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Overview

Implementation of SBI in VA

1. What worked?

2. What didn’t work so well?

3. Reasons for optimism
Lessons learned and next steps
Discussion



. What Worked ...?



Overview

l.  What worked?
= Background: early research
= VA health care system
= I[mplementation research
= Alcohol screening
= Brief interventions (Bl)
= Lessons learned - Greenhalgh Model



Background: Early Research

Proposed study of AUDIT in VA clinic
Not allowed — “too long”

Invited to develop a brief screen

/ day drinking diary failed

AUDIT-C looked promising

(Bush Arch Intern Med 1998)
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Background: Early Research

6 site group ran

domized quality

Improvement trial

Alcohol misuse

one of 6 conditions

Mailed patient assessments

Paper provider
symptoms, read

orompts: AUDIT, CAGE,
Iness, treatment

= 15 minutes a

cohol education

No effect at 12 month follow-up

(Fihn, Am J Med, 2004)



Background: Early Research

Audiotape Study

Intervention patients: more alcohol-
related discussions (88 vs 47%; p 0.005)

High quality smoking cessation
counseling

Alcohol-related discussions
uncomfortable; missed opportunities

(Bradley, JGIM 2002)



Early Research

Patient

“I freaked out and tried to self-medicate with
alcohol . . . they got me [to the hospital] . . .
and sobered me up . .. I drank enough to . .
. raise my blood sugar way up there . ..”

(McCormick, JGIM 2006)



Early Research

Provider

“Well, how have your—
have—have you been checking your sugars
at all in the last few days?”

No further discussion
of patient’s drinking during this visit

(McCormick, JGIM 2006)



| essons Learned

AUDIT may be too long

Screening and prompts got Bl on busy
clinical agenda at one site

Providers appeared to need education
regarding evidence-based Bl

Smoking counseling suggested
Providers could learn BI
Brief alcohol advice feasible



Implementation Research



The VA Health Care System...



VA Health Care System
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VA Health Care System

= Electronic medical record (EMR)
= Nationwide
= “Clinical reminders”
= Locally developed/implemented
= Use varies across sites
= Allow real-time monitoring
= Shared across sites



VA Health Care System

Office of Quality & Performance (OQP)

= Monitors performance with

= Manual record reviews, patient
surveys, electronic data

=  “Performance Measures”
= Linked to $$ bonuses
= Quarterly feedback



VA Health Care System

Office of Quality & Performance (OQP)

= National mandate for preventive care
= Alcohol screening required
= Any validated questionnaire
= Most sites chose CAGE
- screen for alcohol use disorders
= High rates alcohol screening (~96%)



Screening for the Spectrum of
Alcohol Misuse



Local Pilot Test of the AUDIT-C

= CAGE had been implemented -1996

> 50% screen-positives didn’t drink
= Local leader asked for recommendation
= Local implementation of AUDIT-C - 1999

(Bradley, J Stud Alcohol, 2001)



Integration of AUDIT-C into EMR

Informal network: shared AUDIT-C with
mental health informatics leader

AUDIT-C incorporated into VA's EMR
Automatically calculated score (0-12)



National AUDIT-C Implementation

2002

VA Office of Quality & Performance (OQP)
Asked: “What follow-up should be required?”

83% of VA patients drinking ¢ ¢ ee o o o
said they weren’t getting the help they
needed for their drinking

(Kazis, OQP Report on Alcohol, 2002)
(Bradley, Am J Manag Care 2006)



National AUDIT-C Implementation

2003 - Educated OQP

= Evidence for efficacy of brief intervention
= Limitations of the CAGE - only AUD
= AUDIT-C implemented locally

(Bradley, Am J Manag Care 2006)



National AUDIT-C Implementation

2003

Invited to give 2 national video conferences
= Screening for spectrum of alcohol misuse
= Brief interventions (Bl)

(Bradley, Am J Manag Care 2006)



Response to Presentations




National AUDIT-C Implementation

New Screening Performance Measure (PM)

OQP wanted to move ahead

Stepped approach

Invitation: Performance Measures Work Group
Recommended: AUDIT or AUDIT-C

(Bradley, Am J Manag Care 2006)



National AUDIT-C Implementation

New Screening Performance Measure (PM)

= Alcohol screening PM announced 2003
= Immediate requests for

= EMR clinical reminder

= Educational assistance
=  “Frequently Asked Questions” document

(Bradley, Am J Manag Care 2006)



AUDIT-C Clinical Reminder

& Reminder Resolution: Alcohol Use Screen x|
A standardized tool to screen for hazardous or problem drinking should be =

administered to all patients. The AUDIT-C is a sensitiwe tool for identifying those
patients who may be at risk of problems due to drinking. The risk of being alcohol
dependent and experiencing problems due to drinking increases as AUDIT-C scores
increase.

