in disciplinary philosophies, training and perceptions of
problems (e.g., how Pediatrics perceives substance abuse and its impact on health and
wellbeing compared to Psychiatry compared to Chemical Dependency treatment).

These lingering divisions between the clinicians and systems treating medical, mental
health and substance abuse problems which can pose barriers to coordination of care have
their roots in the organization of these systems of care which occurred in the 20" century.
Although today it occurs mainly in separate systems, historically substance abuse treatment
was located within the larger mental health treatment system. Until well into the 20" century,
patients with substance use problems, when provided treatment at all, received care from
institutions and organizations charged with mental health care, such as asylums and sanitoria.
(More often problems were addressed within the criminal justice and, to a lesser extent, the
social welfare systems). The latter part of the twentieth century saw the alcohol and drug
treatment field begin to separate from the mental health system in a variety of ways:
programs were designed to specifically treat substance use disorders, “disease model” of
addictions and the attendant proliferation of the 12-step and self-help movements became
more prominent, and research institutions dedicated to the formal study of substance misuse
were established. The two separate public systems of care became largely funded by the
federal government via separate block grants, which also reinforced the separation of
services. The medical system was funded through yet other payment mechanisms.

Unfortunately, the separation also created an environment in which most programs and
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providers often do not have the resources, training or inclination to collaborate on patient
care, and reinforced differences in provider attitudes toward specific types of disorders and in
overall treatment philosophy. Differences between the medical, mental health and substance
abuse treatment fields in clinician beliefs, training, behavior, and ideology exacerbate loose
linkages between organizations, and even departments within the same health system, such as
Kaiser, posing significant barriers to the effective identification and treatment of substance
use problems. For example, on the mental health side it is often argued that substance use
problems are simply symptoms of deeper psychological distress, and that when those other
disorders are properly treated, the substance use will lessen or subside. This perspective
reinforces the disciplinary hierarchy discussed above in which substance use problems and
their treatment are seen as less legitimate and therefore less deserving of attention and
resources. At the same time, the alcohol and drug treatment field has been particularly
ideologically driven, and its disagreements with the mental health field on appropriate
diagnosis and treatment have often been contentious. Substance abuse treatment and general
medical services have been even less integrated than substance abuse treatment and
psychiatry. Medical (including Pediatrics), mental health and substance use services continue
to operate separately, in spite of the growing evidence in both the adult and pediatric
literature suggesting that integration would contribute to better outcomes.?%%%

The fields of alcohol and drug treatment, mental health, and medicine also have
widely different provider education and training. Providers in medicine are generally
physicians or advanced practice nurses, and mental health clinicians typically hold doctoral
or master’s level degrees; education and training among addiction treatment providers is

more varied, and may include individuals with training ranging from medical or doctoral
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degrees to non-degreed peer counselors. Physicians and other medical clinicians typically
receive very little training on the identification and treatment of substance use problems,?*>
207 in spite of their high prevalence across patient populations.

Because of these complex organizational factors, patients are forced to navigate
separate systems of care, often both public and private, contacting different agencies, or
departments within large organizations (e.g., a health system like Kaiser), and seeing
multiple providers. Too often patients or their families are made responsible for coordinating
their own care because appropriate linkages between providers, department and organizations
are lacking. Many patients “fall through the cracks” in these fragmented systems of care,
contributing to the notoriously low treatment initiation, engagement and retention rates

among patients with substance use problems.?®
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CHAPTER 5: STAKEHOLDERS

This section examines stakeholder circumstances and perspectives which may impact
the implementation of SBIRT for adolescents in KPNC pediatric primary care. The
stakeholders discussed here represent an attempt to include all groups directly relevant to
adolescent SBIRT implementation within KPNC. Other stakeholders will almost certainly
have indirect impacts on, or be impacted by, SBIRT implementation within KPNC.
Moreover, in other settings, other stakeholders will be relevant to implementation (e.g.,
payers in fee-for-service delivery settings). Examination of these stakeholders merits further

examination, but is beyond the scope of this dissertation.

48



6v

Table 2. Stakeholders

Stakeholders

Issues/Concerns

Potential
Impact on Teen
SBIRT
Implementation
Facilitator (+)

chemical dependency treatment, and may feel more comfortable having these issues
addressed in the relatively familiar and non-stigmatized milieu of Pediatric primary
care.

Barrier (-)
Unclear (~)
Patients Many youth are in distress, have co-occurring mental health, substance and/or N

medical problems, are under pressure, and may face multiple stressors (family, school,

social, cultural, sometimes legal).

Teens often do not want to reveal substance use or other risk behaviors to parents and i

are ambivalent about both substance use and the need for intervention, and may prefer

that screening and assessment not occur at all.

Many teens are fearful or uncertain about specialty behavioral health care, especially N

Adolescent-pediatrician rapport and trust about confidentiality of patient-provider
conversations is a (some would say the) key element of effective adolescent health
care,30193:209210 9 d implementation efforts must take special care to preserve
confidentiality and faith in confidentiality on the part of teen patients. Concerns about
confidentiality could facilitate implementation by supporting need for additional
resources for substance abuse for PCPs in Pediatrics, and/or could act as a barrier, as
pediatricians prefer not to identify/address problems at all.




0S

Parents/
Families

Parents are deeply concerned about their children and worried about their emotional

distress, stress and risky behaviors and the impact of all of these on their children’s
health.

Some parents are in denial of children’s use or ambivalent about knowing about kids’
problems and may not welcome increased attention to behavioral health problems.

Similarly, many may use substances themselves, either socially or problematically
(especially alcohol and marijuana), and may have ambivalence (and potentially, guilt)
about their children’s use and need for intervention.

Parents may also be wary of specialty treatment, especially chemical dependency
treatment, which they may see as the place where “bad” or delinquent kids go.

Taboos about revealing personal/family information about mental health/substance
abuse problems and/or mistrust of behavioral health treatment systems may be
especially strong among certain ethnic groups, including African-Americans and
Latinos 190,192,211

Conversely, parents from groups wary of specialty mental health or chemical
dependency treatment may welcome resources for behavioral health within Pediatrics,
and associated with a trusted medical professional. ##2%
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For some subsets of Kaiser parents, opportunities for behavioral health treatment
integrated into pediatric primary care may be welcome because such a delivery
mechanism could effectively circumvent specific systemic barriers. These include
parents whose insurance coverage imposes cost sharing mechanisms (co-pays, co-
insurance, deductibles) which may function as barriers to specialty treatment, and
parents of children who are Medicaid Managed Care beneficiaries and for whom
specialty mental health and substance abuse treatment services must be obtained
outside of the health system, through county systems.?'®

Many parents of adolescents are also concerned about the confidentiality protections
afforded adolescent patients and many would prefer to be more involved in all health
care discussions involving their adolescent children; some of these parents may object
to confidential behavioral health screening, assessment and intervention.?*”#4

Pediatric
Primary
Care
Providers
(PCPs)

Pediatric primary care providers are extremely stressed in the current health care
environment, both within and outside of integrated systems like Kaiser. They want to
provide best care to adolescent patients, while coping with time pressures*® (across
the organization, with a few exceptions, pediatric PCPs generally have 15 minutes for
Adolescent Well Visits), competing priorities (multiple, simultaneous initiatives
occurring simultaneously, e.g., childhood obesity, asthma control, HPV vaccination,
teen dating violence, ADHD treatment, etc.) and multiple, simultaneous leadership
directives. This could inhibit implementation of physician-delivered SBIRT because
of lack of time.

Conversely, such pressure could make PCPs more amenable to an embedded
behavioral health clinician model which could free up their time for other preventive
activities.
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Many generalist pediatricians report discomfort with alcohol and drug use and mental
health issues, have had little training in behavioral health assessment and
intervention,** and low self-efficacy about handling behavioral health problems (e.g.,
screening, identification, assessment and intervention).

Relationships with, and knowledge of the services provided by, specialty behavioral
health providers are less than optimal %%

Adole_S(?ent Adolescent Medicine Specialists are advocates for optimal adolescent health policies
I\/Ied_|C|_ne and practices. They are typically more sensitized to and knowledgeable about the
Specialists main adolescent health threats and their management, including substance abuse, than
are their generalist pediatrician colleagues. They often have more time allotted for
teen well visits than generalists. Very sensitive to confidentiality concerns of
adolescents, particularly with regard to sexual health and contraception, but in terms
of behavioral health as well. Typically very adept at structuring workflows in a way
that preserves confidentiality. They help to shape teen preventive services policy, but
have may encounter difficulty getting generalist pediatrician colleagues to change
practices. They are likely to be advocates of more integrated models of adolescent
behavioral health care.
Of[her_ If pediatricians cannot deliver behavioral health services for logistical reasons, non-
Pediatrics physician clinicians or staff may be tapped to deliver components of SBIRT. This
Departn?ent could open up opportunities for non-physician staff to work “at the top of their job
Staff. scope.”
Medical
Assistants, Conversely, non-physician staff may feel put-upon by new demands, may be stressed

by additional duties.
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Nurses,

In a few locations within the KPNC system, there are already embedded behavioral

Cll_:lnllcal health clinicians, although their hours are usually limited and they deal with
Ed ealt behavioral problems across the age spectrum. These “pioneers” could help to lay the
ucators groundwork for regional SBIRT implementation.
Child & . . L .
. Committed to adolescent behavioral health. Significant expertise in adolescent
Family .
_ behavioral health care.
Psychiatry
(Psych) Concerns about out-stationing into Pediatrics, losing ground with current models of
clinicians and siloed specialty care, losing “specialist” roles, losing resources. May be threatened by
Adolescent models of care which move focus to non-specialty care settings (e.g., Pediatrics).
Chemical May be wary of pediatric health staff involvement in behavioral health care provision.
Dependency
(CD) Behavioral Health clinicians currently have a relatively tense, contentious relationship
clinicians with management, regional leadership.
Reglon_al Have established priorities, pressure from health system leadership to meet
Pediatrics . .
performance measures (e.g. % asthma control, adolescent depression screening),
Leaders . L
increase efficiencies.
Committed to improving quality of care.
New leadership may be interested in more integrated models of care, in response to
environmental changes.
Rl\e/zlglotn?l Concerned about adolescent behavioral health care quality.
enta
Health Under pressure for access, quality of adult care, teens may be a lower priority.
Leaders

Organizing to meet HEDIS adolescent depression screening performance measures.
This effort could lead to focus on inclusion of substance abuse screening measures.
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Conversely, the focus on response to HEDIS adolescent depression screening
performance measures and development of workflows which focus solely on
depression screening while ignoring significant co-occurrence of depression and
substance use, may inhibit SBIRT implementation.

Regional leaders’ commitment to home-grown, un-validated instruments and
protocols, outcomes monitoring agendas, may impede evidence-based SBIRT
implementation.




CHAPTER 6: METHODS

This dissertation examines the feasibility and factors which may facilitate or impede
implementation of SBIRT for adolescents in pediatric primary care. | conducted qualitative
Key Informant interviews with KPNC Pediatrics providers, staff and administrators, Child &
Family Psychiatry and Chemical Dependency program clinicians, and with clinical leaders
and policy-makers from outside of Kaiser Permanente to understand SBIRT feasibility and
the barriers and facilitators to its implementation.

Setting

Kaiser Permanente Northern California is a large, non-profit, integrated healthcare
delivery system in Northern California. It provides insurance coverage and comprehensive
healthcare services for about 3.8 million members in 13 Northern California counties,
including approximately 500,000 members aged 11-18 years old. The KPNC Oakland
Medical Center Pediatrics Department where the study took place has a racially and socio-
economically diverse patient population representative of its catchment area; half of families
earn less than $50,000 annually.??* Pediatric primary care in Oakland is delivered by
physicians and resident physicians certified in Pediatrics or Family Medicine. Fifty-nine
percent of the PCPs are female; 49% are non-white and many use languages other than
English (e.g., Spanish, Mandarin, Cantonese and Vietnamese).

Adolescents are seen for well-teen visits without their parents present in the exam
room for at least part of the appointment, in order to encourage frank discussions of sensitive

topics and disclosure of risky health behaviors.'*® Under California law, patients aged 12 and
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older can receive confidential services related to substance use problem assessment and

treatment without parental permission or notification.

Table 3. Parent RCT Procedures and Implementation Outcomes

PARENT RCT PROCEDURES

The RCT study compared SBIRT implementation in pediatric primary care
provided by pediatricians trained in SBIRT (PCP), by pediatricians working in
coordination with embedded behavioral clinicians (BC), and usual care (UC). The study
was a non-blinded, cluster randomized, hybrid implementation and effectiveness trial
examining SBIRT implementation outcomes across 2 intervention and UC implemented
over a two year period (November 1, 2011, through October 31, 2013).

The parent RCT randomly assigned the 52 pediatric PCPs in the Oakland, CA
Medical Center to one of the three study arms. Preliminary analyses showed no differences
in screening rates by PCP provider type (e.g., Physicians vs. Residents). Therefore we did
not need to stratify by provider type prior to matching. Providers were not matched on
other characteristics (e.g., gender, years of experience) because we were able to adjust for
these statistically in analyses, and matching on these characteristics would have prevented
us from examining their effects (as proposed in the conceptual model). During the study
period, 9,032 adolescents had “well-teen” visits.

Population-based approach. The parent RCT used a population-based approach to
examine data collected during outpatient clinical visits. All patients at the clinic for a well-
teen visit are asked to complete a Teen Well Check Questionnaire, which becomes part of
their EHR. We worked with Pediatrics leaders to incorporate evidence-based substance use

screening questions, including the CRAFFT, a well-validated 6-item substance use
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225228 into the Teen Well Check Questionnaire in the

screening instrument for adolescents,
EHR, along with 30-day and 6-month AOD quantity and frequency questions, and AOD-
related problem questions, as a clinical assessment tool, and for baseline and 12-month
outcomes measurement for this study. No direct research contact (recruitment, consent)
with KP patients was made. This approach has several advantages. In addition to large cost
savings, many more patients can be studied using this type of approach; it includes the
population base of patients. Recruiting patients would have biased the representativeness
and naturalistic character of the study and decreased the ability to implement the study and
its generalizability; there would be interference with the care flow. Both the EHR and
KPNC policy enable this approach; HIPAA privacy policies, as communicated to all
members at enrollment and available on the KPNC website, explicitly acknowledge that
clinical data may be used for research under Institutional Review Board (IRB) oversight.
The University of North Carolina, Chapel Hill, the KPNC and the University of California
San Francisco (UCSF) IRBs approved this study methodology.

Training. Trainings were conducted by Dr. Derek Satre, a Clinical Psychologist at
UCSF and an expert in Motivational Interviewing (Ml), following strategies used

successfully to train and implement SBIRT.??"??® Along with core M1 principles,?**%* th

e
trainings included information on the prevalence of substance use and other behavioral
health problems, norm setting and providing educational resources and advice about AOD
use, and processes for referral to specialty behavioral health treatment. Physicians in the
PCP arm received 3 - 60-minute, on-site, lunchtime training, those in the BHC arm

received 2 - 60-minute trainings, for which they received lunch and Continuing Medical

Education units. This is consistent with how other new practice guidelines are implemented
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in KPNC.#%** Providers in all three arms were reminded via email from their Site Chief
about the substance use screening and assessment tools in the EHR and the regional
requirement of documenting any activities performed during the course of a patient
encounter. This was equal across arms and consistent with ongoing regional quality
improvement efforts to reinforce the importance of documentation in the EHR, and
reinforced by HEDIS performance measures.

Follow-up patient data at 12 and 24 months. In the two intervention arms, we
asked PCPs to schedule all patients determined to be at possible risk for AOD or mental
health problems (“yes” to AOD use or Mood symptoms in past 12 months and “yes” to > 2
CRAFFT questions) for a follow-up visit at 12 months (by the PCP or BHC). Because not
all patients will return for follow-up visits during the first 12 months, we will continue to
examine patient outcome data through 24 months post-intervention. The 24-month patient
outcomes will not be available until after this dissertation is complete, thus will not inform
its analysis or discussion.

SBIRT Intervention Protocol

Step 1: Teen Well Check Questionnaire “trigger” questions:
AOD During the past 12 months, did you:
Screening

1. Drink any alcohol (more than a few sips)?

2. Smoke any marijuana or hashish?

3. Use anything else to get high?

(“Anything else” includes illegal drugs, over the counter and prescription drugs, and
things that you sniff or “huff”’.)

OR

4. During the past few weeks, have you OFTEN felt sad, down or hopeless?
5. Have you seriously thought about killing yourself, made a plan, or tried to kill yourself?

OR

In PCP’s clinical judgment, teen has risk for AOD or other behavioral health problems.
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Step 2:
CRAFFT
and AOD
Frequency

Questions

Step 3:
Brief
Intervention
or

Referral

PCP reviews patient’s answers and enters them into EHR. Endorsement or presence of any
of the above items “triggers” further assessment.

PCP ARM

BHC ARM

USUAL CARE

Evidence of Behavioral Health

Risk? /

NO: No further
action.

CRAFFT score
<2 and no
severe AOD
problems:

PCP conducts
Brief
Intervention

\

YES: PCP
further assesses
AOD problems
using CRAFFT
and AOD
frequency
questions.

}

CRAFFT score
>2:

Referral to
specialty
treatment by
PCP for
additional
assessment and
treatment.

Risk?

NO: No further
action.

CRAFFT score
<2 and no
severe AOD
problems:

BHC conducts
Brief
Intervention

Evidence of Behavioral Health

YES: PCP
refers
patient to
BHC for
further
assessment.

BHC further assesses AOD
problems using CRAFFT and
AOD frequency questions.

CRAFFT
score > 2:

Referral to
specialty
treatment by
BHC for
additional
assessment
and
treatment.

PCPs may decide
to further assess
or intervene.
They have the
same access to
the CRAFFT and
BH referral
resources as the
intervention
arms. Usual Care
is that PCPs may
counsel patients
with Behavioral
Health risks.
When they do,
clinical policy
requires them to
record these
activities in the
EHR. However,
PCPs in this arm
do not receive
the SBIRT
training or have
access to a BHC.

As discussed above, findings from the parent study serve as critical preliminary

work informing this dissertation’s core data collection, analysis, discussion and Plan for

Change. Data on the implementation outcomes have been published and are summarized

below. Both the implementation and (preliminary) patient outcome results laid the

groundwork for the analysis and interpretation of the qualitative data, and have influenced

the development of the Plan for Change, which considers the effectiveness, feasibility and

inherent challenges of each model and make recommendations about their adoption and

integration based on those characteristics.
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IMPLEMENTATION OUTCOMES FROM PARENT RCT

Implementation outcomes findings from the parent RCT have added to the extant
adolescent SBI/SBIRT implementation literature and were published in a November 2015
paper in JAMA Pediatrics.” Fifty-two pediatricians were randomized to 1 of 3 SBIRT
implementation arms; patients aged 12 to 18 years were eligible. Implementation of SBIRT
included screening, assessments, brief interventions, and referrals to specialty substance
use and mental health treatment. The final sample included 1871 eligible patients among
47 pediatricians; health care professional characteristics did not differ across study arms.
Patients in the PCP (adjusted odds ratio [AOR], 10.37; 95%Cl, 5.45-19.74; P < .001) and
the embedded BHC (AOR, 18.09; 95%Cl, 9.69-33.77; P < .001) arms had higher odds of
receiving brief interventions compared with patients in the UC arm. Patients in the
embedded-BHC arm were more likely to receive brief interventions compared with those
in the PCP arm (AOR, 1.74; 95%Cl, 1.31-2.31; P <.001). The embedded-BHC arm
patients had lower odds of receiving a referral compared with the pediatrician-only (AOR,
0.58; 95%Cl, 0.43-0.78; P < .001) and UC (AOR, 0.65; 95%ClI, 0.48-0.89; P = .006) arms;
odds of referrals did not differ between the pediatrician-only and UC arms.

Both intervention arms had better screening, assessment and Bl rates than those in
usual care. Although referral rates to specialty treatment were low across all three arms,
patients in the PCP and UC arms were more likely to be referred to specialty treatment than
those in the embedded-BHC arm. More of the PCP assessments were in response to
endorsement of AOD use alone, and more of the BC assessments responded to MH
symptoms alone. The content delivered in the Bls, documented by the PCPs and clinicians,

differed in similar ways: more of the Bls in the PCP arm contained only AOD-related

60




content, and more of the Bls in the embedded-BHC arm contained only MH-related

content, or any MH content at all.

Dissertation Data Sources and Measures

| conducted semi-structured, in-person (n=18) or telephone (n=2) Key Informant
interviews with KPNC Oakland (the site for the parent RCT) PCPs, a clinic receptionist, the
BHC, as well as the Chief of Pediatrics, Child & Family Psychiatry and Chemical
Dependency treatment program clinicians, and Behavioral Health leaders in the KPNC health
system (N~15). The sample size (n=20) was determined because it included representation of
different disciplines and functional roles, and different organizations, and within KPNC,
pediatricians from the different RCT arms and levels of performance. KPNC pediatricians
from the two intervention arms were divided into “high” and “low” performers based on the
number of assessments and brief interventions delivered, in the case of those in the
pediatrician-only arm, and the number of referrals to the BHC in the BHC arm. Two
pediatricians from each tier — high and low — in each intervention arm, were assigned to be
invited to be interviewed. | was unable to schedule two of the low performers, one from each
intervention arm, even following multiple phone, email and in-person attempts to make
contact. I also included three pediatricians from the usual care arm, and one of the clinic’s
receptionists. I interviewed the single Adolescent Chemical Dependency program clinician in
Oakland, and three Child & Family Psychiatry clinicians who were willing to be interviewed.
The KPNC policymakers were chosen because they were high-level leaders in behavioral
health within the organization and | felt they could provide both a “big-picture” perspective
of KPNC organizational change processes within the context of the changing behavioral

healthcare environment. Participants outside of KPNC were recommended to me as being
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familiar with either the processes involved in SBIRT implementation, or the adolescent
behavioral healthcare landscape, or both. The 20-50 minute interviews explored perceived
barriers to and facilitators of SBIRT implementation, and the feasibility of integrating
adolescent behavioral health services into pediatric primary care, with special consideration
given to the provider, patient, intervention and organizational characteristics contained in the
various domains of the conceptual model. In order to gain a balanced perspective, | spoke
with pediatricians from all three arms of the parent RCT.

To gain a sense of the similarities and differences in barriers and facilitators of
integrated adolescent behavioral health in other types of health systems, | also conducted a
number of Key Informant interviews (n=6) with clinical leaders and policy-makers from a
variety of public and private, not-for-profit health care delivery settings.

Measures. The interview guides (see Appendix B) covered a comprehensive series
of topics related to the domains of the overarching conceptual model (informed by the CFIR)
while remaining flexible and open-ended so participants could share their experiences freely,
as if participating in a conversation rather than a formal interview. The interviews were
intended to elicit the perspectives on the different modalities of SBIRT for adolescents in
particular, and on integrated adolescent behavioral health care more generally, and to
understand and convey the context for their decisions and practices. Interviews discussed
current practices, the role of patient confidentiality policies and laws in clinical practice, the
importance of evidence in clinical decision-making, how new practices are disseminated and
adopted within organizations, communications and relationships between different
departments and professional disciplines, the impact of external environmental factors such

as healthcare reform and drug policy, and patient, family and cultural factors, such as stigma,
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comorbidity, and financial constraints. Active listening, interpretive questioning, and
reflexive objectivity principles informed the interview depth and direction.?*

Analytic Methods

Qualitative analysis. While content was shaped by the guiding conceptual model and
interview guide, the analysis used an inductive approach to build an understanding of the
complexities involved in implementation of SBIRT in pediatric primary care. Audiotapes of
the provider interviews were transcribed by a professional transcriptionist. Analysis was
conducted using NVivo, a software application designed to facilitate the organization and
analysis of unstructured data.?®® Each transcript was read thoroughly at least once prior to
coding, to provide a general overview and impression. Transcripts in MS Word document
format were imported into NVivo to be organized. Interviews were independently coded by
me and Dr. Ashley Jones, a Clinical Psychologist with experience in SBIRT and trained in
qualitative text coding, and the each coder was blind to the other’s codes during the initial
coding. Dr. Andrea Altschuler, a researcher at the Division of Research with extensive
experience in qualitative interviewing and coding techniques, consulted on the analytical
approach. Using NVivo, “nodes” (thematic categories) were created based on the broad
domains of the CFIR model: outer setting, inner setting, characteristics of the intervention,
characteristics of the individuals involved, and process of implementation. Within those
overarching nodes, thematic sub-categories (“sub-nodes”) reflecting greater nuance within
themes were developed by the coders, based on participant responses and informed by the
extant literature, including some (but not all) of the more detailed constructs described in the
CFIR. Coders met to discuss their understanding of nodes, and differences were reconciled
by consensus. Unused nodes were discarded after discussion between coders, and some sub-

nodes deemed to be virtually identical were collapsed into larger nodes. Inter-rater reliability
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was calculated, and both percentage coder agreement and a Kappa Coefficient calculated to
measure inter-rater agreement by interview, node, and across the sample. The coding and
analytical group discussed interpretations as nodes were developed and applied, and to
reconcile discrepancies, and team discussed issues which came to light which may have been
salient but were not necessarily included as a domain within the coding system. Node, sub-
node and source frequency analyses were also conducted. Inherent in qualitative methods
such as key informant interviews is bias — both participant recall bias and researcher bias, in
the development of interview guides and coding and analysis of interview data. | attempted
to minimize the latter through independent, dual coding of the interview transcripts, and

frequent consultation and discussion of participants’ intent.
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CHAPTER 7: RESULTS

The tables immediately below summarize the sample participants by their functional
roles, provide a descriptive overview of the themes and sub-themes discussed by participants,
and present the results of the inter-rater reliability analyses. Consistent with inductive
qualitative analytical methodology, | have not conducted hypothesis testing across categories
of personnel or organizations. The narrative findings which follow the tables illustrate some

of the most compelling responses from key informants, across many of the themes.

Table 4. Sample Participants, by Functional Role

(n-20)

Kaiser Primary Care Pediatrician 7
FQHC Primary Care Pediatrician 1
FQHC Medical Director 1
Kaiser Specialty Child & Family Psychiatry Clinician 3
FQHC Behavioral Health Clinician 1
FQHC Psychiatrist 1
Kaiser Adolescent Chemical Dependency Treatment Clinician 1
Director of County Adolescent Substance Abuse Treatment 1
Programs

Kaiser Behavioral Health Kaiser Behavioral Health Policymaker 2
Administrator, FQHC Collaborative 1
Kaiser Receptionist 1

Table 8 summarizes the themes and sub-themes identified in the analysis of interview
data. Using NVivo, a priori, over-arching “nodes” (thematic categories) were created based

on the broad domains of the CFIR model: outer setting, inner setting, characteristics of the

intervention, characteristics of the individuals involved, and process of implementation.

Some (but not all) of the more detailed constructs described in the CFIR were also included

as a priori “sub-nodes” and are indicated in bolded red font. Additional emergent sub-
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nodes, informed by the CFIR themes and sub-themes and the extant literature, and reflecting

the nuances of the interviews, were created by the coding team.

Table 5. Summary of Themes and Nodes

Nodes # of # of
sources | references
citing

OUTER SETTING 260

Total
External Policies and Incentives 2 5
Confidentiality 11 46
Cultural Attitudes and Mores about Substance Use 10 28
Growing Awareness of the Role of Behavioral Health 8 20
Stigma 7 17
Marijuana Policy & Legislation 7 17
Performance Measures 5 13
Insurance coverage, co-pays, Co-insurance 5 12
Billing/Financing 2 5
Patient and Family Needs 3 4
Comorbidity 11 23
Parental Attitudes 8 23
Linguistic 7 17
Patient Behavior 9 16
Family Behavior 4 11
Clinical Acuity 4 8
Logistics/Distance 4 7
SES 1 3
Gender 1 2
Health Care Reform, ACA 1 1

INNER SETTING 381
Structural Characteristics 3 12
Time, Appointment Length 15 49
Screening, Assessment Instruments 15 40
Competing Priorities 13 31
HER 11 31
Workflow 8 23
Workforce 7 18
Protocols 6 18
Warm Handoff 4 12
Networks and Communications 5 9
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Nodes # of # of
sources | references
citing
Referral Process 15 35
Linkages between Departments 13 35
Information back to Pediatricians about resolution of 4 8
referral
Consultation with Colleagues 5 5
Infrastructure 4 4
Community Resources 5 13
Implementation Climate 8 28
Leadership Engagement 4 10
CHARACTERISTICS OF THE INTERVENTION 126
Total
Relative Advantage of BHC Model 15 69
Evidence Strength and Quality 10 29
Information Technology 3 11
Cost 3 7
Relative Advantage of PCP Model 5 6
Impact of Trial 2 4
CHARACTERTISTICS OF THE INDIVIDUALS 90
INVOLVED Total
Provider Knowledge and Skills 13 44
Provider Attitudes Toward Substance Use 8 16
Provider Self-Efficacy 5 13
Provider Perception of Role vis a vis Behavioral Health 7 11
Medical Training 3 6
IMPLEMENTATION PROCESS 93
Total
Planning 13 35
Executing 6 24
Training 9 22
Engaging 5 8
Reflecting 1 3
Evaluating 1 1
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Table 6. Inter-rater Reliability

Kappa % Agreement between
Coefficient coders
Overall 0.7837 98.85
Outer Setting 0.8309 99.21
Inner Setting 0.7833 98.31
Characteristics of Intervention 0.8514 99.18
Characteristics of Individuals 0.7913 98.95
Involved
Implementation Process 0.7969 98.89

Outer Setting

Factors in the Outer Setting domain were identified quite often by participants during
the course of the interviews as influencing the possible implementation of SBIRT for
adolescents, and behavioral health integration in pediatric primary care. Outer Setting factors
were second only to Inner Setting ones in the frequency at which they were discussed. It was
clear from the interviews that even in the highly structured, somewhat insulated environment
of the Kaiser health system, providers and policymakers there are not immune to external
influences on their patients and clinical practices. National and state policies and legislation,
shifting cultural attitudes about substance use and behavioral health problems, and patient
characteristics were all noted as particularly salient to the issue of integrated behavioral
health practices in pediatric primary care.

Comorbidity. Comorbidity — in particular, co-occurring substance use and mental
health problems — was mentioned by several participants, across profession disciplines and
settings, as a factor which was quite common among their patient populations.

Kaiser Primary Care Pediatrician:

I think that they probably don’t have one problem. I think they have drug and alcohol
and behavioral issues...
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Kaiser CD Clinician:

...there’s a good percentage of teens that I see tend to have some anxiety or

depression, and I think that’s been clearer since we’ve done the outcomes study.... A

lot of families will come in with more that the mental health disorder is creating the

other problem, and the teen is self-medicating....
Kaiser Child & Family Psychiatry Clinician:

And, of course, we know that depression and anxiety is also a big factor for kids self-

medicating. If you’re anxious you drink, and when you drink you’re less anxious

when you go to parties.

Linguistic. Linguistic needs of patients and families, and the barriers they posed to
accessing treatment and quality of care, were mentioned several times by participants, both
within and outside of Kaiser. Participants noted the lack of linguistic capacity of programs
and systems to provide linguistically appropriate services needed for increasingly diverse
patient populations.

Child & Family Psychiatry Clinician:

The massive barrier in this system, even with the improvements Kaiser has made, is
language. We do not have a Spanish-speaking receptionist. We need one. It really
continues to be a huge barrier if you don’t speak English. We get a huge patient
population are Spanish-speaking.

FQHC Clinic Consortium Behavioral Health Integration Manager:
Resources in the County are sparse, and language ability (has) become an issue,
because we have all kinds of immigrant populations here or other languages. Asian
Health Services, for example, have no one to refer people to. So the client is still left
stuck and may end up circling back to the primary care setting for the help that they
need.
Marijuana policy & legislation. The significant and growing impact of liberalizing
marijuana legislation was mentioned by several participants, particularly the pediatricians, as

complicating their ability to influence patients’ use of marijuana. Participants reported that

changing marijuana policies served to support many patients’ and parents’ perception that

69



marijuana was less risky to adolescents than other substances, more “natural,” and therefore

less of a concern.
Kaiser Primary Care Pediatrician:

Of course, if it was other drugs or alcohol, then I’d probably be more pushed. But the
feeling about marijuana is so... it’s so hard to convince anybody that’s it’s a
problem, but the kids | know — the ADHD kids and all those kids — are self-
medicating and they feel better and — but I also know that if I try to get them help for
their anxiety or depression, [ wouldn’t be able to get anywhere until they quit, I hate
that it’s getting so laissez-faire. It’s just going to make our job harder.

Kaiser Primary Care Pediatrician:

| think there's a lot of confused message with the legalization of marijuana, and
medical marijuana. Even billboards — there's a billboard about improving your
mental health — | just saw it yesterday, for medical cannabis! | mean, these

kids are driving down the freeway, seeing that, and they got depression and anxiety,
and when they smoke they can sleep better and feel better, and they know Aunt Sally
is high every day because she's got cerebral depression. | don't know how to deal
with that. | think that there probably could easily be some mixed messages.

Child & Family Psychiatry Clinician:

| definitely see a lot more of a tolerance or minimizing the behavior if it is involving
marijuana. | think that marijuana use is looked at differently than other, you know,
drugs or alcohol.

Child & Family Psychiatry Clinician:

It shouldn’t if we talk about it the way we should talk about it. Alcohol is legal for
people are over 21, but not for people under 21. Marijuana could be legal for people
over 21, but not under. It goes in the same place. So, the way I talk to the kids, I say,
‘It’s illegal,” you know? And | talk to the parents. ‘It’s illegal.’

