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Presenter
Presentation Notes
This curriculum was created in the Department of Family Medicine at Oregon Health and Science University. We will review the evidence behind SBIRT in medical settings, how to use interpret commonly used screening tools, and how to perform brief interventions, brief treatment, and assist with referrals to specialized treatment. This presentation is expected to last three hours and will include video demonstrations, role play exercises, and group discussion.Citation: http://www.samhsa.gov/sbirt/grantees



Website: sbirtoregon.org

• Demonstration videos

• Screening forms 

• Billing code information

• Pocket cards and tools

• Interactive training 
curriculum

• Role play handouts and 
slides

Presenter
Presentation Notes
You are welcome to take notes during the presentation, but almost all of the materials presented in this curriculum, including these slides, are available for download at the www.sbirtoregon.org website. 



SBIRT

Screening Referral to 
Treatment

Brief 
Intervention

“A public health approach to the delivery of 
early intervention and treatment services for 

people with substance use disorders and those 
at risk of developing these disorders.”

SAMHSA

Presenter
Presentation Notes
SBIRT is an acronym that stands for Screening, Brief Intervention, and Referral to Treatment. It is an evidence-based method that is currently underemployed in medical settings. Note that this definition, provided by SAMHSA, describes SBIRT as a “public health” approach. Addressing substance use is relevant to the care of individual patients and clients, but medical settings, like correctional facilities and college campuses, are targets for SBIRT implementation because of the large population they serve.Citation: http://beta.samhsa.gov/sbirt
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Presenter
Presentation Notes
Sometimes the acronym “SBIRT” is incorrectly used as a verb or used to describe a screening tool. This diagram illustrates the different definitions of the terms used in this presentation.�



I. Why SBIRT?

Presenter
Presentation Notes
Let’s look at why SBIRT is relevant to the medical care of patients. 



SBIRT vs. business as usual

Presenter
Presentation Notes
Many providers believe they already adequately address substance use without SBIRT processes in place, but there are important differences. With SBIRT implemented:All patients are automatically screened for substance use, as opposed to relying on the chance that clinicians address it with only the patients who warrant screening. Validated screening tools can do much of the work in identifying unhealthy substance use, while untested questions may not provide useful information. Many clinicians view alcohol use under an alcoholic vs. non-alcoholic dichotomy, while SBIRT recognizes that substance use falls along a spectrum. Brief interventions are evidence-based and employ Motivational Interviewing, as opposed to directing a patient to change their behavior. Patients receiving specialized treatment for substance use continue to receive care from their PCP under SBIRT.



Policy update on SBIRT

• Oregon: performance measure for 
primary care and ED settings

• Affordable Care Act: reimbursement 
for brief interventions

• Joint commission: Alcohol SBI plus 
drug treatment.

• Trauma centers mandated for 
alcohol SBI

Presenter
Presentation Notes
SBIRT is increasingly endorsed at a policy level. In Oregon, SBIRT is a Coordinated Care Organization Incentive Measures, meaning primary care clinics can receive bonus payments from their Medicaid payer by meeting performance targets. SBIRT is also a performance metric for Oregon emergency departments who participate in Medicaid’s Hospital Transformation Performance Program. The Affordable Care Act requires that insurance companies participating in state exchanges must provide reimbursement for at least two brief interventions towards alcohol use. Alcohol SBI is on the list of criteria that hospitals choose from in order to be accredited by the Joint Commission, and trauma centers are mandated at different levels to provide alcohol SBI.



Relevance to medical 
settings

• Significant prevalence of 
unhealthy alcohol and drug use

• Substantial associated 
morbidity, mortality, and health 
care cost

• Valid screening instruments

• Interventions are effective, 
inexpensive, and feasible

Presenter
Presentation Notes
A preventative service needs to meet certain criteria to justify universal and routine implementation in a busy medical setting. In the case of SBIRT, unhealthy alcohol and drug use is prevalent among patients, is associated with significant illness and death, is detectable through the use of validated screening tools, and can be addressed with interventions that are both effective and feasible in a busy clinic setting.



Harmful
Risky

Severe

Zones of substance use

III
IV

II

I Low risk

Presenter
Presentation Notes
These are commonly used categories that stratify alcohol and drug use. The largest number of people fall into the Low-risk zone. We will look at how each category is defined. 



Zone I: Low risk

Defined by:

• No use, or

• Adult alcohol use 
under risky limits

Low-risk limits do not 
apply to drug use 

III
IV

II

I Low risk

Presenter
Presentation Notes
The Low risk zone is defined by abstention from any use, or adult use of alcohol at low risk amounts. Low risk amounts have not been established for drug use or for adolescent alcohol use. 



NIAAA

Adult limits for risky 
alcohol use in the U.S

Age >65

Women

Men

Pregnancy

14 4
7 3
7 3
0 0

Drinks 
per 

week

Drinks 
per 
day

• Commonly 
recognized limits 
in U.S 

• Standard drink 
contains .6 oz of 
pure ethanol

Presenter
Presentation Notes
Low risk is defined as adult alcohol consumption below these amounts. These limits come from the National Institute of Alcohol Abuse and Alcoholism, who analyzed multiple studies of alcohol-related morbidity. Drinking above the weekly limit increases long term risks for outcomes such as heart disease, liver disease, breast cancer, etc. The daily limit defines binge drinking, which increases short-term risks of injuries, automobile accidents, STDS, etc. The difference in limits between men and women come from men being, on average, larger than women, with more blood volume and less body fat. Men also have a higher concentration of dehydrogenase – the enzyme that breaks alcohol down. Citation: National Institute of Alcohol Abuse and Alcoholism. http://rethinkingdrinking.niaaa.nih.gov/IsYourDrinkingPatternRisky/WhatsLowRiskDrinking.asp



Standard drink: .6 oz. of ethanol 

Volume Standard 
drinks

Beer

12 oz 1
16 oz 1.3
22 oz 2
40 oz 3.3

Malt 
liquor

12 oz 1.5
16 oz 2
22 oz 2.5
40 oz 4.5

NIAAA

Presenter
Presentation Notes
When gauging number of drinks consumed, it’s helpful to know what counts as one drink. In the U.S., a standard drink contains 0.6 fluid ounces of pure alcohol (14 grams or about 1.2 tablespoons), which comes in a variety of servings. An 12 ounce can of beer, for example, is considered one drink. Malt liquor, which has a higher alcohol content and is popular with heavy drinkers, is a drink and-a-half at the same volume.Citation: National Institute on Alcohol Abuse and Alcoholism. http://pubs.niaaa.nih.gov/publications/Practitioner/PocketGuide/pocket_guide2.htm 



Standard drinks, cont.

Volume
Standard 

drinks

Wine

5 oz 1

750-mL bottle 5

1.5 liter bottle 9

5 liter box 30

Liquor
(80 proof)

1 mixed drink 1

1 pint (16 oz.) 11

One fifth (25 oz.) 17

1.75 liters (59 oz) 39

NIAAA

Presenter
Presentation Notes
When gauging number of drinks consumed, it’s necessary to know what counts as one drink. In the U.S., a standard drink contains 0.6 fluid ounces of pure alcohol (14 grams or about 1.2 tablespoons), which comes in a variety of servings of beer, malt liquor, wine and liquor.Citation: National Institute on Alcohol Abuse and Alcoholism. http://pubs.niaaa.nih.gov/publications/Practitioner/PocketGuide/pocket_guide2.htm 



Adolescent low-risk limit for 
alcohol use: 0

• Even first use can result in 
tragic consequences. 

• Adolescence is a period of 
neurodevelopmental 
vulnerability

• Earlier use increases chance of 
later addiction.

AAP, 2011

Presenter
Presentation Notes
There are no low risk limits for adolescent alcohol use. “Even the first use of alcohol or another drug can result in tragic consequences with teens, such as unintentional injury or death. All substance use involves health risks that can occur long before there is addiction, and teenagers seem to be particularly susceptible to health risk–taking behaviors. Research has also established that adolescence is a period of neurodevelopmental vulnerability for developing addictions; age at first use is inversely correlated with lifetime incidence of developing a substance use disorder.”Citation: “Substance Use Screening, Brief Intervention, and Referral to Treatment for Pediatricians.” AAP, Committee on Substance Use, Pediatrics, 2011. http://pediatrics.aappublications.org/content/128/5/e1330.full.pdf



Zone II: Risky

I

Risky

Defined by:

• Alcohol use that exceeds 
risky limits

• Any adolescent use

• Any recreational drug use 

Likely no consequences (yet)

III
IV

II

I

Presenter
Presentation Notes
The Risky zone is defined by adult drinking above low-risk alcohol limits, adolescent use of any substance without associated problems, or any drug use without associated problems. Individuals in the Risky zone are not currently experiencing negative consequences from use, but are likely to create new health problems or make existing ones worse over time.  Any drug use is considered risky – partly because we do not yet know what amount of drug use poses short and long term risk, and because most drugs remain criminalized, which means pts can face consequences from a urine test at work or legal trouble.



Defined by:

• Repeated negative 
consequences from use

• Failure to fulfill some major 
obligations

• Use continues despite 
persistent problems

Likely correlates with mild or 
moderate SUD

Zone III: Harmful

I

HarmfulIII
IV

II

I
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Presentation Notes
Patients who score into the Harmful Zone of use are not only using above low risk limits, but are likely dealing with some consequences associated from their use. They are starting to fail to meet some obligations due to their use. If they were formally diagnosed, they would probably be experiencing a mild or moderate substance use disorder.



Zone IV: Severe

Defined by:

• Patient’s life orbits around use

• Distress or disability

• Tolerance and withdrawal

• Use in larger amounts or 
longer period than intended

Likely correlates with moderate 
or severe SUD

I

Severe
III
IV

II

I

Presenter
Presentation Notes
Pts who score into the Severe zone spend a lot of time finding and using alcohol or drugs. If they were to stop using they would experience withdrawal symptoms. They may have tried to cut back or quit several times in the past but have failed. These individuals typically are unable to cut back to low risk levels of use, and need to abstain with specialized assistance. They would likely be formally diagnosed with a moderate or severe substance use disorder.



