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Abstract 

Problem: Substance use is associated with poorer hospital outcomes, increased lengths of stay, 

higher healthcare costs, and increased mortality. On an adult inpatient medical unit, up to 90% of 

patients did not receive substance use screening per policy. Implementing the evidence-based 

model of screenings, brief interventions, and referrals to treatment (SBIRT) in this population 

would serve to optimize quality of care and patient outcomes. Purpose: To purpose of the QI 

project was to improve substance use screening and referrals to an Addiction Consult Service 

(ACS) on an adult Medical Intermediate Care Unit. Methods: This QI project was implemented 

over a 15-week period on a 16-bed adult medical IMC unit. In order to improve substance use 

screening in newly admitted patients, staff utilized an existing validated single-item screening 

question in the electronic medical record. Nursing staff notified the attending physicians for all 

patients who screened positive; the physician further evaluated the patient and placed an order 

for the ACS if indicated. Data collection was conducted via manual chart audits; run charts were 

utilized to track process and outcome measures. Process measures included counts (%) of 

patients who were screened/assessed for substance use. Outcome measures included counts (%) 

of patients who screened/assessed as positive and received follow up by a physician and counts 

(%) of patients who screened positive who were referred to ACS.  Results: A total of 53 patients 

were screened or assessed for substance use. Of these, 100% received a screen or assessment, 

49.06% (n=26) were screened by nursing, and 50.94% (n=27) who were missed by nursing 

received assessments from a physician. Of the patients screened or assessed, 13.21% (n=7) were 

positive, 11.54% (n=3) of patients screened by nursing were positive and 14.81% (n=4) of the 

patients missed by nursing but assessed by a physician were positive. Of the patients with 

positive screenings or assessments, 71.43 (n=5) were referred to the ACS. Conclusion: 
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Implementing nurse-lead substance use screening with a validated screening tool in the 

electronic medical record is feasible on a busy inpatient medical unit, leads to improved 

detection rates, improves documentation, and makes screening more convenient.  
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Improving Inpatient Substance Use Screening and Referral to an Addiction Consult Team  
 

Problematic substance use (SU) is a critical and growing issue in healthcare, particularly 

during the COVID-19 pandemic. Substance use disorders (SUD) contribute to disease burden 

and are associated with worse hospital outcomes, increased length of stay, higher healthcare 

costs, and increased mortality (Merchant et al, 2020). Regionally, the upper north east has the 

highest population rate of opioid use disorder, opioid-related endocarditis (Weiss et al., 2020) 

and overdose hospitalization rates (Unick & Ciccarone, 2017). In the United States, one in 12 

adults has a SUD (Substance Abuse and Mental Health Services Administration [SAMHSA], 

2019).  It is well established in the literature that substance use is a growing problem in the 

United States.  According to the Centers for Disease Control and Prevention (2020),13.3% of 

individuals started or increased using substances to help cope with stress or emotions during the 

COVID-19 pandemic.  

One model used within the hospitals for patients with SU is the screening, brief 

intervention, and referral to treatment (SBIRT) model (SAMHSA, 2020), an evidence-based 

practice that can be implemented for early intervention of SU. Addiction team consultations are 

increasingly routine at hospitals and can increase health outcomes and increase engagement in 

outpatient substance use treatment post discharge (Naeger, 2016). Aligning with achieving 

country-wide objectives (Office of Disease Prevention and Health Promotion, n.d.), such as those 

listed in Healthy People 2030, this intermediate care unit identified a goal of increasing detection 

of SU and SUD during hospitalization in order to improve the quality of care delivered and 

patient outcomes by increasing detection. Despite a current process in place for screening 

patients upon arrival to the unit (process flow map, Figure 3), only 1 in 25 audited records 

(4.0%) had a positive single item screen for SU in the past 30 days, and the majority of patients 
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were not screened for SU at all. The purpose of this QI project was to improve substance use 

screening and referrals to an Addiction Consult Service (ACS) on an adult Medical Intermediate 

Care Unit.  

Literature Review 

Presenting the literature support for screening inpatient adults for SU and referring them 

to behavioral health counselors while in inpatient settings was the focus of this evidence review. 

Evidence regarding SU (Appendix A) was appraised and synthesized (Table 1) for this QI 

project prior to implementation. Level of evidence (Melnyk & Fineout-Overholt, 2014) and 

quality ratings (Newhouse et al., 2017) were assigned to each study. This review provided 

evidence supporting the need for SU screening, referring patients to SU counselors if they screen 

positive, and referring patients with SUD to community-based treatment. While SU is a growing 

issue, it is necessary to determine the evidence for addressing this nation-wide issue while 

patients are hospitalized.   

 Understanding that individuals who use illicit drugs are admitted more frequently than 

the general population is a key factor in support of this project. Lewer et al. (2020) performed a 

systematic search of observational cohort studies which reported healthcare utilization. While it 

this study was rated at a lower level of evidence due to its design, it drew fairly definitive 

conclusions that adults who use illicit drugs are admitted to the hospital more frequently than the 

general population. Additionally, the United States Preventive Services Task Force issued a 

statement concluding that all patients should be screened for substance use (Krist et al., 2020) if 

there are appropriate services in place to accurately diagnose and follow-up care can be offered. 

Through translation of this evidence, noting that a screening tool was already imbedded in the 
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electronic health record, and recognizing the existing substance use disorder consultation service 

at the practice site, there was foundational evidence for appropriateness of this QI project.  

One study with a high level of evidence, and another with a lower level of evidence 

agreed on a main point: hospital-based or integrated addiction care is helpful and may be 

associated with improved post-discharge treatment utilization. After an addiction consult 

specialist visit, 40.1% of patients abstained from at least one substance post-discharge (King et 

al, 2020), and coordinated care approaches and cognitive behavioral therapy increased treatment 

initiation (Vogel et al., 2020). This evidence supports the practice change of nurses advocating 

directly with physicians for further assessment of substance use for patients with positive 

screens.  

 According to two studies (Aldridge et al, 2017 & Gryczynski et al, 2011), methods and 

interventions utilized by behavioral health counselors or social workers are associated with a 

decrease in use of various substances. Screening, brief intervention, and referral to treatment 

(SBIRT) was evaluated on a robust population in both studies.  Utilization of SBIRT was 

associated with statistically significant decreases in substance use, while higher intensity services 

are associated with a greater magnitude of changing drinking behaviors (Aldridge et al, 2017). 

Theoretical Frameworks 

One model chosen to guide this project is recovery management (RM), a philosophical 

framework for organizing addiction treatment to provide pre-recovery identification and 

engagement, recovery initiation and stabilization, long-term recovery maintenance, and quality-

of-life enhancement for individuals and families affected by severe SUD (White, 2008). Fornili 

(2016) derived the SBIRT + RM model from William White's RM model (2008), to explain how 

RM concepts can be used to explain the various component parts of SBIRT (screening, brief 
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intervention, and referral to treatment), which is an early intervention initiative designed to 

detect substance use among populations not yet known to have substance use problems. 

