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Nurse-Led Program for the Early Identification of Substance Use Disorders in Primary Care
Undetected or untreated substance use disorders (SUDs) are associated with the onset or
exacerbation of other, often life-threatening, co-morbid physical¸ mental health and social
conditions (Fornili & Haack, 2005). The Institute of Medicine (1990) called for improved
screening and detection of alcohol problems among non-treatment seeking individuals receiving
services within community-based agencies, including primary care provider offices.
Subsequently, the World Health Organization endorsed, supported and replicated the
development of initiatives for SUD early intervention (Babor, Higgins-Biddle, Saunders &
Monteiro, 2001; Saunders, Aasland, Babor, de la Fuente & Grant, 1993). These interventions
have become known as SBIRT—the Screening, Brief Intervention and Referral to Treatment
model (Substance Abuse and Mental Health Services Administration [SAMHSA], 2014b).
SBIRT-related alcohol, tobacco and other drug measures are now endorsed by The Joint
Commission (2014), the National Quality Forum (2014), the National Institute on Alcohol Abuse
and Alcoholism (NIAAA, 2007), and the National Institute on Drug Abuse (Tai, Wu & Clark,
2012).
A number of nursing specialty organizations have formally endorsed SBIRT through
published position papers. The International Nurses Society on Addictions (IntNSA) and the
Emergency Nurses Association (ENA) published a joint position paper, calling for nurses in all
specialties and practice settings to become prepared to deliver SBIRT (Strobbe, Perhats &
Broyles, 2014). The American Psychiatric Nurses Association (APNA, 2012) recommended
SBIRT as a strategy for reducing population risk for medical and psychiatric illnesses subsequent
to excess alcohol consumption.
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SBIRT is an evidence-based practice that can be implemented in any healthcare setting to
identify, reduce, and prevent problematic use, abuse, and dependence on alcohol and other drugs,
especially at early stages of disease (SAMHSA, 2014b). It includes screening with standardized,
validated instruments, engaging lower risk patients in short conversations about their substance
use behaviors, and referring patients with higher risks for comprehensive assessments and SUD
treatment (SAMHSA, 2014b). There is strong evidence in the literature that screening and brief
counseling interventions are effective in detecting alcohol problems and decreasing alcohol
consumption among patients in primary care settings (Moyer & U. S. Preventive Services Task
Force [USPSTF], 2013), although evidence is somewhat weaker regarding screening for drug
problems among primary care patients (Polen, Whitlock, Wisdom, Nygren & Bougatsos, 2008).
Despite more than forty years of research evidence, SBIRT remains under-implemented in many
primary care settings (Saitz, 2007) for a variety of reasons (Rahm et al., 2015).
Prior to the implementation of this project, the large, urban, university-affiliated internal
medicine clinic where the proposed project was to be implemented had no formal or universal
alcohol or drug screening program, and thus missed numerous opportunities to intervene with
SUD patients. The clinic lacked standardized protocols and procedures necessary for
implementation of SBIRT services, including how to screen and intervene with substance using
patients and link them to community-based services. Screening appeared to be sporadically
conducted by only a few practitioners, and only on some patients. Few patient support services
were available to promote successful patient referrals to specialty SUD treatment services.
There was also no reliable method for recording screening results in the electronic health record
and retrieving them for data analyses.
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The purpose of this quality improvement project was to implement and evaluate the
feasibility of a formal, nurse-led SBIRT program within a medical residents’ internal medicine
clinic. Expected outcomes included improvements in rates of substance use detection, and
documentation of behavioral interventions provided and referrals made to community-based
services. In addition, the project was expected to improve the capability of the clinic to generate
estimates of SUD prevalence for this clinic population.
Theoretical Framework
Wagner’s Chronic Care Model (CCM) for ambulatory care improvements and redesign
(Bodenheimer, Wagner & Grumbach, 2002a¸ 2002b) is featured prominently in early SBIRT
literature. Interventions provided by the model consist of practice changes in provider
expertise/skill, patient education and support, team-based, planned care delivery, and better use
of information systems. Significant outcomes include improved patient compliance with
treatment, reductions in emergency department utilization and fewer days spent in the hospital
(Coleman, Austin, Brach & Wagner, 2009; Wagner, Austin & Von Korff, 1996). However, CCM
does not specifically describe whether or how it can be used to improve SUD outcomes.