Kaiser Policymaker:

| think legalization of marijuana is a really interesting one, especially when you think
about adolescents in particular, because anytime | muddy a message, it becomes more
difficult for the adolescents to understand it.

| was reading something recently about how parents who drink alcohol at home, their
kids have a higher incidence of alcohol dependence. The idea behind that is that
we’ve normalized a behavior that’s perfectly legal. They’re not drinking a lot, but
we’ve removed a barrier that potentially the adolescent sees: Wait, my parents are
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drinking. They’re drinking an appropriate amount, but the adolescent doesn’t know

what an appropriate amount is. They just see their parents are drinking, so it

normalizes the behavior. They’re not going to get that. They’re just going to see, Oh,
my parents are using, so it’s fine for me to do it as well.

Confidentiality. Patient confidentiality was among the most frequently mentioned
topics by participants, reflecting the ambiguity of its role in the conversation about integrated
behavioral health for teens. It is an (or perhaps the) essential element in adolescent
healthcare, but poses challenges to integrating interventions like SBIRT, which address
potentially sensitive or taboo behaviors, into the interaction between providers, patients and
their families. Several pediatricians described struggling with how to deal with information
about substance use while protecting adolescents’ confidentiality, and how this can inhibit
their ability to get teens the intervention they may need. They varied in their understanding of
the extent of healthcare providers’ ability to maneuver under the law: some interpreted the
law more conservatively, understanding breaches of confidentiality as allowable only in case
of threatened suicide or homicide, while others interpreted the law more liberally and felt that
significant substance use could constitute sufficient risk to allow them to bring parents into
the conversation. Pediatricians described methods they had developed for talking with teens
about risky behaviors, and for facilitating discussions with patients and parents, about risks,
behaviors, intervention and possible referral to specialty care.

Kaiser Primary Care Pediatrician:

Well, the barrier is having this teen that says they use marijuana every day. They

don’t see the problem, and their mother doesn’t know. So how am I supposed to do

that without the mother knowing; and, if | call someone to come up and talk to them
for 15 extra minutes, what’s the parents sitting in the waiting room going to think?

And, because we tell them we’re keeping it confidential, but that can’t stay

confidential. I mean, at a certain point, it can’t be confidential. So then, how do I
decide that it should break confidence?
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Kaiser Primary Care Pediatrician:

What | tell kids before — as soon as | throw the parents out of the room, | say to them,
‘What we talk about now is confidential. If you think you’re going to hurt yourself,
hurt somebody else, somebody’s hurting you.” So, if they, you know, disclose
something that I think is dangerous, then I might say, you know, ‘This is — this is a
concern. This is dangerous, and | really need to talk with your parents and get you
help for this.’

So... you just kind of do the calculus in your head, like, I think this level —
A: If they said they’re going to hurt themselves, you know.

Q: Well, but I mean, like, level of alcohol use; say if someone says, you know, ‘I’'m
using such and such.’ It’s very different if some 17-year-old says, ‘Oh, yeah, well, |
drank a couple of beers or a beer at a party’ — versus a 13-year-old who’s, like, ‘Oh,
yeah, I’m drinking three times a week.’

A: Yes.

Q: So, do you ever, you know, give that information to parents if the — break
confidentiality.

A: Yeah, yeah, yeah, yeah. If it’s bad enough I will. It’s got to be pretty bad, though.
Kaiser Primary Care Pediatrician:

Well, the law's very clear. | mean, unless they're homicidal or suicidal, then —and |
don't — I don't —and I can't. I might still really try to convince the kid, like, ‘Hey, this
is — I think you need help and how you gonna hide this?’ or whatever... But —and if
they're high as a kite in the room, and the parent's still sitting there, I'm, like, ‘Did you
smoke something today?’ You know, I’ll call them on it in front (of their parents)
because that's not breaking confidentiality.

Kaiser Primary Care Pediatrician:

But I will also offer the teen: ‘Do you want to tell your parent? Do you want me to
tell your parent? Do you want to tell your parent with me in the room? Do you want
to wait until you go home? Do you feel safe at home?’ Kind of giving them help in
talking about it. | think the only time I have brought it to the parents, because of my
legal issue, is if the parents brought it to me first and then talked about it. And |
would send the parent out and | would get the kids permission to talk about it to the
parents.
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Stigma. The stigma surrounding behavioral health problems — mental health, and
substance abuse in particular — was mentioned by several participants as an important factor
shaping their interactions with patients and families. Clinicians from both Pediatrics and
Psychiatry cited stigma as a barrier to patients’ and families’ willingness to consider
engaging in specialty behavioral health treatment, or even to discuss behavioral health
problems. A Child Psychiatry clinician saw stigma as inhibiting pediatricians’ willingness to
ask patients about behavioral health problems. However, an FQHC-based pediatrician
described parents’ hesitation lessening after finally speaking to a behavioral health clinician,
suggesting that obstacles posed by stigma have the potential to be ameliorated through
communication with a trusted healthcare provider.

Kaiser Primary Care Pediatrician:

Now, CD they’re always scared about, but I explain to them, you know, the — you

know, why | think it’s important, and I say, ‘Nobody ever wants to go, but the teens |

know who have done it have found it extremely helpful.” The stigma of it, they don’t
think that the problem is that bad. It’s just the stigma of rehab.
Child Psychiatry clinician:

I'think chemical dependency, it’s kind of like how psychiatric conditions were a few

years ago, you know , that it’s still a huge stigma, that people are not recognizing it,

people are not seeing it. | think they’re reluctant to ask about it.
FQHC Primary Care Pediatrician:

Occasionally, parents, because of the stigma around mental health are resistant at

first, but usually it doesn’t even take five minutes to convince the parent to not and

most of the time they’re really, really open to it and really thankful, especially once
they meet the particular people.

Cultural attitudes and mores about substance use. Related to the stigma around

behavioral health problems, patient, family and provider attitudes about substance use were

mentioned as a factor which could affect discussions about use, risk and intervention.
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Kaiser Policymaker:

Two things that occur to me, which is that there’s a value judgment that is placed on
this. Even though we would like for that not to be the case, we are still human beings,
as physicians. If I’'m seeing a colleague’s child, I may just automatically assume, hey,
wait, you know, they can’t be using substances, because my colleague is the best and
brightest physician that I know, and they can’t possibly have kids that have any
problems. It affects everyone. It really affects everyone at all SES levels, all types of
education. All types of ‘good people’ have these issues, and good kids have these
issues. And I think you have to normalize that for physicians, because otherwise you
place value judgments on some of the responses. | think also you do have a fair
number of physicians who have personal experience with substance use disorders,
either in their family or themselves. And they’re going to have particular thoughts
about whether they should ask it and how aggressively to pursue it.

Growing awareness of the role of behavioral health. There were several mentions,
particularly from community-based providers, of the growing recognition among medical
professionals of the critical role behavioral health plays in the overall health and well-being
of patients, and of the high prevalence of behavioral health concerns among their patient
populations.

FQHC Clinic Consortium Behavioral Health Integration Manager:

We recognize that 50 percent of our population, if not more, has co-occurring

behavioral health conditions, and that is holding people back from being able to

address the chronic care issues that are happening to them.... I think the world in
general is moving toward integration.
FQHC Primary Care Pediatrician:

| mean, the bulk of our physicals are really — are mainly psychosocial visits.
FQHC Medical Director:

I think a common conversation that people have these days is that they can’t even

imagine what it was like before we’ve had a lot of these resources, that it just feels so

essential to treating our patient population and probably any patient population to just

kind of have some of these resources here in clinic, that it makes such a big
difference.
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Insurance. One Kaiser clinician mentioned that, as Kaiser has increased its insurance
product offerings beyond its traditional all-inclusive, minimal co-pay plans, to include higher
deductible and higher co-pay and co-insurance products, financial concerns have become
more of a barrier to specialty behavioral health services for patients. The issue of
affordability and co-pays and co-insurance, while less relevant to most teens in the public
and Medicaid systems, could certainly be salient to those with private insurance coverage
where “skinny plans” and other high cost-sharing plans are more common. While most
Kaiser members still have relatively small cost-sharing burdens, these types of plans have
become more common, not only in for-profit plans, but in not-for-profit health systems such
as Kaiser. Interventions provided under the auspices of the Pediatrics Department could offer
a lower-cost alternative to specialty behavioral health services.

Child Psychiatry clinician:

I’ve had parents tell me they can’t afford to come here. And if you have more than

one child and you’re just picking between a medical doctor and psychiatry, and your

child has a high fever, well, most parents are going to go in that direction. So,
unfortunately, the financial thing is a big barrier.

Healthcare reform/ACA. While none of the Kaiser clinicians discussed the effects
of the ACA or healthcare reform on SBIRT implementation specifically, or adolescent
substance use screening more generally, a community-based mental health provider
mentioned the ACA as a facilitator of SBIRT implementation.

FQHC Psychiatrist:

Providers were for a long time just clamoring for more mental health integration into

the primary care clinics. There’s always been the county mental health clinics for the

patients with more severe schizophrenia or bipolar that are kind of unstable or
unstable depression where they’re suicidal or something like that. But for all the

other patients, it was very difficult to get people counseling. Recently with the ACA,
the county and all the health clinics are mandated to provide mental health. Medi-Cal
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SBIRT is mandated to provide mental health counseling resources and pay for them
in the community.

Performance measures. Externally developed and disseminated performance
measures, such as those in the HEDIS of the National Committee of Quality Assurance
(NCQA), were discussed as an environmental factor that frequently drive internal guidelines
and by turn, providers’ individual clinical practices.

Kaiser Primary Care Pediatrician:

Yeah, if we’re forced to do it, and there’s a HEDIS thing, and we’re measured on it,
we’re going to do it.

Child & Family Psychiatry Clinician:

Because the initiatives they have to do are the HEDIS. We do a lot of energy behind
the measuring all these different guidelines, and that’s the only one they have to do.

Inner Setting

Inner Setting factors were the most frequently discussed during the interviews, as
either barriers or facilitators to SBIRT and behavioral health integration. Issues such as
current clinical workflows, the structure and time allotted for adolescent well visits, the
pressures experienced by providers faced with multiple competing priorities, and the
relationships with other departments, organizations and colleagues from other clinical
disciplines were all repeatedly mentioned as impacting providers’ ability to deliver
interventions such as SBIRT.

EHR. The potential value of, and the challenges of effectively using, electronic
health records in SBIRT implementation were discussed by participants in both Kaiser, with
its mature and robust EHR, and in community settings still adapting to EHRs. One
pediatrician discussed her frustration with the time and effort involved in documenting care

practices, including alcohol and drug screening, in the EHR, and her tendency to forgo using
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standardized, evidence-based screening questionnaires embedded in the EHR in lieu of
documenting use in clinical notes. Another acknowledged that if screening instruments are
embedded in the EHR, and patients’ answers clearly visible as part of their record, that it
became harder for providers to ignore that information. Similarly, a mental health provider
pointed out that what is in the EHR gets asked, and that if alcohol and drug screening was in
the EHR the way that smoking is, that it would be more likely to be attended to. Someone
charged with overseeing the integration of behavioral health into the county’s FQHCs
described the challenges involved in designing, building and implementing systems for
electronic documentation of behavioral healthcare services.

FQHC Clinic Consortium Behavioral Health Integration Manager:

Some clinics are doing the paper version and scanning into the medical records, and
then, others are actually using the screenings that are in the EHR.

They have a specific person on their IT staff who's been helping to think through this
process and then really to interface with the EHR system. They really want to be
documenting everything directly into the EHR.

Kaiser Primary Care Pediatrician:

...not everybody uses those questionnaires all the way. Because if you see how they
work, they’re so cumbersome and unwieldy. | usually do a note instead and then |
disregard the questionnaire. I try to address whatever was positive but I don’t
necessarily go back in and change the answer. That will be probably six more clicks.
It opens up a new window so it totally ruins your flow of thought — you know?

Kaiser Primary Care Pediatrician:
Once the information's glaringly right there, if you're going to ask very specific
questions about how many drinks and all that stuff, we're probably going to pick up a
few more.

Child & Family Psychiatry Clinician:
| mean, cigarette smoking is in our template. You have to mark it before you close it.

But the other one, not really, you know? Nobody said, ‘Did you counsel them about
substance use,’ right?
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Screening & assessment instruments. The instruments and methods used to screen
and assess adolescents were a major topic of the interviews. Several providers discussed the
pros and cons of the instrument used during the trial — the CRAFFT — with many saying it
was easy to use, although it was clear that they did not use it systematically. It was clear that
there were no standard, uniform screening practices used across the providers, and that many
did not use evidence-based substance use screening instruments on patients unless they
suspected that a patient was at risk. A Kaiser pediatrician described following up on initial
substance pre-screening by performing further assessment without using a standardized tool.
Similarly, in the community-based FQHC adolescent clinic, the Behavioral Health Clinician
described screening, but in an informal way, without the use of an evidence-based
instrument. A Kaiser mental health clinical described a relatively minimal substance use
assessment, not using a standardized, evidence-based instrument. Interestingly, both the
Kaiser CD clinician and Policymaker endorsed the use of a broad-brush assessment tool, that
embeds alcohol and drug use items into a comprehensive series of risk and health behavior
questions, as a way of lessening potential stigma and increasing patients’ frank disclosure of
use.

Kaiser Primary Care Pediatrician:

...having that CRAFFT was handy. So it made it easy to ask the questions so that if
they were all normal, then | would feel more relieved, but it is totally a time thing.

Kaiser Primary Care Pediatrician:
Doing CRAFFT questionnaire is pretty helpful. Because it takes more time, but
you’re going more specific then and I’ve tried to make sure they’re not drinking and

driving or being in the same car with somebody who’s kind of under the influence. At
least they’re not doing dangerous behaviors like that.

78



Kaiser Primary Care Pediatrician:

Most of the teens I see don’t ever use alcohol or rarely use alcohol or have tried
marijuana but don’t do it regularly. And I have done the CRAFFT. I don’t think I’ve
done it in a few months. | mean, having that CRAFFT was handy. It made it easy to
ask the questions so that if they were all normal, then | would feel more relieved, but
it is totally a time thing.

Kaiser Primary Care Pediatrician:

Certainly, I always ask about the drinking and driving and smoking and driving —
‘Do you ever put yourself in a bad situation?” ‘Have you ever drunk so much that,
you know, you got sick or, you know, felt like you needed to drink because you were
hung over?’ | think they're kind of the CAGE questions.

Child & Family Psychiatry Clinician:

We don’t use an instrument like CDRP (specialty substance abuse treatment program)
does. The parents or the legal guardian, they fill out a form, and then for kids 12 and
up, they’re filling out forms. And in that form it’s asking do they use and what do
they use, and the frequency of use.

FQHC Primary Care Pediatrician:

Anybody coming in for a physical, we actually have a form that our medical and
social workers give the patient before we even go in to see them, and they fill it out.
We go over it with them. Within the HEADSS Assessment, we ask about, mental
health — anxiety, depression, abuse, safety at home, drug use, all of those things.

FQHC BHC:

So my approach to alcohol and drugs is we do a screen. If I’'m with someone I’ll first
try and see, ‘How much risk behavior is this patient doing.” If I feel like there’s risk,
the first would be conflict with family. If there’s any stress that comes out. If there’s
no stress, I normally won’t ask about drugs or alcohol, if they report none. If they say
‘I’'m really stressed out, life is really stressful. I feel A, B, C, D,’ then | will almost
always ask about drugs and alcohol after a little bit of time. I’1l say ‘On a Saturday,
how many drinks of alcohol will you drink?’ From that answer I’1l ask how much.
Some will say ‘Oh, my God. | never drink.” And someone else will say ‘I don’t
know. We’ll finish like three boxes — three handles between four friends.” And (from
their answer) I’ll do a different line of assessment.

It sounds like you don’t use a standardize screen or on paper?

A: No. This one has one question, and that’s like my start, ‘How often do you use
alcohol or drugs to relax, feel better, or fit in?’
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CD Clinician:

Q:

So, do you think it’s better to just focus on a single thing like substance abuse alone
or do you think it’s better to integrate that into a screener for sort of behavioral health
more broadly.

| kind of like the idea of bigger and a part of a bigger piece. | mean, just to integrate it
because | think — I think teens will be honest about their answers. Yeah. I think if it’s

just part of it, they’re going to answer. If it’s too specific, then it Kinds of stands out a
little more.

Kaiser Policymaker:

| think, for teens in particular, incorporating as many of these screening questions
into a single instrument is useful because it kind of destigmatizes, you know, how you
answer it. For example, if you give a teen a PHQ-A, for example, that automatically
says, okay, we’re looking for depression, and there’s a little bit of, perhaps, some
stigma around that, or they want to hide that information from their parents,
depending on how it’s administered. Or there may just be a concern about what’s
going to happen with those results.

You embed two or three questions into a full-on teen well-check questionnaire, and
you’re asking about seatbelt use while you’re also asking about drug and alcohol use.

Time, appointment length. As in the adult SBIRT implementation literature, time

(or the lack thereof) was the most frequently discussed factor impacting participants. Kaiser

pediatricians spoke with great frustration about the time pressures they experience due to the

short (15 minute) adolescent well visit appointments. They described the challenges of caring

for their patients and how these time pressures their ability to adequately screen and address

adolescents’ substance use and/or mental health problems within the timeframe of a typical

well check. One physician expressed skepticism about providers’ ability to provide

comprehensive, quality care to their adolescent patients under the system as it is currently

structured. An FQHC psychiatrist also discussed the time constraints that primary care

providers operate under in the clinics where she works.
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Kaiser Primary Care Pediatrician:

In Pediatrics, dealing with so many things, | wish | had time to spend more time on
the conversation. Usually I think I probably don’t spend that much time. Just because
of the time constraints because if it’s a baby or teen with multiple problems, it’s still
only 15 minutes. Usually, I’m running late and probably there for more than 15
minutes, then I’m late for the next patient. I wish I had talked more. I would talk
about addiction and effects on their health and their achievement and if they’re going
to be playing sports or something, how it’s going to affect maybe their taking part in
sports. So, unfortunately, I don’t have very long conversations.

Kaiser Primary Care Pediatrician:

We have 15 minutes for every patient, and as you can imagine, with any teenager,
you have to do the regular physical stuff, plus how’s school, socializing, any bullying,
any substance abuse, any sexual activity. You need to talk to them confidentially.
Eating habits — there’s just a million things.

Fifteen minutes for a very healthy, self-motivated teen is easy enough to do, but most
teens have other things. And trying to get their confidence in 15 minutes to have them
— you know, you ask them to take off all their clothes, and, you know, they’re already
—a lot of teens are already feeling awkward and vulnerable. And then you have to
talk about a million different things.

So whenever | have a patient that has anything outside of being 100 percent

normal, it’s a little discomfiting, because I just don’t feel like I’'m going to have the

appropriate amount of time to take care of them, or to be able to address or answer

their questions in a timely fashion in a way that serves them and serves all of the
patients after them, because | will stay with them as long as they need, but then it will
put me behind with everyone else.

| really have a hard time being able to speak for other doctors. I can tell you that

we’re all — the 15 minutes, most of us feel it’s not appropriate — not that it’s not

appropriate; it’s not sufficient. It’s not sufficient. ....I just don’t know that our
system is set up to help our teens in 15-minutes visits.

Competing priorities. Closely related to the time pressures described by participants
are the competing priorities faced by today’s primary care providers. Pediatricians described
the multiple recommended preventive services and activities they are expected to perform
during the course of a typical adolescent well visit: physical examination components,

various screening activities (e.g., smoking, nutrition, exercise, school performance, sexually
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transmitted infections, bullying, etc.), immunizations, school/sports forms, etc. Many
reported feeling overwhelmed at the sheer volume of activities, and made clear that visits
were clearly a zero-sum game; it was impossible to complete all the required preventive
activities, as well as addressing concerns specific to the patient, and they were constantly
forced to choose the services they felt were most important and appropriate for particular
patients. They are forced to make judgements about patients highest priority conditions,
which means that “invisible” problems like substance use and other risky behaviors may go
overlooked.
Kaiser Primary Care Pediatrician:
Well, the good thing is that if it’s patients that we know, you just pick the things
you’re going to spend time on. You know, so if it’s my teen who is stable from an
eating disorder, I’m going to spend time on that. If it’s, you know, a kid with ADHD,
then I’m going to spend time on ADHD and their medicines and whatever. So maybe
not on the other stuff because | know that stuff is okay.
Kaiser Primary Care Pediatrician:
Well, teenagers — | spend more time because, not only do we need to do the physical
and, usually, do a school form and talk them about immunizations and make sure that
they’re ready for sports and everything, but we have to also research their home life
and their emotional selves. There’s so much change happening for them and if I know
the teen and we already have sort of established a relationship and they’re pretty easy

to talk to, then they will tell you anything honestly.

But if you don’t know the teen, then also takes some extra time to sort of make sure
that they feel comfortable talking to you and opening up and telling you —

You’ve probably seen the number of things that we have. We have asthma control
tests, we have three questionnaires for the teen. We have the Obesity Get Healthy
Action Plan game, we have their school forms and then you have to do Asthma
Action Plans if they need them for school and, you could spend the whole time just
doing clerical work.
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FQHC Clinic Consortium Behavioral Health Integration Manager:

Providers are overwhelmed with the enormous amount of mental health conditions

that are — that they see in their practices. But quite honestly, this is not what they went

into medicine for.

Workforce. While not discussed by providers, several of the managers and
policymakers had clearly thought about whom among their workforce might best be used to
deliver components of SBIRT and other integrated behavioral health intervention in their
settings. They talked about the benefits of using various different, non-physician personnel,
for screening and intervention, and some of the challenges involved in tapping those staff for
SBIRT.

FQHC Clinic Consortium Behavioral Health Integration Manager:

So, [Clinic A] has their medical assistant do the initial screening, flags to do the

larger level screening. They then do a warm handoff to a behavioral health clinician,

and then, the behavioral health clinician will take on the larger screening and assess
for sort of where a person's at, and then, do the brief intervention.

Now they're actually trying to train a higher level of community health worker.

There's a lot that those mid-level kind of professionals — you know, unlicensed or

working towards their license — can be doing.

How you think through the functions of your team, including your non-licensed

professionals, and, you know, so that it alleviates the burden on just the licensed

folks.

Workflow & warm handoff. Quite a few participants discussed their clinical
workflows with regard to handling teens’ behavioral health risks. Those with access to
embedded behavioral health clinicians specifically discussed how a “warm handoff” — where
a primary care provider personally introduces the patient to a behavioral health clinician

during the course of the patient’s visit — fits into their clinic workflows, and its importance in

facilitating patient engagement in behavioral health interventions.
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Kaiser Primary Care Pediatrician:

Oftentimes | would already know that there was an issue, whether it was the private
questions or, even if they weren’t the private questions, grades are dropping or they
admit to having a real problem sleeping, ‘I’ve lost my appetite’ — anything that would
make me think that they weren’t — that they might use some help just talking about it,
to even just tease it out to see if there is an issue.

| would let them know: ‘I’m really fortunate at this time. I’ve partnered up with Dr.
XYZ, who does the mental health kind of check-in with teenagers. So I’ll do the
physical, and then I’ll give her a call. And if she’s available, she’ll come in right
away and talk to you. If not, she might just come and say hello and then follow up
with you. But if she’s not there, she will give you a call to follow up.’

I’ve never had her come down and be in and out in two minutes and be like, Oh, they
didn’t want to talk to me. Like, it’s a minimum of 20 minutes, more like 30 minutes,
and oftentimes 45 to an hour. Kids would talk to her, would open up. They would talk
and really discuss what’s going on with them. And she always has — she was able to
get out of them a lot more than I could in, you know, 10 minutes.

I never had a patient say, No, I don’t want to meet with her. I never had a parent say,
Why do they need to meet with a therapist? I think everyone’s kind of aware:
Teenagers are hard. | think kids who are having challenges, parents are seeing it at
home. It’s not a big surprise.

And sometimes parents will say ‘I want my kid to see someone. And I'll say, ‘Well,
we have someone who can meet with them right now.” And they, like, you know,
want to kiss the ground I walk on, because they’re just — because there’s nothing like
the immediacy. Sometimes they have a hard time getting their teen in here to begin
with to discuss an issue which they feel is not an issue.

FQHC Primary Care Pediatrician:

If it’s something like headaches and I really think that it’s about anxiety or
something, I’1l say, ‘Now that we’ve talked I really don’t think that there is a purely
medical explanation for what’s going on and it sounds like a lot about what you were
telling me about — about the stress at home and the violence is really contributing —
and we have people here that can help you with that.

| could give you tons and tons of pills, but I don’t actually think this is going to go
away with just pills. I really want to introduce you to our social workers because I
think they’re going to be able to help.” Most kids at that point are like, “Yes. Please.
Yes.” They’re open to talking to anyone. And I’ll say, ‘I’'m really worried about you,
and I actually don’t feel comfortable letting you leave until you at least talk to them.
You don’t have to make a follow-up. You don’t have to commit to anything. But |
just want you to meet them face-to-face.” And, if the person who’s on call isn’t the
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one that’s down here, I’ll say, ‘Okay. Well, they’re seeing patients right now. Let me
call them and see if they’re available. If they’re available, I’ll have them come to you.
If not, we’re going to get you an appointment as soon as possible.’

And then, if it looks like it’s going to be a really long conversation that the social
worker and the patient are going to need to have, then I’ll ask the social worker to
bring them up to their office, up here, so that we can free up the room and keep the
flow of clinic going.

It didn’t used to happen. We didn’t have anyone down here so we used to have to call
and see if they were in-between patients or could come down. And so we decided that
it’s much easier to have somebody who has no scheduled patients just be sitting there.

FQHC Medical Director:

| think most people agree that the best way to get patients to actually follow up with

their health coaches was if there was a warm handoff, and they actually met the

person, rather than someone calling them up later. Doing the counseling on behavior
change, motivational interviewing, and even assessing the situation fully takes a lot
more time than the 15 minutes or so that we have in our typical visits.

Linkages between departments. Throughout the interviews, participants across
disciplines and organizations discussed the personal, professional and departmental
relationships which impact the provision of behavioral health services for adolescents on a
regular basis. It was clear from the interviews that linkages between departments and
organizations often depend on the relationships between and efforts of individual staff
people, rather than intentionally established, systematized connections intentionally created
to link departments or organizations, creating “systems of care.” When personnel changed, or
if successful personal-professional relationships were never established, linkages were often

weak, potentially compromising optimally integrated care for adolescents with co-occurring

health and behavioral health concerns.
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CD Provider: More of my work is with child and family psychiatry than the Pediatrics

department. | probably have had interaction with Pediatrics through of my interaction with

child and family, but that’s the only time I’ve had any interaction with pediatrics. With Child

& Family, going to a monthly liaison meeting.”

Q:
A:
Q:

A:

So it sounds like you don’t get a lot of direct referrals from the pediatricians?
Pretty rare. | do.
And when you do, are those the more severe kids would you say or —

| would say it tends to be more severe. I’'m trying to think because there’s so few.

Child & Family Psychiatry Clinician:

| personally saw it on both sides of general psychiatry and chemical dependency
recovery program, what Kaiser was trying to get us to do, end up no wrong door,
because we know we lose people when we’re referring over.

There are certain providers that just seem to catch things more. | think it depends on
the provider. For me, it’s not been an issue of a close relationship. I just knew the
other doctors more. And as they’ve retired, you know, we haven’t done it in a while,
but we’ve done different things over time. We used to do once a month case
conferences where they’d come down here, we’d go down there. I don't know why
that hasn’t happened again. But, you know, it was a select few. It was those doctors
who were more psychologically inclined. At least that was a nice opportunity. Many |
don’t even know, they wouldn’t even know | worked for Kaiser.

It was clear that the weak linkages between pediatric primary care and behavioral

health departments described by front-line clinicians were not well understood by

policymakers at leadership levels:

Kaiser Policymaker:

And one of the things that I think about pediatrics, though, that’s different than with
adults, is that pediatricians tend to stay much more involved with their patients. So
there’s a lot more communication and crosstalk between the pediatrician and the child
psychiatrist or the therapist. So I think actually that makes them better informed, and
so they’re better able to understand what’s going on, even if they’re not treating the
patient.
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Referral process. Several participants described the referral process to specialty
behavioral health services — either to Child & Family Psychiatry or to the Chemical
Dependency program, in the case of Kaiser, or to outside behavioral health services, in the
case of community-based primary care providers — once a teen was identified as needing
more intensive services than could be provided in the context of primary care. Kaiser
pediatricians described some of the barriers inherent in the referral process, including
unwilling patients and families or inflexible program rules which exclude patients with co-
occurring mental health and substance use problems. Community-based pediatricians also
described patients unwilling to follow through on referrals to specialty care, preferring
instead to continue to receive care in a familiar setting, with trusted providers. Community-
based program administrators also discussed some of the service capacity limitations across
community programs, and the impact the lack of resources have on the specialty treatment
referral process.

Kaiser Primary Care Pediatrician:

Sometimes, | would refer the child to Psychiatry but, as you probably know, there’s

not always a great follow-up with that. Or the parent really wants to have follow-up

with that because they feel sort of at a loss to deal with their kid and I don’t think we
have excellent parenting resources. It’s pretty hard. And to try to get the kid to agree
but a lot of times, the teen won’t agree to come. So you’re sort of at a stuck position.

Sometimes the teen really does want to go and will agree to referral and may actually

go for the intake but doesn’t often follow-up.
Kaiser Primary Care Pediatrician:

Our behavioral medicine here, just a referral down to there to let them sort it all out,

even if the parents are on-board and want to do it, and it seems like they have

underlying reasons why they're using substances, I've found Child and Family Psych

will not see them if they continue to use substances, so that's just out — you're stuck.
There's no one then to advocate.
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Kaiser Primary Care Pediatrician:

If there’s a drug issue, then behavioral medicine won’t see them until they deal with

that. But I don’t know that I’ve had any patients that — maybe one or something —

that’s followed through and mostly because there was other things going on. But, I

guess, it seems like it’s such a huge, huge program, huge commitment that — for a

normal, average, busy family that someone’s using marijuana, you know, I’'m not sure

they’re ever going to follow through.
FQHC Primary Care Pediatrician:

Our patients that are really having a lot of other more complicated issues, we can

refer out, but it’s very, very limited who we can get in there. It’s like very, very high

risk and, you know, they have to have some sort of ongoing abuse or, you know,
something like really, really acute.

And, especially with teenagers, it’s actually really hard when we refer patients out. So

many times, they won’t go. It’s like, ‘This is their clinic. This is where they’re going

to come for everything,” and particularly if they’ve already made a connection to one
of those social workers, even if they are like, “Your depression is really bad. | want
you to start seeing a psychiatrist or a psychologist every week,” the amount of times
that they actually follow through with that is so rare.

FQHC Clinic Consortium Behavioral Health Integration Manager:

The other challenge is the referral part of it. | would say that our County system is

trying to figure that out, trying to be as supportive as possible and create more

resources, but it's not happening fast enough.

Information flow back to pediatricians about resolution of referral. In discussing
the referral process, pediatricians often expressed frustration about not hearing back from
specialty behavioral health colleagues about the outcome of a referral. While understanding
about the specific confidentiality protections afforded mental health and especially substance
abuse treatment (under 42 CFR), they longed for more information about the fate of their
patients referred for care. A CD clinician confirmed that there is typically little follow-up
contact with pediatricians following a referral for treatment, but also described the program’s

standard “consent-to-release-information” form signed by virtually all patients, thus pointing

to a potential facilitator of better communication with Pediatrics.

88



Kaiser Primary Care Pediatrician:

Q:

A:

So, do you usually — what’s it like when you refer people to behavioral health or to
the CDRP? Do you get feedback from the programs about the disposition of the case?

More than I used to. CDRP I don’t get anything back from, ever. Child and Family
Psych — thank you very much — we usually at least get a note saying that they’ve been
seen. And some people are better than others about sending us more information on
what’s happening.

Kaiser Primary Care Pediatrician:

So, once we put in a referral, we can’t see it anymore and a lot of the providers, when
they do the intake, there’s no physical notes at all. Some providers really don’t give
us that much back. The thing with behavioral medicine is because of that
confidentiality, you can’t see — you can just see have they had any visits but you don’t
necessarily get... More information for me is always better — from everybody.

CD Provider:

Q: Do you get permission to talk to their primary care provider?

A: You know, it’s rare that we contact pediatrics in terms of whether a teen has been in
the program, unless there was that already there, that communication.

Q: Is that something that you would consider? | mean, do you think that would help sort
of integrate — if the family was willing.

A: We do ask them to sign a release within Kaiser so we can talk. It’s rare that we have

that refused or declined, so it’s kind of up there when the intake is done.

Infrastructure and resources. Several participants, particularly in the community-

based settings, decried the lack of programmatic funding for adolescent specialty treatment

services, and its impact on infrastructure and resources for services.

FQHC Psychiatrist:

So, you know, in a dream world, then everybody would get staffed up and we would
all use this kind of collaborative model and the county would develop some kind of
dashboard that connected everybody in terms of the county resources and the
individual clinics would have caseload, you know, some type of AHRP flow that you
could just update and there would be time allocated for us.
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County Adolescent Alcohol and Drug Treatment Services Administrator:
Everyone loves to complain about money, you know, and how there's not enough.
But really, for adolescent treatment services, we are painfully underfunded. And I
think our capacity to really meet the need that | think is out there isn't quite there.

Characteristics of the Intervention

All of the interviews included questions about SBIRT. Participants were asked about
the importance of the evidence base in determining their adoption of new interventions and
the role of cost-effectiveness in influencing implementation. Providers who had participated
in the SBIRT trial were specifically asked to reflect on the merits of the different modalities
of delivering SBIRT.

Cost. Quite a few participants discussed the role of cost as it influences the
implementation of new interventions like SBIRT. While acknowledging that a new
technology’s cost and cost effectiveness was clearly an important factor in determining its
ultimate adoption, they also allowed as how the demonstration of cost savings alone were not
enough to insure implementation, and that factors such as quality and usefulness must be
combined with cost effectiveness in order to encourage adoption. A community-based
pediatrician felt that the use of an embedded behavioral health clinician increased her clinic’s
pediatricians’ productivity, and that having such a resource allowed her to see a greater
number of patients.