Ann Emerg Med, 2007. Manwell, et. al, 1998

Harmful
Risky

Severe

Low risk: 38% 
Abstention: 40%

Alcohol use among adult pts

5%

8%

9%

74% Low risk 
or abstention

26%

Emergency Room Primary Care 

22% 

Presenter
Presentation Notes
Large studies show that about 22% of primary patients (drinking patterns over past 90 days) have unhealthy alcohol use, and 26% (drinking patterns past 12 months) in ER departments. Notice that the smallest number of patients score into the Severe category. Most patients with unhealthy alcohol use do not need a referral to specialized treatment – most will only need a brief intervention. Therefore, SBIRT is not primarily a method that addresses patients with severe alcohol use disorders. Instead, it more often identifies risky and harmful drinkers before they suffer worst consequences over time.Citation: Manwell LB, Fleming MF, Johnson K, Barry KL. Tobacco, alcohol, and drug use in a primary care sample: 90-day prevalence and associated factors. J Addict Dis. 1998;17(1):67-81. http://www.ncbi.nlm.nih.gov/pubmed/9549604Academic ED SBIRT Research Collaborative. The Impact of Screening, Brief Intervention, and Referral for Treatment on Emergency Department Patients’ Alcohol Use. Ann Emerg Med. 2007 Dec;50(6):699-710, 710.e1-6. Epub 2007 Sep 17. http://www-ncbi-nlm-nih-gov.liboff.ohsu.edu/pubmed/17870206



Alcohol use among 
adolescents

0
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30
40
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100 %

Had a drink, 
last 30 days

Had a drink, 
last year

Been drunk, 
last 30 days

Been drunk, 
last year

Been drunk, 
ever

Johnston et al, 2013

8th grade

12th grade 
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Presentation Notes
When it comes to adolescents, we don’t have the same level of detail concerning those who present in medical settings, but it is clear that adolescent alcohol use is prevalent and increases with age.Citation: Johnston, L.D., O’Malley, P.M., Bachman, J.G., and Schulenberg, J.E. (2011). Monitoring the Future national results on adolescent drug use: Overview of key findings, 2010 . Ann Arbor: Institute for Social Research, The University of Michigan. http://www.monitoringthefuture.org/pubs/monographs/mtf-overview2011.pdf



SAMHSA, 2013

Drinking among pregnant 
women, 2011-12

Presenter
Presentation Notes
Alcohol use is also prevalent enough among pregnant women to justify screening this population as well, especially during the first trimester.Citation: Substance Abuse and Mental Health Services Administration, National Survey on Drug Use and Health. 2011-2012



NIAAA, 2003

• Liver cancer and cirrhosis

• Mouth and throat cancer

• Hypertension

• Breast cancer

• Coronary heart disease

• Cerebrovascular disease

• Pancreatitis

• Stroke

• Alcoholic Cardiomyopathy

• Injuries

• Pneumonia

• Gastritis/PUD

• Contraindicates many 
medications  

• Exacerbates numerous 
chronic medical conditions

Morbidity of unhealthy 
adult alcohol use:

Presenter
Presentation Notes
Why is it important to intervene when patients have unhealthy alcohol use? Unhealthy alcohol use contributes to a range of acute and chronic health consequences, from injuries resulting from traffic crashes to cancer and cardiovascular disease. Citation: Rehm J, Gmel G, Sempos C, Trevisan, M. Alcohol–Related Morbidity and Mortality. National Institute of Alcohol Abuse and Alcoholism. http://pubs.niaaa.nih.gov/publications/arh27-1/39-51.htm



Exam room sheet 
illustration

Depression. Anxiety. Aggression.

Cancer of the throat and mouth

Frequent colds and infections, 
increased risk of pneumonia

Liver damage

Impaired sensation leading to falls.

Painful nerves. Numb, tingling toes. 

Dependence. Insomnia. Memory loss.

Premature aging.

Hypertension. Heart failure. Anemia. 
Blood clotting. Breast cancer.

Vitamin deficiency. Bleeding. 
Stomach inflammation. 
Diarrhea. Malnutrition.

Inflammation of the pancreas.
Erectile dysfunction, birth defects, 
developmentally delayed or low birth 
weight babies.

Failure to fulfill obligations at work, school, 
or home. Car accidents. Legal problems.  

Presenter
Presentation Notes
Here is another way to look at alcohol-related morbidity, taken from the Exam room sheet tool available on the sbirtoregon.org website. The large number of outcomes associated with unhealthy alcohol use increases the likelihood that a patient’s medical complaint is connected to a positive score on a alcohol screening tool.



Comorbid Disorder

12-month Odds Ratio of 
Alcohol Use Disorder

(99% CI) 

Any mood disorder 2.2

Major depressive disorder 1.8

Bipolar I disorder 2.7

Any anxiety disorder 1.9

Any personality disorder 2.1

Hasin, et al., 2007 

Alcohol Use Disorders and 
Other Psychiatric Disorders

Presenter
Presentation Notes
Unhealthy alcohol use is associated with psychiatric problems as well. People with the following psychiatric disorders are more likely to have an alcohol use disorder than those without a psychiatric disorder. Many patients on anti-depression medication, for example, have probably never been screened for unhealthy alcohol use. Citation: Hasin DS, Stinson PS, Ogburn E, et al. Prevalence, correlates, disability and comorbidity of DSM-IV alcohol abuse and dependence in the United States: results from the National Epidemiologic Survey of Alcohol and Related Conditions. ArchGen Psychiatry 2007;64:830–42.



Risks of adolescent alcohol 
and marijuana use

• Brain damage

• Injuries

• School failure

• Violence

• Arrests, 
Incarceration

• Sexual assaults

• Pregnancy

• STDs

• Later addiction

• Stunted growth 
and fertility

• Suicide

NIDA, Office of the Surgeon General, NPR, 
CSAM, Hendershot et al, IBT GWU, 2007 - 2014

Presenter
Presentation Notes
Most of the studies concerning effects of adolescent substance use focus on the two most commonly used substances: marijuana and alcohol. In the short term, adolescent substance use too often results in unintentional injuries and death; suicidality; infections and pregnancies from unplanned, unprotected sex; and academic and social problems. In the long term, substance use in adolescence is associated with increased risk for dependence later in life. In addition, heavy use in adolescence may result in long-lasting functional and structural changes in the brain.Citations:  NIDA: “Some Consequences Last Forever: Alcohol Awareness Month” http://teens.drugabuse.gov/blog/post/some-consequences-last-forever-alcohol-awareness-monthThe Surgeon General's Call to Action To Prevent and Reduce Underage Drinking, a 2007 report from the Office of the Surgeon General. http://www.camy.org/factsheets/sheets/Consequences_of_Underage_Drinking.htmlNIDA: “Real Teens Ask: Got Alcohol on the Brain?” http://teens.drugabuse.gov/blog/post/real-teens-ask-got-alcohol-brainNPR: “Teen Drinking May Cause Irreversible Brain Damage” http://www.npr.org/templates/story/story.php?storyId=122765890NIDA: “Marijuana Facts for Teens” http://www.drugabuse.gov/sites/default/files/teens_brochure_2013.pdfNIDA: “Drug Facts: Drugged Driving.” http://www.drugabuse.gov/publications/drugfacts/drugged-drivingCSAM: “The Adverse Effects of Marijuana (for healthcare professionals)” http://www.csam-asam.org/adverse-effects-marijuana-healthcare-professionalsHendershot CS, Magnan RE, Bryan AD. Associations of marijuana use and sex-related marijuana expectancies with HIV/STD risk behavior in high-risk adolescents. Psychol Addict Behav. 2010 Sep;24(3):404-14.http://www.ncbi.nlm.nih.gov/pubmed/20853925International Business Times: “Teens who Smoke Cannabis Daily 'Seven Times More Likely to Commit Suicide”http://www.ibtimes.co.uk/teens-who-smoke-cannabis-daily-seven-times-more-likely-commit-suicide-1464983The George Washington University Medical Center. Ensuring Solutions to Alcohol Problems: “Problem Drinking Affects School Performance” http://www.alcoholcostcalculator.org/kids/teens/?page=5



Leading Causes of 
mortality, ages 10-24

Motor vehicle crashes 30%

Other unintentional injuries 16%

Homicides 16%

Suicides 12%

Total 74%

Eaton et al., 2010

All are 
associated 
with alcohol 
and drug use

Presenter
Presentation Notes
With adolescents, alcohol plays a bigger role than just increasing the risk of morbidity. Alcohol use is associated with the four leading causes of death among young people, meaning that an intervention may end up saving a patient’s life. Citation: Eaton DK et al. Youth risk behavior surveillance-United States, 2010. MMWR Surveill Summ. 2010 Jun 4;59(5):1-142. http://www.cdc.gov/mmwr/preview/mmwrhtml/ss5905a1.htm



Percent experiencing dependence in 
lifetime, based on age of first use, U.S.

Hingson et al 2006, SAMHSA 2010
Age started using
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Presenter
Presentation Notes
The earlier an adolescent first tries marijuana or alcohol, the greater the chance later in life that they will become Severe. This is why is it’s important to screen all adolescents for use, and give positive reinforcement to those who have yet initiated use.Citations: Hingson RW, Heeren T, Winter MR. Age at drinking onset and alcohol dependence: age at onset, duration, and severity. Arch Pediatr Adolesc Med. 2006;160(7):739 –746. http://archpedi.jamanetwork.com/article.aspx?articleid=205204SAMHSA. Results from the 2009 National Survey on Drug Use and Health Vol 1. Summary of National Findings. 



March of Dimes 2012

Risks of drinking or using 
drugs while pregnant

Presenter
Presentation Notes
Citations: Alcohol during pregnancy. March of Dimes. Retrieved January 13, 2016, from http://www.marchofdimes.org/pregnancy/alcohol-during-pregnancy.aspx Street drugs and pregnancy. March of Dimes. Retrieved January 13, 2016, from http://www.marchofdimes.org/pregnancy/street-drugs-and-pregnancy.aspx



Past month drug use among 
adults

NIDA, 2014
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Presentation Notes
As this chart shows, illicit drug use among adults is highest among young adults, and prevalent enoughCitation: National Institute on Drug Abuse: “DrugFacts: Nationwide  Trends.” http://www.drugabuse.gov/publications/drugfacts/nationwide-trends



Past year drug use among 
adolescents

NIDA, 2014
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Presentation Notes
Marijuana is by far the most commonly used rug among adolescents. Abuse of prescription drugs is also fairly common among 12th graders.Citation: National Institute on Drug Abuse: “DrugFacts: High School and Youth Trends.” http://www.drugabuse.gov/publications/drugfacts/high-school-youth-trends



Drug use during pregnancy

SAMHSA, 2014; Schempf and Strobino, 2008
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Presentation Notes
Citation: Substance Abuse and Mental Health Services Administration, Results from the 2013 National Survey on Drug Use and Health: Summary of National Findings, NSDUH Series H-48, HHS Publication No. (SMA) 14-4863. Rockville, MD. http://www.samhsa.gov/data/NSDUH/2013SummNatFindDetTables/Index.aspx Schempf A, Strobino D. Illicit Drug Use and Adverse Birth Outcomes: Is It Drugs or Context? J Urban Health. 2008 Nov; 85(6): 858–873. 



NIDA, 2012 - 2014

Morbidity of adult illicit drug use

• Overdose

• Hepatitis

• Psychotic symptoms

• Prenatal exposure: Low 
birth weight and 
diminished child 
development

• Addiction

• Motor vehicle crashes

• Cardiac arrest

• STDs, HIV

• Co-morbidity with mental 
disorders

• Respiratory illness

Presenter
Presentation Notes
Illicit drug use carries short and long term risks for adults, although more research is needed. Above is a list of consequences associated with marijuana, cocaine, heroin, and methamphetamine use. Citations: Chen L. “Health consequences of illegal drug use.” Curr Opin Psychiatry. 2009 May;22(3):287-92. http://www.ncbi.nlm.nih.gov/pubmed/19378381National institute on Drug Abuse: “Drug facts.” 2012 -2014. http://www.drugabuse.gov/publications/finder/t/160/DrugFacts.