According to Fornili, the screening component of SBIRT corresponds to the pre-recovery 

identification concept of RM, the brief intervention component of SBIRT corresponds to 

engagement and recovery initiation concepts of RM, and the referral to treatment component of 

SBIRT corresponds to the recovery initiation and stabilization component of SBIRT (Figure 1).  

In line with Fornili’s model, nursing and physician screening for substance use on the 

IMC relates to the RM concept of pre-recovery identification, an important component of this 

project, while addictions counselor referrals for patients in the intermediate care unit relate to the 

RM concept of engagement, recovery initiation, and stabilization (Fornili, 2016). By applying 

these concepts to the current practice and promoting an improved understanding the importance 

of offering resources to patients, even those not yet ready for treatment, this practice change of 

can be better leveraged, and thus can improve rates of screening and referrals to substance use 

counseling.  

When developing this quality initiative project, it was important to refer to 

implementation science frameworks to ensure the efficacy of the interventions. The framework 

chosen to guide this process is the framework for complex innovations, an implementation 

framework described by Helfrich et al. (2007) which utilizes seven key constructs (Figure 2) that 

can be applied to any health sector.  Management identification of the practice problem 

(management support), and insufficient adherence to the current policy requiring documentation 

of substance screening upon admission (implementation policies and practices) increased 

motivation of staff to perform the screening (implementation climate). Staff motivation were 

influenced by project implementation education (innovation-values fit) and performance 
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feedback from leaders on the unit (champions). The continued gauging of the implementation 

climate and monitoring of implementation data helped lead to an increase in substance use 

screening (implementation effectiveness).  By utilizing this implementation framework, a 

structure was provided to the Project Lead and team member for translating an effective 

intervention.  

Methods 
 

 This QI project took place over 15-weeks and aimed to implement a substance screening, 

brief intervention, and referral to treatment (SBIRT) project on a 16-bed adult Medical 

Intermediate Care Unit (IMC) at an urban academic hospital in the Mid-Atlantic area. The 

targeted population was patients directly admitted from an outside hospital, emergency 

department, or procedural areas. Nurses on the IMC were unable to perform admission screening 

on patients received from other units within the hospital; therefore, these patients (N=43) were 

excluded.  

  Nurses administered a validated single-item-drug screen (NCAS, 2022, Appendix B) that 

was modified to inquire about past 30-day use. This was administered within 24 hours of 

admission, and providers were notified if the screen was positive. Patients with a positive screen 

were evaluated by a physician and referred to the Substance Abuse (SA) consult team for a 

comprehensive bio-psycho-social assessment and referral to community-based treatment if 

indicated. An interpreter was available for non-English speaking patients. The screening question 

responses were documented by nursing staff utilizing an existing intake/triage form in the 

electronic medical record (EMR). No information regarding type of illicit drug used was 

collected. 
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 The nursing staff was educated by their peers and experienced nursing staff using a script 

and a Staff Training Audit Form (Appendix C). Thirty-three nurses were trained utilizing the 

Gradual Release of Responsibility Model (McCoy, 2011) which includes providing direct 

instruction, guided instruction, and determining readiness for independent practice. The seven 

medical providers were informed of the practice change by a peer physician, who served as the 

clinical site representative (CSR). During the first several weeks of implementation, staff 

engaged in one-on-one sessions to learn about the QI project and were given opportunities to ask 

questions. The RNs then documented the single-item substance screening question which existed 

on the current intake-triage form in the EHR. If the response on the single-item screening 

question was positive, the RN notified one of MDs, who further assesses the patient for 

problematic substance use. If it was indicated, the MD made a referral to the SA Consult Service; 

the SA Consult service provider completed a comprehensive bio-psycho-social substance use 

assessment and referred the patient to further addiction treatment services if indicated.  

 The unit educator collected all project data via manual chart review and entered the data on 

a Project Implementation Data Audit Sheet (Appendix D).  The Data Audit Sheet maintained on 

the hospital unit had a patient label so that the patient could be tracked until the time of 

discharge, at which time a copy without the label was provided to the Project Lead so that only 

de-identified data were used for analyses. Lastly, the Project Lead entered the de-identified data 

on a secure data management spreadsheet (Appendix E) via a password protected device 

accessible only by the Project Lead. 

 Process measures included percent of newly admitted patients with a documented single-

item substance use screen performed by nursing, percent of patients evaluated for substance use 

by the physician provider, and percent of patients with positive screens who received a follow-up 
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assessment by the SA consult service.  Outcome measures included percent of patients with 

positive screens (detection rate); percent of patients who were linked to community-based SUD 

treatment by the SA consult service (referral rate), number of patients with and without a positive 

screen who left “against medical advice” (AMA).   

 For clinical, legal, and ethical considerations, high risk populations were evaluated in the 

data analyses. Patient demographic data included age, race/ethnicity, gender, and length-of-stay. 

Evaluation of demographic information was intended to provide feedback to the hospital staff 

regarding characteristics of their patient population with SUDs, and to ensure equity in receipt of 

SBIRT regardless of race or ethnicity. Most data were analyzed for the overall group of patients 

and by gender. For the protection of human subjects, a Non-Human Subjects Research 

determination was obtained for this QI project from the University’s Institutional Review Board 

(IRB).  

Implementation tactics included utilization of Bingham’s ABCDE’s Strategies and 

Tactics recommendations (Bingham & Main, 2010). One tactic fell under the category of 

accountability, which was actualized as the charge nurse implemented real-time auditing of 

nursing documentation of patient screening results. Utilizing this tactic, the charge nurse 

informed the staff nurse of missing patient data within the EMR, to ensure that the nurse 

performed the screening by the end of the shift. Communication via daily staff huddles was 

utilized to encourage and remind nursing staff to notify the physician if their patient screened 

positive for substance use on the single-item-screen.  Peer registered nurses were encouraged to 

work together to complete intake questions with 24-hours of a patient arriving on the unit. 

Signage was posted throughout the unit to remind nurses to notify the physician if a patient had a 

positive substance use screen on admission. Lastly, a structural change involved designating a 
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mobile computer as an admission computer. Initially staff were receptive to this, but it was not 

sustainable due to technical difficulties on other computers which resulted in the mobile 

workstation being utilized by patient care technicians. 