ATMDIT-C screening gquestions should be asked werbatim, in priwvate setting and with a

nonjudogmental manner.

ATD-C

Perform ATUDC

v Tnahle to Screen

I_ Lue to Acute Illnes
I_ Due to Chronic, Sewere Cognitiwe Impalrment

I_ Befused alcohol screening

ATMDIT-C QJuestionnaire

Alcohol Wse Screen:
* Indicatez a Required Field

Clzar | Clinizal b aint | Wigit Info | ¢ Back | Mext » | Finizh | Cancel 1




National AUDIT-C Implementation

New Performance Measure (2004)

= High rates of screening persisted

= 97% AUDIT-C
= ~ 1.5 million screened 15t year
= 11-36% screened positive

= AUDIT-C and guestion about alcohol
related advice added to patient surveys

(Bradley, Am J Manag Care 2006)



Lessons Learned - Screening

VA Infrastructure and readiness critical

Performance measure created demand
= EMR tools

= Education

Performance measure + EMR resulted
In high rates of documented screening

(Bradley, Am J Manag Care 2006)



Lessons Learned - Screening

3. Important Facilitators
= Local pilot test of AUDIT-C

= Working in the system — integrated with
other preventive care

= |[nformal networks led to “diffusion” of the
clinical reminder

(Bradley, Am J Manag Care 2006)



Brief Intervention (Bl)



Research Bl

In the Meantime ...

Development of Clinical Reminder for
orief intervention (Bl) triggered by a
nositive AUDIT-C

Based on an analysis of how Bls were
Implemented in trial

(Supported by NIAAA K23 and RWJ Foundation)



Clinical Reminder for BI

& Reminder Resolution: FU Positive Alcohol Use Screen

Patients with no prior history of alcohol related problems or prior treatment for alcohol abuse or dependency who have an AUDIT-C
with a score of 4-7 for men (2-7 for women!) should be advised to stay within recommended drinking limits.

RECOMMENTDED LIMITS: PUE——

Man: = 14 drink=s/uwk and maximm of 4 drinks/occasion
TMomen: == 7 drinks/wk and maximam of 3 drinks/occasion

Patients with prior alcohol problems and a positiwe AUDIT-C score should be considered for referral to a Substance Abuse program.
These patients are at high risk of dependence.

[ Prior Treatment for Alcohol Use or Alcohol Dependency

= No Prior Treatment for Alcohol Use or Dependency

Does the patient drink ABOVE Pecommended Limits?
Marn: * 14 dr/wk or > = 5 drSoccasion
Women: = 7 drfwk or > = 4 drfoccasion

rNo

A brief interwention with the patient i=s indicated.
- Express concern about the patient's drinkineg
— Link patient's drinking to his/her health
- Adwise pt to drink below recommended limits or Jstain
— Offer referral as appropriate

|_ Adyise patient to abstain

'7 Advise to drink less than the recommended limits

I- Patient's Response to Counseling

—other optional intervention: 4

I- Education: Medical Problems of Alcohol TUse

|_ Azsess Alcohol Use im more Detail

|_ Order MH/SATP Consult if patient is interested

Clear | Clinical Maint Wisit Info | < Back | Newt > Firish Cancel

EV Pozitive Alcohol Use Screem:
Pt has not had prior treatment for alcohol use, abuse or alcohol
dependency . ——

MNE A mbo b snoorsmondod aToobhol TSems e

Health Factors: ALCOHOL - ADVISE ON SAFE LIMITS  ALCOHOL - NO PRIOR TREATMENT

* |ndicates a Reguired Field




Local Test of Bl Clinical Reminder

Bl Clinical Reminder

= Local pilot study — 2003-2006
= Clinicians rarely used clinical reminders
= One hallway in General Medicine Clinic

= Only 6% of patients who screened
positive had Bl documented

(Williams JSAD 2010)
(Supported by NIAAA K23 and RWJ Foundation)



Regional Implementation

Bl Clinical Reminder

= Another facility asked for reminder (2004)
= |nformal network: informatics experts
= 8 clinics spread over > 100 miles
= Clinicians routinely used reminders

= Rapid uptake over 4 months: 67%
counseled

(Bradley, Substance Abuse 2007)



Implementation Research - Bl

Sustained Rates of Bl Documented with Reminder

1000;’M_Fac:ility Where Providers Used Clinical Reminders

80%

60% -

40% -

20% -

0% -
June Sept Dec March  June Sept Dec March

Light blue: AUDIT-C 4-7 points;
Dark blue: AUDIT-C 8-12 points (Bradley, Substance Abuse, 2007)



National Implementation - Bl

Performance Measurement (PM) for Bl - 2006

=  OQP asked for a Bl performance measure
= Using medical record review
= Proposed measure:
= Advice and
= Feedback linking alcohol use to health
= Evaluated in patients with AUDIT-C o e

(See Amy Lee’s Poster this afternoon!)