Kaiser Child & Family Psychiatry Clinician:

How do you make the case to leadership that this is an investment we’re going to

make now? We may not see the benefit right away, but this is the right thing to do in

terms of quality, in terms of care for our — our patient — our members, and, you know,

a lot of these people are going to stay Kaiser members. And, so, we are planning the

seeds of good health and well-being now. I mean, how do you do that?

If you look at hospital rates among teens, the ones that are in and the ones that are
repeated are the ones with dual diagnoses.
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| think that is very expensive for the organization. One time we ran the numbers —

like 60 percent of the patients that are repeated, that go in or stay longer, all have dual

diagnoses.

So, they have some kind of chemical dependency problem, they also have psychiatric

problems. And if you have the two together, they’re much more dysfunctional, and

they more dangerous, more high risk, and more likely to be in the hospital. So, we
actually can say what we already have, you know? Focus on the short-term cost
benefit.

Can we can decrease hospitalization rates, can we avoid them, can we have shorter

stays if we have an actually integrated system in place from detection to intensive

intervention? So, you can talk about a progression of treatments, right? So, you can
have education, you have primary prevention, and then you have intervention, and
you have intensive treatment.

FQHC Primary Care Pediatrician:

Because, it may increase our productivity. If I didn’t have the social worker and the

health educator downstairs, there’s no possible way that I could through all my

patients, because | would be doing it all myself. And, there again, it’s not possible,
because almost every person that comes into the clinic, has a mental health issue and

a birth control need. Or diabetes or something. You know, like, it would health

education needs and a mental health issue, regardless of what their visit is.

Evidence strength and quality. Many participants discussed the importance of
evidence in determining whether they would adopt new intervention into their clinical
practice. While they talked about evidence as an important element in determining clinical
practice, and something the pediatricians aspired to have as a major factor in their own
individual practices (several described evidence-based practice as “doing the right thing”),
they described a nuanced situation in which the scientific evidence, quality and performance
measures and leadership directives all played a role in determining clinical guidelines and by
turn, individual clinicians’ practices. Some also described the continued use of practices for

which there was no evidence of usefulness, but which persisted out of habit. Interestingly,

one policymaker began by discussing the importance of evidence, but made it clear that

91



evidence alone was insufficient to change practice in a large health system, and suggested
that anecdote can be as compelling to policymakers decision-making as the evidence base.

Kaiser Primary Care Pediatrician:

| think evidence is huge. Our medicine has significantly gone towards evidence-based
management. I think everyone feels better knowing that someone’s done some level
of research and that you can hang your hat on it just for your own peace of mind, but
also in explaining it to parents and to families and trying to get their buying in to what
you’re doing.

Kaiser Primary Care Pediatrician:

| think we all are more prone to do what is required of us. | mean, we all want to try
to do the right thing, right? Then, next, it’s the little dashboard things where we kind
of forced to do that stuff and then we’re going to — | think evidence-based is probably
driving the dashboard but...

Kaiser Primary Care Pediatrician:

| think if people know the evidence, if people understand — we’re all providers. 1
think everybody here wants to do the right thing. And I think evidence is really, really
important. [ think that’s why education for me is really important. Conferences are
really important because even if they hear it, it sorts of stays somewhere, you know?
And maybe 30 percent of your Pediatricians will read it, but following a conference,
occasionally an article gets sent to them, and they will click on it. And many read
journals as well to just keep the practice going.

Kaiser Primary Care Pediatrician:

I think so much of what we do in pediatrics is not evidence-based. Think about all the
medications we use that were never approved in kids, but we still use them. And —
some of these metrics that have nothing to do with patient care.

Kaiser Policymaker:

The evidence base is crucial, but it’s not sufficient. I think you can never take a model
out to anyone and sell it without there being at least some very strong evidence that it
works and in the way that it works as well.

If the issue is that we’re not identifying enough substance use disorder and these kids
are ending up 20 years from now in a really severe end-stage, substance use disorder

of some sort, | need to have some data that supports that assumption to make the case
and to paint the story for why we need to do it. But that’s not going to be enough. |
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need to also prove that it can be implemented in a cost-effective fashion and is really
the best use of those resources.

So, if I’'m going to take out a model that says you need to increase the length of the
pediatrics visits to 20 minutes so they can address these issues when they arise, | need
to have some very, very clear reasons why spending that extra money or, you know,
creating those additional appointments in pediatric schedules, why that’s going to be
useful and how it’s going to be helpful.

And | think that the way you actually do that is you come back to the patient and the

experience of what is going to happen to that teen 20 years down the road based on

what our evidence shows. Or even personal anecdotes can be very powerful in this
regard as well. We know a lot of things about what happens to teens who are using
substances. We need to bring those in and say, ‘This potentially could be where this
kid is headed, and we want to implement programs that will support this teen in
making some better choices.’

Relative advantages of BHC conducting SBIRT. By far the most discussed topic,
and one raised by % of the participants, was the relative advantage provided by the embedded
Behavioral Health Clinician model. Kaiser pediatricians who had access to the embedded
BHC during the trial, and community-based pediatricians whose organizations used the
model, all described how it supported their practices, supplemented their work and allowed
them to more fully address (or address at all) the behavioral health needs of their adolescent
patients. Some discussed some of the workflow and logistical problems resulting from the
using the embedded BHC, including exam room availability and the clinician not always
being available to respond to a new case if she was already with another patient. Pediatricians
who had not had access to the BHC also talked about the benefits of such a model, as
offering a way to extend care services available to patients, in the context of the limited visit
times and competing priorities discussed above. A community-based pediatrician said very
explicitly that she could not do her job if she was not able to work in collaboration with an

embedded behavioral health clinician, because of the high prevalence of behavioral health

problems among her patients. Specialty treatment clinicians also talked about the benefits of

93



this model, describing the important referral facilitation role the BHC played, for those teens

whose problems were severe enough to warrant a referral for specialty care. For one such

clinician, the BHC was able to “prime” patients and families for engagement in specialty
care. Another discussed the convenience of the “one-stop-shopping” offered by the BHC
model as having potential to increase access to behavioral healthcare for busy families who
might be unlikely to find time for multiple visits to specialty behavioral health. The Medical

Director of a public health clinic described the initial, but ultimately unfounded fears among

clinic staff about disruptions to clinic flow, and how ultimately, embracing the model has

made his clinic more productive and less stressful. Kaiser policymakers acknowledged the
important role behavioral health could play in pediatric primary care, but were less convinced
of the value of the embedded BHC model, and spoke of the need for caution and careful
consideration before implementing such a model.

Kaiser Primary Care Pediatrician:

Q: And how did it change for you having that embedded person?

A: Hugely, and I was very successful in having my patients meet with X, mostly because
I actually did not offer it as an option. And, in my opinion, it’s an injustice offering it
as an option, because | kind of feel like, if the child has asthma, he needs albuterol. If
the kid has diabetes, he needs insulin. If a kid has a significant social issue, they need
to talk to someone about it.

I don’t think it makes sense to have pediatricians doing more in-depth evaluation or
counseling. Even if you kind of trained us, our system is not set up to allow for it, and
it’s not our expertise. I mean, there’s a reason why people go to school for many
years. Teenagers are hard when you’re perfectly healthy, just kind of with the ups and
downs of hormonal stuft, let alone, you know...

| think if Pediatricians were aware that it would really kind of shorten their visit. For

some of them, that won’t resonate, because they’re not asking to begin with, and so
there’s nothing really to shorten. But I do think that the teens do need it.
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Kaiser Primary Care Pediatrician:

I think having somebody available when you think there’s a kid with a significant
either depression or — or, you know, family issue or drug and alcohol issue, it would
be great to have somebody around, because otherwise the chances of getting
downstairs are iffy at best.

The big thing is: I get frustrated pretty easily and, you know, there’s been a few times
where I’ve called the number and either nobody has answered or they weren’t
available, and we have time pressure, we have room pressures, you know, and it’s just
hard. I’d love it if I could pick up the phone and call and say, ‘This kid’s got this
problem. Deal with this.” We don’t have the time to sit and wait and talk, and it’s just
not there.

FQHC Primary Care Pediatrician:

There’s no possible way we could work here without it. Especially because our
population, there is so much trauma and so much violence. I can’t think of one patient
that I haven’t screened positive for something. It may not be current, but the amount
of abuse and neglect and parents using drugs and physical violence and emotional and
drugs use and sexual activity young. You know, in our ideal world, what we’re really
wanting to get to is a one-to-one ratio of behavioral health people.

It may increase our productivity. If I didn’t have the social worker and the health
educator downstairs, there’s no possible way that I could through all my patients,
because | would be doing it all myself. And it’s not possible.

Kaiser Child & Family Psychiatry Clinician:

| think that there were more referrals and more awareness from Pediatrics. And |
think having that early intervention was really helpful, because I think in some cases
it helped for the family to get immediately connected with somebody, and it
facilitated the process of them being oriented to our department and to therapy in
general. And it was kind of more of a warm hand-off, as opposed to just having a
referral through e-consult or something like that.

Kaiser Child & Family Psychiatry Clinician:

You know, Kaiser has struggled about behavioral health; having someone there
makes sense because they could grab a person right then and there, and some triage
function, sort of very lower level kind of secondary prevention, early intervention,
and they’re already there, but I’'m sure the parent and/or kid would be thrilled,
particularly the parent. And then if it actually need to be referred here, that works
well. So, I’'m not sure why as an organization they’ve struggled to take on that model
because they talked about it in the past.
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Kaiser Primary Care Pediatrician:

Ideally having someone who's just sitting right there to say, ‘Alright, you need to
come and meet with this teen right now’ to get them hooked into whatever they need
so | can go off and see another patient. But — but yeah, I think that would be an ideal
world. You'd have someone sitting right there.

Kaiser Policymaker:

For CD specifically, I think those individuals can be particularly useful in
differentiating what is kind of adolescent behavior around substances versus a
budding substance-use disorder or a full-blown substance-use disorder that requires
intervention. I’m not sure to what degree pediatricians can make those
determinations.

Even if you don’t hand off the patient to those individuals, having that person present
and available, either in person or by phone, is really essential, because questions will
arise, and different physicians are going to handle those questions in different ways.
Some will be overly conservative and say, You know what? I think you’ve got a
chemical dependency problem. You need to go to CDRP, when maybe they don’t. Or
you have others that actually are going to be more liberal and just not even pay
attention to those questions.

So I think having those behavioral health providers in Pediatrics or at least
immediately available is very helpful for answering questions, but then also to serve
as a resource to train the rest of the staff. If I go in my department as the chief of
psychiatry to train pediatrics, I’'m going to be received differently than a psychologist
who’s working day to day with these same individuals and they’ve developed a
relationship and a certain level of trust with that individual. And that, in my mind, is
better for education and making things more consistent across the board.

Well, I think actually most anyone would want somebody just to hand over a patient
to when they need to, because it’s easy — it’s easier, I should say. But that isn’t
necessarily the best for the patient. So, you know, if my kid is 14 or 15 and has been
seeing the same pediatrician for the last 14 or 15 years, they know that person. They
feel comfortable with that person, and they’re likely to hear that person differently
than if their pediatrician hands them over to someone who’s completely new.

And so | think the use of a psychologist in primary care has to be very, very carefully
orchestrated with the workflows of a pediatrician but, I think, has to really exist
embedded along with the pediatrician, not as kind of a separate, ‘I’m handing over a
patient to you,” but more, you know, ‘Let me consult with a colleague, and then, you
know, I’ll let you know what I think are the next steps.” That, to me, is more
effective. It can be incredibly time-consuming, not to mention one of these
psychologists is probably working with, you know, eight or 10 pediatricians and may
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not be available. So those are some of the issues with that approach, but I think it
works better.

FQHC Medical Director:

You know, I think we were more worried it was going to change the flow of clinic,

but it hasn’t really been a big problem. I think everyone’s been happy. They’re

finding things out that they hadn’t found out and normalizing the screening process. I

don’t think it will ever go back the other direction. Hopefully not, because I think it’s

made a huge difference, made clinic just more effective and less stressful.

Relative Advantage of pediatrician conducting SBIRT. Some pediatricians also
talked about the benefits of a model of behavioral health integration in which the pediatrician
provides behavioral health care interventions such as SBIRT. They discussed the power of
the rapport between physicians and their patients, the strength of the relationship they had
established with their patients, and the unique potency that physician guidance around risk
behaviors seems to have for patients.

Kaiser Primary Care Pediatrician:

To me, my patients, they’re girls and most of them have been seeing me for a few
years. They are comfortable. That’s why they come to me.

Kaiser Primary Care Pediatrician:

There’s so much change happening for them and if [ know the teen and we already
have sort of established a relationship and they’re pretty easy to talk to, then they will
tell you anything honestly.

Kaiser Primary Care Pediatrician:

A lot of teens don't want to switch, don't want to see someone — they just want to see
me. Especially the boys. A lot of them just want to stick with me. So, I'll sit themin a
room, walk next door, talk through everything with her, turn around, come back in the
room, talk it all out. And if | feel comfortable with the way I've explained it, and the
family's good with it, then, we just do it that way, almost, like, you know, ‘I'm just
giving you an expert's opinion, with my opinion.” Run it that way.
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Characteristics of the Individuals Involved

Fewer participant responses related to individual provider characteristics as either
barriers or facilitators of SBIRT implementation. Individual provider attitudes, self-efficacy
and knowledge and skills with regard to screening and intervention for substance use
problems were among the individual provider characteristics which were discussed.

Provider self-efficacy. Participants were mixed in their assessment of pediatrician
self-efficacy with providing behavioral health interventions like SBIRT. While some felt
very comfortable discussing sensitive topics and risk behaviors with patients, to the extent
that they felt the SBIRT training had not really increased their skills in this area because they
were already quite competent in this area, most others were less confident in either their
behavioral healthcare skills, or their ability to change behavior, or both.

Kaiser Primary Care Pediatrician:

Because it makes me think, ‘Well, how should my practice try to change,’ right? You

have to decide if someone comes in whose got psychosocial problems or issues or

risky behavior, and also, has medical problems, what are you going to do? The fact

that an obese teen has a 75 percent chance of being an obese adult, that’s not really,

honestly, something I’'m going to be able to change, which is really hard to say. So,

then you’re, like, ‘Well, maybe | can change some behaviors.” But it would be hard.
Kaiser Primary Care Pediatrician:

| appreciated the training. | understood the point of the training. But part of it was sort

of, like, well, 1 feel like I'm kind of already doing this to some extent. | didn't have a

problem talking about it with teens and trying to get their feel — their take on it. |

didn't feel any more effective, you know. | felt like I'm doing this because | was told |
need to do it, but I've kind of being doing this. I think I’'m effective. I think it was just
how comfortable people are with teens, talking with teens. And | am comfortable
with teens and | don't mind talking about these things.

Kaiser Primary Care Pediatrician:

Everybody knows that telling someone that they’re overweight and they need to make

some healthy choices and walk in and ‘Yeah, let’s do this questionnaire and can you

pick two goals?’ and then having a phone follow-up later. That’s not going to actually
do anything —
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Provider knowledge and skills. Closely related to provider self-efficacy are their
skills in and knowledge of behavioral health. Both clinicians and policymakers
acknowledged that behavioral health is frequently not a strength of most generalist
pediatricians, and several of the doctors readily admitted that they lacked skills in this area
and were happy to have specialists trained in behavioral health interventions handle these
issues. A community-based behavioral health clinician discussed the tendency of
pediatricians in her organization to both over- and under-identify significant behavioral
health risks in teens. A Kaiser policymaker agreed that many doctors are uncomfortable
handling screening and intervention for substance use problems, but felt that physician
training in SBIRT had the potential to provide a lot of benefit, for relatively little effort.
Kaiser Primary Care Pediatrician:

| think bringing the data to the Pediatricians also gives them some skills, but it also

helps them — and honestly, | don’t think anyone doesn’t do it because they don’t

believe that it’s helpful.

But, you know, there are — a lot of these things, substance abuse, promiscuity or

unprotected sex, and obesity, they’re just — they’re behavioral — changing behavior is

still hard. You can talk about it ad nauseam, and | can see people being like, Yeah,

I’ve already mentioned it 10 million times, and it’s the same issue. It’s kind of hard to

— s0 having more skills.

Kaiser Primary Care Pediatrician:

I feel like I know when to access the BHC and I know I don’t really have the skills to

do a lot. I can read the card about motivational stages of change, and where are you in

the thing. My teens really like me, but I think they also really like the BHC, so I'm

very happy to have someone who has way more skills. I mean, she’s the sub-

specialist — take that on and lead the way.
Kaiser Policymaker:

SBIRT, you’re talking about screening and training providers in pre-intervention,

right? So the bar, in terms of the effect you get, is not that high, because it’s not that

intensive to do that. And my sense is that pediatricians will readily acknowledge that

it’s their responsibility to be looking out for those things but also readily say that
they’re uncomfortable dealing with it. They don’t know what to say or what to do.
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FQHC Behavioral Health Clinician:

| would say the problems with behavioral health here are the lack of behavioral health
knowledge of medical providers and nursing staff. I think that that’s like a personal
issue for me. I feel like there’s a lot of over pathologizing. I think that hurts patients. I
think that that hurts people when we over pathologize them. And providers will say,
‘This patient in room 4 is like so depressed,” and then I’ll do an assessment. And I
don’t find any depression symptoms. I think that has to have some effect on the care.

And then, probably providers also missing symptoms, if they’re not referring to me.
So if there’s a patient that’s really suffering. I’ve done screens on people, the
provider’s like ‘Oh, yeah. Yeah. They’re great. Just going to college.” And she’s
suffering from psychotic symptoms. And in the back of my mind, I think, ‘Thank
God for behavioral health, because if I didn’t catch her...’

Medical training. Unless they had specifically sought out adolescent medicine
during their medical education, most pediatricians reported receiving little training on
substance abuse, and indicated that further training was both needed and welcome.

Kaiser Primary Care Pediatrician:

Yeah. I think it’ll be good to have more training. Because I think when I did my
residency, they didn’t have a whole lot of training. I think if you don’t have training
then it kind of makes it a little uncomfortable. So having more training, definitely is a
good thing.

Kaiser Primary Care Pediatrician:

When I was in medical school for pediatrics, | chose to do a lot more pedi stuff, like,
at Juvenile Hall and the Violence Intervention Program and stuff, so that was one
thing. Then | was at UCSF, and they have a pretty good adolescent medicine. So |
feel like I got a good education there.

Kaiser Policymaker:

Well, you know, now a lot of residency programs are requiring some substance use
disorder training as part of their transition for, like, primary care and even psychiatry.
We only had one month of chemical dependency training even in my psych
residency; now I think it’s up to, like, two or three. I think those are opportunities that
are really important. But those are long-term fixes.
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Implementation Process

A number of interview participants discussed the steps and processes involved in
implementing new clinical activities or programs. They described their experiences with
how new organizational initiatives and innovative practices had been implemented in the past
in their organizations, and in some cases explicitly suggested strategies and tactics for
adolescent SBIRT implementation.

Planning. Several participants from community-based organizations described the
planning processes that they had gone through as they attempted to implement SBIRT. They
discussed the need to consider issues such as workflow, workforce and cultivating
relationships with other community resources as they begin to plan out implementation.
Others offered or reflected on creative approaches for integrating behavioral health and
SBIRT into Pediatrics which could be incorporated into future SBIRT implementation
planning efforts.

FQHC Clinic Consortium Behavioral Health Integration Manager:

A component of it also is the implementation and administrative kind of thinking

about how you actually do this — so, one is a skill-level based, and then the other

portion of it is, you know, kind of a work flow processes. And then | work with our
behavioral health directors on what you would call implementation of it at the clinic
level.

Another layer of this that concerns SBIRT is that in the last couple months five of our

eight health centers got a HRSA grant to do SBIRT and depression-focused initiative.

That's the thrust of where we're at right now. People are trying to figure out, ‘How do

you do universal depression and alcohol screening in our clinics’
FQHC Behavioral Health Clinician:

| think what would make it perfect would be — If we had more clinicians, would that

be perfect? So that there is less waiting, less wait lists, more resources in the

community, but then I imagine them being filled up just as they are because the need
is unmeetable. Even if we had a third, if we had two medical providers downstairs

and we were double screening, that schedule would fill up just as fast and then they’d
be waiting two weeks anyway because it’s a really high-need thing. If we just
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screened everyone all the time, then we would be probably catching people that I'm
not catching.

Kaiser Primary Care Pediatrician:

Well, I guess, some kind of class or an educational thing for parents about marijuana,
for example. Would | be able to suggest it to some families without revealing that the
kid’s using or just mention it to everybody? Something like that where the parents
could go and really hear and teens could hear this information.

Kaiser Primary Care Pediatrician:

Having every teen check have a psychologist that meets with them, it would be well-
received by everyone, if it's the standard of care, which it should be. That makes more
sense than to pick up the phone when there are issues. Even if they're the mousy one
who doesn't do anything. They might be a ticking time bomb for something
completely different that you don't understand — the stress of college, the stress of a
loved one doing something, trying to help their siblings, you know.

Kaiser Policymaker:

Q: So, what do you think of the idea of bringing in people from CD or from Child &
Family Psych to have some sort of a presence, whether it’s groups or having an
orientation in pediatrics?

A: | think that would be very powerful, because not only does it reduce the stigma, but
oftentimes it’s just more convenient for the families as well. And, you know, | think if
you send a patient, either an adult or an adolescent, to a CD program, they’re going to
access a fairly intensive level of treatment, and oftentimes that’s not necessary. So by
having groups or programs in primary care, you’re kind of doing almost an extended
evaluation to really see, okay, what is it that this teen needs in this particular
circumstance? And if it’s done, you know, very seamlessly integrated with pediatrics,
nobody really even notices that’s what you’re doing, actually.

Engaging. Several participants talked about their experiences engaging various
critical stakeholders — in particular, different levels of leadership and fellow clinicians — in
change processes. They described important organizational goals (e.g., in the case of Kaiser,
“value”) that must be addressed in order to support engagement in implementation, and

suggested tactics (attempting local versus regional implementation) which could help engage

support for implementation.
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Kaiser Primary Care Pediatrician:

So I’ve learned that Kaiser really is going to show me the value, right? If someone
says, I believe this would help: that’s great, do a program. Show me that it works. It’s
not even the cost. It really is show me the value, does it really work? If you say, Let’s
go to 20-minute visits, or Let’s go to 30-minute visits, tell me why. You know?

Case in point: when | was doing access, | was in a meeting with all the access people
from all of Northern California, and there must have been about 60 people in the
room, | think they were all pediatricians, actually. | said, How many people in the
room feel that 15-minute well-care visits for teens are enough? And half the room
raised their hands, and the other half didn’t. I said, How many people feel that it
isn’t? And the other half did. So there’s obviously already not agreement.

And I think that’s what it would take to kind of integrate it. And I think even on a
local level, because trying to change something on a regional level is crazy-hard. But
trying to do it on a local level would definitely be better.

FQHC Pediatrician:

We’re really lucky, our medical director is fully onboard with it. I think if she could

figure out a way to finagle the budget to have it be one-to-one, she would. You know,

but it’s just not 100 percent up to her.
Kaiser Policymaker:

I would say increasingly we’re trying to move towards: ‘I have a really good model

that I think really works, and we’re trying to put this out everywhere in the region.

Let me answer some questions for you to see if you could support implementing this

at your local medical center.” That’s a very different conversation than saying, Thou

shalt implement this model, or something.

Executing. A few participants described specific, practical, logistical details involved
in earlier and current implementation efforts, both with SBIRT and other new interventions,
which could inform adolescent SBIRT implementation efforts in the future.

FQHC Clinic Consortium Behavioral Health Integration Manager:

The major focus of the training and the technical assistance, if you will, from the

beginning, was the work of bringing in this behavioral clinician, getting them up to a

proper skill-level, and working out the workflow with the primary care side. So, the

warm handoffs come from the PCPs. Where the actual screening happens varies
among the different clinics.
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And quite honestly, that's something that, you know, everyone is trying to work out.

Does the screening for anything, whether it's mental health screening, depression

screening, anxiety screening, trauma screening — does that happen when a person first

walks in the door? Do they get the screening form in front of them in the waiting
room? Is it something that the medical assistant does? Is it something that the PCP
monitors and then does a warm handoff?

Kaiser Primary Care Pediatrician:

For example, I'm the immunization champion. | send out outreach lists to all the

Pediatricians of kids who are behind and what they want to do with these kids. These

are kids under the age of two. And it's routine now. They all get the list back and they

send it back to me and we just have a whole flow. And the same thing is now
happening with asthma. It is part of the thing that we know we need to do that's part
of the right care for our kids. So, I do think having a champion can help.

Evaluating. Surprisingly, only one participant, from a community-based
organization, discussed the importance of explicitly including evaluation mechanisms in
implementation efforts.

FQHC Clinic Consortium Behavioral Health Integration Manager:

So, in the end, there’s a really rigorous, continuous learning cycle, which goes on for
about six months. There's a measurement piece to that.

Leadership. Organizational leaders were cited as critical to implementation success
by a number of respondents. Leadership support at all organizational levels — local, facility-
level and particularly executive — was seen as greatly increasing the chances that an
implementation effort would succeed. In some cases the implication was that leadership
approval — of resources or simply of the concept of an intervention — was required. Leaders
imprimaturs were also seen as likely to convince providers of the importance of adopting a
new intervention or activity into their practice.

Kaiser Primary Care Pediatrician:
| think it absolutely does help to have something from above. I think pediatrics is not

really as recognized that we're here, but when you have something that comes from
above — from the Associate Executive Director, or even the Physician-in-Chief to
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recognize that this is what Pediatrics is doing. You know, ‘This is what they're doing.
This needs to be recognized.” Then, “Whoa!” We all, like, open our eyes. ‘Oh, hold on
a second. This is something we're doing that's important we should keep doing,” you
know.

Kaiser Child & Family Psychiatry Clinician:

I’d start with leadership. You target your audience. Starting with the Associate
Executive Director, you know, maybe a captive audience to say, let us show you the
harm this is causing. About we have opportunities to grow, we have opportunities to
integrate, and we have opportunities to put us ahead of everybody. Because once you
get the leadership, you know, involved, then the second thing is we do a huge
conference, you know, to bring the experts to — to start a movement. What I find with
Kaiser is that once you start a movement, it moves a little bit.

Training. Many of the interview participants discussed training primary care
providers for SBIRT (and other behavioral health interventions), and described both those
training approaches that they had found helpful in the past, and others that had been less
effective. Interestingly, Kaiser policymakers tended to downplay the complexity of training
large numbers of providers in a new intervention.

Kaiser Policymaker:

So that’s what you can take advantage of, to say, Look, we want to teach you how to

do it more efficiently with evidence-based questions. We understand this can be

uncomfortable. Here’s, you know, the three best questions to ask. I mean, I think
that’s part of the pitch to them, right?
Kaiser Policymaker:

If we can demonstrate a reduction in risky use, I think that almost is enough of an

argument, because it’s easy enough to say, Okay, we’re teaching them about safe

patterns of use versus unsafe patterns of use, which, down the road, as they become
adults — because they haven’t had a chance to develop the health effects of using too
much doesn’t mean that we shouldn’t try to intervene as early as possible.

I think the other thing you say is that you’re already screening for these things. If we

can show you a very quick intervention around these things, you know, we save you

the anxiety of screening and not having anything to do, you know.

I think also just the organization sponsoring these kinds of educational programs and
discussions is really powerful. If I’'m in a medical center and my PIC says, I want all
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the pediatricians to go to this one-hour grand round on screening for substance use
disorders, that’s extremely powerful, because the PIC is saying, This is important to
me, and I think you all need to go, and, in fact, I’'m going to require you to go, or
something like that.

Kaiser Child & Family Psychiatry Clinician:

We should do Grand Rounds every year of how marijuana, alcohol, caffeine, how all
of that affects the brain and what’s out there, what are kids doing.

| think once a physician or PCP understands the impact, negative impact — some
permanent impact — on the brain that these children, I think that they would be much
more serious about it, you know? Like what we did with smoking. This is much
worse than smoking.

FQHC Clinic Consortium Behavioral Health Integration Manager:

As part of the initiative, there's an arm of it that is training and technical assistance.
We've made a purposeful training agenda to bring up the skill level of our behavioral
health clinicians on different advanced base practices, SBIRT being one of them.
Over the last three years or so, we've done a variety of different types of trainings
with — we have expert trainers who are external to our organization.

There were five specific evidence-based practice models that were chosen at the very
beginning. And the focus was, "Let's do evidence-based training on depression, on
anxiety, on sleep disorders, on trauma" — and what was our other area?

We did five trainings focused on those areas, and that was our original training
agenda two-and-a-half years ago. That was the original collaboration partnership with
UCLA and Humphrey. All of the trainers were chosen for, you know, their expertise
on delivering an evidence-based, therapeutic model.

We do this over an eight to ten week period for eight to ten sessions, | should say, not
weeks. And then, every session, you check in about where the person’s at and then
develop essentially. We try not to do a one-off training, so it's not just one day, you
get all your skills, and you're an expert, right? There's an understanding that you have
to practice these skills. You have to go back and work with the client and see what
went well, what didn't go well, where you still having challenges, where you're
getting stuck. So then they come back for further training. They have what we call a
follow-up training period —
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Kaiser Primary Care Pediatrician:

| think having things sent to us through emails is always good because you can refer
back to it, but also, in person at the department meetings is the best thing. Joint
meetings between behavioral medicine providers and pediatric providers have been
really great. But I think everybody is very pressed for time, so that’s difficult, too.
We get so many emails, like, ‘Oh, how can | change it? Big, huge upgrade. Watch all
these videos and figure out how to do it.” Everybody knows that coaching for some
works and learning together works and reinforcing learning works, but there’s not
that much opportunity for any innovative things. That’s what’s kind of hard.
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CHAPTER 8: DISCUSSION

This is the first study, to my knowledge, to explore the barriers and facilitators to
implementing pediatric primary care-based SBIRT for adolescents. It fills a gap in the
literature by examining the perspectives of pediatric primary care providers, specialty mental
health and chemical dependency clinicians, pediatrics staff, and policymakers on SBIRT
implementation in pediatric primary care, in the context of a healthcare system in which
different models of adolescent SBIRT delivery were recently tested. It also includes
interviews with key informants outside of the KPNC system, in order to provide perspective
on which factors are unique to a large, integrated healthcare delivery system, and which
factors are also found in publicly funded systems. While several studies have examined such
factors as they effect the implementation of SBIRT for adults,*®**® fewer have examined
them in relation to adolescent SBIRT.?*°. While many of the same things found to impact
SBIRT implementation in previous studies conducted in adult settings were reflected in the
responses of participants in this study, some issues unique to the pediatric population and the
health system also emerged. Below | discuss some of the more salient barriers and facilitators
to SBIRT implementation discussed by participants — some more easily remediable than
others — and suggest possible approaches which are included in the Plan for Change which
follows. Because many of the barriers and potential facilitators identified through the
interviews were similar across settings, while the focus of the Plan for Change is SBIRT
implementation within Kaiser Permanente Northern California, many of its features are

applicable to systems outside of Kaiser.
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Outer Setting

Patient and family needs. Patient and family needs, particularly linguistic needs, and
the high prevalence of co-occurring substance use and mental health symptoms, were
mentioned by a number of participants. Many noted the high co-occurrence of mental health
symptoms and substance use among their adolescent patients, and how this co-occurrence
can exacerbate each condition and complicate intervention approaches. Given the constraints
of limited appointment times and competing priorities, pediatricians may be forced to focus
on one type of symptom or another (but not both) during the course of a typical well-visit.
This is supported the finding from the parent RCT that patients in the pediatrician-only arm
were less likely than patients in the embedded BHC arm to receive brief interventions for
both substance use and mental health symptoms, even when both kinds of symptoms were
endorsed.™ The co-occurrence of mental health problems and substance use could also
provide pediatricians an entrée to conversations about the possibility of behavioral health
treatment with patients and families, who may be more amenable to going to the somewhat
less stigmatized setting of mental health treatment than that of substance abuse treatment.
Mental health clinicians | interviewed made clear, however, that in spite of the presence of
“No Wrong Door” policies in place, and region-wide efforts to ensure that both Psychiatry
and Chemical Dependency programs across the organization are “Dual Diagnosis Capable,”
i.e., having the skills, personnel, resources and capacity to assess and treat co-occurring

mental health and substance use disorders,?*?*?

Kaiser’s Child & Family Psychiatry
department does not typically see patients with frank substance use problems for long, and
will refer them on to Chemical Dependency treatment as soon as possible. For this reason,

and because many less-severe patients are unlikely to initiate treatment in either Psychiatry

or Chemical Dependency, an embedded BHC, trained in the identification and treatment of
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mild-to-moderate substance use and mental health problems and working as part of an
interdisciplinary pediatric primary care team, offers an appealing and potentially cost-
effective approach to adolescent behavioral health and may reach far more patients than the
system as it is currently organized.

Reflective of California’s demographic profile, Kaiser Permanente has a very diverse
member population, and it is working hard to increase the linguistic capacity of its behavioral
health programs in order to meet the needs of its members, through the use of mechanisms
such as its interpreter services. However, given the very high prevalence of a few core
languages in certain facilities, efforts should be accelerated to recruit behavioral health
clinicians who are also fluent speakers of the most prevalent languages (e.g., Spanish,
Mandarin and Cantonese, and Tagalog) and train them in integrated pediatric behavioral
health.