 

Results 
 
 During the 15-week implementation period, 96 patients were discharged from the medical 

IMC. Of these, 43 (44.8%) were excluded from analysis because they were transferred from 

other units. Analyses were conducted for the remaining 53 eligible patients (Table 2).  Overall, 

the mean age of eligible patients was 57.42 years (SD=13.75; Range 28-86 years). In 

comparison, females (n=23; 43.4%) were slightly younger (mean = 55.78%; SD=14.46); males 

(n=30; 56.6%) were slightly older.  Of all eligible patients, 33 (63.46%) were black or African 

American, while 19 (36.54%) were white.  The overall mean length-of-stay (LOS) was 5.59 days 

(SD=3.93; range=28-56 days). 

 Overall, 100% (n=53) of patients were screened for substance use. Of these, 26 (49.06%) 

were screened by nursing, while 27 (50.94%) were missed by nursing but received a 

screening/assessment from the physician. Of all patients screened/assessed, seven (13.21%) were 

positive for SU. Of the 26 patients screening by nursing, three (11.54%) had a positive screen, 

while four (14.81%) the patients missed by nursing but screened/assessed by the physician were 

determined to be positive for SU. Of the seven patients with a positive SU screen or assessment, 

five (71.43%) were referred to the ACS for a comprehensive evaluation and a treatment referral 

if indicated. Two of the seven patients with a positive screen (28.57%) were not referred to the 

ACS after the physician assessment, while two of the 46 patients with a negative screen (2.45%) 

were referred to the ACS after the physician assessment. The ACS evaluation results and 
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disposition data were not captured as a part of this project.  Overall, three patients (5.66%) left 

against medical advice (AMA) over the 15-week period.  Of these, one (33.33%) had a positive 

screen/assessment, and two had a negative screen/assessment (66.67%). A chi-square test of 

independence was performed to determine equivalence of the intervention across race and 

showed that there were no significant differences in rates of nurse adherence to the screening 

procedures based on race, X2 (1, N = 52) = 0.08, p=0.77 (p < .05). 

Discussion 

 The purpose of this quality improvement project was to improve nursing adherence to the 

hospital’s existing policy for substance screening, and to increase physician follow-up and 

referrals to an existing ACS for patients who screened positive for SU or were assessed to have 

substance-related problems.  The overall goal was to improve detection and referral to treatment 

of patients who use illicit substances. The project goals were that nursing would screen 100% of 

patients for substance use utilizing the single screen and that 100% of patients who had a positive 

screen received a follow up by the physician.  

 While nursing only met 49.1% of its screening goal over course of the project, the rate of 

nurse screening nearly quadrupled, from 10% at baseline. Variations in the workforce during the 

initial data collection served as a barrier to reaching a higher rate in that there were adjustment 

periods for new staff to learn the unit documentation procedures. During the initial data 

collection period, which coincided with the Covid-19 pandemic, six nurses who were initially 

trained resigned (18.18%), and three new travel nurses were hired. Additionally, there were 

several weeks which the unit had bed closures due to low staffing, potentially making 

documentation of screening less of a priority. It is noted that once the travel nurses were 
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educated on the practice change, the rate of screening improved (Figure 5). The IMC intends to 

sustain this practice change, and the staff has set new targets for continued quality improvement.   

Financial costs were minimal (less than $5.00); this included the printing fees for staff awareness 

signage around the unit. 

 The higher SU detection rate observed among patients screened/assessed by the 

physicians (14.8%) compared to those screened by nursing (11.5%) may be attributed to the 

difference in the physician’s role relative to the nurses’ role.  The nurses conducted the single 

item drug screen as a part of a larger, initial, intake/triage process with numerous yes/no 

screening questions for other conditions, while entering patient responses into the EHR.  Further, 

the nursing intake/triage process takes place over several minutes during the admission process, 

when nurses are faced with multiple competing priorities for immediate patient care needs, often 

compounded by time limitations and other conditions on the unit.  The physicians questioned 

patients while completing a more comprehensive history and physical exam, which may have 

offered greater opportunities for asking more follow-up probing questions at other times during 

the hospital stay.  It is probable that the physician may have had better access to laboratory 

testing, medical records, and observations recorded in progress notes.  

Serowik, et al., (2020) describe considerable variability in the accuracy of inpatient SUD 

detection rates, ranging from 11% - 56.5% for illicit drugs; such factors that contribute to this 

variability include addiction severity, presence of electronic decision support tool to cue 

screening, and provider training of substance screening. The detection rates captured during data 

collection of this QI project were captured on a small number of patients on a single IMC, under 

“real life”, uncontrolled, conditions.  The evaluation results were not intended to infer causality, 

generate new knowledge, or be generalizable beyond this setting and patient population. 
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The project evaluation was limited by lack of screening/assessment data for patients 

transferred in from other units.  who were directly admitted to the data were collected only on 

patients admitted to the IMC per inclusion criteria implemented on the IMC so there was no 

measure of patients who transferred in from other units. The data analyses did not include 43 

discharged patients (44.79% of total unit discharges during the project time frame), who were 

admitted to the hospital through other units and did not meet inclusion criteria. Due to these 

limitations, we were unable to calculate a true detection rate of substance use among patients on 

this unit.  Future QI projects could implement similar SBIRT initiatives on other hospital units, 

to improve rates of substance screening in other units, and to help the hospital capture more 

accurate estimates of the prevalence of SU among its patient population.    

Conclusions 
 

 Problematic substance use is a growing epidemic that requires attention and resources. 

Through implementation of this project, the community benefits. The implementation of this QI 

project was successful from several perspectives. Through staff surveying and analysis of results, 

it was determined that implementing nurse-lead substance use screening with a validated 

screening tool is feasible on a busy inpatient medical unit and leads to improved detection rates 

as evidenced by the rate of nursing screening quadrupling from baseline. 

 Several project strengths contributed to ease of the practice change. Live-auditing with 

real-time feedback proved useful when initiating the practice change; spot audits helped 

leadership staff receive feedback on overall performance of the documentation practice changes. 

Incorporating the validated screening question into the electronic medical record improves 

documentation and makes screening and referral more convenient. While the Alcohol Use 

Disorders Identification Test-Concise (AUDIT C; Bush, et al., 1998) is also part of the existing 
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intake screen; the AUDIT C data were not captured for this project. It may be beneficial to for 

screening data to include alcohol misuse questions on future similar QI projects. 

To promote sustainability, substance screening policies and documentation procedures 

should be incorporated into onboarding and continuing education. Additional continuing 

education (CE) about substance use disorder prevention, early intervention, treatment, harm 

reduction, and recovery support services are warranted for all clinical staff. It also may be 

beneficial to spread similar QI projects in other contexts, such as surgical units.   
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Table 1 

Evidence Synthesis Table 

Evidence Based Practice Question (PICO):  On an adult intermediate care unit, does a multimodal intervention increase rates of substance use screening and 
referrals for patients with when compared to current practice? 
Level of 
Evidence 

# of 
Studies Summary of Findings Overall Quality 

I 2 

Moyer & the US Preventive Services Task Force (2013) 
recommends that clinicians screen adults for alcohol misuse 
and provide persons engaged in risky or hazardous drinking 
with brief behavioral counseling interventions to reduce alcohol 
misuse. The USPSTF prefers the following tools as instruments 
for alcohol misuse screening in primary care: AUDIT, AUDIT-
C, and Single Question Screening. Current evidence is 
insufficient to conclude that the benefit outweighs harms of 
screening adolescents for substance use.  
 