The Recovery Management (RM) model, situated within a larger Recovery-Oriented
Systems of Care systems transformation (White, 2008), has greater structural and functional
adequacy over the CCM model in that it is specifically indicated for substance-using populations
and more clearly describes how it corresponds to SBIRT components (Fornili, in press-a). There
are logical relationships between RM and SBIRT concepts within a recovery-oriented care
continuum (Figure 1). A recovery-oriented SUD care continuum includes prevention, early
intervention, specialty treatment and continuing care services. Key RM model concepts include
pre-recovery identification and engagement, recovery initiation and stabilization, sustained
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recovery support, and long-term recovery maintenance (White, 2008). Within the RM model,
the pre-recovery identification concept corresponds to the screening and brief intervention
components of SBIRT, and the recovery initiation and stabilization corresponds to the referral to
treatment component of SBIRT. The RM model defines additional roles and responsibilities for
primary care providers beyond the delivery of SBIRT. These include ongoing monitoring,
encouragement and support; care coordination; medication management; post-treatment
“recovery check-ups”; and facilitated re-entry to specialty treatment if indicated (Fornili, in
press-b; White, 2008, p. 66).
Literature Review
Traditionally, treatment for alcohol problems occurred primarily in specialized
institutions focused on individuals with serious disorders, but not on individuals with less
harmful, non-dependent use (Babor, Ritson & Hodgson, 1986). Early intervention for substancerelated problems in primary care and other health care settings relied most heavily on principles
of early recognition (detection) and minimization of harm (Babor, Ritson & Hodgson, 1986),
especially among individuals who had not yet developed the need for extensive, specialized
treatment (SAMHSA, 2014b). Although alcohol screening and counseling has been reported as
one of the 25 highest-ranking effective preventive services, actual delivery of those services
tends to fall among the lowest rankings (Solberg, Maciosek & Edwards, 2008). Evidence to
support the accuracy and effectiveness of screening and behavioral counseling interventions for
SUDs in health care settings is provided in this literature review, followed by a discussion of
SBIRT implementation barriers and evidence for nurse-delivered SBIRT services. A critical
appraisal of the literature was done using both Melnyk and Fineout-Overholt’s (2011) level of
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evidence rating system and Newhouse, Dearholt, Poe, Pugh, and White’s (2005) quality of
evidence rating system (Table 1).
The U.S. Preventive Services Task Force (USPSTF) has conducted two systematic
reviews to evaluate screening accuracy and the effectiveness of screening and various behavioral
counseling interventions for alcohol use (Moyer & USPSTF, 2013; Solberg, Maciosek &
Edwards, 2008). Moyer and the USPSTF (2013) evaluated numerous alcohol misuse screening
instruments and determined that the ten-item Alcohol Use Disorder Screening Instrument
(AUDIT), the abbreviated AUDIT-C (first three AUDIT questions), and a single item
frequency/quantity question had the best performance for screening adults, young adults and
pregnant women. However, there was insufficient evidence regarding the use of screening tests
among adolescents. Another USPSTF review determined that alcohol screening and brief
counseling was “cost-saving from the societal perspective” and cost effective “from a health
system perspective” (Solberg, Maciosek & Edwards, 2008, p. 143).
Busy clinicians may miss opportunities to ask questions about alcohol or drug use, and
may only make inquiries to some patients, some of the time, perhaps based on suspicion or
intuition. This has led to questions about whether substance screening should be universal or
targeted, standardized or unstructured. Thus, investigators in Sweden sought to determine the
adequacy of unstructured, non-standardized screening for at-risk drinkers whenever clinicians
deemed it relevant, compared to a more structured, standardized, universal approach (Reinholdz,
Fornazar, Bendtsen & Spak, 2013). Results indicated that an unstructured, consultation based
approach in which clinicians ask questions about alcohol whenever they deem it relevant may
detect more patients with higher levels of risky drinking, but that systematic (universal)
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screening with standardized instruments may detect more patients overall, and more patients at
lower levels of risk, suggestive of its utility for detection at earlier stages of disease.