Efforts to increase language capacity among pediatric primary care staff are farther
along, and many families in which parents speak limited English are empaneled with
pediatricians who speak their language. Given the recognition of the importance of culturally
and linguistically appropriate behavioral health services (e.g., linguistically appropriate
behavioral health care is a cornerstone of the recent “Excellence in Mental Health Act” of
2014%%), it would seem incumbent upon health systems like Kaiser Permanente to target bi-
lingual pediatricians in particular for training in behavioral health screening, assessment and
brief intervention techniques such as SBIRT

Confidentiality. The issue of confidentiality plays a unique role in the delivery of
SBIRT in pediatric primary care. The guarantee of confidentiality is one of the bedrocks

upon which adolescent medicine rest, and which increases access to care to vulnerable
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populations®**2%

and makes possible precisely the kind of conversations between
pediatricians and patients during which the disclosure of risky behaviors, including substance
use, is more likely to occur.?*® At the same time, it frequently acts as a barrier to effective
substance use prevention and intervention, at least in the minds of many pediatricians. The
pediatricians | spoke to interpret the limits of the California adolescent confidentiality law
differently, and navigate those limits and their role accordingly. These different
interpretations of the law and confusion about clinical implications contribute to a
widespread skittishness among many (though not all) generalist pediatricians about
addressing risky substance use in primary care, which we hear reflected in many of the
participants’ thoughts on the different approaches to SBIRT and the referral process.

The providers’ confusion over the limits of adolescent health services confidentiality
is well-founded. The law and policies are nothing if not confusing, and involve a number of
(sometimes contradictory) intersecting federal and state laws and regulations, including
privacy regulations under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). Under HIPAA, the protected health information and privacy of adolescent patients
is generally protected if they are acting as individuals and if parents have “assented to an
agreement of confidentiality between the health care provider and the minor, which occurs
most often when an adolescent is seen by a physician who knows the family.” In such a case,
“the parent is not the personal representative of the minor and does not automatically have
the right of access to health information specific to the situation, unless the minor requests
that the parent act as the personal representative and have access.”®*" Under California state
law, adolescents aged 12 or older can receive care for a number of “sensitive” services (birth

control, pregnancy prevention, diagnosis and treatment, abortion, STI and other contagious
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and reportable disease diagnosis and treatment, HIV testing, sexual assault care, alcohol and
drug counseling by federally assisted treatment programs, alcohol and drug counseling by
non-federally assisted treatment programs, and outpatient mental health treatment) without
parental consent. State regulations enacted to implement a recent state law specifying that
children 12 and older can consent to mental health and substance abuse treatment without
parental consent specify the following, seemingly contradictory statements:

Parent Access/Confidentiality Obligation

If the minor consents or could have consented to care, the
provider only may share the minor’s medical information with
parents or guardian with the signed authorization of the minor.
Cal. Health & Saf. Code 8§88 123110(a), 123115(a); Cal. Civ. Code
8§ 56.10(b)(7), 56.11(c); 45 C.F.R 164.502(g)(3); 45 C.F.R.
164.508(a).**®

and

Discretion to Inform Parents without Minor’s Authorization
The health care provider is required to involve a parent or
guardian in the minor’s outpatient treatment unless the health care
provider decides that such involvement is inappropriate. This
decision and any attempts to contact parents must be documented
in the minor’s record. When services are being provided under
Health and Safety Code § 124260, providers must consult with the
minor before making the determination concerning parental
involvement. Involving parents in treatment will necessitate
sharing certain confidential information; however, having them
participate does not mean parents have a right to access
confidential records. Providers should attempt to honor the
minor’s right to confidentiality to the extent possible while still
involving parents in treatment. Cal. Fam. Code § 6924; 45 C.F.R.
164.502(g)(3)(ii); Health & Saf. Code § 124260(c).?*®

In general, the providers I spoke with tended to embrace a more conservative
interpretation of confidentiality guidelines, although there was clearly variation among them.
In order to gain more perspective on this issue, | spoke with experts in the field of

confidential adolescent health: Dr. Charles Wibbelsman,?* recently retired pediatrician with
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the Permanente Medical Group, former Chair of the KPNC Adolescent Medicine Specialists
Committee, Professor of Pediatrics at UCSF, and past president of the California chapter of
the AAP, and Dr. Sharon Levy,”® Director of the Adolescent Substance Abuse Program at
Boston Children’s Hospital, Assistant Professor of Pediatrics at Harvard Medical School, and
Chair of the AAP Committee on Substance Abuse. Both acknowledged the critical
importance of confidentiality, and agreed that it should not be broken except in cases of acute
safety concerns, but both felt strongly that this potential barrier is one that can be addressed
using clinical skills and tools (e.qg., scripts, educational materials, etc.) that can be easily
learned and developed.

Dr. Wibbelsman emphasized the importance of leveraging the strong pediatrician-
patient relationship to convince patients to reduce or stop their use and lower risk, include
their parents in the conversation about their substance use, or if they would not agree to
include their parents, to agree to an initial assessment conversation with an adolescent
specialist at the chemical dependency treatment program.®*® Dr. Levy feels that often far too
much is made of confidentiality and that it is used as an excuse for not addressing substance
use with adolescent patients, and that the reticence with which this critical health issue is
approached by many pediatricians is indicative of the stigma still surrounding substance use.
For example, while it is widely accepted that experimentation with substances is a
developmentally-appropriate, if undesirable, phase of adolescence, acknowledgement and
frank discussions of substance use, among parents, providers and teens is still a very
sensitive, if not outright taboo, topic, and rarely occur. In many cases however, particularly
with regular use, parents are already more aware of their children’s use than many teens

realize (though not always, and often not of the full extent of use or related consequences),
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and pediatricians can very often guide patients toward discussing their use with their parents,
particularly if that conversation also includes a discussion of strategies or interventions to
reduce use and health and other risks and consequences. Dr. Levy stated that she usually
broaches the possibility of this kind of conversation with questions like: “What would your
mom say if we talked to her about your weed smoking and talked about ways to help you cut
back?” and that often teens come to understand how relieved their parents are likely to be to
be able to discuss something that has been causing anxiety and tension in their relationship
with their child, and agree to engage in the conversation.

In cases where use is less serious and parents are not yet aware, or if patients refuse to
disclose to their parents (the types of situations frequently raised in the participant
interviews), the brief interventions used in SBIRT, delivered by the pediatrician or an
embedded behavioral health clinician, are appropriate and precisely the circumstances for
which SBIRT was developed.

Such fears may be unfounded. Dr. Levy reported that in her experience, parents are so
used to multidisciplinary teams being used in clinics that only once in 16 years of working in
an adolescent health clinic has she come across a parent who questioned or resisted having
their child speak to a behavioral health clinician. This is consistent with our experience in the
parent RCT; during the entire two years of the trial, we did not encounter any parent
complaints or hesitancy about having their teen speak with a behavioral health clinicians; in
most cases parents were enthusiastic about having such a service available to their child. Dr.
Levy’s matter-of-fact “script” for this scenario: “As part of the well-check today we’re also
going to be talking about behavioral health with a specialist here” is echoed by one of the key

informant pediatricians who was also very comfortable navigating this conversation and
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normalizing the use of a behavioral specialist: “So, I’'m going to do a physical on you today.
I’m really fortunate at this time. I’ve partnered up with Dr. XYZ, who does the mental health
kind of check-in with teenagers.” This approach of normalizing a behavioral health
assessment as a standard part of the adolescent well visit is a key component of the Plan for
Change below.

Growing awareness of the role of behavioral health and stigma. The interviews
reflected the striking cultural and clinical ambivalence about behavioral health in general,
and substance abuse and treatment in particular. There is clearly both a growing recognition
of the significant role that behavioral health plays in health and well-being, and an
accompanying, gradual acceptance of behavioral health treatment, and the persistence of
considerable stigma, among patients, their families and providers. Many participants readily
acknowledged the very high prevalence of behavioral health problems among their patients,
the complex relationship between those problems and physical health , and that these
concerns are particularly salient for adolescents. Yet it was clear that, particularly in the
Kaiser system, physical health and other preventive activities tend to trump behavioral health
screening and intervention. This prioritization is manifested in myriad ways: the
unsystematic assessment of substance use risk that we found in the parent RCT, and the fact
that pediatricians reported that they generally do not follow-up with families or behavioral
health colleagues on the results of referrals to behavioral health when they most certainly
would do so in the case of another specialty (e.g., dermatology, orthopedics, radiology).

Participants were very clear that stigma continues to affect the identification of
problems, by making patients or their families hesitant to disclose concerns to pediatricians

and other providers, and that it inhibits families” willingness to initiate and engage in
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specialty treatment, particularly specialty substance abuse treatment. However, providers in
both settings reported that patient and family reluctance could be broken down by being
introduced to an embedded BHC by a trusted primary care provider. Providing a spectrum of
behavioral health offerings — from pediatricians trained in early identification and brief
intervention, to behavioral specialists, to classes and support groups — in pediatric primary
care could go far toward lessening the barrier of stigma and increasing access to care.
Marijuana policy. While policy advocacy is not the focus of the Plan for Change
below, the issue of marijuana policy, and its impact on the health and well-being of
adolescents, and pediatric primary care practices with regard to marijuana use, bear
mentioning. This is of growing concern as California seems to be moving toward full
legalization of cannabis in the next few years. The San Francisco Bay Area is already awash
in marijuana, and participants in both settings reported that many patients view marijuana as
“natural” and its use as benign, and that many parents share this view. This view is consistent
with the continuing decline found among U.S. adolescents in their perception of the
harmfulness of marijuana use in recent Monitoring the Future surveys.*® For many adults,
marijuana probably is less harmful than many other substances, certainly than alcohol, but
this is not the case for adolescents, and the public’s (including teens’, parents’ and many
providers’) misunderstanding of the risks of adolescent marijuana use continues to
complicate clinical identification and intervention efforts. However, there does seem to be a
growing awareness among providers, spurred on by recent scientific discoveries, of the
deleterious and potentially irreversible effects of marijuana on the adolescent brain, offering
an opportunity to motivate pediatricians and other clinicians to step up prevention and early

intervention efforts such as SBIRT. California clinicians, health systems and policymakers
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also need to carefully study the experiences of other states and territories which have already
legalized marijuana (Colorado, Washington, Oregon, Alaska, the District of Columbia) in
terms of youth use and health problems, and plan clinical and system responses accordingly

Inner Setting
Time and competing priorities. Factors intrinsic to the Inner Setting, i.e., system
and clinic level factors, were the most commonly mentioned, and as in many studies of adult

settings, 8%

time pressures and competing priorities, endemic in modern primary care
settings, were identified by many as the biggest obstacles to SBIRT implementation. The
impact of time pressure on primary care pediatricians cannot be overstated: most of the
pediatricians | spoke with talked about being inundated by what they needed to accomplish
within the very limited visit length (15 minutes), and several were frankly overwhelmed.
They recited the litany of tasks they were required to complete, many tied to published
guidelines and performance measures, and some which they felt had little value. Providers
are forced to prioritize the activities they perform, and frequently, because of the perception
of behavioral health as less crucial than other health problems discussed above or, because
patients may not immediately endorse behavioral health problems, they are overlooked or
short-changed. It is beyond the scope of this Plan for Change to advocate for an increase in
visit length for adolescent well visits in Kaiser, but it is certainly something worth
considering. Short of that, using other clinicians and staff, in a team approach to care, may
offer a way to effectively “stretch” doctors’ schedules while not reducing the number of
patients who can be seen during the course of a day. While certainly subject to the same time
pressures and demands of Kaiser providers, those in the FQHCs seemed to have more time
flexibility than in Kaiser, providing perhaps more opportunity for implementing one or both

models of SBIRT.
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Screening and assessment instruments and the electronic health record. Most of
the clinicians, across settings and departments/disciplines, reported little if any use of
standardized instruments for assessing substance use problems. They often relied on home-
grown tools and questions they have come to feel comfortable with, or instruments developed
for adult and inappropriate for use with teens, which they learned in medical school (e.g., the
CAGE). In some cases these were combined with tools their clinic had in place, usually
embedded in larger screening instruments. While a few pediatricians who had become
familiar with the CRAFFT tool through the training they received in the parent RCT
discussed its ease of use, most clinicians did not use brief evidence-based tools, even when
they were easily available to them in the EHR, along with clinical tools such as the ability to
track patients’ substance use over time. It is well established that clinical impressions of
substance use are frequently inaccurate, and that structured, evidence-based screening
instruments offer a quick, easy and far more accurate way to identify adolescent substance
use problems.?** Any attempt to implement more effective substance use prevention and
early intervention must focus on training providers on the value, effectiveness and use of
evidence-based, EHR-embedded screening and assessment instruments and clinical decision-
support tools, such as brief intervention and referral algorithms and scripts.

Workflow and warm handoff. The effects on clinic workflow of the adoption of
either model of SBIRT — either physicians taking on the components and increasing the time
spent with patients, or introducing the introduction of a behavioral health clinician into the
clinic — should not be underestimated. With the embedded behavioral health clinician model,
while studies suggest that having the specialist come directly into the exam room is ideal, this

also has implications for space and clinic flow. While the “warm hand-off” was praised for
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its effectiveness in engaging patients, and generally described as working well, some
participants had valid concerns about logistics, and even the most enthusiastic participants
reported some hiccups, mostly related to exam room availability and how to handle the hand-
off when the behavioral health clinician was busy with another patient. Thus implementation
of either model must carefully consider potential logistical obstacles, and do everything
possible to operationalize SBIRT in the least disruptive, most seamless way.

Workforce. Workforce considerations inform most of the discussions about barriers
and facilitators of either modality of SBIRT. Adopting the embedded BHC model
necessarily involves the use of an interdisciplinary primary care team, whether formally or
informally, and raises questions of who the “Behavioral Health Clinician” is and what
training and credentials they must have: Must they be a licensed behavioral clinician, such as
a Clinical Psychologist, Licensed Clinical Social Worker or Marriage and Family Therapist?
Could they be a nurse? Could they be a Clinical Health Educator, who is not be trained in
psychotherapy, but may be quite well-trained in the motivational interviewing and
enhancement techniques central to SBIRT? What about para-professionals, who are
increasingly being used to great effect in many primary care and community health settings?
Medical Assistants, who in many cases speak the home language of many patients and
families, could be a possibility for performing some or all of the components of SBIRT;
Medical Assistants trained to work at the top of their scope of work are engaged in similar
activities in innovative pilot programs such as the “Ambulatory ICU” at Stanford University
Hospital, where they are conducting assessments of patients’ social determinants of health
and providing case management services in order to address the high utilization and costs of

“super utilizers.” ?°* However, such alternative workforce approaches, which could prove
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more effective and efficient than current models, must be considered very delicately in the
context of a very sensitive labor-management environment in Kaiser in which roles, and
professional and bargaining unit scopes of work, have been painstakingly hammered out and
are carefully guarded. Non-Kaiser policymakers | spoke with seemed open to considering
different types of professionals, and were already experimenting with creative combinations
of licensed and non-licensed personnel, to deliver various aspects of SBIRT. Acceptance of
different types of professionals and para-professionals is thus likely to differ across other
settings, where professional roles vary based on cultural and organizational norms and state
laws.

Networks, linkages and communications between departments and
organizations. Sub-optimal linkages, both inter- and extra-organizationally, between
pediatric primary care and the other disciplines and departments and organizations which
also impact adolescent behavioral health clearly act as powerful barriers in both settings
studied. The lack of well-organized systems of communication and well-established
functional relationships was quite striking, particularly within Kaiser, an ostensibly
“integrated” system. There were few regular, formalized communication channels that
actually worked well between Pediatrics and specialty behavioral health, either Child &
Family Psychiatry or especially Chemical Dependency treatment. For example, chemical
dependency providers rarely looped back to a patient’s pediatrician to discuss treatment
progress, in spite of having the tools — information release forms — available to allow that
conversation. Similarly, pediatricians reported that they rarely followed up on their referrals
to treatment (although most believed that they could not obtain any information because of

the privacy firewalls in place around substance abuse treatment). There were few
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opportunities for interdisciplinary meetings, in-services or training, and most providers
seemed resigned to this weak linkage as simply status quo. Much of the engagement between
departments that did occur seemed to depend on the individual interest, motivation or
dynamism of individual clinicians and relationships. Across the disciplines/departments,
providers did not really understand the procedures or services of the other settings, and
seemed to make little effort to learn about them. Even between the specialty behavioral
health departments — Child & Family Psychiatry and Chemical Dependency — there were
significant gaps in knowledge about services offered and treatment/program philosophies.
Many pediatricians had very little idea of what occurs in either department, or what happens
to the patients they refer for services. Few participants talked of trying to bridge these gaps or
strengthen linkages.

Similar gaps were reported by the community-based providers, and were often
exacerbated by the lack of capacity in the community behavioral health system, whether it
was linguistic or dual diagnosis or simply availability.

Solutions for these weak linkages seem relatively straightforward, and many are
proposed in the Plan for Change: convening regular inter-departmental (or inter-
organizational, in the case of an implementation plan in a public setting) meetings where
programs, services, procedures and emerging issues are discussed; creating opportunities for
interdisciplinary trainings on topics of mutual interest (e.g., SBIRT); and creating clear
information flow mechanisms between departments and removing obstacles to
communication, such as establishing a default protocol whereby all patients (except those
who refuse outright, of which there are very few) sign releases of information at chemical

dependency treatment intake and their therapist automatically communicates relevant
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treatment outcome information back to each patient’s pediatrician. Counteracting the deeper
divisions and entrenched attitudes which have led to these weak linkages will require not
only the pragmatic steps above, and ongoing troubleshooting and technical assistance, but
also a careful and continuous nurturing of the relationships between departments. The Plan
for Change calls for the use of an “Implementation Facilitator” for both of these types of
activities. It goes without saying that healthcare is an intrinsically personnel-driven industry,
the result, largely, of transactions between humans — clinicians, staff and patients and their
families — and relationships are critical to its smooth functioning. Nevertheless, the strong
linkages required for effective care coordination should not have to rely on personal
relationships between clinicians in different departments or organizations, or the enthusiasm
of individual clinicians alone, particularly not in a highly systematic and theoretically
integrated healthcare system like Kaiser. It is also especially incumbent upon specialty
behavioral health departments/programs, particularly chemical dependency to take initiative
and proactively reach out to pediatric primary care, to make them aware of the substance
abuse treatment program offerings and procedures.

Leadership Engagement. Many participants discussed the important role of
leadership in the adoption and implementation of new interventions, and it was clear that
leadership creates environments that are conducive to innovation, or not, in large and small
ways. Leadership activities which enable implementation include non-material elements such
as endorsement of projects consistent with organizational vision, which can, in turn,
influence others’ reception of said initiative, as well as approving the use of tangible
resources, such as funding, space and staff; as Aarons says about aligning leadership to make

institutions conducive to implementation, in both “word and deed.””* A pediatrician in an
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FQHC made it clear that her clinic’s administrator was a supporter of the embedded-BHC
model, and advocated for the staffing and resources necessary to support it. It was clear that
in a large, highly rationalized and systematic organization like Kaiser, the imprimatur of
different levels of leaders — both executive level and local Physicians-in-Chief — is crucial for
mustering resources and approvals, and catches the attention of clinicians.

Characteristics of the Individuals Involved

Provider knowledge, skills and self-efficacy. Providers’ ability to either conduct
SBIRT themselves, or to screen patients sufficiently to identify those in need of further
assessment and effectively conduct a handoff to a behavioral specialist, relies on their
knowledge, skills and confidence. Many participants felt that they lacked knowledge, skill
and self-efficacy, and physicians reported only minimal behavioral health content during
their medical training. Both approaches to SBIRT delivery will entail developing a deeper
understanding of adolescent behavioral health risks, and acquiring concrete practical skills,
such as motivational interviewing techniques and fluency with scripts for dealing with a
variety of circumstances. This will require a multi-pronged process of training and
dissemination, as well as a “marketing” campaign to address the stigma and attitudes that
underlie pediatrician reticence to deal with substance use and other behavioral health
concerns — a “hearts and minds” campaign to normalize SBIRT as an integral part of
adolescent healthcare within Kaiser Permanente. While this is a tall order, it is achievable.
While many pediatricians currently lack the knowledge and self-efficacy to provide their
patients top-quality, integrated behavioral healthcare, as more than one participant said:
“everybody here wants to do the right thing,” and given the chance and sufficient support,
most are interested in acquiring new competencies. Provider training, role-play and technical

assistance and support are thus key components of the Plan for Change.

123



Characteristics of the Intervention

Evidence strength and quality. Several participants indicated that evidence of the
effectiveness of any intervention was important in determining implementability. Evidence
provided something to “hang your hat on” or support your decision to adopt a certain
practice, but pointed out that many common practices, including many prescribed by
performance measures or clinical guidelines, were not evidence-based or connected to health
outcomes. Several also noted that evidence alone, regardless of strength, was typically not
enough to insure implementation, and that a variety of other factors — executive
championship, support from local leaders, effective marketing, and “value” - were also
necessary..

The evidence on the effectiveness of SBIRT for teens is small — especially when

delivered in pediatric primary care — but growing.*>®"%98% There

is also mounting
evidence of the effectiveness of integrated behavioral health approaches in general for
improving child and adolescent health.>® As the evidence for SBIRT’s effectiveness, and
potentially its cost-effectiveness, accumulates, it should contribute to Kaiser’s willingness to
adopt SBIRT. Other evidence which may help to support SBIRT implementation is the
growing literature on adolescent brain development and the effects of substance use, which
seems to be particularly compelling to pediatricians. The implementation findings from the
parent RCT already seem to have caught the attention of pediatricians in Kaiser, and several
have contacted me to discuss how to implement elements of one or both models of SBIRT in

their clinics, and as patient outcome findings emerge, SBIRT may gain even more

momentum.
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Cost. Several participants mentioned the importance of cost data in influencing the
adoption of innovations. Cost studies are sorely needed, not only to demonstrate the cost-
effectiveness of each model, but also to examine potential cost offsets. However, the kind of
cost savings which have been so important in establishing the value of adult alcohol SBIRT
in reducing the prevalence of expensive chronic health conditions and thus utilization and

COStS,256'257

are more difficult to demonstrate in adolescents, who typically have yet to
develop such costly substance use-related health conditions (except for accidents).
Moreover, health systems have not, historically, had much of a financial interest in
preventing problems that take many years to develop, because adolescents often left health
plans once they turned 18, unless they remained covered by their parents’ insurance while in
college. Under the ACA however, adolescents are more likely to stay insured at least until
age 26 through the Medicaid expansion and the health insurance exchanges, making their
ongoing health and well-being of greater interest to health systems.

Perhaps even more crucial are studies which examine the costs of integrated
behavioral health models using embedded behavioral health clinicians, in terms of the net
productivity and efficiency of primary care providers.

Relative advantage of PCP model. As discussed earlier, a physician-delivered
model of SBIRT has a number of strengths and offers an appealing approach to SBIRT. It
draws upon the unique power of the physician-patient relationship, and studies suggest that
guidance from physicians regarding substance use can be very effective.t”?*®%° There are a
number of practical logistical considerations which also make this model appealing.

Depending on the pediatrician’s level of comfort with a hand-off to another clinician, or

clinic space constraints, simply delivering a brief intervention themselves may offer a more
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streamlined workflow. Pediatrician-delivered SBIRT also addresses some of the participants’
concerns about confidentiality: if patients are unwilling to disclose their substance use to
their parents and are unwilling to consider treatment initiation, a brief intervention delivered
in the privacy of the exam room may offer the best (and only) treatment option available.
Resources also play a key role in determining the model of SBIRT which will be possible, as
many Pediatrics clinics currently do not have embedded behavioral health clinicians, and
thus, this model may be the only option for many at this time.

A big question, however, is whether pediatrician-delivered SBIRT can realistically
be implemented. Although the past few years have seen efforts to incorporate more substance
abuse screening, assessment and treatment content into medical training programs, most
pediatricians still do not receive much training in this area. Even relatively brief physician
training can certainly improve SBIRT implementation rates, as we were able to demonstrate
in the parent RCT; patients of pediatricians in the pediatrician-only arm were 10 times more
likely to receive a brief intervention than patients from the usual care arm.*™ A number of
recent evaluations of attempts to incorporate SBIRT training into pediatric residency
curricula suggest that various methods, including in-person and on-line training can improve
physician knowledge, skills and self-efficacy, as well as self-report SBIRT delivery.2%%2%*
Moreover, there are emerging, evidence-based, computerized clinician SBIRT training and
skills assessment applications which show great promise for training clinicians, and which
could be particularly helpful for skills maintenance or “boosters.”

(https://resources.kognito.com/shirt/SB1 with Adolescents Overview.pdf)

But can high-quality, physician-delivered SBIRT be implemented, effectively, in the

time Kaiser that pediatricians are allotted for adolescent well visits? It is unclear whether
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they can realistically incorporate and sustain SBIRT delivery into their tightly scheduled
workflows as they are currently organized. Pediatrics may be able to learn from experiments
in Adult Medicine. Informed by research conducted by our research group,*® alcohol SBIRT
was implemented in Adult Medicine in KPNC in June of 2013, and since that time, over 4
million alcohol screenings have been conducted, and over 218,000 brief interventions. The
success of that large-scale SBIRT implementation effort within Kaiser, and that of the
Veteran’s Administration,'® suggest that large-scale implementation is possible, but will
require a carefully designed implementation strategy and significant leadership support, and
will need to take into account the factors unique to the pediatric setting, such as
confidentiality, in order to succeed. It may be that adopting pediatrician-delivered SBIRT
could be an interim step on the way to a more fully fleshed-out integrated behavioral health
model.

Relative advantage of embedded BHC model. Based on participant responses, the
concept of having an embedded behavioral health specialist available to help teens with
substance use and other behavioral health problems is very appealing, to pediatricians and
behavioral health providers alike. A number of Kaiser pediatricians thought that this was the
best approach to SBIRT, because it would free up their time to provide the medical care they
are trained to do by handing off potentially lengthy patient conversations to clinicians who
are specially trained to deal with behavioral health. Doctors who had been in the embedded-
BHC arm of the trial praised the model for how well it had worked in their practice and how
well it had been received by patients and parents alike. Physicians in FQHCs that had

adopted the model lauded its value, with one pediatrician saying that working in concert with
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the BHC made it possible for her to do her job: “There’s no possible way we could work here
without it. ”

Many would argue that an interdisciplinary model of integrated behavioral health
which includes primary care-based, BHC-delivered SBIRT is simply better quality care.
Team-based care seems especially appropriate for Pediatrics, which is intrinsically
preventive. Integrated behavioral health models using embedded behavioral health clinicians
harken back to origins of Patient-Centered Medical Home model in Pediatrics, and have been
called for in the “Joint Principles for Integrating Behavioral Health Care into the Patient-
Centered Medical Home” recently developed and endorsed by the American Academy of
Family Physicians, the American Academy of Family Physicians Foundation, the American
Board of Family Medicine, the Association of Departments of Family Medicine, the
Association of Family Medicine Residency Directors, the North American Primary Care
Research Group, the Society of Teachers of Family Medicine, the American Academy of
Pediatrics, the American Osteopathic Association, the Collaborative Family Healthcare
Association, the American Psychological Association, and the National Association of Social
Workers?®?™%: «physical integration of a behavioral health professional into the PCMH is a
particularly attractive strategy for improving both access and coordination, making possible
warm handoffs at the moment patients or families are ready. This reduces stigma, improves
adherence, and augments access to support groups, parenting programs, and other
neighborhood services.”2%

Whether Kaiser leaders are willing to support an embedded-BHC model of SBIRT is
unclear. Support involves considerable faith that the up-front investment of resources such as

space and behavioral clinician salaries will prove cost-effective. More than ever, healthcare
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systems base decisions about adopting practices on their estimates effect on the bottom line.
Innovations with limited evidence of cost benefit, particularly if not seen as responding to
“life and death” problems, may not be supported by leadership. Kaiser has attempted (and
effectively abandoned) embedded BHC models of care in the past, albeit not in Pediatrics.
The Kaiser behavioral health policymakers interviewed for this study were notably lukewarm
about embracing such a system, even as they acknowledged its potential for improving
access and quality of care. The embedded-BHC model may find more support among
Pediatrics leaders, particularly if it can be demonstrated that it can improve physician
efficiency and clinic workflow. A centerpiece of the Plan for Change is generating both
executive and local leadership support for SBIRT implementation within Kaiser. The FQHC
and other public setting participants seemed more enthusiastic about implementing
embedded-BHC approaches, and all were either beginning the implementation process or had
already adopted some version of the embedded model. None of the public-sector participants
| spoke to had attempted to implement a model which relied on physicians delivering all
aspects of SBIRT.

Implementation Process

The Plan for Change takes into account the responses from participants to questions
about how new innovations are disseminated and adopted in their organizations, and what
implementation practices they have observed which were successful, and which were less so.
Kaiser policymakers downplayed the complexity of a large-scale implementation of SBIRT
and suggested that simple physician training in the use of screening instruments would go a
long way toward achieving implementation. The Kaiser clinicians often had not been
involved in the planning and execution of new practice implementation and were more likely

to have been on the receiving end of implementation efforts. Some spoke about the constant

129



stream of information about new practices: so much that it was hard to keep track of what
new initiative was beginning, and how and when. With the exception of the leadership
support discussed above, the only other implementation strategy Kaiser clinicians mentioned
as successful was the “champion” system used throughout Kaiser. Most facilities have
numerous clinical champions, each tasked with being a subject expert and resource for their
colleagues, frequently also monitoring and encouraging colleagues’ performance. The Teen
SBIRT Initiative Plan for Change incorporates both these important implementation
components.

One of the interviewees, whose job it was to implement adult SBIRT throughout a
consortium of FQHCs across the county, had clearly considered the process of
implementation thoughtfully, from the planning stage, through engagement, execution,
reflection and including evaluation. She described in great detail a thoroughly laid-out plan
that she and colleagues had developed for implementing SBIRT and other integrated
behavioral health programs, including extensive (and intensive) training, practice and
feedback regimens, technical assistance, and a carefully crafted evaluation plan. The program
they had developed, in the comparatively low-resourced context of a publicly-financed
community health center system was quite impressive, and could serve as a model for a
system with far more resources like Kaiser Permanente.

In some ways, Kaiser Permanente would seem to offer an ideal setting in which to
attempt large-scale implementation of one or both models of pediatric primary care-based
SBIRT. It is an integrated healthcare delivery system, and as such has many of the structural
elements described as necessary for integrated behavioral health in the PCMH Joint

Principles Statement, including joint medical records and shared revenue streams, along with
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a mature, robust EHR into which evidence-based tools can be incorporated. It has used such
aspects of its system to great effect in improving population health in some areas, such as
blood pressure control and heart attack incidence. However, while it appears very integrated
from the outside, behavioral healthcare in Kaiser remains fragmented in numerous important
ways. For the most part, pediatric primary care remains separate from behavioral health, and
potent barriers — both structural and attitudinal — continue to limit communication between
Pediatrics, Child & Family Psychiatry and Chemical Dependency, inhibiting coordination
and quality of care for adolescents with behavioral health problems. In many ways,
community-based organizations seem to do a better job at integrating behavioral health and
meeting the psychosocial needs of adolescent primary care patients than an “integrated”
delivery system like Kaiser. It is unclear why publicly funded primary care systems seem to
be further along in integrating behavioral health than a system like Kaiser. The social and
behavioral health needs of public populations may be more acute than those of Kaiser
members, and therefore more clearly apparent. Public funding and healthcare reform
regulations may include a combination of mandates and incentives designed to facilitate
integration which don’t affect private health plans like Kaiser, or it could be that the social
mission of community health centers are more closely aligned with the patient-centeredness
of integrated behavioral health. While there is some evidence in the literature that public
institutions are less open to the adoption and implementation of new evidence-based

254

interventions,”” the people | spoke with suggested that public settings have better

implementation or innovation climates, %>

are more willing to adopt SBIRT generally, and
seem particularly open to models which use embedded behavioral specialists and other

personnel to perform one or more components, in order to maximize provider efficiency and
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impact. Recently, however, Kaiser has begun to make attempts to address behavioral health
in adult medicine, such as the aforementioned adult alcohol SBIRT initiative and the
initiation of depression screening, in compliance with HEDIS performance measures. The
Teen SBIRT Initiative Plan for Change described below builds on these earlier integration
efforts in adult medicine and expands integration into Pediatrics through a comprehensive,
multi-pronged strategy for adolescent SBIRT implementation across the KPNC region.
While many of the activities of the Plan for Change are discussed in relation to the
Kaiser setting, most (though not all) can be relatively easily adapted to other settings,
including the emphasis on provider training, the use of evidence-based instrument, the use of
performance feedback and marketing strategies, activities to strengthen linkages between
departments or organizations, and a comprehensive evaluation plan. Moreover, many of the
activities described in the Plan can be applied not only to the implementation of SBIRT, but
to behavioral health integration efforts more broadly. It should be noted however, that the
context for this study — Kaiser Permanente — is a closed, integrated healthcare system with a
capitated payment structure, and as such, is relatively unique. The inclusion of participants
from public health systems helped somewhat to provide a broader frame of reference for
gauging whether the barriers and facilitators identified in by the participants in Kaiser were
unique to that system, or generalizable to other types of systems. While there were some
dissimilarities between Kaiser and the public settings in the study, particularly having to do
with the public clinics’ seemingly greater openness towards adoption of integrated behavioral
health strategies like SBIRT, overall there were more similarities than differences. This
similarity may stem from the fact that these systems both have at least some access to

behavioral health services, whether provided within the system or through formal,
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established relationships between entities, as is often the case between public programs. Both
of these types of systems also have payment structures which ostensibly incentivize the
delivery of preventive services such as SBIRT as a way of keeping covered members
healthier and controlling cost and utilization, including more costly specialty behavioral
health services.