The systematic review of 23 articles by Vogel et al. (2020) 
concluded that interventions focused on coordinated care (e.g., 
integrated care medical settings) and cognitive behavioral 
approaches were most effective at increasing substance use 
disorder treatment utilization.  
  

A. Conclusive results were found with sufficient sample sizes. 
Extensive literature review and synthesis was completed to arrive 
at the recommendations. This clinical practice guideline authors 
reviewed extensive prior literature to arrive at guidelines 
provided within the article.  
 
 
 
 
 
C.  Due to inconsistently defined outcomes, unvalidated 
measurement tools, and widely heterogenous interventional 
studies used, both internal and external validity are lacking in this 
particular study. The authors reviewed a large amount of data 
from various controlled trials, but due the nature of measuring 
SBIRT and the wide array of types of interventions reviewed, the 
overall quality of this study was given a C rating. While many 
recent studies about SBIRT focus on efficacy of brief 
interventions on substance use outcomes, this study looks at how 
referrals to treatment prompt treatment utilization. Despite the 
relatively low quality of this study, it is important to utilize it in 
this synthesis given the authors’ focus on interventions that may 
increase SUD specialty treatment.  

IV 
 

1 
 

 
King et al. (2020) fairly definitively found that following 
addiction consult service (ACS) consult, patterns of substance 
use decreased from baseline. The authors indicate that the data 
supports the importance of hospital-based addiction care as a 
standard of care.  

 
B. As with many of these studies, due to lack of control group 
and potential confounding factors, causal inference cannot be 
drawn. Results relied on patient self-reporting and were from a 
limited sample size at one hospital in Oregon. 
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Rating Scale for Quality of Evidence  
A: High – consistent results with sufficient sample, adequate control, and definitive conclusions; consistent recommendations based on extensive literature 
review that includes thoughtful reference to scientific literature 

V 3 

Aldridge at al. (2017) found that in a sample of 17,575 patient 
that SBIRT was associated with statistically significant 
decreases for almost every measure of substance use. Given 
that evaluating effectiveness of evidence-based SBIRT services 
is complex and ongoing, there are some limitation. Greater 
intervention intensity was associated with greater reduction in 
substance use. No causal conclusion can be drawn due to study 
design, various interventional methods, and other confounding 
variables. 
 
 
Gryczynski et al. (2011) found in their study of 1208 patients 
that brief intervention (BI) alone was associated with a 
reduction in alcohol use (p<0.05) and days drinking to 
intoxication (p<0.05). Those who received brief therapy (BT) 
and/or referral to treatment (RT) had an even greater magnitude 
of decrease of alcohol use and days drinking to intoxication. 
Incidence rate for illicit drug use was decreased by 6-month 
follow up for those who received BI only; however, referral to 
treatments (RT) did not change the magnitude of decrease 
significantly. Overall, the authors confirm prior findings and 
support the SBIRT services and  specifically note brief 
intervention as a catalyst for decreased substance use 
behaviors. 
 
 
Lewer et al. (2020) performed a systematic search of 
observation cohort studies reporting healthcare utilization. 
Primary outcomes were the cumulative incidence (risk) and rate 
of care episodes in three settings: primary care, hospital 
admissions (in-patient) and emergency department (ED). The 
authors found that people who use illicit drugs are admitted to 
emergency department or hospital several times more often 
than the general population.   

B: Fairly definitive conclusions were drawn by Aldridge et al. 
(2017) that SBIRT is associated with changes in patient 
outcomes. This is only one of two studies that analyzes 
SAMHSA’s SBIRT program that publishes data of multi-site 
patient outcomes; the authors revisit a prior study (Madras et al. 
2009) and addresses limitations, concerns, and statistical methods 
more thoroughly. Limitations that remain include no comparison 
groups; however, standardize effect sizes for alcohol use were 
measured and compared with data from another randomized 
controlled trial control group (Bien et al. 1993). The sample size 
is robust. 
 
 
B. Fairly definitive conclusions were drawn regarding the effect 
of BI, BT, and RT on alcohol and illicit drug use. The large 
sample size and robust analysis of data and variables increased 
the quality of this study. There was no control group. Prior 
literature incorporation into discussion of findings is robust.  
 
 
 
 
 
 
 
 
B. While the authors analyzed a great amount of data regarding 
utilization of healthcare, no specific interventions were reviewed 
or found conclusive to reducing hospitalizations. Overall, the 
structure of the study was sound, reasonably thorough, and 
offered fairly definitive conclusions.   
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B: Good – reasonably consistent results; sufficient sample, some control, with fairly definitive conclusions; reasonably consistent recommendations based on 
fairly comprehensive literature review that includes some reference to scientific evidence  
C: Low/major flaw – Little evidence with inconsistent results; insufficient sample size; conclusions cannot be drawn 
 
Newhouse, R.P. (2006). Examining the support for evidence-based nursing practice. Journal of Nursing Administration, 36(7-8), 337-40.
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Table 2 
 
Patient Characteristics Data 
 
 

 Total Patients (N=53) Females (n=23; 43.40%) Males (n=30; 56.60%) 
Mean 
(SD) 

Median Range Mean 
(SD) 

Median Range Mean 
(SD) 

Median Range 

Age (Years) 57.42  
(13.75) 

57 28-86  55.78 
(14.46) 

56 28-82 58.67 
(13.3) 

58 33-86 

Length-of-Stay (Days) 5.59 
(5.48) 

3.93 0-25 5.57 
(5.53) 

4 0-24 5.6 
(5.53) 

3.92 0-25 

Race (N=52) N=52 (%) N=22 (42.31%) N=30 (57.69%) 

Black or African American 33 (63.46) 14 (63.64) 19 (63.33) 

White 19 (36.54) 8 (36.36) 11 (36.67) 

Asian/Pacific Islander 0   (0.00) 0   (0.00) 0   (0.00) 

Native American   0   (0.00) 0   (0.00) 0   (0.00) 

Hispanic   0   (0.00) 0   (0.00) 0   (0.00) 

Missing 1 1        0   (0.00) 

Process Measure: 
Patients Screened by Nursing 
(N=53) 

   

Yes (Screened) 26 (49.06) 9 (39.13) 17 (56.67) 

No (Screening missed) 27 (50.94) 14 (60.87) 13 (43.33) 