Many people who consume unhealthy amounts of alcohol are also more likely to use
illicit drugs (Dawson, Compton & Grant, 2010), and should also be asked about their drug use
(Smith, Cheng, Allensworth-Davies, Winter & Saitz, 2014). A few standardized drug screening
questionnaires have been developed and validated, but evidence is insufficient: a) to support their
feasibility in busy primary care settings, b) to establish a positive predictive value for patients
with lower rates of drug use/misuse, or c) to distinguish between individuals who occasionally
use substances, those who are impaired, or those who with dependence (Lanier & Ko, 2008).
There is an abundance of evidence to support the efficacy of brief interventions for nondependent primary care patients that exceed National Institute on Alcohol Abuse and Alcoholism
recommendations for frequency and quantity of alcohol consumption (NIAAA, 2007), and their
use in patients with unhealthy yet non-dependent alcohol use is highly encouraged. Kaner et al.
(2007) conducted a Cochrane Collaboration® meta-analysis and found that non-dependent
individuals in an intervention group drank 38 grams/week less alcohol on average than controls
one year or longer after one to four brief interventions, but longer duration counseling had little
additional effect. Kaner’s group reported more benefit for men (70% of participants, -57
grams/week) than for women (-10 grams per week), but this conflicts with a previous systematic
review/meta-analysis which supported effectiveness in both men and women (Bertholet,
Daeppen, Wietlisbach, Fleming, & Burnand, 2005).
Brief interventions are insufficient for people who use/misuse drugs, who have the more
complex and severe conditions of alcohol or drug dependence (Babor, et al., 2007; Roy-Byrne, et
al., 2014; Saitz, 2010; Saitz, et al., 2014; SAMHSA, 2014b), and who have co-occurring
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psychiatric disorders (Fleming & Graham, 2001; SAMHSA, 2014b). For these individuals,
specialty treatment is indicated. Facilitated referrals to treatment distinguish the comprehensive,
integrated SBIRT model from other screening and brief intervention models. SBIRT providers
in primary care settings are encouraged to have prearranged relationships with specialty
treatment providers in order to initiate and facilitate referrals (SAMHSA, 2014b). Specialty
SUD treatment is effective, especially when patients are satisfied with their care that is of
sufficient quantity, quality and service intensity (Hser, Evans, Huang & Anglin, 2014). Even
without consideration of the value of improved health and quality of life, there is a treatment
benefits-to-costs ratio greater than 7:1 (Ettner et al., 2006).
Nurse and physician stakeholder groups have reported concerns about added time
requirements, workflow (Rahm et al., 2015) as well as staff resistance and limited resources for
assistance in implementing SBIRT (SAMHSA, 2014b). However, these implementation barriers
can be mitigated through the development of interagency relationships, leadership support,
involvement of staff at all levels, specific and ongoing training, routine feedback and incentives
(SAMHSA, 2014b). It has been suggested that relative to physicians, nurses and allied health
professionals may face fewer barriers to the provision of SBIRT services (Babor, HigginsBiddle, Higgins, Gassman, & Gould, 2004; SAMHSA, 2014b).
While SBIRT is intended to be utilized by a variety of providers in generalist (nonspecialty) healthcare settings, most of the evidence focuses on implementation by physicians or
behavioral health specialists (Broyles et al., 2013). SAMHSA-funded SBIRT projects have
realized equally good results when SBIRT is delivered by midlevel or support staff as well as
senior staff (SAMHSA, 2014b). Patient acceptability for nurse-delivered SBIRT tasks is high
(Broyles, Rosenberger, Hanusa, Kraemer & Gordon, 2012). Following SBIRT training at least
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partially tailored to nursing and/or specific care settings, registered nurses report increased role
adequacy and frequency of performance of SBIRT services, and nurse administrators report
being more pleased with the increased attention paid to nursing roles (Broyles et al., 2013).
SBIRT remains “not yet fully integrated into healthcare systems” (SAMHSA, 2014b, p.