Whether these findings, as well as the foci and activities outlined in the Plan for
Change strategy described below, are generalizable to other types of systems, is less clear.
While healthcare payment structures are slowly moving toward risk- and value-based
payments, including capitated payment mechanisms such as Kaiser Permanente’s, fee-for-
service remains the predominant model of payment structure in the U.S.%"3%™ Most
adolescents in this country receive care in healthcare systems which do not have integrated or
easily accessible behavioral health resources (and are often not responsible for the costs of
behavioral health services, if they are contracted out to behavioral health firms), and which
have no financial incentives — no “skin in the game” — for providing services for which there
is no clear cost offset. Such systems may face even greater challenges to SBIRT
implementation than the kinds of systems examined here, and the implementation strategy
outlined below may not, or may only begin to, address those challenges. For example, it
could be much more challenging to establish a multi-disciplinary Teen SBIRT Community of
Practice, the cornerstone of the Plan for Change, as a private for-profit or not-for-profit
health system with “carved-out” behavioral health benefits. It would require significant
coalition- and relationship-building effort when such a health system likely has even more
tenuous ties to community behavioral healthcare providers than either of the systems

described here, and it will be considerably more work, with less clear immediate benefits for
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members. It may require working within existing collaborations with public systems or
adolescent or behavioral health affinity groups, to involve such health systems in coalition
with others pursuing SBIRT implementation. Other possible incentives might come as the
result of the adoption of performance measures; NCQA is beginning to consider the adoption
of adult SBIRT measures in its HEDIS guidelines, and although clearly a long way down the
line, adoption of adolescent SBIRT HEDIS measures would also do much to propel less
inclined systems toward implementation. At the same time, open healthcare systems, in
contrast to Kaiser’s closed system, might offer less change-averse contexts, where cultural
and clinical norms are less predominant, and innovations more likely to be adopted. Future
studies should examine the challenges to and opportunities for SBIRT implementation across

diverse types of healthcare systems.
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CHAPTER 9: PLAN FOR CHANGE
Teen SBIRT Initiative

This Plan for Change, the Adolescent SBIRT initiative, will employ a multi-pronged
approach to the creation of a plan for the region-wide implementation of systematic,
evidence-based screening, brief intervention and referral to treatment as needed, for
adolescents in KPNC with behavioral health risks. This implementation plan is informed by
the extant adolescent substance use prevention and treatment, SBI/RT and implementation
literatures. It uses the framework provided by the Consolidated Framework for
Implementation Research to guide the direction of its efforts. It also incorporates
implementation findings from the parent adolescent SBIRT RCT. Most directly, the activities
described below respond to the barriers, facilitators and issues raised during the course of
Key Informant interviews conducted for this study.

The CFIR model, described briefly in Chapter 2, was chosen to conceptually frame
this dissertation for a number of reasons. The CFIR model incorporates and synthesizes
concepts and constructs from across the dissemination and implementation science literature,
organizing them under the broad domains of Outer Setting, Inner Setting, Characteristics of
the Intervention, Characteristics of the Individuals Involved, and Implementation process.
The CFIR is extensive and comprehensive, and includes many constructs, yet is flexible, in
that it was explicitly developed so that users could choose those constructs relevant to their
particular intervention, organization and context. The CFIR was developed through a careful

review of the existing implementation science literature, using at its foundation Trisha
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Greenhaglh’s seminal 2004 systematic review of the literature on diffusion of innovations
within services organizations.?” Greenhalgh et al.’s review drew on literatures from a wide
range of disciplines, from evidence-based medicine, to rural/agricultural sociology to
marketing and communications, and was itself deeply informed by the early work of
implementation science pioneers such as Everett Rogers.?’® It culminated in the development
of a unified model for thinking about the diffusion of innovations within organizations. In
turn, Damschroder and colleagues built on Greenhalgh’s model, adding new studies from the
rapidly emerging dissemination and implementation literature which were not captured in
Greenhalgh’s review, and combining them into a “meta-theoretical” taxonomy which fills the
conceptual gaps left in most models by including the most salient constructs from each, and
combining those which were clearly redundant. The CFIR is not a process theory, in that it
does not indicate relationships or mechanisms itself between constructs, but instead:
“...specifies a list of constructs within general domains that are believed to influence
(positively or negatively, as specified) implementation, but does not specify the
interactions between those constructs. The CFIR does provide a pragmatic
organization of constructs upon which theories hypothesizing specific mechanisms of
change and interaction can be developed and tested empirically.”
Moreover, the CFIR implementation model was not developed for a specific purpose, such as
implementation planning or evaluation, as many such models are.
For these reasons, the CFIR provided what I felt was an ideal conceptual framework
for this dissertation. Because it is not limited to a specific purpose, in the way, for example,
that the RE-AIM model described below was specifically designed for implementation

evaluation,”’

it can be used for research, planning, implementation itself and evaluation.
Thus it was appropriate for shaping the development of the Key Informant interview guides

and interviews, and for creating the thematic coding structure used for analyzing the
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interview data, and for informing the resulting Plan for Change strategy, and as such,
provided a unified theoretical underpinning and enhanced conceptual continuity across the
enterprise. Because the CFIR does not specify directionality among constructs, it is entirely
consistent with the fundamentally inductive methodology of qualitative research, which
allows data to emerge and shape explanations and theory,?”® and with the agnostic approach |
have taken in this dissertation toward data collection, analysis and application, allowing
themes from participants’ perspectives on SBIRT implementation barriers and facilitators to
emerge on their own, with a minimum of preconception.

Because it is not, as noted above, a process model itself, the CFIR is complementary
to such models and as such, could easily be used in conjunction with one or another of them.
For example, the RE-AIM framework, which is at this point one of the better-known models
in the dissemination and implementation literature, is now widely used for evaluating the
impact of public health innovations and the translation of evidence-based practices to real-
world contexts. RE-AIM was developed explicitly for evaluation however, and is an elegant,
straightforward model for measuring an intervention’s effects on the Reach (proportion of the
target population participating in an intervention), Efficacy (success if implemented
faithfully), Adoption (proportion of settings which adopt intervention), Implementation
(extent to which an intervention is implemented as intended in the real world), and
Maintenance (the extent to which the intervention is sustained over time). Because RE-AIM
necessarily assumes at least initial implementation of an intervention, it would not be
appropriate for use alone in this study which aimed to identify factors which will likely act as
barriers and facilitators to SBIRT implementation, in order to counteract and exploit them,

respectively. However, RE-AIM could easily be incorporated into the evaluation activities of
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the Plan for Change below, in conjunction with the CFIR, particularly as it relates to
measuring sustainability.

Another implementation framework which was considered but ultimately rejected in
favor of the CFIR is the PRISM (Practical, Robust Implementation and Sustainability
Model).?”® More comprehensive and nuanced than RE-AIM, the PRISM mirrors many of the
constructs of the CFIR which emerged as important, from the Key Informant data. In
particular, like the CFIR, the PRISM explicitly recognizes and assigns great importance to
the role of clinicians, staff and other individuals and their perceptions and attitudes, in the
process of implementation, which was clearly very salient in this study of SBIRT
implementation, given the outsized role of pediatricians and other pediatric clinicians in
delivering SBIRT. It also takes into account the needs and desires of clients/patients on a
much deeper level than does RE-AIM. Moreover, PRISM focuses careful attention on the
role of coordination across departments or specialties — the lack of which emerged as a key
barrier from the SBIRT Key Informant interviews, and relatedly, organizational structure and
capacity. The scope of the constructs it includes and the nuance and depth with which they
and their impact are characterized would make PRISM an excellent choice if this dissertation
was strictly concerned with development of the Plan for Change. Nevertheless, the PRISM is
a process model, designed explicitly for planning and executing implementation, and as such,
| felt it did not lend itself as well to the data collection and analysis components of this
dissertation as the CFIR, and because Damschroder included the PRISM in developing the
CFIR, the Plan for Change thus benefits not only from PRISM constructs but those of others

as well.

138



Over a three year period, the initiative will engage in a variety of activities designed
to lay the groundwork for an enduring coalition and infrastructure for addressing the public
health impact of adolescent substance use problems among adolescent members of KPNC,
including a sustainability plan. The Plan for Change will work toward supporting both
modalities of delivering SBIRT examined in this study — pediatrician delivered SBIRT and
embedding a behavioral health clinician in pediatric primary care. The short-term goal is to
establish a robust program of pediatric primary care-based SBIRT using pediatricians as the
administering clinicians (and embedded behavioral health clinicians in the minority of KPNC
facilities that have them). A longer-term goal is to advocate for the increased use of the
embedded behavioral health clinician model across KPNC, though engagement with
leadership, strategic communications and development of the evidence base for such models.
Major initiative foci:

1. Creation of a multi-disciplinary Community of Practice (“Teen SBIRT CoP”) focused
on adolescent SBIRT implementation and the adoption of other behavioral health
prevention and early intervention activities for adolescents in KPNC,

2. Finalization of evidence-based SBIRT instruments for KPNC with stakeholder input
and development of a suite of evidence-based clinical protocols for delivering Teen
SBIRT,

3. Identification of Teen SBIRT Pediatrics and Child & Family Psychiatry and
Chemical Dependency Treatment Health Champions,

4. ldentification of a KPNC Executive Sponsor for Teen SBIRT implementation,

5. Training of pediatric primary care providers (PCPs) and staff, and Child & Family

Psychiatry and Chemical Dependency Treatment health clinicians and staff,
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6. Formalizing KPNC adolescent behavioral health response infrastructure,

7. Establish a regular performance feedback structure to spur clinical quality
improvement,

8. Development of Communications & Marketing plans (for health system leadership,
Pediatrics leaders, Child & Family Psychiatry and Chemical Dependency treatment
leaders, clinicians, medical assistants, parents and patients), including creation of Teen
SBIRT provider-, staff-, parent- and patient-facing materials and materials for
dissemination of initiative activities to larger community,

9. Creation of a Sustainability plan which includes as a top priority the increased use of
embedded behavioral health clinicians in pediatric primary care,

10. Evaluation of short-, mid- and long-term Teen SBIRT Initiative outcomes,

11. Provide national scientific and policy leadership on Teen SBIRT and Integrated
Adolescent Behavioral Health.

Leadership approach for the Teen SBIRT Initiative team. The leadership approach
that will guide the Teen SBIRT Initiative team’s efforts draws from a number of theoretical
traditions, and is explicitly informed by the work of theorists such as Alice Eagly, Margaret

Wheatley, Bill George, Fred Walumbwa and Bruce Avolio,”**?%

using an ethics-driven,
intentionally participatory®®’ and collaborative approach. It will be guided by the principles
of Authentic Leadership, an intrinsically multi-dimensional approach which takes into
account multiple domains of leadership rather than focusing solely on a single aspect of
leadership (e.g., only a leader’s innate traits or the specific situational context), and which

underscores the important role of both intrapersonal and interpersonal factors. Authentic

Leadership also includes an explicit ethical component, such that leaders’ actions are
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purposeful, value-centered, and driven by personal conviction and internalized moral
perspective.?®* This approach is well-suited to the Teen SBIRT Initiative as its overarching
objective is to prevent and/or alleviate suffering and improve the health and well-being of
adolescents. Apropos to the nature of many of the initiative’s core activities, Authentic
Leadership emphasizes the importance of interpersonal dynamics, with a focus on the
reciprocal relationship between leaders and others; authenticity emerges from the nature and
quality of interactions between leaders and other stakeholders, and relationships are
characterized by transparency.?® The Teen SBIRT initiative will involve constant and
ongoing collaboration with a wide variety of stakeholders — clinicians of various types, health
system leaders, patients, researchers — and relies on maintaining the trust and goodwill of
stakeholders in order to encourage adoption, implementation and sustainability of Teen
SBIRT.

Below | describe the specific foci and activities of the initiative. Each of the foci
proposed in the Plan for Change responds to themes which emerged from the Key Informant
interviews, many of which correspond directly to CFIR constructs, or to sub-themes
identified through coding and analysis. Table 7 describes each CFIR domain and interview
theme and the Plan for Change focus wherein it is addressed. Table 8 describes each Plan for
Change focus in specific detail, and indicates (prior to the description of specific activities)
the particular overarching CFIR domain(s) and CFIR constructs, and implementation
barriers, facilitators or issues raised during the Key Informant interviews to which the

activities respond.
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Table 7. CFIR Domains/Interview Themes and corresponding Plan for Change
Activities

Plan for Change Focus

CFIR Domains and Interview 112(3(4|5|6|7/8|910 | 11
Themes

OUTER SETTING

External Policies and Incentives

Confidentiality X X | X X

Cultural Attitudes and Mores about X X
Substance Use

Growing Awareness of the Role of X X X X
Behavioral Health

Stigma X

Marijuana Policy & Legislation

X
x

Performance Measures X X| X | X| X

Insurance coverage, co-pays, Co-
insurance

Billing/Financing

Patient and Family Needs X

x
x

Comorbidity X | X X

Parental Attitudes

Linguistic X

Patient Behavior

Family Behavior

Clinical Acuity X

Logistics/Distance

SES

Gender

Health Care Reform, ACA

INNER SETTING

Structural Characteristics

Time, Appointment Length

Screening, Assessment Instruments

Competing Priorities

EHR

Workflow

XXX | X [ X | X
X[ X | X | X

Workforce

Protocols

Warm Handoff X

Leadership Engagement X | X X | X X X

Networks and Communications X | X|X X

Referral Process X X
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Plan for Change Focus

Linkages between Departments

X | X

X

X

Information back to Pediatricians
about resolution of referral

X

Consultation with Colleagues

Infrastructure

Community Resources

Implementation Climate

CHARACTERISTICS OF THE
INTERVENTION Total

Relative Advantage of BHC
Model

x

Evidence Strength and Quality

Information Technology

x

Cost

Relative Advantage of PCP
Model

XXX X

Impact of Trial

CHARACTERTISTICS OF THE
INDIVIDUALS INVOLVED Total

Provider Knowledge and Skills

X

Provider Attitudes (Toward
Substance Use)

Provider Self-Efficacy

X

X

Provider Perception of Role vis a
vis Behavioral Health

Medical Training

IMPLEMENTATION PROCESS
Total

Planning

Executing

Training

Engaging

X

Reflecting

XXX | X [X

XXX | X [X

X

x

Evaluating
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Table 8. Teen SBIRT Initiative Foci

Focus #1: Teen SBIRT Community of Practice

CFIR Domains: Inner Setting, Characteristics of Individuals Involved, Characteristics of
Intervention, Implementation Process

Specific Interview Themes Addressed: Evidence strength and quality, provider self-
efficacy, provider knowledge and skills, provider perception of role vis a vis behavioral
health, planning, engaging, executing, reflecting, and training

Activities:

e ldentify relevant KPNC stakeholders in Pediatrics and Adolescent Medicine
physicians/other pediatric PCPs, Child & Family Psychiatry and Chemical
Dependency program clinicians at each KPNC facility,

e Contact identified stakeholders directly by phone and email to solicit their
participation,

e Request representation (and related administrative time to participate) from each
facility, from facility-level leadership,

e Market Teen SBIRT CoP at relevant interest and workgroup meetings (e.g., Pediatric
Chiefs, Adolescent Medicine Specialists, KP Inter-regional Pediatric Behavioral
Health Workgroup), to raise awareness of adolescent substance use problems, co-
occurrence and health implications and to recruit participation,

e Assemble a Teen SBIRT stakeholder strategy group, with representation from
pediatric primary care, Child & Family Psychiatry, adolescent Chemical Dependency
treatment, regional leadership, research,

e Create a Teen SBIRT Facilitator position to staff and support Teen SBIRT CoP and to
provide technical assistance to clinical staff during implementation,

e Convene an annual in-person meeting and quarterly, webinar-format Collaborative
Teen SBIRT CoP meetings,

e Communicate regularly with Teen SBIRT CoP members to disseminate information
and nurture and maintain a sense of shared purpose and enthusiasm

Creation of the Community of Practice responds to a number of themes from the
interviews, across the CFIR domains, and lays the groundwork for the rest of the

activities of the initiative. Much of the early leadership work of the Teen SBIRT
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Initiative will involve relationship building, and nurturing individuals’ and groups
natural tendency to self-organize.”®® To that end, we will work to maximize the
influence and effectiveness of the Teen SBIRT Initiative and the Teen SBIRT CoP by
fostering healthy, supportive and respectful relationships and communication between

the CoP members, across disciplines.?®

Focus #2: Evidence-based SBIRT instruments and protocols

CFIR Domains: QOuter Setting, Inner Setting, Characteristics of Intervention,
Implementation Process

Specific Interview Themes Addressed: Patient needs (acuity, linguistic, cultural,
comorbidities), growing awareness of the role of behavioral health, time, screening and
assessment instruments, competing priorities, workflow, workforce, warm handoff, networks
and communications, linkages between departments, evidence strength and quality, provider
self-efficacy, provider knowledge and skills, EHR, IT, planning, engaging, executing,
reflecting, and training

Activities:

Conduct an updated scan of state-of-the-art of Teen SBIRT screening and assessment
instruments, interventions and practices,

Assemble a set of core standardized Teen SBIRT screening and assessment measures,
suitable for use in pediatric primary care,

Develop a clinical workflow for responding to Teen SBIRT screening, based on Teen
SBIRT RCT workflow but incorporating Key Informant Interview data,

Carefully review State of California Adolescent Confidential Health Services laws
and regulation and develop commonsense interpretation of confidentiality constraints,

Obtain consensus on instruments and workflow, first from CoP, then from other
relevant KPNC pediatric groups, including the Adolescent Medicine Specialists,
Pediatric Chiefs, Child & Adolescent Psychiatry Performance Excellence Group and
Adolescent Chemical Dependency Coordinating Committee,

Teen SBIRT Project Strategy Group members and Teen SBIRT Implementation
Facilitator will work with KP HealthConnect (EHR) Information Technology team to
get screening and assessment tools and clinical decision support tools incorporated
into the EHR,
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e Teen SBIRT Project Strategy Group members and Teen SBIRT Implementation
Facilitator will provide technical support to the Teen SBIRT CoP and clinicians
throughout the organization throughout the implementation and maintenance period

An important early activity of the Teen SBIRT Initiative will be to review and agree
upon an evidence-based, feasible set of core Teen SBIRT screening and assessment measures
and intervention and referral protocols, through consensus of the Teen SBIRT CoP and
informed by our current KP-based research, the research literature, expert consultation and
best practices, which obviously responds most directly to the construct of evidence strength
and quality, but cuts across a number of other constructs and themes as well. Our approach
for this activity will use implementation science techniques to transfer “gold standard,”
evidence-based instruments and interventions whose efficacy and effectiveness have been
tested in experimental trials such as the parent Teen SBIRT RCT, and adapt them if
necessary to the KPNC pediatric primary care setting with clinician input, in a manner which
will maximize the external validity of our approach for future scaling up and spread. This
approach takes into account factors such as strength of the evidence, scalability of the
intervention, characteristics of the patients receiving and providers delivering the
interventions, and the organizational and environmental contexts for the intervention.?2%

Focus #3: Teen SBIRT Clinical Champions

CFIR Domains: Outer Setting, Inner Setting, Characteristics of Individuals Involved,
Implementation Process

Specific Interview Themes Addressed: Patient comorbidities, networks and
communications, linkages between departments, leadership engagement, provider knowledge
and skills, referral process, planning, engaging, executing

Activities:

e Meet with Pediatrics Chiefs, Child & Family Psychiatry Chiefs, Adolescent CD
Program Directors, Facility Physicians-in-Chief to communicate Teen SBIRT
Initiative Activitys, describe workflow logistics and solicit support,

e Identify Teen SBIRT clinician champions in each facility, in Pediatrics, Child &
Family Psychiatry and Chemical Dependency,

e Establish a Teen SBIRT Clinical Champion information dissemination protocol,
based on current KPNC clinical champion best practices
1
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Focus #4: Leadership Support

CFIR Domains: Quter Setting, Inner Setting, Characteristics of Individuals Involved,
Characteristics of Intervention, Implementation Process

Specific Interview Themes Addressed: Patient needs, growing awareness of the role of
behavioral health, performance measures, ACA, networks and communications, linkages
between departments, leadership engagement, evidence strength and quality, EHR & IT,
planning and engaging

Activities:

e Meet with Pediatrics Chiefs, Child & Family Psychiatry Chiefs, Adolescent CD
Program Directors, Facility Physicians-in-Chief to communicate Teen SBIRT
Initiative objectives, describe workflow logistics and solicit support,

e Identify leadership champions of Teen SBIRT Initiative,

e Teen SBIRT Strategy Team, with support and assistance from leadership champions,
seek executive sponsorship at Associate Executive Director level

The involvement and engagement of leaders from all levels of an organization can
increase its openness to innovation as well as providing critical resource support. In
healthcare settings, particularly large systems such as Kaiser Permanente and county
health systems, system-level leaders frequently determine organizational priorities and
funding capacity at the local level, which in turn can determine clinics’ ability to consider
implementation of new practices.>®* Moreover, leadership support, both in terms of vision
and material support, can often effectively enable or prevent the sustainability of newly
adopted practices.™° Plan for Change activities thus focus on fostering leadership support

at all organizational levels.

Focus #5: Training

CFIR Domains: Inner Setting, Characteristics of Individuals Involved, Characteristics of
Intervention, Implementation Process

Specific Interview Themes Addressed: Evidence strength and quality, screening and
assessment instruments, provider self-efficacy, provider knowledge and skills, medical
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training, provider attitudes toward substance abuse, provider perceptions of role vis a vis
behavioral health, EHR, engaging, and training

Activities:

e Develop pediatric primary care provider, pediatric primary care staff, and behavioral
health clinician training programs and materials on Teen SBIRT screening,
assessment, brief intervention and referral workflows,

e Develop sample scripts for sensitive discussions with specific emphasis on
confidentiality issues,

e Conduct trainings across region:

o 2 pediatrician lunchtime trainings which include clinician roll-play, w CMEs,
per Pediatrics department

o 1 Pediatrics department staff (e.g., Medical Assistants, Reception) lunchtime
training per department

o 1 Child & Family Psychiatry training per facility, with CEUs
o 1 Chemical Dependency program training per facility, with CEUs
e Offer technical assistance, training webinars and provider telephonic provider
coaching on Teen SBIRT identification and brief intervention
Efforts with clinicians will be informed by adult learning theory, leadership models

which emphasize relationship and coalition building, and implementation science

frameworks such as the CFRI which stress the importance of inter-organizational networks

and an ecological orientation.?2%"

Focus #6: Infrastructure

CFIR Domains: Outer Setting, Inner Setting, Characteristics of Individuals Involved,
Implementation Process

Specific Interview Themes Addressed: Patient needs, comorbidity, time, competing
priorities, workflow, networks and communications, linkages between departments,
leadership engagement, referral process, information back to pediatricians about resolution of
referral, provider self-efficacy, provider knowledge and skills, IT, planning, engaging,
reflecting, and training

Activities:

e Facilitation of inter-departmental/inter-disciplinary (pediatrics, psychiatry, chemical
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dependency) relationships between clinical champions at each facility,
“Matchmaking” introduction emails sent to clinical champions at each facility,
Support for regular meetings and information sharing between champions,

Encourage free flow of relevant information between departments through
establishment of consistent practice of obtaining consent-to-release information to
pediatricians for patients entering specialty behavioral health treatment,

Establish protocol for consistent follow-up information from specialty behavioral
health clinicians back to referring pediatrician

Focus #7: Performance Feedback

CFIR Domains: Inner Setting, Characteristics of Individuals Involved, Implementation
Process

Specific Interview Themes Addressed: Performance measures, EHR, competing priorities,
workforce, workflow, infrastructure, implementation climate, leadership engagement, IT,
relative advantage of different modalities of SBIRT, provider knowledge and skills,
executing, evaluating, training

Activities:

Create facility-, provider- and medical assistant-level performance feedback report
templates,

Identify target audiences for performance feedback reports, e.g., Pediatric Chiefs,
medical assistant managers, relevant executive leaders,

Establish process and schedule for dissemination of performance feedback data,

Encourage use of feedback reports for performance improvement efforts, through a
combination of encouragement, incentives, and competition, using un-blinded
performance reporting once Initiative is established

Focus #8: Communications & Marketing

CFIR Domains: Outer Setting, Inner Setting, Characteristics of Individuals Involved,
Characteristics of Intervention, Implementation Process

Specific Interview Themes Addressed: Patients and families, marijuana policy, stigma,
growing awareness of the role of behavioral health, cultural attitudes about substance use,
performance measures, time, competing priorities, workflow, infrastructure, leadership
engagement, evidence strength and quality, cost, IT, provider self-efficacy and knowledge
and skills, engaging, leadership, training
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Activities:

Focus #9: Sustainability

Create and curate an Teen SBIRT CoP Wiki on-line, as a repository for Teen SBIRT
screening and intervention materials and community forum,

Develop email lists for easy communications,

Develop and disseminate a brief, monthly Teen SBIRT Initiative email newsletter,
with news from the field, clinical tips and integrated adolescent behavioral health
advocacy tools,

Create a marketing plan targeted at KPNC clinical leaders, policymakers and
executive leadership focused on positioning Teen SBIRT screening and intervention
as an approach which will set Kaiser Permanente apart from other healthcare systems
as a leader in adolescent behavioral health,?*

o E.g., the physician-focused marketing approach will be positioned as
providing “tools” for the pediatrician’s “toolbox” and offering means (skills
development, clinical tools, etc.) which can help to improve practice management,
meet quality and performance measurement goal for preventive services, and
address adolescent risk behaviors that many physicians find frustrating to treat.
The marketing messages directed at physicians will also emphasize SBIRT’s
potential to help reduce patient office visits,

Creation of a KPNC region-wide marketing campaign focused on children,
adolescents and the deleterious impact of alcohol and drug use, problems and
comorbidity, to raise awareness of adolescent substance use as a critical public health
issue

CFIR Domains: Outer Setting, Inner Setting, Characteristics of Intervention,
Implementation Process

Specific Interview Themes Addressed: Performance measures, workforce, infrastructure,
implementation climate, evidence strength and quality, cost, IT, impact of trial, leadership
engagement, relative advantage of BHC model, provider knowledge and skills, planning,
engaging, executing, reflecting, leadership and evaluating

Activities:
Short-term:

e The Teen SBIRT Initiative Strategy Group will create a plan for sustainability which will
include eventual situation of Teen SBIRT Initiative functions in an appropriate
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operational “home,” e.g., as a function of a sub-committee of the Adolescent Medicine
Committee, or Regional Health Education, or Pediatrics,

e A first activity of the sustainability plan will be to obtain funding to support .25 - .5 FTE
of Teen SBIRT Implementation Facilitator role and .10 data analyst role,

Longer-term:

e Development of a business plan and organizational advocacy strategy to gain leadership
support and marshal organizational resources for a spectrum of pediatric primary care-
based behavioral health services for adolescents, including particularly the adoption of a
model of universal embedded behavioral health clinicians;

o this effort will involve use of both existing and new cost-effectiveness/cost-offset
research to support resource allocation, as well as clear communication to
executive leadership of the value such a model will add to Kaiser Permanente’s
organizational product and profile as a leader in preventive health.

Achieving this objective will require engaging in advocacy activities aimed at
incorporating Teen SBIRT screening and intervention into the regional standards of care and
workflows, and ultimately securing funding for ongoing service delivery, including the
increased use of embedded behavioral health clinicians across the region. It will be informed
by those components of implementation science frameworks which provide guidance on best
practices for facilitating the institutionalization and maintenance of public health
interventions.?*?" We will use sustainability measures (“the extent to which (it) becomes
routine and part of the everyday culture and norms of the organization”) from the RE-AIM to

measure maintenance of the implementation.***%

|
Focus #10: Evaluation

CFIR Domains: QOuter Setting, Inner Setting, Implementation Process

Specific Interview Themes Addressed: Performance measures, EHR, IT, reflecting,
evaluating

Activities:
Creation of an evaluation plan for the initiative, incorporating measures which allow for

151



both short- and long-term evaluation. Our evaluation plan will draw heavily from the

practical evaluation framework developed by the CDC,?*" in which stakeholder perspectives

are kept at the forefront and the focus is on feasibility and usability of findings, including the

following steps:

©)

Conducting a systematic analysis of stakeholders, formally describing their
interests in the project to be, as well as how we envision them using the results
of the evaluation."”

Engaging stakeholders from within and external to the project and the Teen
SBIRT CoP to help guide the evaluation from the beginning

Describing The Program

Focusing The Evaluation

Gathering Credible Evidence

Justifying Conclusions

Ensuring Use of Evaluation Findings and Share Lessons Learned

Creating a detailed logic model describing the initiative’s inputs, activities,
outputs, short-, intermediate- and long-term outcomes, and develop a program
theory to describe the theoretical model for the initiative

Developing short- and medium-term measures for clinical performance
measurement and outcomes monitoring, for the specific initiative activities,

Developing longer-term measures for evaluating the overall health impact of
the initiative,

Using operational data, documentation processes and analytics effort to the
extent possible to maximize efficiency, and adapting and supplementing
existing operation data as necessary for evaluation,*”

Dissemination of interim and final evaluation data will be made to the
stakeholder evaluation committee, and the larger Teen SBIRT CoP and
community healthcare provider partners.’”

Performance Feedback Data

Initiative staff will work with operational metrics and analytics departments (e.g.,
Quality and Operations Support department) to establish data reporting relationships,
in order to obtain a stable source and flow of monthly Teen SBIRT Initiative
performance data, for the performance feedback activities described in Activity #7,
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e Creation of standardized performance measure reports (figures and graphics) for
monthly dissemination to executive and facility-level leaders and clinicians,

e Teen SBIRT Strategy staff will be tasked with monitoring documentation and data
collection, in order to ensure the availability of consistent data points, and will
troubleshoot and provide technical assistance as necessary

Focus #11: Scientific and Policy Leadership on Teen SBIRT

CFIR Domains: Quter setting, Characteristics of the intervention

Specific Interview Themes Addressed: Growing awareness of the role of behavioral health,
cultural attitudes and mores about substance use, marijuana policy and legislation, EHR,
screening and assessment instruments, evidence strength and quality, relative advantage of
different models of SBIRT, cost, IT, reflecting, evaluating, leadership

Activities:

e Continuing to pursue extramural funding to conduct research on SBIRT and other
integrated pediatric behavioral health approaches,

e Continuing to contribute to the peer-reviewed scientific literature on this topic,

e Continuing to disseminate research and evaluation finding through a variety of
mechanisms, such national and international conferences and meetings, advisory
boards and social media,

e Conducting frequent literature searches to stay abreast on developments in this and
related fields,

e Contributing to the national and international scientific dialogues about adolescent
SBI/RT, and to policy conversations about best practices for adolescent substance use
problem prevention and early intervention
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APPENDIX A: COMPLETE LIST OF CFIR CONSTRUCTS

Adapted from Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC: Fostering implementation of health services research
findings into praciice: A consolidated framework for advancing implementation science

RED BOLD font indicates constructs chosen, a priori, for qualitative coding themes

Topic/Description

Short Description

. INTERVENTION CHARACTERISTICS

A Infervention Source

Perception of key stakeholders about whether the intervention is externally or intemally developed.

B  Evidence Strength & Quality

Stakeholders’ perceptions of the quality and validity of evidence supporting the belief that the
intervention will have desired outcomes.

C Relative advantage

Stakeholders’ percepfion of the advantage of implementing the intervention versus an altemative
solution.

D Adaptability The degree to which an intervention can be adapted, tailored, refined, or reinvented to meet local
needs.

E  Tralability The ability to test the intervention on a small scale in the organization [8], and to be able to reverse
course (undo implementation) if warranted.

F Complexity Percelved difficulty of implementation, reflected by duration, scope, radicalness, disruptiveness,

centrality, and intricacy and number of steps required to implement

G Design Quality and Packaging

Perceived excellence in how the intervention is bundled, presented, and assembled

H Cost

Costs of the intervention and costs associated with implementing that intervention including
investment, supply, and opportunity costs.

IIl. OUTER SETTING

A Patient Needs & Resources

The extent to which patient needs, as well as barriers and facilitators to meet those needs are
accurately known and priorifized by the organization.

B Cosmopolitanism

The degree to which an organization is networked with other external organizations.

C  PeerPressure

Mimetic or competitive pressure to implement an intervention; typically because most or other key
peer or competing organizations have already implemented or in a bid for a compefitive edge.

D External Policy & Incentives

A broad construct that includes external strategies to spread interventions including policy and
requlations (govemmental or other central entity), external mandates, recommendations and
quidelines, pay-for-performance, collaboratives, and public or benchmark reporting.

[Il. INNER SETTING

A Structural Characteristics

The social architecture, age, maturity_and size of an organization.

B Networks & Communications

The nature and quality of webs of social networks and the nature and quality of formal and informal
communications within an organization.

C  Culture

Norms, values, and basic assumptions of a given organization.

D Implementation Climate

The absorptive capacity for change, shared receptivity of involved individuals to an intervention and
the extent to which use of that intervention will be rewarded, supported, and expected within their
organization.

1 Tension for Change

The degree to which stakeholders perceive the current situation as intolerable or needing change.

2 Compatibility

The degree of tangible fit between meaning and values attached to the intervention by involved
individuals, how those align with individuals’ own norms, values, and perceived risks and needs,
andhowtheinterventionfitswithexistingworkflowsandsystems.

3 Relative Priority

Individuals' shared perception of the importance of the implementation within the organization.

4 Organizational Incentives & Rewards  Extrinsic incentives such as goal-sharing awards, performance reviews, promotions, and raises in

salaryandlesstangibleincentivessuchasincreasedstatureorrespect.
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5 (Goals and Feedback

The degree fo which goals are clearly communicated, acted upon, and fed back to staf and
alignment of that feedback with goals.