Interventions in medical settings

• Positive reinforcement

• Brief intervention

• Referral to specialized 
treatment

• Brief treatment

SAMHSA, 2013

Presenter
Presentation Notes
There are four types of interventions available to clinicians and behavioral health specialists to deliver to patients who complete alcohol and drug screening tools:Positive reinforcement: For adults, an opportunity to educate about low-risk consumption levels. For adolescents, positive reinforcement may play an important role in delaying initiation of substance use.Brief intervention: A patient-centered discussion that employs Motivational Interviewing principles to enhance a patient’s motivation to reduce use or abstain from use.Brief treatment: Patients with SUD who cannot or will not obtain conventional specialized treatment may be willing to receive brief treatment. Brief treatment involves a combination of motivational interviewing and other therapies. Referral to treatment: A proactive process that facilitates access to specialized care for pts with moderate or severe SUD.Citation: Systems-Level Implementation of Screening, Brief Intervention, and Referral to Treatment. http://www.integration.samhsa.gov/sbirt/tap33.pdf



Interventions and zones

III
IV

I

Severe

II

Harmful

Risky Brief intervention

Referral to specialized treatment

Brief intervention/referral

Positive reinforcement
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Presentation Notes
Which intervention is appropriate to deliver to a patient depends upon the category of use the patient scores into as a result of completing a screening tool, as well as the judgment of the clinician or behavioral health specialist.



Missed opportunities in 
health settings

CDC, 2014

Presenter
Presentation Notes
Unfortunately, studies show few patients report being asked about alcohol or drug use by their health care provider. Even patients who drink heavily.Citation: Centers for Disease Control and Prevention: “Vital Signs: Communication Between Health Professionals and Their Patients About Alcohol Use — 44 States and the District of Columbia, 2011.” http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6301a4.htm?s_cid=mm6301a4_w



Missed opportunities, cont.

Friedmann et al., 2000; Yersin et 
al., 1995;  Wilson et al., 2002.

Presenter
Presentation Notes
Without the routine, universal use of screening tools, physicians are unlikely to detect unhealthy alcohol use with patients. When physicians are left alone to choose which patients to screen for alcohol, they are less likely to screen women, caucasians, or patients from a higher socio-economic background.Citations: Friedmann P, McCullough D, Chin M, Saitz R. Screening and intervention for alcohol problems. A national survey of primary care physicians and psychiatrists. J Gen Intern Med. 2000 Feb;15(2):84-91. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1495340/pdf/jgi_03379.pdfWilson L, Kahan M, Liu E, Brewster JM, Sobell MB, Sobell LC. Physician behavior towards male and female problem drinkers: a controlled study using simulated patients. J Addict Dis 2002;21:87–99. http://www.ncbi.nlm.nih.gov/pubmed/12095002Yersin B, Nicolet JF, Dercrey H, Burnier M, van Melle G, Pécoud A. Screening for excessive alcohol drinking: Comparative value of carbohydrate-deficient transferrin, gamma-glutamyltransferase, and mean corpuscular volume. Arch Intern Med. 1995 Sep 25;155(17):1907-11. http://www.ncbi.nlm.nih.gov/pubmed/7677558



Missed opportunities with 
adolescent pts

Hingson et al 2013

Presenter
Presentation Notes
Citation: Ralph W. Hingson, Wenxing Zha, Ronald J. Iannotti and Bruce Simons-Morton. Physician Advice to Adolescents About Drinking and Other Health Behaviors. Pediatrics 2013;131;249; originally published online January 28, 2013.



Sensitivity 
(CI)

Specificity 
(CI)

Any use .63 
(.58-.69)

.81 
(.76-.85)

Any problem .14 
(.10-.20)

1.0 
(.99-1.0)

Any disorder .10 
(.04-.17)

1.0 
(.99-1.0)

Dependence 0.0 1.0

Accuracy of clinical impressions 
of teen substance use

• 14-18 year 
old patients

• 109 medical 
providers

• Adolescent 
Diagnostic 
Interview 
used as gold 
standard

Wilson et al., 2004

Presenter
Presentation Notes
Without screening tools in place, providers are not adept at detecting adolescent substance use in clinical settings.Citation: Wilson CR, Sherritt L, Gates E, Knight JR. Pediatrics. Are clinical impressions of adolescent substance use accurate? 2004 Nov;114(5):e536-40. http://pediatrics.aappublications.org/content/114/5/e536.long



Perceived barriers to addressing 
alcohol use with patients

CASA: 2000

Presenter
Presentation Notes
To be fair, physicians cite a number of barriers to addressing unhealthy alcohol use with patients. However, many of these barriers can be countered, as we’ll see in the next few slides.Citation: “Missed Opportunity” Center for addiction and substance abuse at Columbia, National Survey of Primary Care Physicians and Patients on Substance Abuse. Conducted by the Survey Research Laboratory, University of Illinois at Chicago, April 2000



SBI towards adult 
alcohol use

• More than 34 randomized 
controlled trials 

• Focused primarily on at-risk and 
problem drinkers

• Result: 13-34% reduction in alcohol 
consumption at 12 months

Whitlock et al, 2004;  Bertholet et al, 2005; Jonas, et al, 2012; 
O’Donnell, et al, 2014; Kaner, et al 2009; Kaner, et al, 2007

Presenter
Presentation Notes
When it comes to effectiveness, SBI towards patient alcohol use has been well established in controlled settings. The amount of alcohol consumption of Risky and Harmful drinkers can be significantly reduced through the delivery of brief interventions.Citations: Whitlock EP, Green CA, Polen MR, et al. Behavioral Counseling Interventions in Primary Care to Reduce Risky/Harmful Alcohol Use. Systematic Evidence Reviews, No. 30. Rockville (MD): Agency for Healthcare Research and Quality (US); 2004 Mar. http://www.ncbi.nlm.nih.gov/books/NBK42862/#_ncbi_dlg_citbx_NBK42862V.A. Moyer, on behalf of the U.S. Preventive Services Task Force. Screening and Behavioral Counseling Interventions in Primary Care to Reduce Alcohol Misuse: U.S. Preventive Services Task Force Recommendation Statement. 6 August 2013 issue of Annals of Internal Medicine (volume 159, pages 210-218). http://annals.org/article.aspx?articleid=1722523Bertholet 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. 2005 May 9;165(9):986-95. Review. http://archinte.jamanetwork.com/article.aspx?articleid=1152798Jonas DE, Garbutt JC, Amick HR, Brown JM, Brownley KA, Council CL, Viera AJ, Wilkins TM, Schwartz CJ, Richmond EM, Yeatts J, Evans TS, Wood SD, Harris RP: Behavioral counseling after screening for alcohol misuse in primary care: a systematic review and meta-analysis for the U.S. preventive services task force. Ann Intern Med 2012, 157:645-654. http://annals.org/article.aspx?articleid=1361859O’Donnell A, Anderson P, Newbury-Birch D, Schulte B, Schmidt C, Reimer J, Kaner E: The impact of brief alcohol interventions in primary healthcare: a systematic review of reviews. Alcohol Alcohol 2014, 49:66-78. http://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&cmd=prlinks&retmode=ref&id=24232177Kaner EF, Dickinson HO, Beyer F, Pienaar E, Schlesinger C, Campbell F, Saunders JB, Burnand B, Heather N: The effectiveness of brief alcohol interventions in primary care settings: a systematic review. Drug Alcohol Rev 2009, 28:301-323. http://onlinelibrary.wiley.com/doi/10.1111/j.1465-3362.2009.00071.x/abstract;jsessionid=4621F29C3527C4073F1EB69A34D80652.f03t02Kaner EF, Dickinson HO, Beyer FR, Campbell F, Schlesinger C, Heather N, Saunders JB, Burnand B, Pienaar ED: Effectiveness of brief alcohol interventions in primary care populations. Cochrane Database Syst Rev 2007., 18(2). http://www.uvm.edu/~satc/psyc380/readings%232/reading_11a.pdf



USPSTF, 2004 and 2013

• For both alcohol screening 
and brief intervention

• Adults and pregnant 
women

• Insufficient evidence for 
adolescents

USPSTF on alcohol SBI

Presenter
Presentation Notes
The U.S. Preventive Services Task Force has already looked at both the screening and brief intervention components of SBIRT, and given it a “B” rating, which means there is good evidence to recommend these processes. The evidence applies to adults and pregnant women. There is not yet enough evidence to determine the effectiveness of SBI with adolescent patients, or with Referral to Treatment in general.Citation: United States Preventative Services Task Force: “Final Recommendation Statement Alcohol Misuse: Screening and Behavioral Counseling Interventions in Primary Care.” http://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/alcohol-misuse-screening-and-behavioral-counseling-interventions-in-primary-care



Institute of Medicine, 1990
“Broadening the Base of Treatment for Alcohol Problems”

“Suitable methods of identification 
and readily learned brief intervention 

techniques with good evidence of 
efficacy are now available. The 

committee recommends … broad 
deployment of identification and brief 

intervention.”

Presenter
Presentation Notes
Many well known medical organizations, such as the Institute of Medicine, formally endorsed SBI many years ago. Change comes slowly in health care.Citation: Institute of Medicine. “Broadening the Base of Treatment for Alcohol Problems.” Report of a Study by a Committee of the Division of Mental Health and Behavioral Medicine National.. Academy  Press. Washington,  D.C.  1990. 



SBI impact on primary care 
cost and utilization

Supportive studies: 

• $523 per patient over 12-
months (alcohol)

• $391 per Medicaid member 
over 12 months (drugs and 
alcohol)

• Less hospitalizations, less ER 
admissions (alcohol)

Paltzer, et al, 2016. Freeborn, et al, 
2000. Fleming, et al, 2000. 

Presenter
Presentation Notes
Besides improving patient health, SBI towards alcohol use has been shown to reduce future health care cost through savings in emergency department and hospital use. “Implementation of a brief intervention for problem drinkers can generate positive net benefit for patients, the health care system, and society.”Citations: Fleming MF, Mundt MP, French MT, et al. Benefit-cost analysis of brief physician advice with problem drinkers in primary care settings. Med Care. 2000;38(1):7–18. http://www.ncbi.nlm.nih.gov/pubmed/10630716 Paltzer J, Brown RL, Burns M, Moberg DP, Mullahy J, Sethi AK, Weimer D. Substance Use Screening, Brief Intervention, and Referral to Treatment Among Medicaid Patients in Wisconsin: Impacts on Healthcare Utilization and Costs. J Behav Health Serv Res. 2016 May 24. Freeborn DK, Polen MR, Hollis JF, et al. Screening and brief intervention for hazardous drinking in an HMO: effects on medical careutilization. Journal of Behavioral Health Services & Res. 2000;27(4):446-453.



SBI impact on ED 
cost and utilization

Estee, et al, 2008

Presenter
Presentation Notes
The state of Washington evaluated the financial impact of performing brief interventions with Medicaid patients in the ER, and found substantial savings.Citation: Estee S, Wickizer T, He L, Shah MF, Mancuso D. Evaluation of the Washington state screening, brief intervention, and referral to treatment project: cost outcomes for Medicaid patients screened in hospital emergency departments. Med Care. 2010 Jan;48(1):18-24. 



Miller, et al.  2006

Agree/Strongly Agree

“As part of my medical care, my doctor should 
feel free to ask me how much alcohol I drink.” 92%

“If my doctor asked me how much alcohol I drink, 
I would give an honest answer.” 99%

“If my drinking is affecting my health, my doctor 
should advise me to cut down on alcohol.” 96%

Disagree/Strongly Disagree

“I would be annoyed if my doctor asked me how 
much alcohol I drink.” 86%

“I would be embarrassed if my doctor asked me 
how much alcohol I drink.” 78%

Survey on adult patient attitudes

Presenter
Presentation Notes
Fear of patient reaction to being asked about substance use is misplaced. This large survey of patients shows that majorities report that they would be honest if asked about their alcohol use, and believe it’s appropriate for doctors to advise them to cut back. Citation: Miller PM, Thomas SE, Mallin R. Patient attitudes towards self-report and biomarker alcohol screening by primary care physicians. Alcohol and Alcoholism. 2006 May-Jun;41(3):306-10. Epub 2006 Mar 30.