2), despite the fact that millions of Americans need but do not receive treatment (SAMHSA,
2014a). Nurses should practice to the full extent of their education, training and licensure as
recommended by the landmark Future of Nursing report (Institute of Medicine, 2010), and
assume leadership for implementation of evidence-based SBIRT programs. Early identification
through screening and brief intervention, coupled with facilitated referrals to treatment when
indicated, will reduce the “treatment gap” and improve the health of individuals, families and
communities.
Methodology
This quality improvement project utilized a descriptive design to systematically and
prospectively observe the feasibility of implementing a nurse-led SBIRT project for the early
identification of patients with substance use disorders.
Setting and Sample
The project was carried out in a residents’ internal medicine clinic at a large, urban,
university-affiliated ambulatory care center. The clinic was staffed by three to eight rotating
medical residents who were supervised by an attending physician, one of three registered nurses
(RNs) and up to four medical assistants who were supervised by a nurse manager. Patients were
checked in by a medical assistant, triaged or assessed by the RN, and then were examined by a
medical resident or fellow and the attending physician. Although the clinic met each weekday
afternoon, the decision was made to implement the project on no more than three afternoons per
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week. The clinic population included adults aged 18 years and older. Common diagnoses
included hypertension, kidney disease, diabetes, cardiovascular and pulmonary diseases, obesityrelated issues, infectious diseases, and arthritis.
Data Collection
In order to identify persons with harmful or hazardous alcohol use and alcohol or drug
dependence, project protocols called for universal pre-screening of all scheduled patients. The
pre-screen was completed by the medical assistant or triage nurse upon arrival to the clinic, and
consisted of three alcohol quantity/frequency questions from the Alcohol Use Disorder
Identification Test consumption questions—AUDIT-C (Bradley, DeBenedetti, Volk, Williams,
Frank & Kivlahan, 2007; Bush, Kivlahan, McDonell, Fihn & Bradley, 1998) and the SingleQuestion Screening Test for Drug Use in Primary Care (Smith, Cheng, Allensworth-Davies,
Winter & Saitz, 2014; Smith, Schmidt, Allensworth-Davies & Saitz, 2010; Appendix A). The
AUDIT-C is easy and inexpensive to administer as a pre-screen, and has good psychometric
properties (Bush, Kivlahan, McDonell, Fihn & Bradley, 1998). A positive AUDIT-C score of
≥ 4 identified 86% of men who reported drinking above recommended levels or met criteria for
alcohol use disorders.
In this project, individuals with negative pre-screens (AUDIT-C scores <4 and no
reported use of an illegal drug or a prescription medication used for non-medical purposes in the
past year) received brief reinforcement and prevention messages to encourage continuation of
healthy behaviors. The medical assistant or RN assigned to triage congratulated these
individuals for their current low risk practices, explained a patient education flier about the risks
of substance use (Appendix B); reminded individuals to stay within recommended allowances;
and reminded patients of conditions under which no one should drink/use. The goals of these
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education and prevention messages were to increase awareness of hazardous drinking or drug
use, and to remind persons with previous histories of substance use problems about the risks of
returning to use (Babor, Higgins-Biddle, Saunders & Monteiro, 2001; SAMHSA, 2014b).
For those patients with positive alcohol or drug pre-screens, the triage RN performed a
“Full Screen”, which consisted of the remaining items of the AUDIT, the Readiness Ruler, a Red
Flag Conditions Checklist, a checklist of signs of potential alcohol-or drug-use disorders, and
two mental health questions (Appendix A). A laminated hard-copy of a sample Nurse Note was
provided to assist the nurses with documentation of positive results in the electronic health
record and to prompt the nurses to notify the physician of positive results. The purpose of the full
screening process was to provide further, more in-depth investigation of patients whose
screening results indicate that a SUD is likely, and to determine whether concurrent medical or
psychiatric disorders may interfere with attainment of successful outcomes from SBIRT services
(Virginia Office of Substance Abuse Services, 2004).