6 Leaming Climate

A climate in which: a) leaders express their own fallibility and need for team members’ assistance
and input; b) team members feel that they are essential valued, and knowledgeable partners in the
change process; ¢) individuals feel psychologically safe to fry new methods; and d) there is
sufficienttimeandspaceforreflectivethinkingandevaluation.

E  Readiness for Implementation

Tangible and immediate indicators of organizational commitment to its decision to implement an
intervention.

1 Leadership Engagement

Commitment, involvement, and accountability of leaders and managers with the implementation.

2 Available Resources

The level of resources dedicated for implementation and on-going operaions including money,
fraining, education, physical space, and time.

3 Access fo knowledge and information

Ease of access to digestible information and knowledge about the intervention and how to
incorporate it into work tasks.

|V. CHARACTERISTICS OF INDIVIDUALS

A Knowledge & Beliefs about
the Intervention

Individuals' attitudes toward and value placed on the intervention as well as familiarity with facts,
fruths, and principles related to the intervention.

B Self-efficacy

Individual belief in their own capabiliies to execute courses of action to achieve implementation
goals.

C Individual Stage of Change

Characterization of the phase an individual is in, as he or she progresses toward skilled,
enthusiastic, and sustained use of the infervention.

D Individual Identification with
Organization

A broad construct related to how individuals perceive the organization and their relationship and
degree of commitment with that organization.

E Other Personal Attributes

A broad construct to include other personal traits such as tolerance of ambiguity, intellectual ability,
motivation, values, competence, capacity, and learning style.

V_PROCESS
A Planning The degree fo which a scheme or method of behavior and tasks for implementing an intervention
are developed in advance and the quality of those schemes or methods
B Engaging Attracting and involving appropriate individuals in the implementation and use of the intervention

through a combined strategy of social marketing, education, role modeling, training, and other
similaractivitigs.

1 Opinion Leaders

Individuals in an organization who have formal or informal influence on the attitudes and beliefs of
their colleagues with respect to implementing the intervention

2 Formally appointed internal
implementation leaders

Individuals from within the organization who have been formally appointed with responsibility for
implementing an intervention as coordinator, project manager, team leader, or other similar role.

3 Champions

“Individuals who dedicate themselves 1o supporting, markefing, and ‘driving through’ an
[implementation]” [101](p. 182), avercoming indifierence or resistance that the intervention may
provokeinanorganization.

4 Extemal Change Agents

Individuals who are affiliated with an outside entity who formally influence or faciitate intervention
decisions in a desirable direction.

C  Executing

Carrying out or accomplishing the implementation according to plan.

D  Reflecting & Evaluating

Quantitative and qualitative feedback about the progress and quality of implementation
accompanied with regular personal and team debriefing about progress and experience.
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APPENDIX B: KEY INFORMANT INTERVIEW GUIDES

Teen SBIRT Interview Guide — Kaiser Clinical Staff

Study ID:

Job Title;

Date of Interview:

Treatment Arm:

We'd like to invite you to participate in an interview to get a better understanding of
your thoughts and experiences about addressing alcohol and drug use and other behavioral
health problems in pediatrics. The interview will include both structured and open-ended
guestions. We will ask about preventive services in your clinic, alcohol and drug screening
practices and policies in your clinic, and training you may have had for alcohol and drug
screening and treatment or referral. We will not ask questions about any specific patients.
The interview will last approximately 40 minutes.

Your participation is voluntary and you may refuse to answer or skip any of the
guestions. Participation, refusal, or withdrawal from this study will not affect your
employment status at Kaiser Permanente. Study staff will not disclose your

study participation (or non-participation) to other clinicians, health plan administrators, or
anyone else, unless compelled by law. All information obtained from you will be kept strictly
confidential. The information you provide will be combined with the information from other
participants and will only be presented as group results. Any reports or publications about
the study will not identify you or any other study participant. You will not be asked for any
personal information and we will not record your name as part of the interview.

We do not expect that you will get any personal benefit from being in this study, but
participating in a research study is often rewarding. In addition, your feedback

combined with the feedback from other participants will help us improve the delivery of and
access to health care for our members and do so in a way that works best for Kaiser
Permanente providers and staff.

With your permission, | would like to record our interview. Tapes and transcriptions
will be destroyed at the end of the research study. May | record the interview?”

Are there any questions that you have about the research study or the interview?
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For All Clinicians

’

I’'m going to start out with some questions about how you generally handle your patients
behavioral health concerns.

Can you walk me, step by step, through what happens if you feel like one of your
patients is at risk for alcohol or drug problems, or mental health problems?

[Prompt: e.g., if a patient screens positive for alcohol or drug use, or emotional
problems, on the Teen Well Check Questionnaire?]

How do you communicate to them that you are concerned about a behavioral health
issue?

How does the conversation usually go?

[Probes: How do the patients usually respond? Do you mention anything about alcohol
or drugs?

How do you involve parents in discussions about behavioral health problems?

How do parents/guardians usually respond?

At what point would you break confidentiality, if you were concerned about the teen’s
wellbeing but they didn’t want to tell their parents?

Based on your experience, how would you compare teens’ confidentiality concerns

about substance use versus mood and anxiety problems versus contraception and
sexual health?

What is your sense of the strength of the evidence for SBIRT for teens?

Can you talk about how much the evidence about an intervention matters to you, in
terms of using it, or if other factors, like it being included in the EHR, are more
important?

What do you see as the biggest barriers to implementing alcohol and drug Screening,
Brief Intervention and Referral to Treatment (SBIRT) in pediatrics?

What would facilitate its implementation?
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Ideally, if you could imagine or design a program to address substance use and similar
issues with your teen patients, what would that look like?

What sort of organizational resources would need to be brought to bear to make that
happen?

[Probes: Space? Staff? Training? Executive sponsorship?]
If behavioral health became a bigger priority, would something else take a back seat?

Who do you think is the best person or role to screen for at-risk alcohol or drug problems
in Pediatric Primary Care settings?

MA

Primary Care Provider
Nurse

BMS

CHE/HEALTH EDUCATOR
Other:

Probes: Why? For example, efficiency, qualifications? If not an MA, why not an MA?

Who do you think is the best person or role to give a brief intervention for at-risk alcohol
or drug problems in Primary Care settings?

E.g.:

MA

Primary Care Provider
Nurse

BMS

CHE/HEALTH EDUCATOR
Other:

Probes: Why? For example, efficiency, qualifications?

Only for Pediatricians in the PCP arm of the study (who were trained to deliver

SBIRT)

Since the Teen SBIRT study, on a scale of 1 to 10, where 1 means not at all prepared,
and 10 means completely prepared

To what extent you feel prepared to conduct brief interventions for at-risk
drinking?

To refer to treatment?
Is there anything (either about the training or otherwise) that could have increased
widespread use of the Teen SBIRT intervention?
What, if anything, facilitated its use or could help do so?
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What is your sense of how beneficial the SBIRT procedures have been for patients, as
they were implemented?

Only for those in the BHC arm of the study (who were trained to refer teens to the
BHC)

How do you think that the Behavioral Health Clinician meeting with teens in your exam
room might impact you referring to the Teen Healthy Lifestyle Check-Up?

How did it impact your workflow?

In what ways does the Behavioral Health Clinician meeting in the exam room make it
easier or harder to engage the teen?

[Probes:
To maintain privacy for the teen?

To coordinate other services the teen will receive in the appointment
(vaccinations, sexual health check-ins, etc.)?

To reduce stigma experienced by teens and/or their parents?
Did you ever decide not refer a patient to the Teen Healthy Lifestyle Check-Up
because you did not want to risk a parent becoming aware of substance use? If
so, please explain your concerns.
Also for emotional health concerns?
Is there anything (either about the training or otherwise) that could have increased
widespread use of the Teen Healthy Lifestyle Check-Up?
What might be potential barriers to using the Teen Healthy Lifestyle Check-Up?

What was the impact of the Teen Healthy Lifestyle Check-Up upon patient care?

What was the impact of the Teen Healthy Lifestyle Check-Up upon your
workflow/workload?

Can you describe the most appropriate type of patient to refer to the Teen Healthy
Lifestyle Check-up?
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For All Clinicians

Do you feel that you have enough information about how to refer directly to the
Behavioral Health services if you wanted to? If not, what sort of information would you
like to know about the programs or the referral process?

Can you tell me about any barriers you have encountered trying to refer patients to
Chemical Dependency or Child & Family Psychiatry?

What could make that process work more smoothly?

What type of a patient do you typically refer to Chemical Dependency treatment?

What type of patient do you typically refer to the Child & Family Psychiatry department?
After a referral to the Chemical Dependency Program or Child & Family Psychiatry, do

you generally get feedback from the program or patient about whether they accessed
treatment?

Anything else you'd like to comment on, about the Teen Healthy Lifestyle Check-Up, or
about the screening and treatment of behavioral health problems for teens in pediatrics?

What kinds of questions or concerns or feedback have patients or their parents had
about any of the SBIRT activities?
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Teen SBIRT Interview Guide — Kaiser Policymakers

Study ID:

Job Title:

Date of Interview:

Treatment Arm:

We'd like to invite you to participate in an interview to get a better understanding of
your thoughts and experiences about addressing alcohol and drug use and other behavioral
health problems in pediatrics. The interview will include both structured and open-ended
guestions. We will ask about preventive services in your clinic, alcohol and drug screening
practices and policies in your clinic, and training you may have had for alcohol and drug
screening and treatment or referral. We will not ask questions about any specific patients.
The interview will last approximately 40 minutes.

Your participation is voluntary and you may refuse to answer or skip any of the
guestions. Participation, refusal, or withdrawal from this study will not affect your
employment status at Kaiser Permanente. Study staff will not disclose your

study participation (or non-participation) to other clinicians, health plan administrators, or
anyone else, unless compelled by law. All information obtained from you will be kept strictly
confidential. The information you provide will be combined with the information from other
participants and will only be presented as group results. Any reports or publications about
the study will not identify you or any other study participant. You will not be asked for any
personal information and we will not record your name as part of the interview.

We do not expect that you will get any personal benefit from being in this study, but
participating in a research study is often rewarding. In addition, your feedback

combined with the feedback from other participants will help us improve the delivery of and
access to health care for our members and do so in a way that works best for Kaiser
Permanente providers and staff.

With your permission, | would like to record our interview. Tapes and transcriptions
will be destroyed at the end of the research study. May I record the interview?”

Are there any questions that you have about the research study or the interview?

I’'m going to start out with some questions about how adolescent behavioral health is
handled in primary care in your system.
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Most important

1. Can you tell me how adolescent behavioral health issues are addressed in pediatric
primary care in your organization?

2. Is there standardized screening for alcohol and drug use, mental health symptoms?

3. What do you see as the biggest barriers to implementing alcohol and drug integrated
behavioral health care in pediatrics?

4. What would facilitate its implementation?

5. Ideally, if you could imagine or designh a model of care to address substance use and
mental health issues with adolescents, what would that look like?

6. What sort of organizational resources would need to be brought to bear to make that
happen?
[Probes: Space? Staff? Training? Executive sponsorship?]

7. If behavioral health became a bigger priority, would something else take a back seat?

8. Are clinicians in your practice/system trained in brief interventions for behavioral health
issues?

Important, as time permits

9. How is it communicated to adolescents if there is a concern about a behavioral health
issue?

10. How are parents be involved in discussions about behavioral health problems?

11. Who do you think is the best person or role to screen for at-risk alcohol or drug problems
in Pediatric Primary Care settings?

MA

Primary Care Provider
Nurse

BMS

CHE/HEALTH EDUCATOR
Other:

Probes: Why? For example, efficiency, qualifications? If not an MA, why not an MA?

12. Who do you think is the best person or role to give a brief intervention for at-risk alcohol
or drug problems in Primary Care settings?

E.g.:

MA

Primary Care Provider
Nurse

BMS
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13.

14.

15.

16.

17.

18.

19.

20.

CHE/HEALTH EDUCATOR
Other:

Probes: Why? For example, efficiency, qualifications?

To what extent do you think the clinicians in your system (or clinic) are feel prepared to
conduct brief interventions for adolescent drinking or drug use?

What is your sense of how beneficial Brief Interventions for alcohol and drug use are for
teens?

Can you tell me about any barriers you are aware of, to referring adolescents to
specialty substance abuse or mental health treatment?

What could make that process work more smoothly?

What kind of patients typically get referred to substance abuse treatment?

What type of patients typically get referred to mental health treatment?

Is there a flow of information between primary care and specialty care settings, e.g., do

primary care providers generally get feedback from the program or patient about
whether they accessed specialty behavioral health treatment?

Anything else you'd like to comment on, about the screening and treatment of behavioral
health problems for teens in pediatrics?
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Teen SBIRT Interview Guide — NON-KP

Study ID:

Job Title:

Date of Interview:

Treatment Arm:

We'd like to invite you to participate in an interview to get a better understanding of
your thoughts and experiences about addressing alcohol and drug use and other behavioral
health problems. The interview will include both structured and open-ended questions. We
will ask about preventive services, alcohol and drug screening practices and policies, and
training for alcohol and drug screening and treatment or referral. We will not ask questions
about any specific patients. The interview will last approximately 40 minutes.

Your participation is voluntary and you may refuse to answer or skip any of the
guestions. Study staff will not disclose your study participation (or non-participation) to other
clinicians, administrators, or anyone else, unless compelled by law. All information obtained
from you will be kept strictly confidential. The information you provide will be combined with
the information from other participants and will only be presented as group results. Any
reports or publications about the study will not identify you or any other study participant.
You will not be asked for any personal information and we will not record your name as part
of the interview.

We do not expect that you will get any personal benefit from being in this study, but
participating in a research study is often rewarding. In addition, your feedback

combined with the feedback from other participants will help us improve the delivery of and
access to health care for our members and do so in a way that works best for Kaiser
Permanente providers and staff.

With your permission, | would like to record our interview. Tapes and transcriptions
will be destroyed at the end of the research study. May | record the interview?”

Are there any questions that you have about the research study or the interview?

I’'m going to start out with some questions about how adolescent behavioral health is
handled in primary care in your system.

21. Can you tell what you know about me how adolescent behavioral health issues are
addressed in pediatric primary care in your system?
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22

23

24.

25.

26.

27.

28.

29.

30.

31.

32.

. Is there standardized screening for alcohol and drug use, mental health symptoms?

. What do you see as the biggest barriers to implementing alcohol and drug integrated
behavioral health care in pediatrics?

What would facilitate its implementation?

Ideally, if you could imagine or design a model of care to address substance use and
mental health issues with adolescents, what would that look like?

What sort of organizational resources would need to be brought to bear to make that
happen?

[Probes: Space? Staff? Training? Executive sponsorship?]

If behavioral health became a bigger priority, would something else take a back seat?
Are clinicians in your practice/system trained in brief interventions for behavioral health
issues?

How is it communicated to adolescents if there is a concern about a behavioral health
issue?

How are parents involved in discussions about behavioral health problems?

Who do you think is the best person or role to screen for at-risk alcohol or drug problems
in Pediatric Primary Care settings?

MA

Primary Care Provider
Nurse

BMS

CHE/HEALTH EDUCATOR
Other:

Probes: Why? For example, efficiency, qualifications? If not an MA, why not an MA?

Who do you think is the best person or role to give a brief intervention for at-risk alcohol
or drug problems in Primary Care settings?

E.g.:

MA

Primary Care Provider
Nurse

BMS

CHE/HEALTH EDUCATOR
Other:

Probes: Why? For example, efficiency, qualifications?
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33.

34.

35.

36.

37.

38.

39.

40.

To what extent do you think the clinicians in your system (or clinic) feel prepared to
conduct brief interventions for adolescent drinking or drug use?

What is your sense of how beneficial Brief Interventions for alcohol and drug use are for
teens?

Can you tell me about any barriers you are aware of, to referring adolescents to
specialty substance abuse or mental health treatment?

What could make that process work more smoothly?

What kind of patients typically get referred to substance abuse treatment in your
system?

What type of patients typically get referred to mental health treatment in your system?
Is there a flow of information between primary care and specialty care settings, e.g., do
primary care providers generally get feedback from the program or patient about
whether they accessed specialty behavioral health treatment, and vice versa — do

specialty treatment setting get information from pediatric primary care?

Anything else you'd like to comment on, about the screening and treatment of behavioral
health problems for teens?
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APPENDIX C: SYSTEMATIC LITERATURE REVIEW RESULTS

Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)
Efficacy/Effectiveness

Boekeloo BO, Jerry J, Lee-Ougo WI, et al. Randomized trial of brief office-based interventions to reduce adolescent alcohol use. Archives of
pediatrics & adolescent medicine. Jul 2004;158(7):635-642.

RCT

5 pediatric
primary care
group practices
belonging to a
managed care
health plan.

3 study arms:
Group | -
Usual Care;
Group 2 -
Usual Care +
15 minute
audio-taped
“priming” for
visit, which
involved a
simulated teen
office visit,
including
Providers
discussing
alcohol and
alcohol risk
behaviors and
consequences,
self-assessment
of alcohol and
drug use;
Group 3 -

Eligibility: 12-17,
first sibling in
family recruited,
had to have had
appointment
scheduled for 7
business days,
well-visit, fluent
in English.

n = unclear (either
447 as indicated
by diagram, or
444 indicated in
text)

Physicians

Baseline interviewer-
administered
interviews; exit
interview post-exam,
to measure beliefs
about alcohol; 6 and
12-month
interviewer-
administered
telephone follow-up
interviews.

Follow-up measures
included both alcohol
use (any, binge/5+,
drinking before sex);
being around friends
while they were
drinking in past 30
days; instances of
refusing alcohol when
offered by friends;
beliefs about alcohol;
self-efficacy about
alcohol-refusal,
negative alcohol
outcome
expectations;
perceived alcohol
tolerance; intention to

At exit interview, both
intervention groups
reported perceiving lower
amounts of alcohol as
necessary to impair
thinking that did those in
the usual care group.
Significantly higher
percentages of both
intervention groups
reported intent to drink
alcohol in the next 3
months.

At 6 months, Group 3 was
significantly more likely to
report having refused
alcohol offered by friends
(p<.01).

A higher proportion of
Group 2 participants
reported drinking in past 30
days and the past 3 months,
at 12 months, than those in
the Usual Care group (both
p<.05).

Both intervention groups
were significantly more

Low

The intervention group
participants actually had
significantly worse alcohol
use outcomes at 6 and 12
months.

The authors argue that these
counter-intuitive findings
could be due to the
intervention groups
increased forthrightness
resulting from “priming”
effects of psychosocial
messages about the
importance of honest and
open discussion of alcohol
use between providers and
patients.

However, the teens in the
two intervention groups
were significantly more
likely to have drunk in the 3
months prior to baseline,
perhaps suggesting a higher
propensity to drink alcohol
in general. The authors
controlled for past 3 month
alcohol use in the analyses.
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)

Everything in drink. likely to report binge
group 2 + drinking at both 6 and 12 The groups differed in the
actual months, compared to the percentage of African
providers given Usual Care group: Group 2 | Americans in each group
patients’ teens were almost 3 %2 (83%, 83% and 71.5%,

answers to self-
assessment and
guide to
interpreting
self-assessment
of risk
behaviors.

Participants in
both
intervention
arms also
listened to the
same audio
recording over
the phone at
the 6 month
follow-up, as a
booster.

times as likely to report
binge drinking at 6 months
(p <.05) and 3 times more
likely at 12 months (p<.01);
Group 3 teens were almost
5 times as likely to report
binge drinking at 6 months
(p<.01) and almost 3 times
as likely at 12 months
(p<.05).

respectively in Groups 1, 2
and 3), and the percent who
drank alcohol in the past 3
months (18, 29, and 30%,
respectively).
Randomization procedures
are described as
computerized
randomization, stratified by
provider as well at
participant age and gender.
While it is difficult to
determine how
randomization might have
been flawed, the
implications of Groups 2 and
3 being potentially more
severe or “at risk” become
more apparent in light of the
results. Risk of selection bias
is potentially quite high.

Follow-up rates were high
(92% at 12 months), and
almost identical across
groups. Risk of attrition bias
is therefore low.




Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)
De Micheli D, Fisberg M, Formigoni ML. [Study on the effectiveness of brief intervention for alcohol and other drug use directed to adolescents in a
primary health care unit]. Rev Assoc Med Bras. Jul-Sep 2004;50(3):305-313.
RCT 20 min, single- | Among users: Physician Past month AOD They found significant Moderate
session Ml MI group — n=28, quantity and improvements from the BI
intervention for | Controls — n=31 frequency, among current users, and
current AOD dependence significantly lower rates of
users, or 2-3 Among non-users: symptoms (craving, increase in alcohol
minute preventiv| Ed group — n=20 tolerance, consumption among the
AOD Controls — n=20 withdrawal), AOD- non-users.
psychoeducation associated risk taking
for non-users, Total N =99 and problems Among current users, those
delivered in Tee in the intervention group
primary care reported significantly
clinic greater reductions in the use
of marijuana, inhalants,
ecstasy, alcohol and
PN tobacco, compared to those
a in the control group.
Among non-users, while
use of alcohol and tobacco
increased in both groups,
the increase in both
frequency and intensity was
lower in the preventive
intervention group.
Marijuana use increased in
the control group but not
the intervention group.
D'Amico EJ, Miles JN, Stern SA, Meredith LS. Brief motivational interviewing for teens at risk of substance use consequences: a randomized pilot
study in a primary care clinic. J Subst Abuse Treat. Jul 2008;35(1):53-61.
Randomized 15-20 minute MI group — N=23, | Associate Peer influence Those in the intervention Low
pilot: 2 groups | Ml usual care — N=24 | degree and | (including perception | group were less likely to
—brief Ml and | intervention MA-level of % of students in report intention to use Considerable study refusal,
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)
usual care. delivered in case school who drank or marijuana in the next 6 drop-out and follow-up
primary care managers used marijuana, how | months, reported a lower attrition along the way.

clinic.

Also examined
effect of
booster phone
call.

often they spent time
around people who
drank or used
marijuana, friends’
consumption of
AOD); intentions to
use alcohol or
marijuana in next 6
months; alcohol and
marijuana
consumption (days
per month, # times
used per day, # drinks
per day, and # of days
of 3+ drinks); alcohol
or marijuana-related
consequences; social
desirability.

perceived prevalence of
marijuana use at school,
reported fewer friends who
used marijuana, and
reported using marijuana
few times on the days they
used, compared to the usual
care group.

No significant effects found
as result of booster call.

Confusing flowchart of
recruitment. 3% of original
sampling frame/ 28% of
eligible actually received
intervention. Evidence of
non-random follow-up
attrition: those who did not
follow-up had significantly
more drinking days and
more binge drinking days at
baseline than those who did
follow-up.

Ozer EM, Adams SH, Orrell-Valente JK, et al. Does delivering preventive services in primary care reduce adolescent risky behavior? J Adolesc

Health. Nov 201

1;49(5):476-482.

Observational

Ozer, 2011

3 general
pediatrics
clinics in large,
managed care
health plan.

Two part
intervention:
screening and
brief advice
and referral on
a variety of
risk behaviors

(N=904)

14 year olds
received
intervention, 15
year olds assessed
at well-visit.

Comparison group
consisted of
California Health
Interview Study
(CHIS)
adolescents, 711-

Pediatric
PCPs +
Health
Educators

“ever used alcohol”
“ever used drugs”

Measured at 14 years
and 15 years, at teen
well-visits, compared
to 14 and 15 year olds
in CHIS survey
dataset.

There was no evidence of
an effect on self-report
alcohol or drug use,
compared to the
comparison group.

Low

Of the original ~ 1,546
adolescents contacted for
recruitment, only 904, or
58% ultimately ended up
participating. The authors
provide no information on
differences between those
invited to participate and the
final sample. There is
considerable risk of selection
bias given the low
participation rate, although it
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)
by pediatrician, | 14 year olds, 699- is impossible to determine,
followed by 15 year olds). given the lack of information
reinforcement on refusers.
session by

health educator
on same topics,
aimed at
increasing
teen’s self-
efficacy.

83% follow-up rate —
moderate attrition bias rate.

There is no discussion of the
characteristics of the
comparison group, beyond
basic demographics: gender
and ethnicity (which seems
to differ, although no tests of
significance are reported).
There is no information on
SES, health status, or most
significantly, access to or
receipt of preventive
services.

Harris SK, Csemy L, Sherritt L, et al. Computer-facil

trial. Pediatrics.

Jun 2012;129(6):1072-1082.

itated substance use screening and brief advice for teens in primary care: an international

Quasi-
experimental
trial,
asynchronous,
sites served as
own UC
controls

Primary Care

2 countries, 19
primary care
clinics (U.S. =
9 and Czech
Republic = 10),

Computer-
facilitated
AOD

screening,

U.S. N=2096,
Czech N=589

Sites served as
their own
historical controls

U.S. intervention
N = 1068, control
N =1028

Czech
intervention N =

Physicians

Past 90 day alcohol,
cannabis, hard drug
Q/F, perceived use by
peers, siblings and
parents.

Rates of use,

initiation among those
reporting no use in
past year, cessation in
those reporting use in
past year.

Implementation:

Brief advice rates x2 in US
and x4 in Czech, compared
to UC.

More patients rated
provider advice as excellent
or very good, said they
were very satisfied with the
visit, and reported being
very likely to follow
provider’s advice in the
intervention condition

Moderate-High

Historical, self-as-control
poses threat to internal
validity if there were
significant secular or
environmental trends. The
authors say they asked
participants how often they
had heard information about
alcohol or drugs in the news
or from friends of family to
control for secular trends.
Potentially inadequate way
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)
pediatrician- 297, control N = compared to UC. to control.

delivered brief
advice.

292

US: intervention teens
reported lower past 90 day
alcohol use, and higher
alcohol cessation rates at 3-
month follow-up, compared
to UC. Intervention teens
reported lower alcohol
initiation and higher
cessation rates at 12-month
follow-up.

Czech: at 3-month follow-
up, intervention teens
reported lower cannabis
initiation rates than
controls. At 12-month
follow-up, intervention
teens reported lower past 12
month cannabis use rates,
as well as lower cannabis
initiation and higher
cannabis cessation rates,
compared to controls.

Low risk of selection bias
with regard to BLQ
completion rate in US
(86.5%), and in Czech
(100%).

Louis-Jacques J
Adolescent Alco

, Knight JR, Sherritt L, Van Hook S,
hol Use? J Adolesc Health. Nov 8 2013.

Harris SK. Do Risky Friends Change the Efficacy of a Primary Care Brief Intervention for

Secondary
analysis of
quasi-
experimental
trial, using US
sample from
Harris study.

Primary Care

9 pediatric
primary care
clinics.

Computer-

Sites served as
their own
historical controls

Intervention N =
1068, control N =
1028

Physicians

Alcohol use initiation
and cessation.

Research question
examined whether efficacy
of intervention is moderated
by peer risk, i.e., having
friends who use, urge or
suffer consequences related
to AOD use.

Moderate-High

Findings suggest that
intervention effects may be
moderated by relationships
with peers who engage in
AOQOD use or behaviors, and
that intervention may be
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)
Louis-Jacques, | facilitated, At the 3-month follow-up, more effective in these
2014 pediatrician- those in the intervention patients.

delivered brief
advice.

group were significantly
more likely to report
quitting alcohol, compared
to the UC group, only
among the group reporting
peer risk at baseline (OR
1.44).

At 12-month follow-up,
those in the intervention
group were significantly
less likely to report
initiating alcohol use
(among non-drinkers),
compared to the UC group,
only among the group
reporting peer risk at
baseline (OR .69).

Historical, self-as-control
poses threat to internal
validity if there were
significant secular or
environmental trends. The
authors say they asked
participants how often they
had heard information about
alcohol or drugs in the news
or from friends of family to
control for secular trends.
Potentially inadequate way
to control.

Low risk of selection bias
with regard to BLQ
completion rate (86.5%).

Walton MA, Bohnert K, Resko S,

care: one year outcomes. Drug an

132(3):646-653.

et al. Computer and therapist based brief interventions among cannabis-using adolescents presenting to primary
d alcohol dependence. Oct 1 2013;

RCT

Compared two
Bls, one
delivered by a
therapist
trained in Ml
(TBI), the
other
computer-
delivered
(CBI), using a
virtual “buddy”
to guide
participants

Cannabis-using
adolescent (age
12-18) primary
care patients
(n=328), recruited
from seven
federally-qualified
health centers

Master’s-
level
therapists,
and
Computer-
delivered
intervetion

Outcomes measured
included past three
month cannabis,
alcohol and other
drug use, cannabis
related consequences,
and driving while
under the influence
(DUI) of cannabis.

Cannabis related
consequences decreased
significantly among the
CBI arm participants at 3
and 6 months, and among
the TBI arm participants at
6 and 12 months, while
there were no decreases in
consequences in the control
group. Frequency of
cannabis DUI decreased
significantly in the TBI
group at 3 months.

High

They had good recruitment
rates (90% among those who
met eligibility criteria).
Caucasians were
significantly less likely to
agree to recruitment.
Randomization results
suggested no significant
differences across the arms.
They had very good follow-
up response rates (85%, 85%
and 84% at 3, 6 and 12
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)
through Cannabis use frequency months, respectively.

discussions and
scenarios about
cannabis use
decision-
making in the
Midwest, were
randomized to
one of the
intervention
conditions, or
to an enhanced
control arm, in
which they
received a
brochure about
cannabis
problems and
resources for
assistance.

decreased significantly in
all three groups, with no
differences between groups.
Other drug use decreased
significantly at 3 and 6
months, for both the
intervention groups, but not
for the control group. There
were no decreases in
alcohol use in any of the
groups. In both intervention
groups, participants
reported significant
increases in perception of
risks of cannabis use and
self-efficacy about avoiding
use, and decreases in their
intention to use cannabis.
Generalized estimating
equation models, examining
the effects of the
interventions over time,
found no significant
differences in effects by 12
months, except in alcohol
use in the CBI arm.

African Americans were less
likely than Caucasians to
drop out of the study.

Walton, MA, Resko, S,Barry, KL
efficacy of a brief cannabis universal prevention prog

, Chermack, ST, Zucker, RA, Zimmerman, MA, Booth, BM, Blow, FC. A randomized

controlled trial testing the

ram among adolescents in primary care. Addiction 2014 May;109(5):786-97.

RCT

Compared two
Bls, one
delivered by a
therapist
trained in Ml

Cannabis-naive
adolescent (age
12-18) primary
care patients

(n=714), recruited

Master’s-
level
therapists,
and

Computer-

Outcomes measured
included past three
month cannabis,
alcohol and other
drug use, cannabis

CBI arm participants had
significantly lower rates of
any cannabis use over 12
months, of frequency of
cannabis use at 3 and 6

High

Good recruitment rates
(84% among those who met
eligibility criteria) and very
good follow-up response
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)

(TBI), the from seven delivered related consequences, | months, of any other drug rates (95%, 96% and 88%
other federally-qualified | intervention | and driving while use at 3 months, compared | across the three study arms),
computer- health centers under the influence to controls, (all p<.05). suggest relatively little
delivered (DUI) of cannabis. selection and attrition bias.
(CBI), using a TBI arm participants had Boys and Caucasians were
virtual “buddy” significantly lower alcohol | significantly less likely to
to guide use, and other drug use agree to recruitment.
participants (both p<.05) and Randomization results
through delinquency at 3 months suggested few significant

discussions and
scenarios about
cannabis use
decision-
making in the
Midwest, were
randomized to
one of the
intervention
conditions, or
to an enhanced
control arm, in
which they
received a
brochure about
cannabis
problems and
resources for
assistance.

(p<.01), compared to
controls.

differences across the arms,
with the exception of slight
but statistically significant
differences in age and
percentage of sample in
grades 6-8.

Systematic Reviews/Meta-Analyses

Jonas DE, Garbutt JC, Amick HR, et al. Behavioral counseling after screening for alcohol misuse in primary care: a systematic review and meta-
analysis for the U.S. Preventive Services Task Force. Annals of internal medicine. Nov 6 2012;157(9):645-654.

Systematic
review and
meta-analysis

A systematic
review and
meta-analysis

0 studies
involving
adolescents met

n/a

Determination of
insufficient evidence
available to assess efficacy
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)

of the evidence
for behavioral
counseling
conducted after
screening for
alcohol misuse
in primary
care.

Only trials of
at least 6-
months’
duration that
enrolled people
identified with
alcohol misuse
in primary care
settings.

review criteria.

or effectiveness for
adolescents

Patnode CD, O'Connor E, Rowland M, Burda BU, Perdue LA, Whitlock EP. Primary care behavioral interventions to prevent or reduce illicit drug
use and nonmedical pharmaceutical use in children and adolescents: a systematic evidence review for the U.S. Preventive Services Task Force.
Annals of internal medicine. May 6 2014;160(9):612-620.

Systematic
review

A systematic
review of the
evidence for
primary care
behavioral
interventions to
prevent or
reduce illicit
drug use and
nonmedical
pharmaceutical
use in children
and

6 studies were
found which met
criteria for review

n/a

4 of the 5 trials assessing
self-reported cannabis use
found statistically
significant reductions
among intervention group
participants.

One trial found no effect on
cannabis-related
consequences or DUI.

3 trials found significant
positive outcomes in non-
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)

adolescents.

medical prescription drug
use. 3 trials found no
reduction in depression
symptoms at 12 or 24
months. Determination of
insufficient evidence
available to assess efficacy
or effectiveness for
adolescents.

Implementation/Feasibility

Stern SA, Meredith LS, Gholson J, Gore P, D’Amico EJ. Project CHAT: a brief motivational substance abuse intervention for teens in primary

care. Journal of substance abuse treatment. Mar 2007;32(2):153-165.

Feasibility

Testing
feasibility of
brief Ml
delivered in
pediatric
primary care
setting

(N=8) 12-18 year
olds identified as
high risk (had
experienced
alcohol or drug
problems or had
developed
patterns of regular
use).