Outcome Measure: 
Total Patients Screened/Assessed 
for Substance Use (N=53) 

   

Screened by Nursing 26 (49.06) 9 (39.13) 17 (56.67) 

Patients Not Screened by 
Nursing, who were 
Screened/Assessed by 
Physician  

 27 (50.94) 14 (60.87) 13 (43.33) 

Total Patients 
Screened 

53 (100.00) 23 (43.40) 30 (56.60) 

Patients with Positive Screening 
or Assessment (N=7 of 53; 
13.21%) 
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Screened by Nursing  
(N=26) 

3 (11.54) 1 (33.33) 2 (50.00) 

Screened/Assessed by 
Physician 
(N=27) 

4 (14.81) 2 (66.67) 2 (50.00) 

Total Positive 
Screening/Assessment 

7 (100.00) 3 (42.86) 4 (57.14) 

Referred to SA Consult Service 
(N=53) 

   

Yes (N=7; 13.21%)     

• Yes, Referred with 
Positive 
Screen/Assessment  

5 (71.43)   

• Yes, Referred with 
Negative 
Screen/Assessment  

2 (28.57)   

No (N=46; 86.79%)    

• Not Referred, 
Positive 
Screen/Assessment  

2 (4.35)   

• Not Referred, 
Negative 
Screen/Assessment  

44 (95.65)   

Balance Measure:  
Patient left AMA?  

   

Yes (N=3; 5.66%)    

• Left AMA: 
Substance 
Screen/Assessment 
Positive (N=3) 

1 (33.33)   

• Left AMA: 
Substance 
Screen/Assessment 
Negative (N=3) 

2 (66.67)   

 
 
 
 
 



INPATIENT SUBSTANCE USE SCREENING AND REFERRAL 25 

Figure 1 
 
Middle Range Theory: SBIRT+RM model (Fornili, 2016) 
 

 
 
 

Note.  From “Part 2: Screening, brief intervention and referral to treatment plus recovery 

management” by K.S. Fornili, 2016, Journal of Addictions Nursing, 27(2), 86–93. 

https://doi.org/10.1097/jan.0000000000000119 Copyright 2016 by Katherine Fornili. 

Used with permission.  
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Figure 2 

Implementation Process Framework (Helfrich, et al., 2007). 

 

Note.  Helfrich, C.D., Weiner, B.J., McKinney, M.M., & Minasian, L. (2007). Determinants of 
implementation effectiveness: Adapting a framework for complex innovations. Medical Care 
Research and Review, 64(3), 279-303 doi: 10.1177/1077558707299887 
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Figure 3  

Prior Process for Substance Use Screening 
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Figure 4  

New Process for Substance Use Screening 
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Figure 5  

Run Chart: Directly Admitted Patients Screened for Substance Use by Nursing 
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Appendix A 

EVIDENCE REVIEW TABLE  

Aldridge, A., Linford, R., & Bray, J. (2017). Substance use outcomes of patients served by a large US implementation of 
screening, brief intervention, and referral to treatment (SBIRT). Addiction. 112(2), 43-53. doi:10.1111/ass.13651 
https://onlinelibrary.wiley.com/doi/full/10.1111/add.13651  

Level (Melnyk) 
V 

Purpose/Hypothesis Design Sample Intervention Outcomes Results 
To assess changes in 
substance use 
behaviors of patient 
who received SBIRT 
services as part of 
the US Substance 
Abuse and Mental 
Health Services 
Administration’s 
(SAMHSA) 
Screening, Brief 
Intervention and 
Referral to 
Treatment (SBIRT) 
grant programs.  

 
 

 

Non-
experimental 
descriptive 
study; 
retrospective.  
Secondary 
analysis of 
longitudinal 
SBIRT data, 
intention-to-
treat 
influence of 
SBIRT 
 
 

Sampling Technique: 
Convenience: random 
sampling utilizing data from 
collected by SBIRT 
organizations 
Sampling: All patients 
screened by cohort I projects 
between 2004 and 2010 
were considered for analyses 
(n=754,525). Of these, 
n=171,921 screened 
positive. At least a 10% 
sample of these was 
randomly selected from each 
project for follow-up 
(n=17,575) 
Note: these patients received 
SBIRT as a routine part of 
their healthcare, rather than a 
study.  

Control: Standardize effect 
sizes for alcohol use were 
measured and compared with 
data from another 
randomized controlled trial 
control group (Bien et al. 
1993) 
Each individual SBIRT 
program developed its own 
SBIRT model. Models 
varied due to time and space 
constraints of the medical 
settings and due to 
providers’ willingness to 
provide and patients’ 
acceptance of specific 
SBIRT services 
Analyses: consisted of 
comparison of the full 
sample at baseline to the 
sample selected for follow-
up, also by whether the 
patient was recommended to 
have a brief intervention 
(BI), breief treatment (BT), 
or a referral to treatment 
(RT)  

DV: Substance Use 
Variables (see below) 
Measurement tool 
(reliability), time, 
procedure: 
Government 
Performance and 
Results Act (GPRA) 
Questionnaire Results: 

- At least 1 day of use 
of a substance in the 
past 30 days 
- Counts of days of use 
in past 30 days for each 
substance 
- Pre-SBIRT substance 
use was compared to 6-
months post-SBIRT 
substance use 

Statistically significant 
decreases for most 
substance use measures 
(p=<0.01) 
Number of days of 
consuming alcohol and 
illicit drugs increased 
slightly in the brief 
intervention group and 
decreased 0.6 days in the 
brief therapy group 
(p<0.1). 
Alcohol use decreased 
35.6%, heavy drinking 
decreased 43.4%, illicit 
drug use decreased 75.8% 
Greater intervention 
intensity was associated 
with larger decreases in 
substance use.  

Gryczynski, J., Mitchell, G.S., Peterson, T.R., Gonzales, A., Moseley, A., & Schwartz, R.P. (2011). The relationship between 
services delivered and substance use outcomes in New Mexico’s screening, brief intervention, referral and treatment 
(SBIRT) initiative. Drug and Alcohol Dependence. 118,152-157. doi:10.1016/j.drugalcdep.2011.03.012  

Level 
V 
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Purpose/Hypothesis Design Sample Intervention Outcomes Results 

This study examined 
the relationship 
between SBIRT 
services delivered 
and substance use 
outcomes.  

 

Non-
experimental 
descriptive 
study; 
retrospective.  
 