Individuals with AUDIT-C scores ≥4 on the alcohol pre-screen received the remaining
seven AUDIT questions. Bohn, Babor and Kranzler (1995) have established significance for the
full ten-item AUDIT’s concurrent, construct and discriminant validity. Whereas the first three
AUDIT pre-screen questions were used to detect alcohol consumption, the “full AUDIT” was
used to screen for three types of alcohol use disorders along a severity continuum. These include
hazardous drinking (elevated risk of alcohol-related problems prior to development of alcoholrelated harm), harmful drinking (presence of physical or mental harm related to alcohol use) and
the more severe manifestation, alcohol dependence. Questions 4-6 of the AUDIT screened for
signs of impaired control and alcohol dependence; questions 7-10 screened for alcohol-related
problems such as blackouts and injuries (Babor, Higgins-Biddle, Saunders & Monteiro, 2001).
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The AUDIT has been reported to differentiate those with and without alcoholism with high
(99%) sensitivity and good (74%) specificity (Babor, Higgins-Biddle, Saunders & Monteiro,
2001; Rubinsky, Kivlahan, Volk, Maynard & Bradley, 2010). It is useful for early intervention
because it has been found to be more sensitive for heavy drinking than for alcohol abuse or
dependence (Bush, Kivlahan, McDonell, Fihn & Bradley, 1998). Scores between 8 and 19 in the
full AUDIT are considered high risk (Babor, Higgins-Biddle, Saunders & Monteiro, 2001), but
some researchers have further differentiated the high risk category into hazardous drinking with
scores of 8-14 and harmful drinking with scores of 15 to 19 (Babor and Higgins-Biddle, 2001;
Rubinsky, Kivlahan, Volk, Maynard & Bradley, 2010).
The Readiness Ruler was used to screen for use of substances other than alcohol, and to
determine the individual’s level of readiness and intention to change his/her alcohol and other
substance use behaviors (Heather, Smailes & Cassidy, 2008). The Readiness Ruler is a quick
and simple way of measuring readiness to change risky alcohol and drug use behaviors. The
single-item Readiness Ruler had very good concurrent validity when compared to the 12-item
Readiness to Change Questionnaire and the AUDIT (Heather, Smailes & Cassidy, 2008). When
compared to other measures, the Readiness Ruler was found to have good concurrent and
predictive validity, and the most clinical utility in terms of brevity and ease of administration
(Maisto, Krenek, Chung, Martin, Clark & Cornelius, 2011).
The Red Flag Conditions Checklist was used to trigger the nurse to assess for co-morbid
medical problems commonly associated with alcohol and drug problems. The checklist was
adapted from the Simple Screening Instrument (SSI) for Substance Abuse Interview Form
Observation Checklist (Center for Substance Abuse Treatment-CSAT, 2005; 1995). It consists
of 24 conditions, signs and symptoms commonly observed in individuals with SUD, such as
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black outs, head injuries, hepatitis, intravenous drug use (needle marks, abscesses), dilated or
constricted pupils, unclear speech, nodding out, etc. The SSI was developed by a consensus
panel of acknowledged experts for a government-supported document to address the twin
epidemics of SUD and infectious diseases. It is in the public domain, has been widely used, and
has good reliability and validity (CSAT, 1995).
The Signs of Potential Alcohol or Drug Use Disorder checklist was used to provide a
quick assessment of whether patients might meet Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) criteria for diagnosable alcohol or drug use disorders (American Psychiatric
Association, 2013). Its purpose was to confirm whether patients might be in need of referrals to
treatment. In addition to tolerance and withdrawal, this checklist briefly assessed for criteria like
taking the substance in larger amounts or for longer time period than intended, wanting to but not
being able to quit or cut down use of the substance, and being unable to carry out major
obligations at work, school or home.
Finally, two mental health questions were used to screen for co-morbid psychiatric
problems which may increase problem severity and the complexity of needed interventions
(Virginia Office of Substance Abuse Services, 2004). The first question asked about past or
present problems such as depression, anxiety, panic, hearing or seeing things, difficulties with
thinking, or any other types of mental health problems. The second mental health question asked
about prior receipt of treatment for mental health conditions, which provides an indication about
the severity of the illness.