MFT,
Health
Educator

Examined feasibility,
acceptability, via pilot
testing intervention
on teens and through
qualitative interviews
and groups with clinic
staff and adolescents.

N/A

Lustig JL, Ozer

EM, Adams SH, et al. Improving the

delivery of adolescent clinical preventive services through skills-based training. Pediatrics.

May 2001;107(5):1100-1107.

Implementation | Testing the Pediatric primary | PCPs Adolescent patients’ According to patient Weak
impact of two, | care providers reports of the services | reports, following the
4-hour PCP (n=63) in an delivered by their trainings, the percentage of | Pre-post design, no control
trainings on the | integrated health PCPs. adolescents screened group, patient report of PCP
delivery of care delivery increased significantly for behavior
clinical system. seatbelt use (38% to 56%),
preventive helmet use (27% to 45%),

services for
adolescents.

tobacco use (64% to 76%),
alcohol use (59% to 76%)
and sexual behavior (42%
to 58%). The percentage of
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Type of study

Intervention/
Program
Description

Sample/N/
Comparison

group(s)

Provider
type

Outcome(s) data
sources

Evidence of: efficacy,
effectiveness, feasibility

Quality of evidence &
Limitations

adolescents offered brief
counseling following the
training increased
significantly for seatbelt use
(36% to 51%), helmet use
(25% to 43%), and sexual
behavior (42% to 58%).
There were no significant
changes in rates of brief
counseling for tobacco or
alcohol use.

Ozer EM, Adams SH, Lustig JL, et al. Can it be done? Implementing adolescent clinical pr

2):150-165.

eventive services. Health Serv

Res. Dec 2001;36(6 Pt

Implementation

Study of
implementation
of an
intervention to
increase
delivery of
adolescent
preventive
Services in
primary care.
Testing the
impact of a
training
curriculum, use
of screening
and charting
tools, access to
referral
resources and
access to the
services of a
clinical health

Pediatric primary
care providers
(n=89) in an
integrated health
care delivery
system.

PCPs

Patient reports of
delivery of preventive
services (screening,
counseling, referral)
at pre-intervention T1
(n=104 patients), and
5-months T2 (n=211
patients) and 18-
months T3 (n=998
patients) post
intervention.

From T1 to T2, patients
reported being screened a
higher percentage of the
time for tobacco (61% to
95%), alcohol use (59% to
96%), sexual behavior
(47% to 82%), seatbelt use
(36% to 98%), and helmet
use (33% to 98%). (all
p<.000)Increases from T1
to T3 were similar. There
were small but significant
decreases in screening rates
fromT2to T3.

Counseling rates increased
significantly from T1to T2:
tobacco (55% to 96%),
alcohol (46% to 91%),
sexual behavior (41% to
76%), seatbelt use (32% to

99%), and helmet use (28%

Moderate

Pre-post design, no control
group, patient report of PCP
behavior
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Type of study | Intervention/ Sample/N/ Provider Outcome(s) data Evidence of: efficacy, Quality of evidence &
Program Comparison type sources effectiveness, feasibility Limitations
Description group(s)
educator. to 98%) (all p<.000); rate

changes were similar from
T1to T3. Ratesin
counseling on tobacco,
alcohol, sexual behavior
and helmet use did not
decline significantly from
T2to T3.

Haller DM, Meynard A, Lefebvre D, Ukoumunne OC, Narring F, Broers B. Effectiveness of training family physicians to deliver a brief
young patients: a cluster randomized controlled trial. Cmaj. May 13 2014;186(8):E263-272.

intervention to address excessive substance use amon

Cluster
randomized
implementation
trial

Study of the
effect of
physician
alcohol
screening
training, on
patient
drinking
outcomes in
primary care.

Trainings
consisted of
two sessions,
with a total of
~5 hours, with
a mixture of
didactic
instruction and
role-play
practice.

Family physicians
in Switzerland
(n=33) were
randomized to
receive training
on brief
interventions for
excessive
substance use
(n=17), orto a
usual care control
group (n=16).

PCPs

Self-report of past 30
day excessive
substance use (binge
drinking or >1
cannabis joint/week),
among patients aged
15-24, at 3, 6 and 12
months after index
consultation.

Excessive substance use did | High
not differ significantly
between the study arms at
any time point.




10.

11.

12.

13.

REFERENCES

Brindis C, Park MJ, Ozer EM, Irwin CE, Jr. Adolescents' access to health services
and clinical preventive health care: crossing the great divide. Pediatr Ann. Sep
2002;31(9):575-581.

Blum R. Physicians' assessment of deficiencies and desire for training in adolescent
care. J Med Educ. May 1987;62(5):401-407.

Shrier LA, Harris SK, Kurland M, Knight JR. Substance use problems and associated
psychiatric symptoms among adolescents in primary care. Pediatrics. Jun 2003;111(6
Pt 1):699-705.

Levy S, Vaughan BL, Knight JR. Office-based intervention for adolescent substance
abuse. Pediatric clinics of North America. Apr 2002;49(2):329-343.

Levy S, Knight JR. Screening, brief intervention, and referral to treatment for
adolescents. J Addict Med. 2008;2(4):215-221.

Administration SAaMHS. Screening, Brief Intervention and Referral to Treatment
(SBIRT). 2012; http://www.samhsa.gov/prevention/sbirt/. Accessed 2/23, 2014.

Abuse NloD. How do we get more substance-abusing people into treatment? 2012;
http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-
based-guide-third-edition/frequently-asked-questions/how-do-we-get-more-
substance-abusing-people. Accessed 2/23, 2014.

Alcoholism NIoAAa. Alcohol Screening and Brief Intervention for Youth: A
Practitioner's Guide. 2014;
http://www.niaaa.nih.gov/Publications/EducationTrainingMaterials/Pages/Y outhGuid
e.aspx, 2014.

Subramaniam GA, Volkov ND. Substance Misuse Among Adolescents: To Screen or
Not to Screen? JAMA Pediatr. Jul 28 2014,

AAP Committee on Practice and Ambulatory Medicine BFPSW. 2014
Recommendations for Pediatric Preventive Health Care. Pediatrics.
2014;2014(2/24):568-570.

Copperman S. GAPS (AMA Guidelines for Adolescent Preventive Services). Arch
Pediatr Adolesc Med. Sep 1997;151(9):957-958.

Klein JD, Slap GB, Elster AB, Cohn SE. Adolescents and access to health care. Bull
NY Acad Med. Winter 1993;70(3):219-235.

Stephens MB. Preventive health counseling for adolescents. American family
physician. Oct 1 2006;74(7):1151-1156.

180


http://www.samhsa.gov/prevention/sbirt/
http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/frequently-asked-questions/how-do-we-get-more-substance-abusing-people
http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/frequently-asked-questions/how-do-we-get-more-substance-abusing-people
http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/frequently-asked-questions/how-do-we-get-more-substance-abusing-people
http://www.niaaa.nih.gov/Publications/EducationTrainingMaterials/Pages/YouthGuide.aspx
http://www.niaaa.nih.gov/Publications/EducationTrainingMaterials/Pages/YouthGuide.aspx

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

Ham P, Allen C. Adolescent health screening and counseling. American family
physician. Dec 15 2012;86(12):1109-1116.

2016 Recommendations for Preventive Pediatric Health Care. Pediatrics. Dec 7 2015.

Clark DB, Gordon AJ, Ettaro LR, Owens JM, Moss HB. Screening and brief
intervention for underage drinkers. Mayo Clin Proc. Apr 2010;85(4):380-391.

Kaner E, Bland M, Cassidy P, et al. Effectiveness of screening and brief alcohol
intervention in primary care (SIPS trial): pragmatic cluster randomised controlled
trial. BMJ. 2013;346:e8501.

Abuse NCoAaS. Adolescent Substance Use: America’s #1 Public Health Problem.
2011.

Johnston LD, O’Malley, P. M., Miech, R. A., Bachman, J. G., & Schulenberg, J. E.
Monitoring the Future national survey results on drug use,1975-2015: Overview, key
findings on adolescent drug use. Ann Arbor: Institute for Social Research, The
University of Michigan;2016.

Minino A. Mortality among teenagers aged 12-19 years: United States, 1999-2006.
NCHS Data Brief. May 2010(37):1-8.

Mertens JR, Flisher AJ, Fleming MF, Weisner CM. Medical conditions of
adolescents in alcohol and drug treatment: comparison with matched controls. J
Adolesc Health. Feb 2007;40(2):173-179.

Ammon L, Sterling S, Mertens J, Weisner C. Adolescents in private chemical
dependency programs: who are most at risk for HIVV? J Subst Abuse Treat. Jul
2005;29(1):39-45.

Sterling S, Kohn C, Lu Y, Weisner C. Pathways to chemical dependency treatment
for adolescents in an HMO. J Psychoactive Drugs. Dec 2004;36(4):439-453.

Sterling S, Chi F, Campbell C, Weisner C. Three-year chemical dependency and
mental health treatment outcomes among adolescents: the role of continuing care.
Alcohol Clin Exp Res. Aug 2009;33(8):1417-1429.

Caspi A, Moffitt TE, Cannon M, et al. Moderation of the effect of adolescent-onset
cannabis use on adult psychosis by a functional polymorphism in the catechol-O-
methyltransferase gene: longitudinal evidence of a gene X environment interaction.
Biol Psychiatry. May 15 2005;57(10):1117-1127.

Giordano GN, Ohlsson H, Sundquist K, Sundquist J, Kendler KS. The association
between cannabis abuse and subsequent schizophrenia: a Swedish national co-relative
control study. Psychol Med. Jan 2015;45(2):407-414.

181



27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.
39.

40.

Silins E, Horwood LJ, Patton GC, et al. Young adult sequelae of adolescent cannabis
use: an integrative analysis. Lancet Psychiatry. Sep 2014;1(4):286-293.

Silins E. Rethinking dose-response effects of cannabis use in adolescence - Authors'
reply. Lancet Psychiatry. Nov 2014;1(6):417-418.

O'Shea M, Singh ME, McGregor IS, Mallet PE. Chronic cannabinoid exposure
produces lasting memory impairment and increased anxiety in adolescent but not
adult rats. J Psychopharmacol. Dec 2004;18(4):502-508.

Volkow ND, Baler RD. Foreword. Substance use and abuse among adolescents.
Adolescent medicine: state of the art reviews. Apr 2014;25(1):Xv-xVi.

Volkow ND, Baler RD, Compton WM, Weiss SR. Adverse health effects of
marijuana use. N Engl J Med. Jun 5 2014;370(23):2219-2227.

Schweinsburg AD, Brown SA, Tapert SF. The influence of marijuana use on
neurocognitive functioning in adolescents. Current drug abuse reviews. Jan
2008;1(1):99-111.

Meier MH, Caspi A, Ambler A, et al. Persistent cannabis users show
neuropsychological decline from childhood to midlife. Proc Natl Acad Sci U S A. Oct
2 2012;109(40):E2657-2664.

Brown SA, Tapert SF, Granholm E, Delis DC. Neurocognitive functioning of
adolescents: effects of protracted alcohol use. Alcohol Clin Exp Res. Feb
2000;24(2):164-171.

Guerri C, Pascual M. Mechanisms involved in the neurotoxic, cognitive, and
neurobehavioral effects of alcohol consumption during adolescence. Alcohol. Feb
2010;44(1):15-26.

Jacobus J, Thayer RE, Trim RS, Bava S, Frank LR, Tapert SF. White matter integrity,
substance use, and risk taking in adolescence. Psychology of addictive behaviors :
journal of the Society of Psychologists in Addictive Behaviors. Jun 2013;27(2):431-
442.

Jacobus J, Tapert SF. Neurotoxic effects of alcohol in adolescence. Annu Rev Clin
Psychol. 2013;9:703-721.

Siqueira L, Smith VC. Binge Drinking. Pediatrics. Aug 31 2015.

Squeglia LM, Rinker DA, Bartsch H, et al. Brain volume reductions in adolescent
heavy drinkers. Developmental cognitive neuroscience. Jul 2014;9:117-125.

Squeglia LM, Boissoneault J, Van Skike CE, Nixon SJ, Matthews DB. Age-related
effects of alcohol from adolescent, adult, and aged populations using human and
animal models. Alcohol Clin Exp Res. Oct 2014;38(10):2509-2516.

182



41.

42.

43.

44,

45.

46.

471.

48.

49,

50.

51.

52.

Squeglia LM, Jacobus J, Tapert SF. The effect of alcohol use on human adolescent
brain structures and systems. Handb Clin Neurol. 2014;125:501-510.

Perou R, Bitsko RH, Blumberg SJ, et al. Mental health surveillance among children--
United States, 2005-2011. Morbidity and mortality weekly report. Surveillance
summaries. May 17 2013;62 Suppl 2:1-35.

Merikangas KR, He JP, Burstein M, et al. Service utilization for lifetime mental
disorders in U.S. adolescents: results of the National Comorbidity Survey-Adolescent
Supplement (NCS-A). Journal of the American Academy of Child and Adolescent
Psychiatry. Jan 2011;50(1):32-45.

Kataoka SH, Zhang L, Wells KB. Unmet need for mental health care among U.S.
children: variation by ethnicity and insurance status. The American journal of
psychiatry. Sep 2002;159(9):1548-1555.

Mulvaney-Day N, DeAngelo D, Chen CN, Cook BL, Alegria M. Unmet need for
treatment for substance use disorders across race and ethnicity. Drug and alcohol
dependence. Sep 2012;125 Suppl 1:544-50.

Alegria M, Carson NJ, Goncalves M, Keefe K. Disparities in treatment for substance
use disorders and co-occurring disorders for ethnic/racial minority youth. Journal of
the American Academy of Child and Adolescent Psychiatry. Jan 2011;50(1):22-31.

Sterling S, Weisner C, Hinman A, Parthasarathy S. Access to treatment for
adolescents with substance use and co-occurring disorders: challenges and
opportunities. Journal of the American Academy of Child and Adolescent Psychiatry.
Jul 2010;49(7):637-646; quiz 725-636.

Merenstein D, Green L, Fryer GE, Dovey S. Shortchanging adolescents: room for
improvement in preventive care by physicians. Fam Med. Feb 2001;33(2):120-123.

Anderson LE, Chen ML, Perrin JM, Van Cleave J. Outpatient Visits and Medication
Prescribing for US Children With Mental Health Conditions. Pediatrics. Nov
2015;136(5):e1178-1185.

Yoast RA, Fleming M, Balch GI. Reactions to a concept for physician intervention in
adolescent alcohol use. J Adolesc Health. Jul 2007;41(1):35-41.

Brown JD, Wissow LS. Discussion of sensitive health topics with youth during
primary care visits: relationship to youth perceptions of care. J Adolesc Health. Jan
2009;44(1):48-54.

Rollnick S. Behaviour change in practice: targeting individuals. Int J Obes Relat
Metab Disord. Feb 1996;20 Suppl 1:522-26.

183



53.

54,

55.

56.

S7.

58.

59.

60.

61.

62.

63.

64.

Tevyaw TO, Monti PM. Motivational enhancement and other brief interventions for
adolescent substance abuse: foundations, applications and evaluations. Addiction.
Nov 2004;99 Suppl 2:63-75.

Tanner-Smith EE, Lipsey MW. Brief alcohol interventions for adolescents and young
adults: A systematic review and meta-analysis. Journal of substance abuse treatment.
Sep 16 2014.

Barnett E, Sussman S, Smith C, Rohrbach LA, Spruijt-Metz D. Motivational
Interviewing for adolescent substance use: a review of the literature. Addict Behav.
Dec 2012;37(12):1325-1334.

Jensen CD, Cushing CC, Aylward BS, Craig JT, Sorell DM, Steele RG. Effectiveness
of motivational interviewing interventions for adolescent substance use behavior
change: a meta-analytic review. J Consult Clin Psychol. Aug 2011;79(4):433-440.

Brown RA, Abrantes AM, Minami H, et al. Motivational Interviewing to Reduce
Substance Use in Adolescents with Psychiatric Comorbidity. Journal of substance
abuse treatment. Dec 2015;59:20-29.

Kaner EF, Beyer F, Dickinson HO, et al. Effectiveness of brief alcohol interventions
in primary care populations. Cochrane Database Syst Rev. 2007(2):CD004148.

Kaner EF, Dickinson HO, Beyer F, et al. The effectiveness of brief alcohol
interventions in primary care settings: a systematic review. Drug Alcohol Rev. May
2009;28(3):301-323.

Bertholet N, Daeppen JB, Wietlisbach V, Fleming M, Burnand B. Reduction of
alcohol consumption by brief alcohol intervention in primary care: systematic review
and meta-analysis. Arch Intern Med. May 9 2005;165(9):986-995.

Babor TF, Higgins-Biddle JC, Dauser D, Burleson JA, Zarkin GA, Bray J. Brief
interventions for at-risk drinking: patient outcomes and cost-effectiveness in managed
care organizations. Alcohol Alcohol. Nov-Dec 2006;41(6):624-631.

Goodall CA, Ayoub AF, Crawford A, et al. Nurse-delivered brief interventions for
hazardous drinkers with alcohol-related facial trauma: a prospective randomised
controlled trial. Br J Oral Maxillofac Surg. Mar 2008;46(2):96-101.

Saitz R. Screening and brief intervention for unhealthy drug use: little or no efficacy.
Front Psychiatry. 2014;5:121.

Saitz R, Palfai TP, Cheng DM, et al. Screening and brief intervention for drug use in

primary care: the ASPIRE randomized clinical trial. Jama. Aug 6 2014;312(5):502-
513.

184



65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

Roy-Byrne P, Bumgardner K, Krupski A, et al. Brief intervention for problem drug
use in safety-net primary care settings: a randomized clinical trial. Jama. Aug 6
2014;312(5):492-501.

Gelberg L, Andersen RM, Afifi AA, et al. Project QUIT (Quit Using Drugs
Intervention Trial): a randomized controlled trial of a primary care-based multi-
component brief intervention to reduce risky drug use. Addiction. Nov
2015;110(11):1777-1790.

Harris SK, Csemy L, Sherritt L, et al. Computer-facilitated substance use screening
and brief advice for teens in primary care: an international trial. Pediatrics. Jun
2012;129(6):1072-1082.

De Micheli D, Fisberg M, Formigoni ML. [Study on the effectiveness of brief
intervention for alcohol and other drug use directed to adolescents in a primary health
care unit]. Rev Assoc Med Bras. Jul-Sep 2004;50(3):305-313.

D'Amico EJ, Miles JN, Stern SA, Meredith LS. Brief motivational interviewing for
teens at risk of substance use consequences: a randomized pilot study in a primary
care clinic. J Subst Abuse Treat. Jul 2008;35(1):53-61.

Knight JR, Sherritt L, Van Hook S, Gates EC, Levy S, Chang G. Motivational
interviewing for adolescent substance use: a pilot study. J Adolesc Health. Aug
2005;37(2):167-169.

Levy S, Winters KC, Knight JR. Screening and brief interventions for adolescent
substance use in the general office setting. In: Kaminer Y, Winters KC, eds. Clinical
manual of adolescent substance abuse treatment. Arlington, VA US: American
Psychiatric Publishing, Inc.; 2011:65-81.

Winters KC, Leitten W, Wagner E, O'Leary Tevyaw T. Use of brief interventions for
drug abusing teenagers within a middle and high school setting. J Sch Health. Apr
2007;77(4):196-206.

Spirito A, Monti PM, Barnett NP, et al. A randomized clinical trial of a brief
motivational intervention for alcohol-positive adolescents treated in an emergency
department. J Pediatr. Sep 2004;145(3):396-402.

Cowell AJ, Bray JW, Mills MJ, Hinde JM. Conducting economic evaluations of
screening and brief intervention for hazardous drinking: Methods and evidence to
date for informing policy. Drug Alcohol Rev. Nov 2010;29(6):623-630.

Jonas DE, Garbutt JC, Amick HR, et al. Behavioral counseling after screening for
alcohol misuse in primary care: a systematic review and meta-analysis for the U.S.
Preventive Services Task Force. Annals of internal medicine. Nov 6 2012;157(9):645-
654.

185



76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

Patnode CD, O'Connor E, Rowland M, Burda BU, Perdue LA, Whitlock EP. Primary
care behavioral interventions to prevent or reduce illicit drug use and nonmedical
pharmaceutical use in children and adolescents: a systematic evidence review for the
U.S. Preventive Services Task Force. Annals of internal medicine. May 6
2014;160(9):612-620.

Moyer VA. Screening and behavioral counseling interventions in primary care to
reduce alcohol misuse: U.S. preventive services task force recommendation
statement. Annals of internal medicine. Aug 6 2013;159(3):210-218.

Moyer VA. Primary care behavioral interventions to reduce illicit drug and
nonmedical pharmaceutical use in children and adolescents: U.S. Preventive Services
Task Force recommendation statement. Annals of internal medicine. May 6
2014;160(9):634-639.

Stephens MB. Preventive health counseling for adolescents. Am Fam Physician. Oct
12006;74(7):1151-1156.

Coker TR, Sareen HG, Chung PJ, Kennedy DP, Weidmer BA, Schuster MA.
Improving access to and utilization of adolescent preventive health care: the
perspectives of adolescents and parents. J Adolesc Health. Aug 2010;47(2):133-142.

Levy SJ, Kokotailo PK. Substance use screening, brief intervention, and referral to
treatment for pediatricians. Pediatrics. Nov 2011;128(5):e1330-1340.

Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering
implementation of health services research findings into practice: a consolidated
framework for advancing implementation science. Implementation science : IS.
2009;4:50.

Damschroder LJ, Hagedorn HJ. A guiding framework and approach for
implementation research in substance use disorders treatment. Psychology of
addictive behaviors : journal of the Society of Psychologists in Addictive Behaviors.
Jun 2011;25(2):194-205.

Burke PJ, Da Silva JD, Vaughan BL, Knight JR. Training high school counselors on
the use of motivational interviewing to screen for substance abuse. Subst Abus. Dec
2005;26(3-4):31-34.

Gil AG, Wagner EF, Tubman JG. Culturally sensitive substance abuse intervention
for Hispanic and African American adolescents: empirical examples from the Alcohol
Treatment Targeting Adolescents in Need (ATTAIN) Project. Addiction. Nov
2004;99 Suppl 2:140-150.

Grenard JL, Ames SL, Wiers RW, Thush C, Stacy AW, Sussman S. Brief
intervention for substance use among at-risk adolescents: a pilot study. J Adolesc
Health. Feb 2007;40(2):188-191.

186



87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

Martin G, Copeland J, Swift W. The Adolescent Cannabis Check-Up: feasibility of a
brief intervention for young cannabis users. Journal of substance abuse treatment.
Oct 2005;29(3):207-213.

Srisurapanont M, Sombatmai S, Boripuntakul T. Brief intervention for students with
methamphetamine use disorders: a randomized controlled trial. Am J Addict. Mar-Apr
2007;16(2):111-116.

McCambridge J, Strang J. The efficacy of single-session motivational interviewing in
reducing drug consumption and perceptions of drug-related risk and harm among
young people: results from a multi-site cluster randomized trial. Addiction. Jan
2004;99(1):39-52.

Mitchell SG, Gryczynski J, Gonzales A, et al. Screening, brief intervention, and
referral to treatment (SBIRT) for substance use in a school-based program: services
and outcomes. The American journal on addictions / American Academy of
Psychiatrists in Alcoholism and Addictions. Nov 2012;21 Suppl 1:S5-13.

Winters KC, Fahnhorst T, Botzet A, Lee S, Lalone B. Brief intervention for drug-
abusing adolescents in a school setting: outcomes and mediating factors. Journal of
substance abuse treatment. Apr 2012;42(3):279-288.

Winters KC, Lee S, Botzet A, Fahnhorst T, Nicholson A. One-year outcomes and
mediators of a brief intervention for drug abusing adolescents. Psychology of
addictive behaviors : journal of the Society of Psychologists in Addictive Behaviors.
Jun 2014;28(2):464-474.

M. BRCMMMBRCMM. Effectiveness of brief alcohol interventions by clinical nurse
specialists (CNS) in primary care settings. Paper presented at: International Society
for Biomedical Research on Alcoholism World Congress; Sept 13-16, 2010; Paris,
France.

Croghan T, Brown, T, . Integrating Mental Health Treatment Into the Patient
Centered Medical Home, AHRQ Publication No. 10-0084-EF. Rockville: Agency for
Healthcare Quality and Research, U.S. Department of Health and Human
Services;2010.

Franzgrote M, Ellen JM, Millstein SG, Irwin CE, Jr. Screening for adolescent
smoking among primary care physicians in California. Am J Public Health. Aug
1997;87(8):1341-1345.

Gardner W, Kelleher KJ, Pajer KA, Campo JV. Primary care clinicians' use of
standardized tools to assess child psychosocial problems. Ambulatory pediatrics : the
official journal of the Ambulatory Pediatric Association. Jul-Aug 2003;3(4):191-195.

Gardner W, Pajer KA, Kelleher KJ, Scholle SH, Wasserman RC. Child sex
differences in primary care clinicians' mental health care of children and adolescents.
Archives of pediatrics & adolescent medicine. May 2002;156(5):454-459.

187



98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

Volk RJ, Steinbauer JR, Cantor SB. Patient factors influencing variation in the use of
preventive interventions for alcohol abuse by primary care physicians. Journal of
studies on alcohol. Mar 1996;57(2):203-209.

McCrady BS, Richter SS, Morgan TJ, Slade J, Pfeifer C. Involving health care
workers in screening for alcohol problems. Journal of addictive diseases.
1996;15(3):45-58.

Barnett NP, Monti PM, Cherpitel C, et al. Identification and brief treatment of alcohol
problems with medical patients: an international perspective. Alcohol Clin Exp Res.
Feb 2003;27(2):262-270.

Babor TE, Higgins-Biddle J, Dauser D, Higgins P, Burleson JA. Alcohol screening
and brief intervention in primary care settings: implementation models and predictors.
J Stud Alcohol. May 2005;66(3):361-368.

Barry KL, Blow FC, Willenbring ML, McCormick R, Brockmann LM, Visnic S. Use
of Alcohol Screening and Brief Interventions in Primary Care
Settings:Implementation and Barriers. Subst Abus. Mar 2004;25(1):27-36.

Friedmann PD, McCullough D, Chin MH, Saitz R. Screening and intervention for
alcohol problems. A national survey of primary care physicians and psychiatrists. J
Gen Intern Med. Feb 2000;15(2):84-91.

Spandorfer JM, Israel Y, Turner BJ. Primary care physicians' views on screening and
management of alcohol abuse: inconsistencies with national guidelines. J Fam Pract.
Nov 1999;48(11):899-902.

Ozer EM, Adams SH, Lustig JL, et al. Can it be done? Implementing adolescent
clinical preventive services. Health Serv Res. Dec 2001;36(6 Pt 2):150-165.

Saitz R, Svikis D, D'Onofrio G, Kraemer KL, Perl H. Challenges applying alcohol
brief intervention in diverse practice settings: populations, outcomes, and costs.
Alcohol Clin Exp Res. Feb 2006;30(2):332-338.

Ewing GB, Selassie AW, Lopez CH, McCutcheon EP. Self-report of delivery of
clinical preventive services by U.S. physicians. Comparing specialty, gender, age,
setting of practice, and area of practice. Am J Prev Med. Jul 1999;17(1):62-72.

Klein JD, Wilson KM. Delivering quality care: adolescents' discussion of health risks
with their providers. J Adolesc Health. Mar 2002;30(3):190-195.

Aarons GA, Green AE, Palinkas LA, et al. Dynamic adaptation process to implement

an evidence-based child maltreatment intervention. Implementation science : IS.
2012;7:32.

188



110.

111.

112.

113.

114.

115.

116.

117.

118.

119.

Aarons GA, Hurlburt M, Horwitz SM. Advancing a conceptual model of evidence-
based practice implementation in public service sectors. Administration and policy in
mental health. Jan 2011;38(1):4-23.

Lamb S GM, McCarty D, eds., ed Bridging the Gap Between Practice and Research:
Forging Partnerships with Community-Based Drug and Alcohol Treatment.
Washington DC: National Academy Press; 1998.

Edmunds M FR, Hogan M, et al., eds., ed Managing Managed Care: Quality
Improvement in Behavioral Health. Washington DC: National Academy Press; 1997.

Weisner C, Schmidt LA. Rethinking access to alcohol treatment. Recent Dev Alcohol.
2001;15:107-136.

Sterling S, Weisner C. Translating research findings into practice: example of
treatment services for adolescents in managed care. Alcohol Res Health.
2006;29(1):11-18.

Eaton DK, Kann L, Kinchen S, et al. Youth risk behavior surveillance - United States,
2011. MMWR Surveill Summ. Jun 8 2012;61(4):1-162.

CDC. Vital signs: drinking and driving among high school students aged >/=16 years
- United States, 1991-2011. MMWR Morb Mortal Wkly Rep. Oct 5 2012;61(39):796-
800.

Mertens JR, Lu YW, Parthasarathy S, Moore C, Weisner CM. Medical and
psychiatric conditions of alcohol and drug treatment patients in an HMO: comparison
with matched controls. Archives of internal medicine. Nov 10 2003;163(20):2511-
2517.

Mertens JR, Weisner C, Ray GT, Fireman B, Walsh K. Hazardous drinkers and drug
users in HMO primary care: prevalence, medical conditions, and costs. Alcohol Clin
Exp Res. Jun 2005;29(6):989-998.

O'Keefe J, Bhatti, SK, Bajwa A, DiNicolantonioames J, Lavie CJ. Alcohol and
Cardiovascular Health: The Dose

Makes the Poison.or the Remedy: The Mayo Clinic;2014.

120.

121.

Bonomo YA, Bowes G, Coffey C, Carlin JB, Patton GC. Teenage drinking and the
onset of alcohol dependence: a cohort study over seven years. Addiction. Dec
2004;99(12):1520-1528.

Hingson RW, Heeren T, Winter MR. Age at drinking onset and alcohol dependence:

age at onset, duration, and severity. Archives of pediatrics & adolescent medicine. Jul
2006;160(7):739-746.

189



122.

123.

124,

125.

126.

127.

128.

129.

130.

131.

132.

Hingson RW, Heeren T, Winter MR. Age of alcohol-dependence onset: associations
with severity of dependence and seeking treatment. Pediatrics. Sep
2006;118(3):e755-763.

Boekeloo BO, Jerry J, Lee-Ougo WI, et al. Randomized trial of brief office-based
interventions to reduce adolescent alcohol use. Archives of pediatrics & adolescent
medicine. Jul 2004;158(7):635-642.

Walton MA, Resko S, Barry KL, et al. A randomized controlled trial testing the
efficacy of a brief cannabis universal prevention program among adolescents in
primary care. Addiction. Dec 25 2013.

Walton MA, Bohnert K, Resko S, et al. Computer and therapist based brief
interventions among cannabis-using adolescents presenting to primary care: one year
outcomes. Drug and alcohol dependence. Oct 1 2013;132(3):646-653.

Haller DM, Meynard A, Lefebvre D, Ukoumunne OC, Narring F, Broers B.
Effectiveness of training family physicians to deliver a brief intervention to address
excessive substance use among young patients: a cluster randomized controlled trial.
Cmaj. May 13 2014;186(8):E263-272.

Louis-Jacques J, Knight JR, Sherritt L, Van Hook S, Harris SK. Do Risky Friends
Change the Efficacy of a Primary Care Brief Intervention for Adolescent Alcohol
Use? J Adolesc Health. Nov 8 2013.

Ozer EM, Adams SH, Orrell-Valente JK, et al. Does delivering preventive services in
primary care reduce adolescent risky behavior? J Adolesc Health. Nov
2011;49(5):476-482.

Lustig JL, Ozer EM, Adams SH, et al. Improving the delivery of adolescent clinical
preventive services through skills-based training. Pediatrics. May 2001;107(5):1100-
1107.

Mertens JR, Chi FW, Weisner CM, et al. Physician versus non-physician delivery of
alcohol screening, brief intervention and referral to treatment in adult primary care:
the ADVISe cluster randomized controlled implementation trial. Addiction science &
clinical practice. 2015;10(1):26.

van Beurden I, Anderson P, Akkermans RP, Grol RP, Wensing M, Laurant MG.
Involvement of general practitioners in managing alcohol problems: a randomized
controlled trial of a tailored improvement programme. Addiction. Sep
2012;107(9):1601-1611.

Harris BR, Shaw BA, Sherman BR, Lawson HA. Screening, Brief Intervention and
Referral to Treatment for Adolescents: Attitudes, Perceptions and Practice of New
York School-Based Health Center Providers. Substance abuse : official publication of
the Association for Medical Education and Research in Substance Abuse. Mar 16
2015:0.

190



133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

143.

144.

Sterling S, Kline-Simon AH, Wibbelsman C, Wong A, Weisner C. Screening for
adolescent alcohol and drug use in pediatric health-care settings: predictors and
implications for practice and policy. Addict Sci Clin Pract. 2012;7(1):13.

Mello MJ, Bromberg J, Baird J, et al. Translation of alcohol screening and brief
intervention guidelines to pediatric trauma centers. J Trauma Acute Care Surg. Oct
2013;75(4 Suppl 3):S301-307.

McKenna C, Gaines B, Hatfield C, et al. Implementation of a screening, brief
intervention, and referral to treatment program using the electronic medical record in
a pediatric trauma center. J Trauma Nurs. Jan-Mar 2013;20(1):16-23.

Patton R, Deluca P, Kaner E, Newbury-Birch D, Phillips T, Drummond C. Alcohol
screening and brief intervention for adolescents: the how, what and where of reducing
alcohol consumption and related harm among young people. Alcohol and alcoholism.
Mar-Apr 2014;49(2):207-212.

Tai B, Wu LT, Clark HW. Electronic health records: essential tools in integrating
substance abuse treatment with primary care. Subst Abuse Rehabil. 2012;3:1-8.