Sampling Technique: 
Random sampling utilizing 
data from an administrative 
dataset (Sangre de Cristo 
Community Health 
Partnership). 
# Eligible: Over 55,000 
adult patients screened for 
substance misuse 
# Intervention: 1208 
received SBIRT services 
Power analysis:  None 
listed                                                                              
Group Homogeneity: T-test 
(bivariate comparisons) were 
used for patient demographic 
variables to ensure there 
were no significant 
differences between groups 
 
 

Control: None 
 Intervention: If AUDIT 
score was >8, patients were 
referred to trained behavioral 
health counselors; the 
counselors delivered service 
planning at their own 
discretion. Results were 
analyzed by services 
provided (brief intervention, 
brief treatment, and/or 
referral and treatment) 
Intervention fidelity 
(describe the protocol): No 
specific protocol was 
described 

DV: Self-reported 
frequency of illicit drug 
use, alcohol use, and 
intoxication 
Measurement tool 
(reliability), time, 
procedure: Data were 
measured at baseline, 6 
months post 
intervention follow-up, 
with administrative 
services record and the 
Government 
Performance and 
Results Act (GPRA) 
Questionnaire  
 

Statistical Procedures(s) 
and Results: 
Significant decrease in the 
participant’s frequency of 
illicit drug and alcohol use 
six months after receiving 
SBIRT services (p<.001 for 
each). Participants who 
received brief therapy (BT) 
and referral to treatment 
(RT) had higher reductions 
in frequency of alcohol use 
and intoxication (p<.05 for 
each). The number of brief 
intervention sessions were 
linked to decreased 
frequency of alcohol use 
(p<.01) and alcohol 
intoxication (p< .05). 
Reductions in illicit drug 
use were substantial but did 
not differ by service 
variable (BI vs BT/RT) 

 
King, C., Nicolaidis, C., Korthuis, P. T., Priest, K. C., & Englander, H. (2020). Patterns of substance use before and after 

hospitalization among patients seen by an inpatient addiction consult service: A latent transition analysis. Journal of 
Substance Abuse Treatment, 118, 108121. doi:10.1016/j.jsat.2020.108121  

Level 
IV 

Purpose or 
Hypothesis 

Design Sample Intervention Outcome Results 

“To study the effect 
of addiction consult 
services (ACS) after 
discharge among 
hospitalized patients 
with substance abuse 
disorders, while the 
objective was to 

Prospective 
longitudinal 
cohort study 

Sampling technique: 
Convenience sampling (all 
patients referred to ACS; all 
patients with a suspected 
substance use disorder 
(SUD) or suspected of SUD 
could be referred by any 
clinician or social worker) 

Controls: N/A to study 
method 
Intervention: “IMPACT”, 
the in-hospital addiction 
consult service provided 
each patient with addiction-
related care. They perform 
substance use assessments, 

Dependent variable 
Measure: Addiction 
Severity Index- Lite 
scores (self-reported 
survey) administered by 
a research assistant not 
part of the clinical team 
for self-reported use of 

Conclusions: 40% of 
patients newly endorsed 
abstinence at least one 
substance at follow up. 
Polysubstance use was 
common in this cohort 
study at this institution; 
substance use decreased 
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identify patterns of 
substance use at 
admission and after 
discharge among 
hospitalized patients 
with substance use 
disorders who saw 
an ACS.” 
 

 
Eligible participants: 760 
# Consented: 486  
# Control: N/A  
# Intervention: 
Power Analysis: Not 
described/available  
Homogeneity: Groups were 
placed in three subgroups: 
alcohol use dominant, 
polysubstance use dominant, 
and other opioids and heroin 
use dominant 

initiate pharmacotherapy and 
behavioral SUD treatment 
when appropriate, provide 
rapid-access to post-
hospitalization SUD care, 
and provide bridging peer 
support, in hospital and post-
discharge.  
 
 

substance at baseline 
and follow-up.  
 

from baseline levels 
following ACS consult. 

 
Bias: Because of the lack 
of control group, and 
potential confounding 
factors, causal inference 
cannot be drawn. Results 
relied on patient self-
reporting 

Lewer, D., Freer, J., King, E., Larney, S., Degenhardt, L., Tweed, E. J., Morley, K. I. (2020). Frequency of health-care 
utilization by adults who use illicit drugs: A systematic review and meta-analysis. Addiction, 115(6), 1011-1023. 
doi:10.1111/add.14892   

Level 
V 
 

Purpose or 
Hypothesis Design Sample Intervention Outcome Results 

“To summarize 
evidence on the 
frequency and 
predictors of health-
care utilization 
among people who 
use illicit drugs” 

Systematic 
review and 
meta-
analysis of 
case control 
observational 
studies 

Sampling technique: 
-8123 records identified 
-313 full-text articles 
assessed for eligibility 
-92 studies met inclusion 
criteria 
-60 studies included in 
quantitative synthesis 
-25 studies reported ED 
episodes 
-25 studies reported hospital 
admissions 
Two authors independently 
screened titles and abstracts; 
agreement was 94% 
(Cohen’s Kappa 0.58) 
Homogeneity: 
Methodological quality was 
assessed using a modified 
Newcastle-Ottowa scale that 
included recruitment bias, 
non-response, ascertainment 

Review Protocol: 
Systematic review was 
conducted using Preferred 
Reporting Items for 
Systematic Review and 
Meta-Analysis (PRISMA) 
guidelines. A protocol was 
registered for the review 
with “Prospero”  
 

 

Outcomes: Cumulative 
incidence and rate of 
care episodes in three 
settings: primary care, 
hospital admissions 
(inpatient), and 
Emergency Department 
were obtained. The 
analysis was on 
populations who 
primarily use heroin, 
crack cocaine, or 
methamphetamine, or 
who have a diagnosis of 
“substance use 
disorder” or drug 
dependence.   
 

 

Conclusions: People who 
use illicit drugs are 
admitted to the emergency 
department or hospital 
several times more often 
than the general 
population. Hospital 
admission was associated 
with regular or recent 
injecting, alcohol use, and 
polydrug use. 
Pooled rates of 151 [95% 
CI- 114-201) for EDs and 
41 [95% CI=30-57) for 
hospital admissions per 100 
person- years; on average 
4.8 to 7.1 times for often 
than the general population 
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of illicit drug use, 
ascertainment of healthcare 
utilization, adequacy for 
follow up, selection for 
comparison groups and 
adjustment. 

Moyer, V. A. (2013). Screening and behavioral  counseling interventions in primary care to reduce alcohol misuse: U.S. 
Preventive Services Task Force Recommendation Statement. Annals of Internal Medicine.Vol 159, N3. 
doi:10.7326/0003-4819-159-3-201308060-00652  

Level 
I 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

To provide 
recommendations on 
screening and 
behavioral 
interventions in 
primary care for 
alcohol misuse  

 

Clinical 
Practice 
Guideline 
based on a 
systematic 
review of 
RCTs, meta-
analyses and 
systematic 
reviews.  