Teen pts “very likely to be 
honest” on substance use 

screening form

N=2133 Paper
Com-
puter

Doctor 
who pt 

does 
know

Nurse
who pt 

does 
know

Doctor 
who pt 

does 
not 

know

Nurse 
who pt 

does 
not 

know

All pts 95% 91% 90% 89% 84% 84%

Pts with problem 
use 96% 92% 91% 90% 84% 85%

Pts with SUD 91% 89% 83% 83% 80% 79%

Knight et al 2007

Presenter
Presentation Notes
Adolescent patients also report that they are likely to be honest when asked about substance use, across different formats. This study was conducted in a wide variety of types of practices where adolescents receive routine health care and serve youth from urban, suburban, and rural areas, and from diverse racial/ethnic and socioeconomic backgrounds. Citation: John R. Knight MD , Sion K. Harris PhD , Lon Sherritt MPH , Shari Van Hook MPH , Nohelani Lawrence BS , Traci Brooks MD , Peggy Carey MD , Robert Kossack MD & John Kulig MD, MPH (2007) Adolescents' Preferences for Substance Abuse Screening in Primary Care Practice, Substance Abuse, 28:4, 107-117.



Performing preventative 
services in primary care

“To fully satisfy the USPSTF 
recommendations, 7.4 
hours per working day is 
needed for the provision 
of preventive services.”

Yarnall KS, et al. 2003

Primary Care: Is There Enough 
Time for Prevention? American 
Journal of Public Health

Presenter
Presentation Notes
When it comes to the limited amount of time providers are allotted for patient visits, this is a famous study that demonstrated how impractical it is for a primary care physician to perform all of the recommended preventative services.Citation: Yarnall S, Pollak K, Østbye T, Krause K, Michener J. Primary Care: Is There Enough Time for Prevention? Kimberly. American Journal of Public Health. Apr;93(4):635-41 2003. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1447803/



Alcohol SBI ranks high

• 25 recommended 
preventative 
services

• Ranked on health 
impact and cost 
effectiveness

• Only 3 score higher 
than alcohol SBI

Maciosek, et al. 2006

Nine highest-scoring preventative 
services Score

• Aspirin chemoprophylaxis
• Childhood immunization

series
• Tobacco-use screening and 

brief intervention

10

• Alcohol screening and brief 
intervention

• Colorectal cancer screening
• Hypertension screening
• Influenza immunization
• Pneumococcal immunization
• Vision screening—adults

8

Presenter
Presentation Notes
However, when preventative services are ranked according to their health impact and cost effectiveness, SBIRT receives the same score as hypertension screening and flu shots. Paradoxically, SBIRT also ranks among the lowest or preventative services that are implemented.Source: 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. Am J Prev Med 2006;31(1). http://www.prevent.org/data/files/initiatives/prioritiesamongeffectiveclinicalpreventivesvcsresultsofreviewandanalysis.pdf



II. Screening

Presenter
Presentation Notes
Now that we have looked at the reasons why SBIRT is an important part of medical care, let’s look at screening specifically.



Basic SBIRT workflow in primary care

Response

Full screen
(adolescents)

Full screen
(adults)

Brief screen 
(adults)

Presenter
Presentation Notes
These are common SBIRT workflows used by primary care clinics. Notice that adult patients receive a two-step screening process, while adolescent and pregnant patients receive one screening tool in the exam room. These workflows build upon the medical home model and use a team-based approach, rather then rely on clinicians only. 



Basic SBIRT workflows - ED

Response

Full screen
(adolescents)

Full screen
(adults)

Brief screen 
(adults)

Presenter
Presentation Notes
Workflows in ED settings are similar, but utilize different team members. All adult patients are asked the brief screening questions during triage, and receive full screens from social workers before discharge. Adolescent and pregnant patients receive the full screen when confidentiality is assured before discharge. 



Video demonstration:

Presenter
Presentation Notes
Here is a short video that demonstrates how the SBIRT workflow works for adult patients in a primary care setting. It also demonstrates what a “warm handoff” can look like from clinician to behavioral health specialist.Video: www.sbirtoregon.org



Adult screening forms

www.sbirtoregon.org

Presenter
Presentation Notes
Let’s look at the first step of the workflow for adult patients. The purpose of the Brief screen is to briefly screen all patients over the age of 18 at least once a year. A patient who scores “positive” qualifies for a full screen. Citation: www.sbirtoregon.org



One alcohol question 

One drug question 

Brief screen

www.sbirtoregon.org

Presenter
Presentation Notes
The Adult brief screen consists of a single validated question for adult alcohol use, and a single validated question for adult drug use. It acts as a “pre-screen” that filters out most patients who do not have unhealthy alcohol or drug use. Included at the bottom are two questions (PHQ-2) for depression. Depression is not part of SBIRT, but many clinics appreciate streamlining depression and substance use screening onto one paper form.Citation: www.sbirtoregon.org



Single alcohol question

• Single item question recommended by the NIAAA

• Sens: 82% Spec: 79% for risky alcohol use
McNeely , et al. 2015

Presenter
Presentation Notes
Evidence shows that patients who answer “one or more” to the single-item alcohol question are likely at least risky drinkers and warrant further screening.Citation: McNeely J, Cleland CM, Strauss SM, Palamar JJ, Rotrosen J, Saitz R. Validation of Self-Administered Single-Item Screening Questions (SISQs) for Unhealthy Alcohol and Drug Use in Primary Care Patients. J Gen Intern Med. 2015 May 19. 



Single drug question

McNeely , et al. 2015

• Sens: 93% Spec: 94% for past year, self-reported drug use.

Presenter
Presentation Notes
This one-item drug question has good sensitivity and specificity for drug use, and easy to score. If a patient answers “1 or more” they qualify for a full drug screen. Citation: McNeely J, Cleland CM, Strauss SM, Palamar JJ, Rotrosen J, Saitz R. Validation of Self-Administered Single-Item Screening Questions (SISQs) for Unhealthy Alcohol and Drug Use in Primary Care Patients. J Gen Intern Med. 2015 May 19. 



AUDIT DAST

Full screens

Presenter
Presentation Notes
The purpose of the Full screen is to assess the severity of drug or alcohol use by categorizing patients who scored positive on the Brief screen into a Zone of use. Two commonly used validated questionnaires are the AUDIT and DAST.



SBI in the ED

• Typically delivered verbally by 
behavioral health specialist

• When there’s a “break in the 
action” - waiting for x-rays, 
labs or ready for discharge

• Best case scenario: warm 
handoff

• Pts may be more receptive to BHS than medical 
clinician and answer more honestly than in triage

Presenter
Presentation Notes
The SBIRT workflow is different in an ED setting compared to primary care. The adult brief screen is often delivered verbally during triage, while the full screen, if indicated, is delivered on an opportunistic basis afterwards. Often, the medical clinicians are not involved in either the screening process or delivering brief interventions. Ideally, medical clinicians will introduce the patient to a behavioral health specialist through a warm handoff when a full screen is indicated. 



• Direct introduction 

• BI and/or RT delivered 
immediately

• “Colleague” or “someone 
who specializes in”

• Avoid “counseling” label

Warm handoff principles

California Mental Health Services Authority, 2007

Presenter
Presentation Notes
Warm handoffs confer trust and rapport the client has developed with the provider to the behavioral health specialist when done correctly. The primary care clinician should directly introduce the pt to the behavioral health specialist at the time of the pt’s medical visit. Ideally, the behavioral health specialist offers a complete brief intervention or referral at the time of the hand-off. The primary care clinician should use the same content or tone as a referral to any other specialist. Patients can sense the importance a provider implies and respond accordingly. “Colleague” or “someone who specializes in” are terms less likely to invoke stigma than “counselor,” or “therapist” or ‘social worker.” Asking or offering a patient “counseling” is less effective than offering them education or ideas or even support.Citation: Integrated Behavioral Health Project (IBHP). California Mental Health Services Authority.“Warm Hand-Off Referrals By the Primary Care Provider To the Behaviorist” http://www.ibhp.org/index.php?section=pages&cid=122



• Alcohol Use Disorders 
Identification Test

• Created by WHO, accurate 
across many cultures/nations

• 10 questions - multiple choice

• Addresses alcohol only

AUDIT

WHO, 2001

Presenter
Presentation Notes
The AUDIT is a widely used alcohol screening tool developed by the World Health Organization. Citation: Thomas F. Babor, John C. Higgins-Biddle, John B. Saunders, Maristela G. MonteiroThe Alcohol Use Disorders Identification Test Guidelines for Use in Primary Care . World Health Organization, Department of Mental Health and Substance Dependence. 2001. http://whqlibdoc.who.int/hq/2001/who_msd_msb_01.6a.pdf



Scoring the AUDIT
• Each question has five answer choices

• Answers correlate with points, totaled for score

Presenter
Presentation Notes
Each answer on the AUDIT has a numerical value, and answers are added for a total score. 



AUDIT zones and scores

Women: 4-12  Men: 5-14

Women: 13-19 Men: 15-19

Women and Men: 20+

Harmful
Risky

Severe

III
IV

I

II

Johnson, et al., 2013

Presenter
Presentation Notes
Here’s how the AUDIT scores correlate with the Zones of use. You don’t need to memorize this, as the screening forms and Readiness Ruler card include this information.Citation: Johnson J, Lee A, Vinson D, Seale P. “Use of AUDIT-Based Measures to Identify Unhealthy Alcohol Use and Alcohol Dependence in Primary Care: A Validation Study.” Alcohol Clin Exp Res, Vol 37, No S1, 2013: pp E253–E259



Circling the zone of use

Presenter
Presentation Notes
We added a table on the lower left of our AUDIT forms so that the clinician can easily score the AUDIT, while minimizing the chance that a patient does not bias their answers based on knowing what scoring category they may fall under. The Roman Numerals stand for the Zones of use, while the numbers are the limits that define each Zone. For example, if a male patient scores 18, they would score into Zone III: the Harmful Zone of use.



AUDIT zones and 
interventions

III
IV

I

Severe

II
Harmful

Risky

No intervention

Brief intervention

Referral
Brief intervention/referral

Presenter
Presentation Notes
Sometimes patients will score into Zone I, the low-risk category. No intervention is needed in this case, apart from recommending that the patient keep their drinking at this level. All other Zones, however, require a brief intervention, and Zone IV should call for a referral to treatment.



Case study: “Clark”

Presenter
Presentation Notes
“Clark” (not his real name or picture) was a real patient who presented in a primary care clinic twice a year to follow up on his diabetes and hypertension.



Exercise
Take a minute to fill out an AUDIT, 
circling what you think might be 
Clark’s responses.

Presenter
Presentation Notes
In order to familiarize yourself with the AUDIT, take a moment to fill one out, guessing what Clark may answer if he was given the form. We don’t know much about Clark, other than he is retired and lives alone, drinks 70 beers a week, and has mild diabetes and hypertension.



