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Objectives 
• Provide summary of interviews with key informants in medical 

practices and payers. 

• Analysis of potential barriers to screening and brief intervention 
including coding, reimbursement practices, practice workflow 
patterns, and patient experience 

• Recommendations to Peer Assistance for future interventions to 
meet goals of SBIRT utilization and payment. 
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PRACTICE OBSERVATIONS 

Practice Barriers to SBIRT 
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Practice Observations 
• Phone interviews were conducted with practices selected by Peer 

Assistance 

• The purpose of the interview was to determine:  

     a. Awareness and acceptance of SBIRT by the practice team 

  b.   Experience administering SBIRT at the practice level,  
   including tools used 

  c.   Reimbursement issues when SBIRT is billed  

        d.  Patient perception and acceptance of screening 
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Practice Barriers 
Many of the practices interviewed revealed attributes noted in most medical practices 
today: 

1.  Lack of care concepts across the continuum; by this I mean awareness of 
hospitalizations, visits to other providers (mental health) or other community entities 
that reflect the health of an individual.    

2.  Team workflow awareness; by this I mean the billing team member is not in touch 
with clinical to know what is done to gain reimbursement. Billing team is not familiar 
with the contracts to know how to communicate payment protocol for SBIRT to the 
clinical members of the team.  

3.  Understanding the importance of population health management; by this I mean 
looking at the importance of prevention and the ability to aggregate and analyze 
patient data to impact the health outcomes of a group of individuals, including the 
distribution of such outcomes within the group. What is the impact of a positive 
screening score to a practice population? How does this impact your practice 
initiatives for wellness and health?  
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Practice Barriers 
• The most significant and consuming objection to screening 

patients, from all practices, was fear of patient response when 
they receive a bill for the screening.  

• Practices did not want to “tick off” their patients, lose their patients, 
or fear the patients will not want to tell them anything if they are 
billed for giving information.  

• The fear was not imagined, it actually happened.  

 

Copyright  2016.  Medical  Group  Management  Association®  (MGMA®) .  All rights reserved. 

12 



Practice Barriers 

• Another barrier was the reluctance to address alcohol. Staff felt they 
would also be considered as “alcohol abusers” based on the 
definition.  

• Resistance to “label” patients as high risk.  

• One of my questions to this objection was, “What definition criteria 
are you using?” Not one could site me the evidence they used.  
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Practice Barriers 

• Probably the most important barrier, which was often implicit in the 
interview, is the theoretical framework that does not encourage a 
medical practice to focus on preventive care. By this, I mean the 
focus of the medical model of care has been to treat what comes in 
my office; prevention is not what I do and it is not why people go to 
the doctor. 
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Practice Barriers 

• Another stated barrier, yet more implicit, is workflow dysfunction.  

• The practices do not think of SBIRT only; they have many items to 
incorporate into interactions with patients such as depression 
screening, and smoking.  

• With the exception of two practices, the office workflow did not 
present a team approach to these behavioral questions. 

Copyright  2016.  Medical  Group  Management  Association®  (MGMA®) .  All rights reserved. 

16 



Practice Barriers 
• Reimbursement is not a significant barrier except when the patient 

is billed for it. In this scenario billing is a barrier. 
• Several practices were not even sure they were being reimbursed. 

One practice was billing 99420 (Health Risk Analysis/Assessment) 
and being paid by all plans, to their knowledge. The experience of 
reimbursement by codes varied. Some of the issues were: 

1. Subject to co-pay and deductible, billing becomes a 
barrier to conduct screening and intervention 

2. Cannot be used with another EM code 

3. Not paid at all due to patient (employer) contract terms; 
once again in this scenario billing becomes a barrier to 
screening 

4. Paid maybe yes maybe no with 25 or 59 modifier 
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INSURANCE OBSERVATIONS  

 

Insurance (Payer) Barriers to SBIRT  
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Insurance Barriers to SBIRT 
The interviews with the insurance plans came down to two 
issues: 

1. The beneficiary’s plan decides if the screening and brief 
intervention is covered. 

2. The SBIRT codes in question are either covered or not covered 
based on the contract plan.       

The payers may give descriptions on their websites about the 
screening for alcohol and brief intervention as a covered benefit. 
However in calling the company claims department the story was, “It 
depends on the beneficiary’s plan.”  
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Summary  

• We know from research that 90% of older adults, 50 and over, use 
prescription & over-the-counter medications that may interact 
adversely with alcohol or illicit drugs (Harris, J 2012).  

• Statistically, alcohol addiction has remained the primary substance 
abuse disorder for people age 50 and older, and this still holds true 
today.  
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Summary 

• While screening for unhealthy alcohol use with brief intervention 
ranks as one of the highest prevention priorities for adults, it has 
one of the lowest delivery rates, with screening or intervention 
typically completed only when a risk factor is evident (Johnson 
2011). 