 

Data obtained from: 23 
Randomized Controlled 
Trials, meta- analyses, 
systematic reviews  

 

Compared effects of 
behavioral counseling 
interventions with usual care 
in adults with screening- 
detected alcohol misuse. 
Meta-analysis and 
systematic reviews measured 
adults screening detected 
alcohol misuse drinking 
habits after 1 year compared 
to control group  

 

DV: Weekly outcome 
consumption, long-term 
adherence to 
recommended drinking 
limits, accuracy of 
various screening 
approaches and 
behavioral counseling 
interventions.  
Defined Variable: 
Unhealthy, risky 
alcohol misuse includes 
consuming more than 4 
drinks/day or 14 drinks 
weekly for men and 3 
drinks/day or 7 drinks 
weekly for women and 
a pattern of drinking 
that leads to damage to 
physical to mental 
health  
 
Secondary Outcomes: 
Probability of traumatic 
injury or death related 
to motor vehicles 
Measures: Alcohol Use 
Disorders Identification 
Tests (AUDIT), 

Brief counseling 
interventions in adults with 
screening-detected alcohol 
misuse positively affect 
several unhealthy drinking 
behaviors in the primary 
care setting (p = 0.04)  
Project TrEAT (N=774). 
Reported a statistically 
significant difference in 
hospital days in the last 6 
months for the intervention 
group compared with the 
control group at 6, 12, and 
48 months (35 vs. 180, 91 
vs. 146, and 420 vs. 664, 
p<0.001, p<0.001, and 
p<0.05)  
A subgroup analysis 
(N=226) of young adults 
from Project TrEAT found 
fewer motor vehicle 
crashes with nonfatal 
injuries for those in the 
intervention group than for 
controls (9 vs. 20, 
respectively; p<0.05) and 
fewer total motor vehicle 
events (114 vs. 149; 
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AUDIT-C, and Single-
item screening 

p<0.05) after 48 months of 
follow up.  
Recommendation: The 
USPSTF recommends that 
clinicians screen adults 
aged 18 years or older for 
alcohol misuse and provide 
persons engaged in risky or 
hazardous drinking with 
brief behavioral counseling 
interventions to reduce 
alcohol misuse. (Grade B 
recommendation). The 
USPSTF concludes that the 
current evidence is 
insufficient to assess the 
balance of benefits and 
harms of screening and 
behavioral counseling 
interventions in primary 
care settings to reduce 
alcohol misuse in 
adolescents 

 

 
Author or Citation: Vogel, E. A., Ly, K., Ramo, D. E., & Satterfield, J. (2020). Strategies to improve treatment utilization for 

substance use disorders: A systematic review of intervention studies. Drug and Alcohol Dependence, 212, 108065. 
doi:10.1016/j.drugalcdep.2020.108065  

Level 
I 

Purpose or 
Hypothesis Design Sample Intervention Outcomes Results 

“This systematic 
review aimed to 
describe clinical 
interventions that 
may increase 
substance use 
disorder treatment 
utilization (i.e., 

Systematic 
review 

Sampling technique: 
Utilizing PRISMA 
guidelines. Methods of 
analysis and inclusion 
criteria on separate 
document and filed with 
“PROSPERO”. 

There was heterogenicity 
across studies; a few 
common interventions 
studied were the following: 
cognitive-behavioral 
interventions, motivational 
techniques (“brief 
intervention”), specific 

Dependent variable: 
Substance use disorder 
treatment utilization 
 
Measures: Treatment 
initiation- “enrolling in 
any treatment, attending 
a mutual-help meeting, 

Conclusions: Coordinated 
care approaches, which 
provide supportive services 
or alter infrastructures to 
better link patients with 
treatment resources, also 
had high proportions of 
positive outcomes 
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treatment initiation, 
attendance, 
meaningful 
engagement) and to 
determine which 
intervention(s) most 
consistently increase 
treatment 
utilization.” 

 

Studies were identified by a 
keyword search of the 
following electronic 
databases: PubMed, 
EMBASE, Web of Science, 
CINAHL, PsycINFO, and 
Sociological Abstracts. 
(search keywords in article). 
Keywords: SBIRT, alcohol 
and/or drug (AOD) use, and 
referral to treatment (RT). 
First, the authors searched 
SBIRT keywords in 
isolation. Second, they 
searched for each RT 
keyword in combination 
with each AOD keyword. 
The search strategy aimed to 
identify studies addressing 
referral to specialty SUD 
treatment, regardless of 
intervention type.  
Eligible articles: 
Randomized clinical trials 
that reported the effects of 
an intervention on utilization 
of specialty SUD treatment 
(1. topic included alcohol 
and/or other drugs excluding 
nicotine, 2. Effects of 
clinical intervention on an 
outcome were reported, and 
3. Included at least one 
outcome related to treatment 
utilization: treatment 
initiation, attendance, or 
engagement) 
Excluded: Published in 
another language than 

referral assistance, assisting 
patients with navigation of 
treatment, initiation of 
buprenorphine, teaching 
behavior change skills to 
concerned significant others, 
coordinated care 
interventions, and 12-step 
promotion.  
Protocol: Multiple protocols 
used across studies. Methods 
of the analysis and inclusion 
criteria were specified in 
advance and documented on 
PROSPERO 
(#CRD42018085379)  
Bias: Cochrane criteria was 
used to assess risk of bias; 
only studies with low risk 
bias were included in the 
narrative synthesis of results. 

 
 

contacting a treatment 
program, and 
scheduling an initial 
treatment session” 
Treatment attendance- 
outpatient visits or 12-
step meetings attending, 
inpatient, or residential 
days, completion of a 
treatment program, and 
ratio of attended 
treatment sessions to 
schedules treatment 
sessions 
Meaningful 
engagement- varied 
definitions/measures 
across studies 

regarding treatment 
initiation. Systems barriers 
can interfere with treatment 
utilization and coordinated 
care interventions appeared 
to be mostly effective in 
addressing systems barriers 
and facilitating treatment 
initiation.  
Cognitive behavioral and 
coordinated care 
interventions may increase 
treatment initiation, while 
12-step promotion 
interventions may promote 
treatment attendance.  



INPATIENT SUBSTANCE USE SCREENING AND REFERRAL 36 

English, published prior to 
2000, did not use human 
subjects, descriptive and 
observational studies, 
measured only primary care 
or emergency treatment, or 
assessed provider-level 
interaction or policy change.  
Records screened: 2242 
Full text articles assessed 
for eligibility: 72 
Included: 23 RCTs 

Note: Level of Evidence scoring: Melnyk, B.M. & Fineout-Overholt, E. (2014); Rating quality of study (Newhouse et al., 2017).  