Clark’s AUDIT answers:
Questions 0 1 2 3 4

1. How often do you have a drink containing alcohol? Never Monthly 
or less

2-4 times 
a month

2-3 times 
a week

4 or more 
times a 
week

2. How many drinks do you have on a typical day when drinking? 1 or 2 3 or 4 5 or 6 7 to 9 10 or more

3. How often do you have six or more drinks on one occasion? Never Less than 
monthly Monthly Weekly

Daily or 
almost 
daily

4. How often during the last year have you found that you were not 
able to stop drinking once you had started?

Never Less than 
monthly Monthly Weekly

Daily or 
almost 
daily

5. How often during the last year have you failed to do what was 
normally expected of you because of drinking?

Never Less than 
monthly Monthly Weekly

Daily or 
almost 
daily

6. How often during the last year have you needed a first drink in the 
morning to get yourself going after a heavy drinking session?

Never Less than 
monthly Monthly Weekly

Daily or 
almost 
daily

7. How often during the last year have you had a feeling of guilt or 
remorse after drinking?

Never Less than 
monthly Monthly Weekly

Daily or 
almost 
daily

8. How often during the last year have you been unable to remember 
what happened the night before because of your drinking?

Never Less than 
monthly Monthly Weekly

Daily or 
almost 
daily

9. Have you or someone else been injured because of your drinking? No
Yes, but 

not in the 
last year

Yes, during 
the last 

year

10. Has a relative, friend, doctor, or other health care worker been 
concerned about your drinking or suggested you cut down?

No
Yes, but 

not in the 
last year

Yes, during 
the last 

year

Presenter
Presentation Notes
This is how Clark filled out the AUDIT when given by Dr. Muench. Notice that the first three questions address quantity of drinking, which Clark would answer “4” to, since he drinks 10 beers a night. However, the rest of the questions deal with consequences from drinking. This is where Harmful and Severe drinkers are discerned from Risky drinkers. Clark, who lives alone and has few obligations, does not feel guilty about his drinking, and has never hurt himself or someone else (yet) from this drinking, answers “0” or “1” to these questions.



Clark’s AUDIT score: 15

Presenter
Presentation Notes
Adding up Clark’s answers, he places into the Risky Zone of use, almost into the harmful Zone. Clark is a bit of an outlier: most patients who drink 70 beers a week are dealing with consequences and would score higher. But because of Clark’s circumstances, his likely answers add up to 15. This means a brief intervention is the recommended action, rather than a referral to treatment, which many clinicians may have assumed with out the knowledge that the AUDIT provides.



• Drug Abuse Screening Test

• DAST-10 version

• Validated for adults

• Cut-off score of 3 has high 
validity for drug abuse

Skinner, 1982. Yudko 2007.

Full screen: DAST

Presenter
Presentation Notes
The DAST is a ten-item screen designed for drugs use only with high sensitivity and specificity towards drug use.Citations: Skinner, H. A. (1982). The Drug Abuse Screening Test. Addictive Behaviors, 7, 363-371. http://www.ncbi.nlm.nih.gov/pubmed/7183189Yudko E, Lozhkina O, Fouts A. A comprehensive review of the psychometric properties of the Drug Abuse Screening Test. Journal of Substance Abuse Treatment 32 (2007) 189 – 198. http://www.ncbi.nlm.nih.gov/pubmed/17306727



Scoring the DAST

• Each question has yes or no answer

• Yes answers get one point

Presenter
Presentation Notes
Like the AUDIT, the DAST assigns numerical values to each answer choice – a “no” gets zero points and a “yes” gets one point. Points are added for a total score.



Scoring the DAST

Presenter
Presentation Notes
Like the AUDIT, the same scoring table is featured on the bottom right of our forms. The clinician can quickly score the questionnaire and circle the Zone of use.



• Types of drugs used

• Frequency of use

• Injection drug use

• Status of drug 
treatment

Questions added 
to the DAST

www.sbirtoregon.org

Presenter
Presentation Notes
While the DAST is useful in medical settings, the version available for download on the sbirtoregon.org website includes extra questions that provide important information to the clinician and behavioral health specialist.



DAST zones and 
scores

III
IV

I

Severe

II
Harmful

Risky 1 - 2

6+

3 - 5

Presenter
Presentation Notes
Answering “Yes” to any question on the DAST puts a patient at least into the Risky zone. Notice there is no difference in scoring based on gender.



DAST Risky zone   

Brief advice can substitute for brief 
intervention when pt reports:

• No  daily use of any substance 

• No weekly use of opioids, cocaine, 
or meth

• No injection drug use in the past 3 
months.

• Not currently in Drug Abuse 
Treatment.

Presenter
Presentation Notes
When patients score into the Risky zone of drug use, but also meet these criteria, it is not necessary that a full brief intervention be delivered. Brief advice with monitoring at future visits is sufficient. 



Case study: “Stacey”

Presenter
Presentation Notes
“Stacey” is a hypothetical patient who takes Aderall and uses cocaine on weekends.



Exercise
Take a minute to fill out a DAST, 
circling what you think might be 
Stacey’s responses.

Presenter
Presentation Notes
In order to familiarize yourself with the DAST, take a moment to fill one out, guessing what Stacey might answer if she was given the form. 



Stacey’s 
possible 

DAST score

x
x

x

x

Presenter
Presentation Notes
Stacey likely falls into Zone 2 and should receive a brief intervention about her cocaine use.



DAST zones and 
interventions

III
IV

I

Severe

II
Harmful

Risky

No intervention

Brief intervention 

Referral
Brief intervention/Brief treatment

Presenter
Presentation Notes
How the DAST zones correlate with interventions is very similar to the AUDIT.



JAMA editorial: 

• Rigorous studies show null 
effect for BIs towards adult 
drug use in medical settings

• “Exploring drug use with 
patients should remain a 
priority”

• Research needed on SBIRT 
towards adolescents

Brief interventions & 
drug use

Hingson, et al, 2014

Presenter
Presentation Notes
New evidence suggests that while screening tools have validity towards drug use in primary acre settings, brief interventions towards these patients are shown to be ineffective.Citation: Ralph Hingson, ScD, MPH; Wilson M. Compton, MD, MPE. Screening and Brief Intervention and Referral to Treatment for Drug Use in Primary Care - Back to the Drawing Board. JAMA August 6, 2014 Volume 312, Number 5. http://www.sa4docs.org/wp-content/uploads/2014/08/Hingson-Compton-SBIRT-for-drug-use-in-primary-care-back-to-drawing-board-JAMA-8-5-14.pdf



S2BI

S2BI

CRAFFT 
questions

PHQ-9 
Modified 
for Teens

Front Back

www.sbirtoregon.org

Presenter
Presentation Notes
Now let’s look at the S2BI. On the sbirtoregon.org website, the S2BI form includes the CRAFFT questions to helpf inform a brief intervention or referral. The back of the form also includes the PHQ-9 Modified for Teens, which screens for adolescent depression. We will focus on the S2BI tool and CRAFFT questions This form is available to download in multiple languages at www.sbirtoregon.org.



Oregon consent and 
confidentiality laws for teens

• Pts ≥15 can consent to medical 
services. (ORS 109.640)

• Oregon law does not give minors a 
“right” to confidentiality or 
parents a “right” to disclosure. 

• Providers are encouraged to use 
their best clinical judgment over 
whether to disclose (ORS 109.650)

OHA, 2012

Presenter
Presentation Notes
“The process to ensure health care access, confidentiality and privacy can be quite complex when it pertains to minors. Unfortunately, no single rule can be applied to all situations. However, a good place to start is with “Minor Rights: Access and Consent to Health Care. A resource for providers, parents and educators.”Citation: Minor Rights: Access and Consent to Health Care. A resource for providers, parents and educators. Oregon Health Authority, Public Health Division. http://public.health.oregon.gov/HealthyPeopleFamilies/Youth/Documents/MinorConsent2012.pdf



When parents ask to review 
their minor’s records

Things to consider:

• Review your confidentiality policy 
with parents. 

• Discuss the benefits of 
maintaining confidentiality 

• Assure parents that their teen has 
been screened 

• How does your clinic handle 
disclosure?

Presenter
Presentation Notes
Sometimes parents of your patient may request a copy of their child’s medical records or ask to review them. While Oregon law does not explicitly allow or disallow this request, you may consider these 



S2BI screening tool

• Screening 2 Brief Intervention 

• Validated for: adolescent 
patients, ages 12-17

• Study included African-
American, Caucasian, and 
Hispanic patients

• Can be self administered or 
interview administered

Levy et al, 
2014

Presenter
Presentation Notes
The S2BI is a new screening tool developed by the same organization that created the original CRAFFT tool. It’s valid for adolescents ages 12-17.Citations: Levy S, Weiss R, Sherritt L, Ziemnik R, Spalding A, Van Hook S, and Shrier L. JAMA Pediatr. 2014 September ; 168(9): 822–828. doi:10.1001/jamapediatrics.2014.774 



Interpreting the S2BI

Highest frequency 
of non-tobacco 
substance use Risk category Recommended action

Never Abstinence Positive reinforcement

Once or twice No substance use 
disorder (SUD) Brief advice

Monthly Mild or moderate 
SUD Brief intervention

Weekly Moderate or severe 
SUD

Referral for further assessment 
and possible specialized treatment

Levy et al, 2014

Presenter
Presentation Notes
Frequency of use as reported on the S2BI is highly correlated with the presence of a substance use disorder, as shown on this table. Citations: Levy S, Weiss R, Sherritt L, Ziemnik R, Spalding A, Van Hook S, and Shrier L. JAMA Pediatr. 2014 September ; 168(9): 822–828. doi:10.1001/jamapediatrics.2014.774 



CRAFFT questions

• “Yes” responses should be 
explored to reveal the extent of 
the patient’s substance use 
related problems.

• Gathers details for use in a BI 
or RT.

• Not necessary to add answers 
for a score, like previous 
CRAFFT.

Levy and Williams, 2016

Presenter
Presentation Notes
“The CRAFFT questions were originally validated to screen for substance use risk by scoring each patient’s “yes” or “no” responses to 6 questions, but using the tool as an assessment to explore “yes” responses and to reveal the extent of the patient’s substance use–related problems may be more effective for gathering details for use in SBIRT intervention.”Citation: Levy SJ, Williams JF, AAP COMMITTEE ON SUBSTANCE USE AND PREVENTION. Substance Use Screening, Brief Intervention, and Referral to Treatment. Pediatrics. 2016;138(1): e20161211



Car question

• “Yes” to the CAR question

• Teens should not drive even after a 
single drink – often teens don’t 
notice the early effects of alcohol

• Discuss safer alternatives 

• Ask teen to take home the “Contract 
For Life” to discuss with parent(s) or 
adult. Offer to facilitate 
conversation.

Presenter
Presentation Notes
Any patient who answers “Yes” to the Car question has disclosed a behavior that acts as a risk factor for the leading cause of adolescent mortality: motor vehicle accidents. It’s important to discuss with the patient alternatives to riding with impaired drivers. As part of the discussion, a copy of the “Contract for Life” can be given for the patient and parent to discuss and sign. The contract acts as a promise between parent and child that a safe ride will be offered without questions whenever requested.Citation: Contract For Life can be downloaded at www.sbirtoregon.org



5Ps screening tool

• Designed for pregnant women 

• Asks about use by Parents, her 
Peers, her Partner, in her Past, and 
during her Pregnancy

• Also screens for tobacco, emotional 
health, and intimate partner 
violence.