The results from the full screen were used to match brief interventions and referrals to the
individual’s particular level of readiness-to-change. The triage nurse or project leader delivered
standard brief interventions to all patients with a positive alcohol or drug prescreen. The standard
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brief interventions were short conversations focused on increasing insight and awareness about
substance use and behavioral change that could stand alone or serve as a vehicle for engaging
individuals in need of treatment (SAMHSA, 2014b). They were intended to help patients reduce
or eliminate substance consumption, and to avoid or minimize associated problems and
consequences.
Patients with AUDIT scores >15 and/or positive drugs screens received higher intensity
motivational brief interventions since these patients were considered at the greatest risk (Babor
and Higgins-Biddle, 2001). These were provided to help patients who were resistant about
setting a reduction goal to move to the next level of readiness, identify their perceived barriers to
change, build discrepancy about how their current behaviors differ from desired behaviors, and
build their own arguments for change (Babor and Higgins-Biddle, 2001; SAMHSA, 2014b). The
interventions included summarizing the individual’s readiness to change use of each substance,
assessing how important change is to them and how confident they are that they can change their
behaviors, building self-efficacy, and reinforcing any consideration of change with a focus on
internalized concerns about personal health in a non-judgmental manner. The primary goal of
the referral brief interventions was not to negotiate agreement for entry into treatment, but rather
to solicit and reinforce the patient’s verbalization of the need for a specialized diagnostic
evaluation to determine whether specialty treatment was indicated. The referral brief
intervention involved helping patients understand the process involved in obtaining a
comprehensive bio-psycho-social assessment and level of care determination (Babor and
Higgins-Biddle, 2001; SAMHSA, 2014b).
The plan was for these higher risk patients to receive these interventions and referrals
from the clinic’s social worker. Because this position was temporarily vacant, the patients were
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counseled by the project leader, who is a certified addictions registered nurse (CARN). Brief
interventions and referrals to community based treatment that were provided by the project
leader were documented on a clinical documentation form, shared with the physician for
notification purposes, and delivered to the Nurse Manager, who entered this information into the
medical record.
Data Analyses
IBM SPSS analytical software (version 21) was used to perform descriptive analyses for
AUDIT-C pre-screen and full AUDIT scores, and to analyze alcohol and drug scores by gender
and age to determine whether these factors could have influenced results. To estimate risk
levels, the full AUDIT scores were also collapsed into these categories: Level I Abstainers (0),
Level II Low Risk Drinkers (1-7), Level III High Risk Drinkers (8-19), and Level IV Probable
Dependence (≥ 20) (Babor & Higgins-Biddle, 2001; Babor, Higgins-Biddle, Higgins, Gassman,
& Gould, 2004).
For those who were positive for past year use of illicit drugs or non-medical use of
prescription medications on the pre-screen, the Readiness Ruler was used to capture frequencies
for each type of substance other than alcohol as well as readiness to change. Because of the
small number of individuals with positive drug screens, Readiness Ruler data readiness levels
were collapsed and recoded for each substance as Not Ready (those that were “Not Ready” or
“Not Sure”) and Ready (those that were (“Ready” or “Trying”). Frequencies were also
calculated for the remaining checklist items and the two mental health questions. The Chisquare test for independence was used to explore relationships between categorical variables.
Ethical Considerations
An inquiry was submitted to the University of Maryland Baltimore Institutional Review
Board (IRB) to ensure the protection of the employees conducting the interventions and the
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patients to be served by the project. This was a quality improvement project that did not access
patient records, nor collect identifiable information on any of the staff or patients, so it received a
designation as Non-Human Subjects Research (NHSR) and consent for participation was not
required. SBIRT is designed to identify patients in the early the early stages of their disease
process, so that they may be linked to appropriate community-based clinical services if found to
be in need of therapeutic interventions. The project’s methodology provided for patient
assessment as a part of routine standard of care in order to identify the need for services. Staff
training included information about the special protections afforded to patients’ participation in
assessment and treatment services for alcohol or drug use under 42 CFR Part 2 § 2.11, which
governs the confidentiality of alcohol and drug abuse patient records, so there was an expectation
that patients would experience enhanced clinical benefit with minimal harm.