• Practice culture and workflow need to be the focal points for 
adoption and dissemination of SBIRT. The practices demonstrated 
concern over patient responses when they received a bill for the 
screening. 
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Summary 
• From my conversations with the practices and providers it appears the 

screening and brief intervention is taking place far more often than it is 
being billed.  

• Payers need to streamline and be consistent with how SBIRT is 
administered and billed.  

• Payers need to evaluate the level of staff that can provide intervention for 
the screening. It is not practical to have a LCSW at every practice location.  

• Health educators, social worker or other trained staff seem to be the best 
opportunity to accomplish SBIRT at the practice level. The guidelines from 
CMS preclude the use of non-license personnel for intervention creating a 
staffing burden for the average practice. 
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Summary  

• For the insurance companies it is all about the codes and the 
contract benefit plan. The SBIRT research and knowledge pieces for 
provider and patients concerning alcohol screening and intervention 
do not reach awareness at the payment level.  

• Practices moving into value-based models of care need to be aware 
of their contract requirements. This well-timed period in healthcare 
should serve to advance awareness of SBIRT at the contract level. 
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Summary 

• The very nature of the billing requirements and acceptable staffing 
credentials for screening and intervention often negates the 
preventive nature of SBIRT, limiting the screening and intervention 
they are trying to encourage. For example, Medicare regulations say, 
“SBIRT services that meet the requirements of diagnosis or 
treatment of illness or injury (that is, when the service is provided to 
evaluate and/or treat patients with signs/symptoms of illness or 
injury)” will be paid. 
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RECOMMENDATIONS 
Recommendations for increasing acceptance and use of SBIRT are 
addressed for the practice as well as the payer and consumer.  

 

Copyright  2016.  Medical  Group  Management  Association®  (MGMA®) .  All rights reserved. 

28 



Practice Level Recommendations 

• Practice staff and clinicians explore their current theoretical 
framework related to alcohol misuse and intervention.  

• Staff training revisited to address the topic of alcohol use, regardless 
of their own beliefs or practices.  

• Development of positive, culturally sensitive scripts for staff to use 
with patients.  
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Practice Level Recommendations 

• Revisit healthcare reform value-based care. Population health 
management is a big factor in value-based care, and prevention is a 
big part of population health.  

• Develop awareness and understanding of their practice contracts, 
requesting specific guidance on SBIRT payment and coding. 

• Prepare simple to use questions to justify use of AUDIT tool or other 
screening tool approved for reimbursement.   
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Practice Level Recommendations 

• Workflow mapping to include steps from administering screens to 
intervention and referral if applicable.  

• Practice interventions could be addressed by webinars and 
disseminated as part of SIM/TCPI practice transformation by the 
practice facilitators.  
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Consumer Recommendations 

• Conduct patient/consumer interviews and/or focus groups to gain 
insight into patient’s views and desired approach to SBIRT. 

• Practices should develop patient councils to advise practices in 
patient-centered care. 

• Press Ganey can be approached to add a question, similar to 
depression, so patients come to expect the screening questions. 

• Practices can add to their own office surveys a question about 
alcohol screening. 

• Public service announcements by payers including Medicare to 
highlight the risk of alcohol and prescription medications as well as 
the potential misuse of alcohol. 
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Payer Recommendations 

• Payment to practices should be a reward for time spent in 
prevention screening and intervention. Focusing on all the details of 
documentation, coding and “correct personnel” diminishes the 
desire to bill.  

• Providers would like to see reimbursement for the time and staff 
needed to fulfill the requirements of SBIRT.  

• The providers cannot endure all the responsibility for every 
screening tool and brief intervention especially in a fee-for-service 
world.    
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Payer Recommendations 

• Visit large employers, educating them on the importance of SBIRT as an 
insurance benefit.    

• On a local and national level, meet and educate key insurance carriers. 
There are five components to working relationships with payers: 

1. Create on-going open channels of communication. The state 
insurance commission and other agencies should support an 
interactive relationship with the carriers through calls and in-person 
meetings. 

2. Work with payers toward standardization of codes and definitions.  

3. Creation of templates, workbooks and other tools for practices to 
utilize. 
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Payer Recommendations 
4. Implementation of market conduct exams (the way insurance 

companies distribute their products in the marketplace) and network 
adequacy assessments (the ability of a health plan to provide 
enrollees with timely access to healthcare services included in the 
benefit contract).  

5. Collaboration with multiple state and federal agencies, health 
insurance carriers, and stakeholder groups. Determining what health 
insurance carriers are providing appropriate coverage to consumers, 
and resolving potential noncompliance issues and violations by 
helping carriers better understand the essential benefit. 
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Collaboration Required  
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- Henry Ford 

Coming together is a beginning  

Keeping together is progress  

Working together is success 

Work with all state projects to interface SBIRT 
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Managing SBIRT Services for a 
Population 
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QUESTIONS 
DISCUSSION 
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