• Administered through interview

• Other validated tools: TWEAK and 
T-ACE (alcohol only)

www.sbirtoregon.org

Presenter
Presentation Notes
Settings that serve pregnant patients can use a screening tool specifically validated for this population: the 5Ps. 



5Ps screening tool

• Non-confrontational questions 
elicit genuine responses 

• “YES” answers suggest need for a 
more complete assessment and 
possible treatment for substance 
abuse.

• Advise the client that the 
responses she provides are 
confidential. 

www.sbirtoregon.org

Presenter
Presentation Notes
The non-confrontational questions elicit genuine responses that can be useful in evaluating the need for a more complete assessment and possible treatment for substance abuse. The 5Ps should be delivered verbally when confidentially is assured. A single “YES” to any of these questions suggests further assessment. 



Other screening tools

• CAGE: poor sensitivity for risky 
drinking

• ASSIST: validated only as an 
administered survey, takes more 
time to complete, but covers 
alcohol as well as drug use.

• MAST: poor sensitivity for risky 
drinking, 24 questions, outdated 
terminology towards substance use

Presenter
Presentation Notes
Besides the AUDIT, DAST, and CRAFFT there are other validated screening tools available for use in medical settings. However, some may be more appropriate or effective to use than others 



Screening billing codes 

Service Payer Code Description

Full screen
only

Medicaid & 
Commercial CPT 96160

• Administration and 
interpretation of a health 
risk assessment 
instrument.

Medicare G0442
• Screening for alcohol 

misuse in adults once per 
year. 

OHA, 2014

• Use modifier 25

Presenter
Presentation Notes
SBIRT processes are reimbursable, and play an important role as data elements that count towards the CCO SBIRT incentive measure in Oregon. The 99420 is the most commonly used code. It is advisable to consult with a billing specialist to learn more about use of these codes. Citation: SBIRT Guidance Document. Oregon Health Plan Version 5 – Revised December 2014�



Screening + BI codes

Service Payer Code Description

Full screen  
plus 
brief 

intervention

Med & Com. CPT 99408 • 15-30 minutes spent 
administrating and 
interpreting a full screen, 
plus performing a brief 
intervention.Medicare G0396

Med & Com. CPT  99409
• Same as above, only ≥ 30 

minutes.
Medicare G0397

• Use modifier 25

Presenter
Presentation Notes
Unfortunately, the billing codes that account for brief interventions require at least 15 minutes be spent administrating and interpreting a full screen, plus performing a brief intervention. As a result, these codes are rarely billed by medical providers. Citation: SBIRT Guidance Document. Oregon Health Plan Version 5 – Revised December 2014



Documentation supporting 
screening-only with adult 

pts (CPT 96160)

www.sbirtoregon.org

The patient completed a AUDIT alcohol screening tool today and 
the total score suggests a low risk of health problems related to 
alcohol use.

We did not discuss this further because the patient's low risk did 
not warrant further discussion.

Presenter
Presentation Notes
Above is an example of a progress note that sufficiently supports use of the CPT 99420 billing code when an AUDIT or DAST is negative and no  brief intervention is indicated. This language may be incorporated into a Smart Phrases tool in the electronic medical record.Citation: http://www.sbirtoregon.org/documentation.php�



Documentation supporting
screening-only with adolescent 

pts (CPT 96160)

www.sbirtoregon.org

The patient completed a S2BI alcohol and drug screening tool 
today and the results indicate the patient has abstained from using 
alcohol or drugs in the last 12 months.

In discussing this issue, I educated the patient about risks 
associated with adolescent substance use and gave positive 
reinforcement for continuing to abstain from using alcohol or drugs 
or ride in a car with an impaired driver.

Presenter
Presentation Notes
Above is an example of a progress note that sufficiently supports use of the CPT 99420 billing code when a CRAFFT is negative and no  brief intervention is indicated. This language may be incorporated into a Smart Phrases tool in the electronic medical record.Citation: http://www.sbirtoregon.org/documentation.php�



Documentation supporting
SBI with adults (CPT 99408)

The patient completed a AUDIT alcohol screening tool today and 
the total score suggests an increased risk of health problems 
related to alcohol use.

In discussing this issue, my medical advice was that the patient 
cut back to no more than 14 drinks per week or 4 per day. The 
pt’s readiness to change was 6 on a scale of 0 - 10.  We explored 
why it was not a lower number and discussed the patient’s own 
motivation for change. The patient agreed to cut back and to 
make a follow up appointment in 8 weeks. 

Total clinic time administering and interpreting the screening 
form, plus performing a face-to-face brief intervention with the 
patient was greater than 15 minutes.

www.sbirtoregon.org

Presenter
Presentation Notes
Above is an example of a progress note that sufficiently supports use of the CPT 99408 billing code when an AUDIT or DAST is positive and a brief intervention is performed. This language may be incorporated into a Smart Phrases tool in the electronic medical record.Citation: http://www.sbirtoregon.org/documentation.php�



Who can independently 
bill for SBI

Oregon Medicaid:

• MD, DO, ND
• PAs
• NPs
• LCPs
• LCSWs
• LPCs
• Licensed Marriage and 

Family Therapists

Medicare:

• MD, DO 
• PAs
• NPs
• LCPs
• LCSWs
• Clinical Nurse Specialists
• Certified Nurse Midwives

OHA, 2016

Presenter
Presentation Notes
Only the following licensed professionals are allowed to bill SBIRT codes independently. Citation: SBIRT Guidance Document. Oregon Health Plan Version 5 – Revised December 2014



Incident-to billing

• Any clinic employee under 
supervision can bill for SBI

• Examples: 

– CADCs, Health Educators, 
Registered Nurses, 
Clinical Nurse Specialist, 
Students or Graduates 
entering medical 
profession, Community 
Health Workers 

• Some limitations apply
OHA, 2014

Presenter
Presentation Notes
For Oregon Medicaid, any clinic employee or contractor acting under the supervision of a licensed and credentialed provider may be able to receive reimbursement for screening and brief intervention services, under incident-to rules.Citation: SBIRT Guidance Document. Oregon Health Plan Version 5 – Revised December 2014



Hospital incentive measure

Hospitals must report both rates, and achieve either a benchmark or 
improvement target on either screening rate.

Benchmark: Brief Screen: 67.8% Full Screen: 12.0%

Improvement target: Sufficient reduction in the gap between 
previous year’s performance and benchmark.

Visits of pts age 12+

Patients screened

Patients who score 
positive on full screen

Patients receiving 
brief intervention

Screening rate: Brief intervention rate:

www.sbirtoregon.org

Presenter
Presentation Notes
The SBIRT ED measure, developed by the Oregon Health Authority, focuses on screening and brief intervention services provided in the Emergency Departments of hospitals participating in the Hospital Transformation Performance Program. This measure uses data extracts to track when SBIRT processes are performed:Citation: SBIRT Guidance Document. Oregon Health Plan Version 5 – Revised December 2014



Keys to implementing a 
sustainable SBIRT workflow

 Secure buy-in from leadership

 Identify workflow

 Train all staff involved

 Identify champions

 Optimize EMR

 Employ tools

Presenter
Presentation Notes
Whether or not SBIRT processes are sustainably implemented into a medical setting depends on a number of factors. 



III. Brief intervention

Presenter
Presentation Notes
Now that we’ve looked at screening tools and workflows, let’s talk about how to encourage behavior change with patients who drink too much or use drugs.



Communication styles 
during the patient visit 

Rollnick and Miller, 2008

Presenter
Presentation Notes
If we were to categorize the different kinds of communication styles we use with patients, they probably fall under these three. When can a directing style of communication be appropriate during a patient visit? Example: When explaining how to take medication. When can a following style of communication be appropriate? When the patient explains their symptoms. When it comes to discussing behavior change, a guiding style of communication works best. This style of communication involves the physician facilitating a conversation that takes place between both parties.Citation: Motivational Interviewing in Health Care: Helping Patients Change Behavior (2008) Stephen Rollnick, William Miller, Christopher Butler



How do you approach 
conversations about 

behavior change with your 
patients?

Presenter
Presentation Notes
Health care is increasingly about long-term condition management and thus about health behavior change. As a doctor or behavioral health specialist, you have discussions about behavior in the course of your typical day many times. How do you approach this topic? What have you found to be successful? We’re going to be introducing a four-step brief intervention process, and while understanding how to perform the steps is important, the key to successful brief interventions is the style of communication you use to approach behavior change conversations.



University of Florida, Psychiatry Dept.

Video demonstration:
Directive style of 

communication towards 
behavior change

Presenter
Presentation Notes
One way to introduce the guiding style of communication is to contrast it with a directive style, which is demonstrated in this video from the University of Florida. Afterwards: What did the physician specifically do that increased the person’s level of resistance to change?Video: http://www.youtube.com/watch?v=2fdfzUS1qDc

http://www.youtube.com/watch?v=2fdfzUS1qDc&feature=related
http://www.youtube.com/watch?v=2fdfzUS1qDc&feature=related
http://www.youtube.com/watch?v=2fdfzUS1qDc&feature=related
http://www.youtube.com/watch?v=2fdfzUS1qDc&feature=related


Directive communication 
towards behavior change 

Rollnick and Miller, 2008

Presenter
Presentation Notes
Do you: Explain what patients could do differently in the interest of their health? Advise and persuade them to change their behavior? Counsel them about how to change their behavior? The directive style usually doesn’t work when addressing behavior change, because most people are ambivalent about making “behavior/lifestyle” changes. They often both want to make the change and don’t want to make the change. Motivational Interviewing is based in part on Bem’s self-perception theory which states, “that which I say I believe.” So a person who spends 5 minutes during a visit telling you all the reasons he or she cannot make the change, in response to your best persuasion efforts, is more likely to continue with the status quo than someone who has been encouraged through a guiding style of conversation to identify their own reasons and possible solutions for making a change.



Common patient reactions 
to the Directive style

Angry Afraid
Agitated Helpless, overwhelmed
Oppositional Ashamed
Discounting Trapped
Defensive Disengaged
Justifying Not come back – avoid
Not understood Uncomfortable
Procrastinate Not heard

Rollnick and Miller, 2008

Presenter
Presentation Notes
These are adjectives patients report feeling when confronted with a directive style of communication towards their own behavior. Not only are they less like to change behavior, but they are less likely to come back for follow up.



Characteristics of
guiding communication

• Respect for autonomy, goals, 
values

• Readiness to change

• Ambivalence 

• Patient is the expert

• Empathy, non-judgment, 
respect

Presenter
Presentation Notes
The guiding style seems particularly suited to difficult conversations about behavior change. Motivational Interviewing is a refined style of guiding. Brief Motivational interventions are structured to focus on the patient’s perspective of the problem, and what if anything the patient wants to do about it. “Health care emphasizes human autonomy, the right of the person to make informed decisions about the course of his or her own life. Letting go of control does not mean lack of influence. Special attention is focused on understanding the perspective of the patient and where they are in the change process. Ambivalence– emphasizing how normal ambivalence is… think about the last significant behavior change you made in your life, part of the conversation is designed for patients to explore their own ambivalence. Key distinction is to keep in mind the patient is the expert, you may be the health care expert, but the patient is the expert on how their life and how they might go about making a change.Key is to remain neutral and non-judgmental.