(Bradley, Substance Abuse 2007; Lapham, Med Care, 2010)



National Implementation - Bl

Performance Measurement (PM) for Bl - 2006

= 2006 — Medical record reviews of Bl begin
= 2007 — PM for Bl announced

= Asked to disseminate clinical reminder

= Hastily organized clinician interviews

(Bradley, Substance Abuse 2007; Lapham, Med Care, 2010)



One Provider’s View of Reminders




National Implementation - Bl

Simplified the Bl clinical reminder
Modified to match PM

2008 — Bl PM began
Clinical reminder for Bl disseminated

(Lapham, Med Care, 2010)



National Implementation - Bl

Then we sat back, waited, and watched ....



National Implementation - Bl

Documented Advice and Feedback
Among Screen-positive Patients”

100

80

60

%

40

20

0 | e | — -
Baseline PMin Clinical
Monitoring Announcement Effect Reminder

Disseminated

* Adjusted, among patients with AUDIT-C _
(Lapham, Medical Care 2010)
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National Implementation - Bl

Documented Advice and Feedback
Among Screen-positive Patients”
100

80 /
60 /

%
40
20
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National Implementation - Bl

Any Documented Advice, Feedback or Referral
Among Screen-positive Patients’

i = e = B

* Adjusted, among patients with AUDIT-C

(Lapham, Medical Care 2010)



National Implementation — Bl

Ongoing

2009 — specific target
- 62% of screen-positive patients

2011 — OQP website indicates high rates
Bl documented



Lessons Learned - Bl

1. Performance measure for Bl resulted In

= Immediate demand for EMR tools and
education

= High rates of documented Bl among
patients with positive alcohol screens

2. Early qualitative and formative evaluation
of informatics tools I1s essential



Lessons Learned - Bl

3. Important Facilitators
= System infrastructure and readiness
= WWorking within the system

= Informal network with: quality
Improvement, primary care, mental health,
& Informatics leaders
= Partners who:
- Set policy and incentives
- Had resources for measurement






National Implementation - Bl

4. Barriers — Variable (or no?) Education
= Leftup to local VAs

= Resources made available
Clinical reminder

Video and teleconference

PM technical manual
“Frequently Asked Questions”
Presentations national meetings
Online links and presentations



Lessons Learned - Screening

4. Barriers - Research Funding

= Traditional approaches too slow
= Research funding came from:
= Career grants
= Quality enhancement research (QUERI)

= Core funding & “rapid response” projects
= QOther VA quality improvement $



Greenhalgh Model

TRISHA U5 CEARLANE - 0o
wnd don; ®[ | pivers iy {’f Surrey s 50m
Londtit: serezondon N19 SIW, United

{J niversity College
W gign@pcps.ucl.ac.uk).

The Milbank Quarterly, Vol. 82, No. 4, 2004 (pp. 381629}
© 2004 Milbank Memorial Fund. Published by Blackwell Publishing.
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The importance of
shared meaning

See
Emily Williams’
Presentation
Tomorrow!

Unfar funately, ariimals Semefimes Jack the
NeceSsary skilfs fo cempmricate with eaek other:
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Part ||



Sometimes ....
Things Didn’'t Go as We'd Like




Quality of Alcohol Screening



Quality of Screening?

Early Concerns

= | ocal observations

= Variation in prevalence of positive screens
across networks

- 4.9% (4.3-5.5%)
- 11.2% (10.3-12.1%)



“Educated” Clinicians

& Reminder Resolution: Alcohol Use Screen x|
A standardized tool to screen for hazardous or problem drinking should be =

administered to all patients. The AUDIT-C is a sensitiwe tool for identifying those
patients who may be at risk of problems due to drinking. The risk of being alcohol
dependent and experiencing problems due to drinking increases as AUDIT-C scores
increase.

ATMDIT-C screening gquestions should be asked werbatim, in priwvate setting and with a

nonjudogmental manner. \

ATD-C

Perform ATUDC |

v Tnahle to Screen

I_ Lue to Acute Illness
I_ Due to Chronic, Sewere Cognitiwe Impalrment

I_ Befused alcohol screening

ATMDIT-C QJuestionnaire

Alcohol Wse Screen:
* Indicatez a Required Field

Clzar | Clinizal b aint | Wigit Info | ¢ Back | Mext » | Finizh | Cancel 1




Clinical vs Survey AUDIT-Cs

Study of Discordance between
Documented and Survey AUDIT-Cs

= 6,861 outpatients who had both
- Survey AUDIT-C and EMR AUDIT-C
- Within 90 days

= Discordant screen = positive survey screen
and negative clinical screen or vice versa

(Data provided by VA Office of Quality and Performance)
(Bradley, JGIM 2010)



Clinical vs Survey AUDIT-Cs

Survey Screen

Negative Positive

(n 6,096) (n 765)
Clinical Screen N (%) N (%)
Negative (N 6,471) 6,003 (98) 468 (61)
Positive (N 390) 93 (2) 297 (39)

(Data provided by VA Office of Quality and Performance)
(Bradley, JGIM 2010)
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Clinical vs Survey AUDIT-Cs

Discordance not Associated with...