Results
The SBIRT quality improvement project took place during 14 afternoon clinics over a
seven-week period. During that time, 201 patients kept scheduled appointments to the clinic. Of
those, the sample consisted of 177 patients (88.1%) who received a pre-screen (Figure 2).

The

sample was predominantly female (56.8%), with a mean of 56.7 years (Table 2).
AUDIT-C pre-screen scores had a mean of 0.89 ± 1.82, and ranged from zero to eleven
points (maximum = 12). The distribution was strongly skewed towards negative scores (Figure
3). The majority of the patients were negative for both alcohol and/or drug use (Table 3). A
Chi-square test for independence (with Yates Continuity Correction) indicated no significant
relationship between gender and results on the alcohol pre-screen (X2 = 2.820, p = 0.093) or the
drug pre-screen (X2 = 0.000, p = 1.000). There was also no significant relationship between age
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(under and over age 65) and results on either the alcohol or the drug pre-screen (X2 = 0.140, p =
0.708 and X2 = 0.085, p = 0.770, respectively).
Of the patients pre-screened, 28 patients (15.8%) were found to be positive for alcohol
and/or drug use. However, 11 of these patients either refused the full screen, were already in
treatment or were missed by staff. The remaining 17 (9.6%) patients received the full screen, and
of these, seven were positive for alcohol (AUDIT ≥ 4) only, eight were positive for drugs only,
and two were positive for both. This group was similar in age to the pre-screen group (mean =
57.9 years), but had a smaller proportion of females (41.2%).
The Readiness Ruler data were used to identify specific types of substances used among
the patients with positive screens, and to determine the individual’s level of readiness and
intention to change his/her alcohol and other substance use behaviors. Eight of nine individuals
with positive alcohol full screens indicated some degree of readiness to change their risky
alcohol use, including the two that also used drugs. Of the 17 patients with positive alcohol or
drug screens, seven used marijuana; three were not ready to quit. Four patients reported current
use of heroin, one was not ready to quit. One patient reported use of prescription opioids and
due to pain issues, was not ready to change. One individual who reported past year use of
cocaine/crack was trying to quit and in fact had stopped four months prior to the screen. There
were no reports of any use of buprenorphine (Suboxone), benzodiazepines like alprazolam
(Xanax) or diazepam (Valium), Ecstasy or synthetic marijuana (spice or K2). Six patients
positive for alcohol or drug use were identified as being in early stages of recovery and at high
risk for relapse, having stopped alcohol and/or drug use only several days or a few months prior
to the clinic visit. One had been detoxed from a five year course of methadone the week prior to
screening. Four others reported having quit heroin two to ten years previously, but three of
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these reported that they were “still trying to stay quit”, indicating that sustained recovery
required a significant degree of effort on their part. Six of ten patients who used tobacco were
ready or trying to reduce their tobacco use prior to receipt of the brief interventions. Two
expressed interest in tobacco cessation after the brief interventions and accepted a prescription or
a referral for nicotine replacement therapy.
Nursing assessments with the Red Flag Conditions Checklist revealed five patients with
reported histories of blackouts/memory loss; three with histories of hepatitis or serious liver
damage related to alcohol use; two with unclear, incoherent or slurred speech; two with agitation
and/or inability to focus; and one who reported having felt shaky or sick when attempting to stop
heroin use. Three individuals reported histories of intravenous drug use. One used needles
within the past year; one denied any needle use for at least two years; the other reported that it
had been 20-30 years since last needle use.
Nursing assessments with the Signs of Potential Alcohol or Drug Use Disorders Checklist
identified four patients with impaired control over their use, and three who reported having
trouble sleeping when the effect of the substance wore off. One male patient who had an AUDIT
score of 27 but no use of other substances was reported to have met all nine of the criteria for an
alcohol use disorder. This person had stopped using alcohol five months prior to screening due to
serious liver problems, and was offered but declined a referral to formal relapse prevention
services.
Finally, responses to the two mental health questions suggested that there may have been
substantial psychiatric co-morbidity among the patients who used alcohol and/or drugs. Eight
patients indicated that they had current or past mental health problems; only three reported
having current or past receipt of treatment for any type of mental health condition.