Brief Interventions in 
medical settings

• Even 3 minutes can help

• Personal feedback may be 
“active ingredient”

• Can be performed by any 
trained clinic employee 

• 2 hours of training can be 
sufficient for providers to make 
difference

Humeniuk et al, 2010. Cunningham et al, 2014. Whitlock et al, 2004.

Presenter
Presentation Notes
Clinicians can deliver a brief intervention in 3-5 minutes and have a significant impact on improving the health of their patients. Not much is yet known which component of the brief intervention is most effective, but evidence suggests providing the patient with feedback specific to their alcohol use may be most important. Brief interventions can be delivered by providers, behavioral health specialists, health educators – anyone with appropriate training. It is not necessary to be an expert in motivational interviewing – just 2 hours of training time has been shown to be enough to deliver effective brief interventions.Citations: Humeniuk S, Henry-Edwards A, Poznyak V, Monteiro M. The ASSIST-linked brief intervention for hazardous and harmful substance use Manual for use in primary care. World Health Organization 2010Cunningham JA, Murphy M, Hendershot CS. Treatment dismantling pilot study to identify the active ingredients in personalized feedback interventions for hazardous alcohol use: randomized controlled trial. Addiction Science & Clinical Practice 2014. http://www.ascpjournal.org/content/10/1/1Whitlock EP, Green CA, Polen MR. Behavioral Counseling Interventions in Primary Care to Reduce Risky/Harmful Alcohol Use. Systematic Evidence Reviews, No. 30. Agency for Healthcare Research and Quality (US); 2004 Mar. http://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0007770/ 



Motivational interviewing 
towards other health 

behaviors

Burke, et al, 2003. Hettema et al, 2005

Presenter
Presentation Notes
If clinicians take the time to learn principles of motivational interviewing, growing evidence suggests this technique can be effective with patient behaviors beyond alcohol use. Citations: Brian L. Burke, Hal Arkowitz, and Marisa Menchola. “The Efficacy of Motivational Interviewing: A Meta-Analysis of Controlled Clinical Trials.” Journal of Consulting and Clinical Psychology 2003, Vol. 71, No. 5, 843–861. http://www.ncbi.nlm.nih.gov/pubmed/14516234Hettema J, Steele J, Miller WR. Motivational Interviewing. Annual Review of Clinical PsychologyVol. 1: 91-111. April 2005. http://www.annualreviews.org/doi/abs/10.1146/annurev.clinpsy.1.102803.143833?journalCode=clinpsy



Steps of the 
brief intervention

D`Onofrio, et al., 2005

Raise 
subject

Provide 
feedback

Enhance 
motivation

Negotiate 
plan

Presenter
Presentation Notes
There are several models of brief variations but for the most part they all contain the same essential elements. The model we are presenting is called the Brief Negotiated Interview and was first developed for use in Emergency Room Settings. This BI model is an adaptation of Motivational Interviewing and adheres to the spirit and principles of MI.Citation: The Yale Brief Negotiated Interview Manual (2005)  Gail D`Onofrio, Michael V. Pantalon, Linda C. Degutis, David Fiellin, Patrick G. O’Connor, Yale University School of Medicine



Video demonstration:

Presenter
Presentation Notes
Before we look at each step of the brief intervention video, here is a video demonstration of a clinician using the same model.Video: https://www.youtube.com/watch?v=b-ilxvHZJDc

http://www.youtube.com/watch?v=b-ilxvHZJDc&feature=related
http://www.youtube.com/watch?v=b-ilxvHZJDc&feature=related


Steps of the brief 
intervention

Raise 
subject

Presenter
Presentation Notes
“Now that we have addressed your sore throat, I notice the screening form that you took the time to fill out beforehand – thank you for doing that. Is it ok if we have a look together?” Asking permission helps establish a sense of the patient’s concerns and wishes are central to the intervention. It also sends the message you are about to embark on a conversation together, rather than delivering a one-sided lecture. If the patient gives permission, it’s good to start with asking them, in their own words, to describe their substance use. This will provide information that may not have been disclosed on the screening tool.



• State Zone of use

• Ask and explain connection 
between use and health 
issue

• State low risk limits

• Give recommendation to 
reduce use or abstain

Steps of the brief 
intervention

Provide 
feedback

Presenter
Presentation Notes
How feedback is delivered will dramatically affect how a person receives the feedback – important to demonstrate empathy during this step. Your patient deserves to know the facts, regardless if they want to change their behavior. Facts such as: his/her AUDIT and DAST score, any connections between alcohol/drug use and the health problems addressed by this visit, and NIAAA guidelines for low-risk drinking. This step is particularly important for individual who are in the precontemplation stage as it provides them with information that might create some discrepancy in how they view their drinking and how it is viewed from a health perspective. An example might be a woman who drinks 2-3 glasses of wine every night, but has never considered this to be a problem. Even if she verbalizes not thinking her alcohol use is a problem she will leave the clinic thinking about the discrepancy between her perception of her use and the information she just received about her use relative to others and her health risks. 



Patient 
recommendations

Zone of use Adult
alcohol use

Adult
drug use

Adolescent 
use

Low risk Positive reinforcement 

Risky Reduce use
Abstain

Harmful Reduce use or 
Abstain

Severe Abstain

Presenter
Presentation Notes
As part of the provide feedback step, the clinician should make a recommendation based on a health perspective. This table shows how the recommended behavior correlates with the Zone of use. Since there are currently no low-risk limits for drug use or adolescent use of any kind, the recommendation for these categories should always be to abstain.



• Prior history of substance 
use disorder

• Pregnancy

• Contraindicated 
medications

• Serious mental illness or 
medical condition

Additional reasons to 
consider a referral - adults

Presenter
Presentation Notes
Other medical reasons may indicate a recommendation to abstain from adult alcohol use besides a score on a screening tool.



Additional reasons to 
consider a referral -

adolescents

• Patient ≤14 years old 

• Daily or near daily use of any 
substance 

• Alcohol-related “blackout” or 
substance use-related hospital 
visit 

• Alcohol use with another 
sedative drug 

Presenter
Presentation Notes
Similarly, Other reasons may indicate a recommendation to abstain from adolescent alcohol use besides a score on a screening tool.



• Ask and reflect about 
perceived pros and cons of 
use

• Use the 0 – 10 scale

• “Why not a lower 
number?”

Steps of the brief 
intervention

Enhance 
motivation

Presenter
Presentation Notes
Patients use alcohol and drugs for positive reasons, and it’s important to ask (and reflect back) what they perceive as the pros and cons of their use. Recognizing when the cons of a behavior begin to outweigh the pros is what can lead to behavior change. Assess Readiness to change by using the readiness ruler: “On a scale from 1-10, with 1 being not at all ready and 10 being very ready, how ready are you to change any aspect of your drinking?” Asking why they chose that number rather than something lower encourages the patient to verbalize what motivation does exist to change, even if it is small on a scale. If a patient tells you he/she is a 1 or 2 use a follow-up questions such as “What would have to happen for you to think about changing your drinking habits?” 



• If pt sounds ready, ask: 
“What would that look like 
for you?” 

• Re-state your 
recommendation

• Ask to schedule follow-up

Steps of the brief 
intervention

Negotiate 
plan

Presenter
Presentation Notes
If the patient seems ready enough to make a positive change with their drinking or drug use, the next step is to ask, “so what would that look like for you?” Patients may come up with a variety of plans to change their behavior, which may or may not achieve your recommendation, such as: cut back on how often I drink: cut back on how much I drink on days when I do drink; never drink and drive; a trial period of not drinking; stop drinking entirely; get help from someone with my drinking; do nothing. Discussing a plan can build self-efficacy by avoiding being argumentative, clarifying goals, giving advice with the patient’s permission, and expressing optimism in his or her intent to change. Remember to re-state your recommendation at the end and suggest follow-up for drinking level/pattern with an appropriate person, and provide any contact information necessary. 



Reference sheets

Adult Adolescent

www.sbirtoregon.org

Presenter
Presentation Notes
Handout: Reference sheetsWhen performing a brief intervention, tools like these reference sheets, which can be downloaded from the sbirtoregon website, can be helpful. The front of these sheets are designed for display to patients, while back acts as reference for clinicians and behavioral health specialists. A single copy can be laminated and stocked in each exam room or back office.



Pocket cards

Adult Adolescent

Presenter
Presentation Notes
Handout: pocket cardsThese are smaller versions of reference sheets in the form of pocket cards can be distributed to clinicians and/or behavioral health specialists.



Practice: Jill

Groups of three:

• Physician 

• Patient

• Observer

Presenter
Presentation Notes
Handout: Jill role playLearning how to perform brief interventions with patients takes practice. Take a moment to get into groups of three, choose which role to play for the “Jill” case study, read your part, and get started.



Practice: Tom

Presenter
Presentation Notes
Handout: Tom role playLearning how to perform brief interventions with patients takes practice. Take a moment to get into groups of three, choose which role to play for the “Jill” case study, read your part, and get started.



Video demonstration:

Presenter
Presentation Notes
Now that we have practiced the Tom role play activity, let’s watch a video demonstration of one way this brief intervention could have been performed. Video: http://www.youtube.com/watch?v=1kalMZCelNw&feature=related

http://www.youtube.com/watch?v=1kalMZCelNw&feature=related
http://www.youtube.com/watch?v=1kalMZCelNw&feature=related


How ready 
are you to 

change 
your 

behavior?

Hardell and Carlberg, 2014

Brain Tumors And Cell 
Phone Use Found To Be 

Linked (Again)

Presenter
Presentation Notes
How would you change your behavior, if at all, when hearing about this study? This is an exercise that explores the spectrum of responses people respond with when hearing evidence that their particular behavior poses risks to their health. Patients will similarly respond when told that their substance use poses risks to their health. Some will be very ready to significantly change their behavior, while others will be more skeptical towards the information and be less interested in changing.Citation: Hardell L, Carlberg M. Mobile phone and cordless phone use and the risk for glioma – Analysis of pooled case-control studies in Sweden, 1997–2003 and 2007–2009. Department of Oncology, University Hospital, Örebro SE-701 85, Sweden. accepted 16 October 2014. http://www.medicaldaily.com/brain-tumors-and-cell-phone-use-found-be-linked-again-310460



Pre-
contemplation

Contemplation

Preparation
Action

Maintenance

Relapse

Stages of change

Presenter
Presentation Notes
How many of you are familiar with the stages of change model? When we describe the spectrum of patient responses to hearing a recommendation of changing their substance use, the Stage of Change model is frequently cited. People typically move through these stages in order before they reach Action. The goal of the brief intervention is to help patients move to the next stage. “Behavior change is a rarely a discrete single event. During the past decade, behavior change has come to be understood as a process of identifiable stages through which patients pass. Physicians can enhance those stages by employing motivational interviewing.



IV. Referral to Treatment

Presenter
Presentation Notes
Referrals to treatment are appropriate when a patient is likely experiencing a moderate or severe substance use disorder, and is willing to get help from a specialist. 