= QOrder of survey and clinical screens
= Time between screens
= Timing regarding implementation
= Dissemination of clinical reminder
= Performance measure for Bl

(Bradley, JGIM 2011)



Clinical vs Survey AUDIT-Cs

Discordance was Associated with...

= Survey AUDIT-C scores

(Data provided by VA Office of Quality and Performance)
(Bradley, JGIM 2010)



Clinical vs Survey AUDIT-Cs

100
90
% 80

Discordant /0

[ "
with 89 .
o 50
Clinical 40
Screening 30
Results 20
18 [ [ i [ i [ - [ [ [ [ [ [ [ [

01 2 3 456 7 8 9101112
Mailed Survey AUDIT-C Score

(Data provided by VA Office of Quality and Performance)
(Bradley, JGIM 2011)



Clinical vs Survey AUDIT-Cs
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Clinical vs Survey AUDIT-Cs

100

% 30 ///

Discordant /0

With 60

o 50

Clinical 40

Screening 30

Results 20
18 | . = -

01 2 3 456 7 8 9101112
Mailed Survey AUDIT-C Score

(Data provided by VA Office of Quality and Performance)
(Bradley, JGIM 2011)



Clinical vs Survey AUDIT-Cs

Discordance Also Associated with...

= African American (2-fold increase)
= VA network

(Data provided by VA Office of Quality and Performance)
(Bradley, JGIM 2010)



Quality of Screening

Summary

Many patients with alcohol misuse are
being missed by clinical screening

Some networks missing more than others
Use of a validated screen does not
ensure valid screening



An Unexpected Conseqguence ...



An Unexpected Conseqguence ...

Variablility in screening quality undermined
the validity of our Bl Performance Measure






Bl Performance Measurement

# of patients with documented Bl

# of patients with positive alcohol screens
(AUDIT-C o



Bl Performance Measurement

Screening-based Performance Measure

# of patients with documented Bl

# of patients with positive alcohol screens
(AUDIT-C o




Bl Performance Measurement

Two Identical Networks with the Identical
Underlying True Prevalence of Alcohol Misuse

Networks
each
screen
1000
patients

X
Y



Bl Performance Measurement

Two Identical Networks with the Identical
Underlying True Prevalence of Alcohol Misuse
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each Screen
screen /1000
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X 50

Y 110
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Bl Performance Measurement
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Bl Performance Measurement

Two Identical Networks with the Identical
Underlying True Prevalence of Alcohol Misuse

Networks # Positive # with
each Screen B
screen /1000 /1000
1000 Screened Screened
patients

X 50 30

Y 110 25



Recommendations

Screening-based performance measures
should be avoided

Bl performance is best measured with
patient report surveys



Recommendations

“In the last 12 months, at how many visits
were you advised by a VA nurse, doctor or
other health provider to drink below

recommended limits or abstain from drinking
alcohol?”

None, 1 visit, 2-4 visits, 5-9 visits, ¢ %e¢ © ©
Encourages identification and repeated Bl



Part Il
Are they just “ticking the boxes™?

Reasons for Guarded Optimism



Reasons for Optimism

Association between Bl and Resolution
of Alcohol Misuse at Follow-up Screening

% Who
Screened
Negative at

Bl Documented in EMR Clinical Reminder?

(Williams, JGIM 2010)
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Reasons for Optimism

Association between Bl and Resolution
of Alcohol Misuse at Follow-up Screening

% Who /
Screened /

[ 2
Negative at

Bl Documented in EMR Clinical Reminder?

(Williams, JGIM 2010)




Summary

= Performance measures linked to
Incentives plus EMR decision support:

Get SBI on the busy clinical agenda

Result in high rates of documented
alcohol screening and Bl

Are associlated with resolution of
alcohol misuse at follow-up screening



Next Steps

Ongoing Research

VA RRP: Identification and evaluation of
sites with “best practices” for screening & Bl

VA RRP: Who doesn’t need annual
screening?

- Such low risk of converting to positive
screen that the screening interval could be
Increased



Next Steps

Ongoing Research

VA IIR: Is the AUDIT-C a valid measure of
change? Is resolution of alcohol misuse at
follow-up screening associated with
Improved health outcomes?

NIAAA RO1: Can a collaborative care model

Improve outcomes of primary care patients
with AUD not ready for treatment?



Thank Youl!

Questions?
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