Rating System for Hierarchy of Evidence  
Level of the Evidence I (1)  
II (2) III (3) IV (4) V (5) VI (6) VII (7)  
Type of the Evidence 
Evidence from systematic review, meta-analysis of randomized controlled trails (RCTs), or practice-guidelines based on systematic review of RCTs. 
Evidence obtained from well-designed RCT 
Evidence obtained from well-designed controlled trials without randomization 
Evidence from well-designed case-control and cohort studies 
Evidence from systematic reviews of descriptive and qualitative studies 
Evidence from a single descriptive or qualitative study 
Evidence from the opinion of authorities and/or reports of expert committees  
 
Melnyk, B.M. & Fineout-Overholt, E. (2014). Evidence-based practice in nursing & healthcare: A guide to best practice (3rd ed.). New York: Lippincott, 
Williams & Wilkins.  
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Appendix B 

Single-item Substance Use Screen 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

“Is this patient appropriate for substance abuse 
screening?” 
 Yes / No 
 
(If yes, the question below populates.) 
 
“In the past month, has the patient used street or 
prescription drugs?”  
Yes or No 
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Appendix C 

Staff Training Audit Form 
Direct 

Instruction-  
“I do”  

(Trainer; Date & 
Supervisor Initials) 

Guided Instruction-  
“We do”  

(Trainer & Staff; 
 Date & Supervisor Initials) 

Independent Practice-  
“You do” 

(Staff without prompts;  
Date & Supervisor Initials) 

Staff training completed 
(Date & Staff Initials) 

CSR signs off on  
staff competency  

(Date & CSR Initials) 
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Appendix D  

SUBSTANCE USE SCREENING PROJECT IMPLEMENTATION DATA AUDIT SHEET 

Patient 
Pseudo-
identifier  

AGE in years GENDER = Male 
(1=Yes, 0=No) 

GENDER = 
Female 

(1=Yes, 0=No) 

GENDER = 
Other/Not 
Specified 
(1=Yes, 
0=No) 

RACE = Black 
(1=Yes, 0=No) 

RACE = 
White 
(1=Yes, 
0=No) 

RACE = 
Asian/PI 
(1=Yes, 
0=No) 

RACE = AI/AA 
(1=Yes, 0=No) 

RACE = 
Other/Not 
Specified 

(1=Yes, 0=No) 

ETHNICITY 
= Hispanic 

(1=Yes, 
0=No) 

 

001 
           

 Nurse 
Screening 
Performed/ 
Documented 
(1=yes, 0=no) 

Single Item 
Screen Question 
Positive (1=Yes, 
0=No) 

SA Consult 
Order 
Present 
(1=yes, 0=no) 

SA Consult 
("Progress 
Note" 
Present) 
(1=yes, 
0=no) 

SA Consult 
Determined SUD 
Treatment was 
INDICATED 
(1=yes, 0=no) 

SA Consult 
Svc Referral 
to SUD 
Treatment 
(1=yes, 
0=no) 

Reason Tx 
was NOT 
Made = 
Patient 
Refusal 
(1=Yes, 
2=No) 

Reason 
Indicated Tx 
was NOT Made 
= Medical 
Complications 
(1=Yes, 2=No) 

Reason 
Indicated Tx 
was NOT Made 
= Other (1=Yes, 
2=No) 

IF OTHER, 
Specify (2-4 
words) 

Left AMA 
(1=yes, 
0=no) 

            

Patient 
Pseudo-
identifier  

AGE in years GENDER = Male 
(1=Yes, 0=No) 

GENDER = 
Female 
(1=Yes, 0=No) 

GENDER = 
Other/Not 
Specified 
(1=Yes, 
0=No) 

RACE = Black 
(1=Yes, 0=No) 

RACE = 
White 
(1=Yes, 
0=No) 

RACE = 
Asian/PI 
(1=Yes, 
0=No) 

RACE = AI/AA 
(1=Yes, 0=No) 

RACE = 
Other/Not 
Specified 
(1=Yes, 0=No) 

ETHNICITY 
= Hispanic 
(1=Yes, 
0=No) 

 

002            

 Nurse 
Screening 
Performed/ 
Documented 
(1=yes, 0=no) 

Single Item 
Screen Question 
Positive (1=Yes, 
0=No) 

SA Consult 
Order 
Present 
(1=yes, 0=no) 

SA Consult 
("Progress 
Note" 
Present) 
(1=yes, 
0=no) 

SA Consult 
Determined SUD 
Treatment was 
INDICATED 
(1=yes, 0=no) 

SA Consult 
Svc Referral 
to SUD 
Treatment 
(1=yes, 
0=no) 

Reason Tx 
was NOT 
Made = 
Patient 
Refusal 
(1=Yes, 
2=No) 

Reason 
Indicated Tx 
was NOT Made 
= Medical 
Complications 
(1=Yes, 2=No) 

Reason 
Indicated Tx 
was NOT Made 
= Other (1=Yes, 
2=No) 

IF OTHER, 
Specify (2-4 
words) 

Left AMA 
(1=yes, 
0=no) 

            

Patient 
Pseudo-
identifier  

AGE in years GENDER = Male 
(1=Yes, 0=No) 

GENDER = 
Female 
(1=Yes, 0=No) 

GENDER = 
Other/Not 
Specified 
(1=Yes, 
0=No) 

RACE = Black 
(1=Yes, 0=No) 

RACE = 
White 
(1=Yes, 
0=No) 

RACE = 
Asian/PI 
(1=Yes, 
0=No) 

RACE = AI/AA 
(1=Yes, 0=No) 

RACE = 
Other/Not 
Specified 
(1=Yes, 0=No) 

ETHNICITY 
= Hispanic 
(1=Yes, 
0=No) 

 

003            
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 Nurse 
Screening 
Performed/ 
Documented 
(1=yes, 0=no) 

Single Item 
Screen Question 
Positive (1=Yes, 
0=No) 

SA Consult 
Order 
Present 
(1=yes, 0=no) 

SA Consult 
("Progress 
Note" 
Present) 
(1=yes, 
0=no) 

SA Consult 
Determined SUD 
Treatment was 
INDICATED 
(1=yes, 0=no) 

SA Consult 
Svc Referral 
to SUD 
Treatment 
(1=yes, 
0=no) 

Reason Tx 
was NOT 
Made = 
Patient 
Refusal 
(1=Yes, 
2=No) 

Reason 
Indicated Tx 
was NOT Made 
= Medical 
Complications 
(1=Yes, 2=No) 

Reason 
Indicated Tx 
was NOT Made 
= Other (1=Yes, 
2=No) 

IF OTHER, 
Specify (2-4 
words) 

Left AMA 
(1=yes, 
0=no) 

            

 

 

 

 

 

 

 

 

 

 

 

 

 

 



INPATIENT SUBSTANCE USE SCREENING AND REFERRAL 41 

Appendix E 

Substance Use Screening Project Evaluation Spreadsheet 

 
 

  

 

 

 