Treatment is underutilized 

SAMHSA, 2009 - 2013

10.7% 
(29,000 per year)

Oregonians age 12+ with 
abuse or dependence

Same individuals who received 
treatment in last year 

14.0% 
(17,000 per year)

Alcohol Illicit drugs

Presenter
Presentation Notes
Similar to national statistics, In Oregon, among individuals aged 12 or older with illicit drug or alcohol dependence or abuse, only a small fraction received treatment for their use within the year prior to being surveyed.Citation: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2009 to 2013. http://www.samhsa.gov/data/sites/default/files/State_BHBarometers_2014_2/BHBarometer-OR.pdf



• “Abuse”, “dependence” or 
“alcoholism” are terms no 
longer used

• Official term: Substance Use 
Disorder

• A spectrum of 11 symptoms 
experienced in  year

DSM-5: new terminology

Hasin, et al., 2013

Presenter
Presentation Notes
The terminology around addiction has recently changed, based on the new DSM-5. “Substance use disorders” have replaced terms like “abuse”, “dependence” or “alcoholism.” The DSM-5 defines SUDs into categories of Mild, Moderate, and Severe.Citation: Hasin DS, O'Brien CP, Auriacombe M, et al. DSM-5 Criteria for Substance Use Disorders: Recommendations and Rationale. Am J Psychiatry. Aug 1 2013;170(8):834-851. http://psychiatryonline.org/doi/pdf/10.1176/appi.ajp.2013.12060782



Hasin, et al., 2013

11 Substance Use 
Disorder criteria

Presenter
Presentation Notes
On the right column of this chart are the 11 criteria that define SUDs. As you can see, most criteria have been taken from the DSM-IV, but the categories of Abuse and Dependence have been tossed out in favor of one spectrum.Citation: Hasin DS, O'Brien CP, Auriacombe M, et al. DSM-5 Criteria for Substance Use Disorders: Recommendations and Rationale. Am J Psychiatry. Aug 1 2013;170(8):834-851



• 2-3 symptoms: mild 

• 4-5 symptoms: moderate 

• 6 or more symptoms: 
severe 

Categories of substance 
use disorders

Hasin, et al., 2013

Presenter
Presentation Notes
The number of criteria an individual experiences in the last year corresponds with what category of SUD they are part of.Citation: Hasin DS, O'Brien CP, Auriacombe M, et al. DSM-5 Criteria for Substance Use Disorders: Recommendations and Rationale. Am J Psychiatry. Aug 1 2013;170(8):834-851



• Not everyone with 
substance use disorders 
needs the same 
treatment 

• No need to wait until 
patients are ready to 
abstain and enter 
abstinence-based 
treatment before we treat 
substance use disorders.

Substance use treatment

Presenter
Presentation Notes
Generalizations and misconceptions may exist towards  substance use treatment. A one-size-fits-all approach does not apply, and individuals can participate in treatment without abstaining from alcohol or drugs.



• Some pts cannot or will 
not obtain conventional 
specialized treatment 

• BT can be performed in 
primary care or ED settings

• More numerous and 
comprehensive sessions 
than BIs

• Involves a combination of 
techniques

Brief treatment

SAMHSA

Presenter
Presentation Notes
Patients in brief treatment demand a more comprehensive reflective discussion than is typical of briefer interventions, which are more focused on immediate feedback and health advice. Patients with SUDs who cannot or will not obtain conventional specialized treatment may be willing to receive brief treatment. Brief treatment involves a combination of motivational interviewing (MI), motivational enhancement therapy (MET), personal reflective summary (PRS), and cognitive behavioral therapy (CBT).Citation: SAMHSA: Integrated Change Therapy Brief Treatment for Adults With Substance Use and Co-Occurring Mental Health Disorders. http://sbirt.vermont.gov/wordpress/wp-content/uploads/2014/11/FINAL-ICT-BriefTreatmentGuideRev_101514-2.pdf



Purpose: determine diagnosis and 
appropriate level of care:

• Level I: Outpatient treatment

• Level II: Intensive outpatient 
treatment

• Level III: Residential/inpatient 
treatment

• Level IV: Medically managed intensive 
inpatient treatment

Levels of treatment in 
specialty addiction clinics

SAMHSA, 2006

Presenter
Presentation Notes
Continuum of care refers to a treatment system in which clients enter treatment at a level appropriate to their needs and then step up to more intense treatment or down to less intense treatment as needed. An effective continuum of care features successful transfer of the client between levels of care, similar treatment philosophy across levels of care, and efficient transfer of client records. The American Society of Addiction Medicine (ASAM) has established four main levels in a continuum of care for substance abuse treatment.Citation: Substance Abuse: Clinical Issues in Intensive Outpatient Treatment Treatment Improvement Protocol (TIP) Series, No. 47 Center for Substance Abuse Treatment. Rockville (MD): Substance Abuse and Mental Health Services Administration (US); 2006. http://www.ncbi.nlm.nih.gov/books/NBK64088/



• Counseling

• Medications

• Alcoholics Anonymous 
(AA) and other mutual 
help groups

Effective treatment 
options for AUDs:

McCrady 2013; UK National Health Service, 2011; 
Veterans Administration, 2013.

Presenter
Presentation Notes
Evidence available so far supports three types of specialized treatment for alcohol use disorders: counseling, medications, and support groups.Citations: McCrady BS. Health-care reform provides an opportunity for evidence-based alcohol treatment in the USA: the National Institute for Health and Clinical Excellence (NICE) guideline as a model. Addiction. Feb 2013;108(2):231-232. http://onlinelibrary.wiley.com/doi/10.1111/j.1360-0443.2012.04052.x/pdfNational Institute for Health and Clinical Effectiveness. Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and alcohol dependence. UK National Health Service (NHS);2011. http://www.ncbi.nlm.nih.gov/pubmed/22624177VA Office of Quality and Performance. VA/DoD Clinical Practice Guideline for the Management of Substance Use Disorders, Version 2.0. 2009; http://www.healthquality.va.gov/sud/sud_full_601f.pdf. Accessed Jun 10, 2013. http://www.healthquality.va.gov/guidelines/MH/sud/sud_full_601f.pdf



• One-on-one counseling or couples 
therapy

• Appropriate counseling reflects 
patient’s goals:

– Help patients assess their drinking 
and consider change, and support 
patients while they make changes.  

– Help patients who want to abstain 
by teaching them skills to help 
prevent relapse. 

Counseling

McCrady 2013; UK National Health Service, 2011; 
Veterans Administration, 2013; Magill & Ray, 2009 

Presenter
Presentation Notes
Alcohol counseling involves working with a health professional to identify and help change the behaviors that lead to heavy drinking. Behavioral treatments share certain features, which can include developing the skills needed to stop or reduce drinking, helping to build a strong social support system, working to set reachable goals, coping with or avoiding the triggers that might cause relapse.Citations: McCrady BS. Health-care reform provides an opportunity for evidence-based alcohol treatment in the USA: the National Institute for Health and Clinical Excellence (NICE) guideline as a model. Addiction. Feb 2013;108(2):231-232.National Institute for Health and Clinical Effectiveness. Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and alcohol dependence. UK National Health Service (NHS);2011.VA Office of Quality and Performance. VA/DoD Clinical Practice Guideline for the Management of Substance Use Disorders,Version 2.0. 2009; http://www.healthquality.va.gov/sud/sud_full_601f.pdf. Accessed Jun 10, 2013.Magill M, Ray LA. Cognitive-behavioral treatment with adult alcohol and illicit drug users: a meta-analysis of randomized controlled trials. J Stud Alcohol Drugs. Jul 2009;70(4):516-527



• Growing number of sober 
support options besides AA

• Peer support groups can 
improve treatment 
outcomes by helping pts 
develop relationships that 
support their drinking goals

• Participation in 12-step 
programs has been shown 
as effective as other proven 
treatments. 

Support groups

Project MATCH, 1998 

Presenter
Presentation Notes
Help from a medical or behavior health provider can powerfully influence substance-abuse patients’ level of affiliation with support groups. Providers can encourage patients to attend meetings, follow the criteria, choose a sponsor, and engage in support group strategies.Citation: Project MATCH Research Group. Matching alcoholism treatments to client heterogeneity: Project MATCH three-year drinking outcomes. Alcohol Clin Exp Res. September 1998;22(6):1300-1311. 



Video:

Presenter
Presentation Notes
This video features real patients explaining how their healthcare provider played a large role in becoming sober and staying sober.Video: https://www.youtube.com/watch?v=RWbesR8-yis



Outpatient:

 Group

 Family

 Intensive outpatient

 Partial hospital program

Inpatient/residential:

 Detoxification

 Acute residential treatment

 Residential treatment

 Therapeutic boarding school

Types of adolescent treatment

AAP, 2011

Presenter
Presentation Notes
Treatment for substance use disorders is delivered at varying levels of care in many different settings. Because no single treatment is appropriate for every adolescent, treatments must be tailored for the individual. 



Oregon laws towards minor 
consent and treatment

 Youth 14 years or older may initiate 
treatment without parental consent 
(ORS 109.6750) 

 Providers are to involve the parents 
before end of treatment unless 
parents refuse or there are 
indications not to involve parents 
(ORS 109.6750) 

 Providers may advise the parent 
/guardian of diagnosis of treatment 
of chemical dependency or mental 
disorder when clinically appropriate 
and if condition has deteriorated 
(ORS 109.680)

Presenter
Presentation Notes
While teens 14 years or older may accept treatment for substance use disorders, Oregon law requires providers to involve parents unless there is a reason not to. Citation: Robert J. Williams, Samuel Y. Chang. A Comprehensive and Comparative Review of Adolescent Substance Abuse Treatment Outcome. Clinical Psychology: Science and Practice Volume 7, Issue 2, pages 138–166, June 2000.



Confidentiality and the referral

Consider:

 May be difficult for teen to 
manage treatment 
requirements without 
parent knowledge.

 Teens respond better to 
treatment when parents 
are involved.

 Insurance carrier may notify 
parent if insurance is under 
their name.

Williams RJ, et al. 2000

Presenter
Presentation Notes
Evidence suggests that teens are more likely to benefit from specialized treatment when a parent or trusted adult is involved. It may be difficult to participate in treatment when the teen tries to keep their treatment hidden from parents. Be aware of the possibility of an insurance bill alerting parents to treatment. Citation: Robert J. Williams, Samuel Y. Chang. A Comprehensive and Comparative Review of Adolescent Substance Abuse Treatment Outcome. Clinical Psychology: Science and Practice Volume 7, Issue 2, pages 138–166, June 2000.



Involving parents or 
trusted adults 

 An adolescent who 
discloses heavy drug use 
may be looking for help. 

 Ask patient if parents or 
trusted adults are aware of 
drug use. If so, inviting 
parents into conversation 
may be easy.

 Special considerations 
when parents themselves 
use substances

Presenter
Presentation Notes
Involving a parent or trusted adult when it comes to specialized treatment may be easier than you think. Adolescents who disclose enough problems related to their use may be asking for help and accept the involvement of their parents or trusted adults in their life. Parents may be already aware of their teenager’s use. 



Side with the teen when 
presenting information:

“Terra has been very honest 
with me and told me about her 
marijuana use. She has agreed 
to see a specialist to talk about 
this further. I will give you the 
referral information so that you 
can help coordinate”. 

Involving parents in a referral

Presenter
Presentation Notes
If an adolescent patient is willing to accept help to stop using alcohol or drugs, and is willing to involve their parents, make sure to side with the patient when discussing options with the parents.



Thank you

OREGON
Training Initiative

www.sbirtoregon.org

Jim Winkle, MPH
Dept. of Family Medicine
Oregon Health & Science 
University

Presenter
Presentation Notes
Thank you for attending this presentation. All of the materials presented in this curriculum, including these slides, are available for download at the www.sbirtoregon.org website. 
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