Monti PM, Colby SM, Barnett NP, et al. Brief intervention for harm reduction with
alcohol-positive older adolescents in a hospital emergency department. Journal of
Consulting and Clinical Psychology. 1999;67(6):989-994.

Neighbors CJ, Barnett NP, Rohsenow DJ, Colby SM, Monti PM. Cost-effectiveness
of a motivational intervention for alcohol-involved youth in a hospital emergency
department. J Stud Alcohol Drugs. May 2010;71(3):384-394.

Johnston BD, Rivara FP, Droesch RM, Dunn C, Copass MK. Behavior change
counseling in the emergency department to reduce injury risk: a randomized,
controlled trial. Pediatrics. Aug 2002;110(2 Pt 1):267-274.

Tait RJ, Hulse GK, Robertson SI. Effectiveness of a brief-intervention and continuity
of care in enhancing attendance for treatment by adolescent substance users. Drug
and alcohol dependence. Jun 11 2004;74(3):289-296.

Tait RJ, Hulse GK, Robertson Sl, Sprivulis PC. Emergency department-based
intervention with adolescent substance users: 12-month outcomes. Drug and alcohol
dependence. Sep 1 2005;79(3):359-363.

Spirito A, Sindelar-Manning H, Colby SM, et al. Individual and family motivational
interventions for alcohol-positive adolescents treated in an emergency department:
results of a randomized clinical trial. Archives of pediatrics & adolescent medicine.
Mar 2011;165(3):269-274.

Becker SJ, Spirito A, Hernandez L, et al. Trajectories of adolescent alcohol use after

brief treatment in an Emergency Department. Drug and alcohol dependence. Sep 1
2012;125(1-2):103-109.

191



145.

146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

Maio RF, Shope JT, Blow FC, et al. A randomized controlled trial of an emergency
department-based interactive computer program to prevent alcohol misuse among
injured adolescents. Ann Emerg Med. Apr 2005;45(4):420-429.

Cunningham RM, Walton MA, Goldstein A, et al. Three-month follow-up of brief
computerized and therapist interventions for alcohol and violence among teens.
Academic emergency medicine : official journal of the Society for Academic
Emergency Medicine. Nov 2009;16(11):1193-1207.

Walton MA, Chermack ST, Shope JT, et al. Effects of a brief intervention for
reducing violence and alcohol misuse among adolescents: a randomized controlled
trial. Jama. Aug 4 2010;304(5):527-535.

Cunningham RM, Chermack ST, Zimmerman MA, et al. Brief motivational
interviewing intervention for peer violence and alcohol use in teens: one-year follow-
up. Pediatrics. Jun 2012;129(6):1083-1090.

Bernstein E, Edwards E, Dorfman D, Heeren T, Bliss C, Bernstein J. Screening and
brief intervention to reduce marijuana use among youth and young adults in a
pediatric emergency department. Acad Emerg Med. Nov 2009;16(11):1174-1185.

Bernstein J, Heeren T, Edward E, et al. A brief motivational interview in a pediatric
emergency department, plus 10-day telephone follow-up, increases attempts to quit
drinking among youth and young adults who screen positive for problematic drinking.
Acad Emerg Med. Aug 2010;17(8):890-902.

Johnston LD, O'Malley, P.M., Miech, R.A., Bachman, J.G., Schulenberg, J.E.
Monitoring the Future national results on drug use: 1975-2013: Overview, Key
Findings on Adolescent Drug Use. Ann Arbor: Institute for Social Research,
University of Michigan;2014.

Sterling S, Kline-Simon AH, Satre DD, et al. Implementation of Screening, Brief
Intervention, and Referral to Treatment for Adolescents in Pediatric Primary Care: A
Cluster Randomized Trial. JAMA pediatrics. Nov 2 2015;169(11):e153145.

Gates S, McCambridge J, Smith LA, Foxcroft DR. Interventions for prevention of
drug use by young people delivered in non-school settings. Cochrane Database Syst
Rev. 2006(1):CD005030.

Broder KR, Cohn AC, Schwartz B, et al. Adolescent immunizations and other clinical
preventive services: a needle and a hook? Pediatrics. Jan 2008;121 Suppl 1:525-34.

McCambridge J, Strang J. Deterioration over time in effect of Motivational
Interviewing in reducing drug consumption and related risk among young people.
Addiction. Apr 2005;100(4):470-478.

192



156.

157.

158.

159.

160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

Peterson PL, Baer JS, Wells EA, Ginzler JA, Garrett SB. Short-term effects of a brief
motivational intervention to reduce alcohol and drug risk among homeless
adolescents. Psychol Addict Behav. Sep 2006;20(3):254-264.

McCambridge J, Hunt C, Jenkins RJ, Strang J. Cluster randomised trial of the
effectiveness of motivational interviewing for universal prevention. Drug and alcohol
dependence. Apr 1 2011;114(2-3):177-184.

Aira M, Kauhanen J, Larivaara P, Rautio P. Factors influencing inquiry about
patients' alcohol consumption by primary health care physicians: qualitative semi-
structured interview study. Fam Pract. Jun 2003;20(3):270-275.

Yarnall KS, Pollak KI, Ostbye T, Krause KM, Michener JL. Primary care: is there
enough time for prevention? Am J Public Health. Apr 2003;93(4):635-641.

Rowland N, Maynard A, Beveridge A, Kennedy P, Wintersgill W, Stone W. Doctors
have no time for alcohol screening. Br Med J (Clin Res Ed). Jul 11
1987;295(6590):95-96.

Vital Signs: Alcohol Screening and Counseling. CDC. Atlanta, Georgia: U.S.
Department of Health and Human Services; 2014.

Bradley KA, Williams EC, Achtmeyer CE, Volpp B, Collins BJ, Kivlahan DR.
Implementation of evidence-based alcohol screening in the Veterans Health
Administration. Am J Manag Care. Oct 2006;12(10):597-606.

Mitchell SG, Gryczynski J, O'Grady KE, Schwartz RP. SBIRT for adolescent drug
and alcohol use: current status and future directions. Journal of substance abuse
treatment. May-Jun 2013;44(5):463-472.

Hingson RW, Zha W, lannotti RJ, Simons-Morton B. Physician advice to adolescents
about drinking and other health behaviors. Pediatrics. Feb 2013;131(2):249-257.

Interim final rules under the Paul Wellstone and Pete Domenici Mental Health Parity
and Addiction Equity Act of 2008. Interim final rules with request for comments. Fed
Regist. Feb 2 2010;75(21):5409- 5451.

Garcia RA. Equity for all? Potential impact of the Mental Health Parity and Addiction
Act of 2008. J Leg Med. Jan 2010;31(1):137-155.

Smaldone A, Cullen-Drill M. Mental health parity legislation. J Psychosoc Nurs Ment
Health Serv. Sep 2010;48(9):26-34.

Smith DE, Lee DR, Davidson LD. Health care equality and parity for treatment of
addictive disease. Journal of psychoactive drugs. Jun 2010;42(2):121-126.

Busch SH. Implications of the Mental Health Parity and Addiction Equity Act. The
American journal of psychiatry. Jan 2012;169(1):1-3.

193



170.

171.

172.

173.

174.

175.

176.

177.

178.

179.

180.

181.

182.

183.

Peck MC. State health care reform: Mental health parity for children in California.
Psychiatr Serv. Jun 2001;52(6):743-745, 768.

Mental Health America. Parity and health care reform: important changes for
behavioral health. 2010; http://www.mentalhealthamerica.net/go/action/policy-issues-
a-z/healthcare-reform.

CMS. Preventive Care Benefits for Children. Healthcare.gov 2015;
https://www.healthcare.gov/preventive-care-children/. Accessed November 6, 2015.

Kaiser Permanente - Raymond Fong ED, KPNC SMP - Membership & Market
Analytics. Kaiser Permanente Northern California Product Line Percentages and
Regional Market Share. In: Byron J, ed. Oakland2015.

National Association of Community Health Centers. America’s health centers. 2009;
http://www.nachc.org/client/documents/America%?27s %20Health Centers updated

11 _09.pdf.

B C. Healthcare Reform Law Gives Big Boost to Addiction Treatment and
Prevention. 2010; http://www.drugfree.org/join-together/healthcare-reform-law-
gives-big-boost-to-addiction-treatment-and-prevention-2/. Accessed January 22,
2015.

Redhead C, Colello, K, Heisler, E, Lister, S, Sarata, A. Discretionary Spending Under
the Affordable Care Act (ACA). In: Service CR, ed. Washington DC: Congressional
Research Service; 2014.

Rittenhouse DR, Shortell SM. The patient-centered medical home: will it stand the
test of health reform? Jama. May 20 2009;301(19):2038-2040.

Arvantes J. Medical home gains prominence with AAFP oversight. Annals of family
medicine. Jan-Feb 2008;6(1):90-91.

Collins S, Piper KB, Owens G. The opportunity for health plans to improve quality
and reduce costs by embracing primary care medical homes. Am Health Drug
Benefits. Jan 2013;6(1):30-38.

Berenson RA, Hammons T, Gans DN, et al. A house is not a home: keeping patients
at the center of practice redesign. Health Aff (Millwood). Sep-Oct 2008;27(5):1219-
1230.

Dyer O. The growth of medical marijuana. BMJ. 2013;347:f4755.

DeVane CL. Marijuana use in America: whither are we bound? Pharmacotherapy.
Oct 2013;33(10):1009-1011.

Ammerman S, Ryan S, Adelman WP. The impact of marijuana policies on youth:
clinical, research, and legal update. Pediatrics. Mar 2015;135(3):e769-785.

194


http://www.mentalhealthamerica.net/go/action/policy-issues-a-z/healthcare-reform
http://www.mentalhealthamerica.net/go/action/policy-issues-a-z/healthcare-reform
http://www.healthcare.gov/preventive-care-children/
http://www.nachc.org/client/documents/America%27s_%20Health_Centers_updated_11_09.pdf
http://www.nachc.org/client/documents/America%27s_%20Health_Centers_updated_11_09.pdf
http://www.drugfree.org/join-together/healthcare-reform-law-gives-big-boost-to-addiction-treatment-and-prevention-2/
http://www.drugfree.org/join-together/healthcare-reform-law-gives-big-boost-to-addiction-treatment-and-prevention-2/

184.

185.

186.

187.

188.

189.

190.

191.

192.

193.

194.

195.

196.

Hinshaw SP, Cicchetti D. Stigma and mental disorder: conceptions of illness, public
attitudes, personal disclosure, and social policy. Dev Psychopathol. Autumn
2000;12(4):555-598.

Link BG, Struening EL, Rahav M, Phelan JC, Nuttbrock L. On stigma and its
consequences: evidence from a longitudinal study of men with dual diagnoses of
mental illness and substance abuse. J Health Soc Behav. Jun 1997;38(2):177-190.

Luoma JB, Twohig MP, Waltz T, et al. An investigation of stigma in individuals
receiving treatment for substance abuse. Addict Behav. Jul 2007;32(7):1331-1346.

Myers B, Fakier N, Louw J. Stigma, treatment beliefs, and substance abuse treatment
use in historically disadvantaged communities. Afr J Psychiatry (Johannesbg). Aug
2009;12(3):218-222.

Keyes KM, Hatzenbuehler ML, McLaughlin KA, et al. Stigma and treatment for
alcohol disorders in the United States. American journal of epidemiology. Dec 15
2010;172(12):1364-1372.

Alegria M, Strathdee SA, Pantin H. Substance risk, prevention treatments and the role
of the environmental and cultural context in addressing Latinos and other
ethnic/racial populations. Drug and alcohol dependence. Sep 2012;125 Suppl 1:S2-3.

Gary FA. Stigma: barrier to mental health care among ethnic minorities. Issues Ment
Health Nurs. Dec 2005;26(10):979-999.

Knifton L, Gervais M, Newbigging K, et al. Community conversation: addressing
mental health stigma with ethnic minority communities. Social psychiatry and
psychiatric epidemiology. Apr 2010;45(4):497-504.

Rose T, Joe S, Lindsey M. Perceived Stigma and Depression among Black
Adolescents in Outpatient Treatment. Child Youth Serv Rev. Jan 1 2011;33(1):161-
166.

Wibbelsman CJ. Confidentiality in an Age of Managed Care: Can It Exist? Adolesc
Med. Oct 1997;8(3):427-432.

DHHS. Key Features of the Affordable Care Act, By Year. HHS.gov/Healthcare
2014; http://www.hhs.gov/healthcare/facts/timeline/timeline-text.html. Accessed June
23, 2014.

HealthIT.gov. Meaningful Use Definition & Objectives. HealthIT.gov 2014;
http://www.healthit.gov/providers-professionals/meaningful-use-definition-
objectives. Accessed July 7, 2014.

Lowry SZ, Ramaiah, Mala, Patterson, Emily, Brick, David, Gurses, Ayse, Ozok, Ant,
Simmons, Debora, Gibbons, Michael. Integrating Electronic Health Records into
Clinical Workflow: An Application of Human Factors Modeling Methods to

195


http://www.hhs.gov/healthcare/facts/timeline/timeline-text.html
http://www.healthit.gov/providers-professionals/meaningful-use-definition-objectives
http://www.healthit.gov/providers-professionals/meaningful-use-definition-objectives

197.

198.

199.

200.

201.

202.

203.

204.

205.

206.

207.

Ambulatory Care. In: Technology NloSa, ed. Washington, DC: U.S. Department of
Commerce; 2014.

Niland JC, Rouse L, Stahl DC. An informatics blueprint for healthcare quality
information systems. J Am Med Inform Assoc. Jul-Aug 2006;13(4):402-417.

Ghitza UE, Gore-Langton RE, Lindblad R, Shide D, Subramaniam G, Tai B.
Common data elements for substance use disorders in electronic health records: the
NIDA Clinical Trials Network experience. Addiction. Jan 2013;108(1):3-8.

Belamarich PF, Gandica R, Stein RE, Racine AD. Drowning in a sea of advice:
pediatricians and American Academy of Pediatrics policy statements. Pediatrics. Oct
2006;118(4):e964-978.

Kolko DJ, Campo J, Kilbourne AM, Hart J, Sakolsky D, Wisniewski S. Collaborative
care outcomes for pediatric behavioral health problems: a cluster randomized trial.
Pediatrics. Apr 2014;133(4):981-992.

Coventry P, Lovell K, Dickens C, et al. Integrated primary care for patients with
mental and physical multimorbidity: cluster randomised controlled trial of
collaborative care for patients with depression comorbid with diabetes or
cardiovascular disease. BMJ. 2015;350:h638.

Friedmann PD, Zhang Z, Hendrickson J, Stein MD, Gerstein DR. Effect of primary
medical care on addiction and medical severity in substance abuse treatment
programs. Journal of general internal medicine. Jan 2003;18(1):1-8.

Fleming M, Manwell LB. Brief intervention in primary care settings. A primary
treatment method for at-risk, problem, and dependent drinkers. Alcohol research &
health : the journal of the National Institute on Alcohol Abuse and Alcoholism.
1999;23(2):128-137.

Weisner C, Mertens J, Parthasarathy S, Moore C, Lu Y. Integrating primary medical
care with addiction treatment: a randomized controlled trial. Jama. Oct 10
2001;286(14):1715-1723.

Wyatt SA, Dekker MA. Improving physician and medical student education in
substance use disorders. J Am Osteopath Assoc. Sep 2007;107(9 Suppl 5):ES27-38.

Miller NS, Sheppard LM, Colenda CC, Magen J. Why physicians are unprepared to
treat patients who have alcohol- and drug-related disorders. Academic medicine :
journal of the Association of American Medical Colleges. May 2001;76(5):410-418.

Rasyidi E, Wilkins JN, Danovitch I. Training the next generation of providers in
addiction medicine. Psychiatr Clin North Am. Jun 2012;35(2):461-480.

196



208.

2009.

210.

211.

212.

213.

214.

215.

216.

217.

218.

219.

Chi FW, Satre DD, Weisner C. Chemical dependency patients with cooccurring
psychiatric diagnoses: service patterns and 1-year outcomes. Alcohol Clin Exp Res.
May 2006;30(5):851-859.

Committee on Adolescence AAOP. Achieving quality health services for adolescents.
Pediatrics. Jun 2008;121(6):1263-1270.

Bagley S, Shrier L, Levy S. Talking to adolescents about alcohol, drugs and sexuality.
Minerva Pediatr. Feb 2014;66(1):77-87.

Ortega AN, Alegria M. Denial and its association with mental health care use: a study
of island Puerto Ricans. J Behav Health Serv Res. Jul-Sep 2005;32(3):320-331.

Tebb K, Hernandez LK, Shafer MA, Chang F, Eyre SL, Otero-Sabogal R.
Understanding the attitudes of Latino parents toward confidential health services for
teens. J Adolesc Health. Jun 2012;50(6):572-577.

Tortolero-Luna G, Byrd T, Groff JY, Linares AC, Mullen PD, Cantor SB.
Relationship between English language use and preferences for involvement in
medical care among Hispanic women. J Womens Health (Larchmt). Jul-Aug
2006;15(6):774-785.

Tessler R, Mechanic D. Factors affecting children’s use of physician services in a
prepaid group practice. Med Care. Jan 1978;16(1):33-46.

Riley AW, Finney JW, Mellits ED, et al. Determinants of children's health care use:
an investigation of psychosocial factors. Med Care. Sep 1993;31(9):767-783.

Sterling S AA, Ray GT, Altschuler A, Weisner C. Transition from Healthy Families
to Medi-Cal: The Behavioral Health Carve-Out and Implications for Disparities in
Care. Health Policy and Disparities Research Program. Oakland: Kaiser Permanente
Northern California; 2015.

Duncan RE, Vandeleur M, Derks A, Sawyer S. Confidentiality with adolescents in
the medical setting: what do parents think? J Adolesc Health. Oct 2011;49(4):428-
430.

Ford CA, Davenport AF, Meier A, McRee AL. Partnerships between parents and
health care professionals to improve adolescent health. J Adolesc Health. Jul
2011;49(1):53-57.

Helitzer DL, Sussman AL, de Hernandez BU, Kong AS. The "ins" and "outs" of
provider-parent communication: perspectives from adolescent primary care providers
on challenges to forging alliances to reduce adolescent risk. J Adolesc Health. Apr
2011;48(4):404-409.

197



220.

221.

222.

223.

224,

225.

226.

227.

228.

229.

230.

231.

232.

McKee MD, Rubin SE, Campos G, O'Sullivan LF. Challenges of providing
confidential care to adolescents in urban primary care: clinician perspectives. Annals
of family medicine. Jan-Feb 2011;9(1):37-43.

Tebb K. Forging partnerships with parents while delivering adolescent confidential
health services: a clinical paradox. J Adolesc Health. Oct 2011;49(4):335-336.

Sterling S, Chi F, Hinman A. Integrating care for people with co-occurring alcohol
and other drug, medical, and mental health conditions. Alcohol Res Health.
2011;33(4):338-349.

Sterling S, Valkanoff T, Hinman A, Weisner C. Integrating substance use treatment
into adolescent health care. Curr Psychiatry Rep. Oct 2012;14(5):453-461.

Van Den Eeden SK, Tanner CM, Bernstein AL, et al. Incidence of Parkinson's
disease: variation by age, gender, and race/ethnicity. American journal of
epidemiology. Jun 1 2003;157(11):1015-1022.

Knight JR. The role of the primary care provider in preventing and treating alcohol
problems in adolescents. Ambul Pediatr. May-Jun 2001;1(3):150-161.

Knight JR, Sherritt L, Shrier LA, Harris SK, Chang G. Validity of the CRAFFT
substance abuse screening test among adolescent clinic patients. Arch Pediatr
Adolesc Med. Jun 2002;156(6):607-614.

Fleming MF. Strategies to increase alcohol screening in health care settings. Alcohol
Health Res World. 1997;21(4):340-347.

Desy PM, Perhats C. Alcohol screening, brief intervention, and referral in the
emergency department: an implementation study. J Emerg Nurs. Feb 2008;34(1):11-
19.

Moyers TB, Martin T, Manuel JK, Hendrickson SM, Miller WR. Assessing
competence in the use of motivational interviewing. Journal of substance abuse
treatment. Jan 2005;28(1):19-26.

Rollnick S, Miller WR, Butler C. Motivational interviewing in health care : helping
patients change behavior. New York: Guilford Press; 2008.

Miller WR, Rollnick S. Motivational interviewing : helping people change. 3rd ed.
New York, NY: Guilford Press; 2013.

Meresman JF, Hunkeler EM, Hargreaves WA, et al. A case report: implementing a

nurse telecare program for treating depression in primary care. Psychiatr Q. Spring
2003;74(1):61-73.

198



233.

234.

235.

236.

237.

238.

2309.

240.

241.

242.

243.

244,

Hunkeler EM, Meresman JF, Hargreaves WA, et al. Efficacy of nurse telehealth care
and peer support in augmenting treatment of depression in primary care. Arch Fam
Med. Aug 2000;9(8):700-708.

Kvale. Interviews: Learning the Craft of Qualitative Research Interviewing. 2nd ed.
Thousand Oaks, CA: Sage; 20009.

NVivo. NVivo qualitative data analysis software; QSR International Pty Ltd. Version
10, 2012. Vol Version 10: QSR International Pty Ltd.; 2012.

Rahm AK, Boggs JM, Martin C, et al. Facilitators and Barriers to Implementing
SBIRT in Primary Care in Integrated Health Care Settings. Substance abuse : official
publication of the Association for Medical Education and Research in Substance
Abuse. Aug 15 2014:0.

Fitzgerald N, Molloy H, MacDonald F, McCambridge J. Alcohol brief interventions
practice following training for multidisciplinary health and social care teams: a
qualitative interview study. Drug and alcohol review. Mar 2015;34(2):185-193.

Fitzgerald N, Platt L, Heywood S, McCambridge J. Large-scale implementation of
alcohol brief interventions in new settings in Scotland: a qualitative interview study
of a national programme. BMC public health. 2015;15:289.

Harris BR, Shaw BA, Sherman BR, Lawson HA. Screening, brief intervention, and
referral to treatment for adolescents: Attitudes, perceptions, and practice of New York
school-based health center providers. Substance abuse. Mar 16 2015:1-7.

McGovern MP, Lambert-Harris C, Gotham HJ, Claus RE, Xie H. Dual diagnosis
capability in mental health and addiction treatment services: an assessment of
programs across multiple state systems. Administration and policy in mental health.
Mar 2014;41(2):205-214.

Gotham HJ, Brown JL, Comaty JE, McGovern MP, Claus RE. Assessing the co-
occurring capability of mental health treatment programs: the Dual Diagnosis
Capability in Mental Health Treatment (DDCMHT) Index. J Behav Health Serv Res.
Apr 2013;40(2):234-241.

Padwa H, Larkins S, Crevecoeur-Macphail DA, Grella CE. Dual Diagnosis
Capability in Mental Health and Substance Use Disorder Treatment Programs. J Dual
Diagn. Apr 2013;9(2):179-186.

Excellence in Mental Health Act: A bill to expand access to community mental health
centers and improve the quality of mental health care for all Americans, S.264
S.264(2014).

Lehrer JA, Pantell R, Tebb K, Shafer MA. Forgone health care among U.S.
adolescents: associations between risk characteristics and confidentiality concern. J
Adolesc Health. Mar 2007;40(3):218-226.

199



245.

246.

247.

248.

249.
250.

251.

252.

253.

254,

255.

256.

257.

English A, Ford CA. More evidence supports the need to protect confidentiality in
adolescent health care. J Adolesc Health. Mar 2007;40(3):199-200.

Ford CA, Millstein SG, Halpern-Felsher BL, Irwin CE, Jr. Influence of physician
confidentiality assurances on adolescents' willingness to disclose information and
seek future health care. A randomized controlled trial. Jama. Sep 24
1997;278(12):1029-1034.

English A, Ford, C. The HIPAA Privacy Rule and Adolescents: Legal Questions and
Clinical Challenges. Perspectives on Sexual and Reporductive Health 2004;
http://www.guttmacher.org/pubs/journals/3608004.htmi#5. Accessed February 4,
2016.

Law NCTfY. California Minor Consent Laws - Mental Health Services: Minor Consent
Services and Parent Access Rules. In: Law NCfY, ed2010.

Wibbelsman C. Personal correspondence. In: Sterling S, ed. by telephone2016.
Levy S. Personal communication. In: Sterling S, ed. by telephone2016.

Barry KL, Blow FC, Willenbring ML, McCormick R, Brockmann LM, Visnic S. Use
of Alcohol Screening and Brief Interventions<br />in Primary Care
Settings:Implementation and Barriers. Substance abuse. Mar 2004;25(1):27-36.

Wilson CR, Sherritt L, Gates E, Knight JR. Are clinical impressions of adolescent
substance use accurate? Pediatrics. Nov 2004;114(5):e536-540.

Nundy S, Oswald J. Relationship-centered care: A new paradigm for population
health management. Healthc (Amst). Dec 2014;2(4):216-219.

Aarons GA, Ehrhart MG, Farahnak LR, Sklar M. Aligning leadership across systems
and organizations to develop a strategic climate for evidence-based practice
implementation. Annu Rev Public Health. 2014;35:255-274.

Asarnow JR, Rozenman M, Wiblin J, Zeltzer L. Integrated Medical-Behavioral Care
Compared With Usual Primary Care for Child and Adolescent Behavioral Health: A
Meta-analysis. JAMA pediatrics. Oct 1 2015;169(10):929-937.

Solberg LI, Maciosek MV, Edwards NM. Primary care intervention to reduce alcohol
misuse ranking its health impact and cost effectiveness. American journal of
preventive medicine. Feb 2008;34(2):143-152.

Maciosek MV, Coffield AB, Edwards NM, Flottemesch TJ, Goodman MJ, Solberg
LI. Priorities among effective clinical preventive services: results of a systematic
review and analysis. American journal of preventive medicine. Jul 2006;31(1):52-61.

200


http://www.guttmacher.org/pubs/journals/3608004.html#5

258.

259.

260.

261.

262.

263.

264.

265.

266.

267.

268.

Fleming MF, Barry KL, Manwell LB, Johnson K, London R. Brief physician advice
for problem alcohol drinkers. A randomized controlled trial in community-based
primary care practices. Jama. Apr 2 1997;277(13):1039-1045.

Fleming MF, Balousek SL, Grossberg PM, et al. Brief physician advice for heavy
drinking college students: a randomized controlled trial in college health clinics.
Journal of studies on alcohol and drugs. Jan 2010;71(1):23-31.

Whittle AE, Buckelew SM, Satterfield JM, Lum PJ, O'Sullivan P. Addressing
Adolescent Substance Use: Teaching Screening, Brief Intervention, and Referral to
Treatment (SBIRT) and Motivational Interviewing (M1) to Residents. Substance
abuse. 2015;36(3):325-331.

Bray JH, Kowalchuk A, Waters V, Allen E, Laufman L, Shilling EH. Baylor
Pediatric SBIRT Medical Residency Training Program: model description and
evaluation. Substance abuse. 2014;35(4):442-449.

Ryan SA, Martel S, Pantalon M, et al. Screening, brief intervention, and referral to
treatment (SBIRT) for alcohol and other drug use among adolescents: evaluation of a
pediatric residency curriculum. Substance abuse. 2012;33(3):251-260.

Giudice EL, Lewin LO, Welsh C, et al. Online Versus In-Person Screening, Brief
Intervention, and Referral to Treatment Training in Pediatrics Residents. Journal of
graduate medical education. Mar 2015;7(1):53-58.

Schram P, Harris SK, Van Hook S, et al. Implementing Adolescent Screening, Brief
Intervention, and Referral to Treatment (SBIRT) Education in a Pediatric Residency
Curriculum. Substance abuse. 2015;36(3):332-338.

Baird M, Blount A, Brungardt S, et al. The development of joint principles:
integrating behavioral health care into the patient-centered medical home. Annals of
family medicine. Mar-Apr 2014;12(2):183.

Baird M, Blount A, Brungardt S, et al. Joint principles: integrating behavioral health
care into the patient-centered medical home. Annals of family medicine. Mar-Apr
2014;12(2):183-185.

Anderson NB, Belar CD, Cubic BA, Garrison EG, Johnson SB, Kaslow NJ.
Statement of the American Psychological Association in response to the "joint
principles: integrating behavioral health care into the patient-centered medical home".
Fam Syst Health. Jun 2014;32(2):141-142.

Whitaker TR. The National Association of Social Workers' commentary on "joint

principles: integrating behavioral health care into the patient-centered medical home".
Fam Syst Health. Jun 2014;32(2):143-144.

201



269.

270.

271.

272.

273.

274.

275.

276.

2717.

278.

279.

280.

Raney L, Pollack D, Parks J, Katon W. The American Psychiatric Association
response to the "joint principles: integrating behavioral health care into the patient-
centered medical home". Fam Syst Health. Jun 2014;32(2):147-148.

Nielsen M. Behavioral health integration: a critical component of primary care and
the patient-centered medical home. Fam Syst Health. Jun 2014;32(2):149-150.

Damle NS. Commentary by the American College of Physicians on the "joint
principles: integrating behavioral health care into the patient-centered medical home".
Fam Syst Health. Jun 2014;32(2):151-152.

Aarons GA, Sommerfeld DH. Leadership, innovation climate, and attitudes toward
evidence-based practice during a statewide implementation. Journal of the American
Academy of Child and Adolescent Psychiatry. Apr 2012;51(4):423-431.

Zuvekas SH, Cohen JW. Fee-For-Service, While Much Maligned, Remains The
Dominant Payment Method For Physician Visits. Health Aff (Millwood). Mar 1
2016;35(3):411-414.

Reform CfP. National Scorecard on Payment Reform. 2014;
http://www.catalyzepaymentreform.org/site-map/79-about-us/98-payment-facts.
Accessed March 24, 2016.

Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of
innovations in service organizations: systematic review and recommendations.
Milbank Q. 2004;82(4):581-629.

Rogers E. Diffusion of Innovations. 5th ed. New York: Free Press, Simon and
Shuster; 2003.

Glasgow RE, Vogt TM, Boles SM. Evaluating the public health impact of health
promotion interventions: the RE-AIM framework. Am J Public Health. Sep
1999;89(9):1322-1327.

Creswell JW. Research design : qualitative, quantitative, and mixed methods
approaches. 3rd ed. Thousand Oaks, Calif.: Sage Publications; 2009.

Feldstein AC, Glasgow RE. A practical, robust implementation and sustainability
model (PRISM) for integrating research findings into practice. Jt Comm J Qual
Patient Saf. Apr 2008;34(4):228-243.

Shellenberger S, Seale JP, Harris DL, Johnson JA, Dodrill CL, Velasquez MM.
Applying team-based learning in primary care residency programs to increase patient
alcohol screenings and brief interventions. Academic medicine : journal of the
Association of American Medical Colleges. Mar 2009;84(3):340-346.

202


http://www.catalyzepaymentreform.org/site-map/79-about-us/98-payment-facts

281.

282.

283.

284.

285.

286.

287.

288.

289.

290.

291.

292.

293.

Dedert EA, McDuffie JR, Stein R, et al. Electronic Interventions for Alcohol Misuse
and Alcohol Use Disorders: A Systematic Review. Annals of internal medicine. Aug
4 2015;163(3):205-214.

Johnson JA, Lee A, Vinson D, Seale JP. Use of AUDIT-based measures to identify
unhealthy alcohol use and alcohol dependence in primary care: a validation study.
Alcohol Clin Exp Res. Jan 2013;37 Suppl 1:E253-259.

Johnson KE, Sobell MB, Sobell LC. Using one question to identify women at risk for
an alcohol-exposed pregnancy. J Am Osteopath Assoc. Jul 2010;110(7):381-384.

George B, Sims P, McLean AN, Mayer D. Discovering your authentic leadership.
Harvard business review. Feb 2007;85(2):129-130, 132-128, 157.

Sullivan LE, Tetrault JM, Braithwaite RS, Turner BJ, Fiellin DA. A meta-analysis of
the efficacy of nonphysician brief interventions for unhealthy alcohol use:
implications for the patient-centered medical home. The American journal on
addictions / American Academy of Psychiatrists in Alcoholism and Addictions. Jul-
Aug 2011;20(4):343-356.

Wheatley MJ. Leadership and the new science : discovering order in a chaotic world.
3rd ed. San Francisco: Berrett-Koehler Publishers, Inc.; 2006.

Ancona D, Malone TW, Orlikowski WJ, Senge PM. In praise of the incomplete
leader. Harvard business review. Feb 2007;85(2):92-100, 156.

Green LW, Glasgow RE. Evaluating the relevance, generalization, and applicability
of research: issues in external validation and translation methodology. Eval Health
Prof. Mar 2006;29(1):126-153.

Glasgow RE, Green LW, Klesges LM, et al. External validity: we need to do more.
Ann Behav Med. Apr 2006;31(2):105-108.

Collaborative TSMNE. Social Marketing and Public Health: Lessons from the field.
A Guide to Social Marketing from the Social Marketing National Excellence
Collaborative. Albany: University of Washington;2003.

Glasgow RE, Klesges LM, Dzewaltowski DA, Estabrooks PA, Vogt TM. Evaluating
the impact of health promotion programs: using the RE-AIM framework to form
summary measures for decision making involving complex issues. Health Educ Res.
Oct 2006;21(5):688-694.

Glasgow RE, Nelson CC, Strycker LA, King DK. Using RE-AIM metrics to evaluate
diabetes self-management support interventions. American journal of preventive
medicine. Jan 2006;30(1):67-73.

Johnson JA, Woychek A, Vaughan D, Seale JP. Screening for at-risk alcohol use and
drug use in an emergency department: integration of screening questions into

203



electronic triage forms achieves high screening rates. Ann Emerg Med. Sep
2013;62(3):262-266.

204



