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BACKGROUND

The CT SBIRT Program employed three models to implement
SBIRT services in 13 FQHCs

 |nitially we utilized a Contracted Specialist (Health
Educator) model to launch the program services

* Two yearsr later we shifted to an In-house Specialist
model in which the Health Educators became
employees of the health centers

* Finally, we implemented an In-house Generalist model
to promote sustainability by training medical staff to
provide SBIRT services




STUDY PURPOSE

To examine program performance indicators as well as
patient outcomes across the three implementation
models.

* Percentage of positive cases identified
* Changes in days of substance use




METHODS

* Screening data from 19 Contracted Specialists, 16 In-house
Specialists and 37 In-house Generalists were used to
examine program performance indicators.

 Qutcome data from a subset of SBIRT patients followed 6-
months after receipt of SBIRT services were used to
analyze changes in days of alcohol binge use and
marijuana use.




PERCENTAGE OF POSITIVE CASES IDENTIFIED BY
MODEL
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IMPLEMENTATION MODELS

Screening Rates by Model
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RESULTS: REDUCTION IN DAYS OF BINGE
DRINKING BY MODEL
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RESULTS: REDUCTION IN DAYS OF MARIJUANA

USE BY MODEL
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CONCLUSIONS

* The examination of implementation models has
implications for health policy and clinical practice.

* Dedicated staff provide higher quality screening services
by identifying at-risk patients at rates more consistent
with those defined in the literature.

* Patients receiving services from paraprofessional staff
have outcomes that are similar to outcomes when
services are provided by higher-lever staff.

* Medical provider reluctance to implement SBIRT services
continues to be a major challenge.