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The triage nurse or the certified addictions registered nurse (project leader) delivered at
least the basic brief intervention to 16 of 17 patients with identified alcohol or drug use. Twelve
patients also received the higher intensity motivational brief intervention. Ten patients were
offered referrals to specialty care, but seven of these declined. Three patients who declined
referrals to specialty care accepted referrals to 12-step self-help groups (two to Narcotics
Anonymous-NA and one to Alcoholics Anonymous-AA).
This pilot project experienced many of the same implementation barriers and facilitators
described in the literature (Goplerud & McPherson, 2015; National Center on Addiction and
Substance Abuse—CASA, 2012), including issues around the domains of provider attitudes and
competence, workflow and resources, adaptability of the SBIRT model, organizational support,
patient/client attitude and background (Baker, Camosso-Stefinovic & Gillies et al., 2010;
Goplerud & McPherson, 2015). Table 4 describes some of the implementation barriers identified
in this project and measures taken to overcome them.
Discussion
This quality improvement project provides initial support regarding the feasibility of
implementing a nurse-led SBIRT project in a medical residents’ internal medicine clinic. The
high rates of pre-screening observed in this project (88.1%) exceeded those of a large, multi-site
implementation study involving 54 primary care clinics in which non-physician providers had
the highest screening rates (51%) relative to primary care providers (9%) (Mertens, Chi and
Weisner et al., 2015). The project’s trained medical assistants ruled out excessive alcohol use in
92.1% of patients and drug use in 89.9% of patients, using only one to three AUDIT-C questions
and one drug question. This provides more evidence of the feasibility of implementing SBIRT in
this clinic.
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This project’s pre-screening process seemed to be effective in terms of detecting elevated
risk for past year alcohol and drug use, although these results were not validated by follow-up
diagnostic interviews. In terms of prevalence, 14 individuals (7.9%) were identified as positive
for alcohol risk, whereas 17 (9.6%) were identified as positive for drug use. These rates are
similar to the estimated rates of past year abuse or dependence of alcohol or illicit drugs (8.7%;
95% prediction interval = 6.68-11.27) among Baltimore City residents, according to the 20102012 National Survey on Drug Use and Health (SAMHSA, 2011).
The analysis of barriers and facilitators of the SBIRT intervention was also informative.
Patient resistance appeared to be largely averted due to the project’s level of staff training; use of
evidence-based, standardized scripts that were guided by motivational interviewing principles,
and use of matter-of-fact, non-judgmental language and affect, role-modeled by the CARN
project leader. Evidence shows that patients feel that practitioners care about them if they take
the time to ask (CASA, 2012). A supportive program manager also increases the likelihood that
an organization will offer best practice prevention and testing options for its substance using
populations (Frimpong & D’Aunno, 2016). The clinic’s Nurse Manager, who is the person with
the most power to remove barriers and obtain buy-in, appeared to be committed to the project.
She continuously reinforced that all staff must implement the innovation with fidelity to the
model, insisting that “this project is too important to risk failure due to faulty, inconsistent
implementation procedures”. The on-site training, the screening and assessment form with built
in algorithms, the easy to read patient education flier, and the laminated training cards and scripts
provided staff with access to knowledge and information they needed to implement the
procedures. Furthermore, the daily, on-site reinforcement, encouragement and coaching that was
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provided by the project leader may have contributed to the high rates of pre-screening observed
in this clinic.
To continue with the success of the program, several modifications were proposed to
improve the capture rate of individuals screened, and ensure successful sustainability of an
ongoing SBIRT implementation. First, clinic administration should consider designating a
nursing staff person to assume the ongoing role of Champion, who could provide day-to-day
reinforcement and coaching, and work with triage staff to ensure universal pre-screening and
documentation that all patients with positive results receive follow-up assessments, brief
interventions and referrals to treatment.
Next, the clinic should consider modifying procedures for patient flow to avoid missing
patients who may be placed in exam rooms before the pre-screen and/or brief assessment can be
conducted. Due to staff concerns about making medical residents wait to see patients, eight
(4.0%) of the 201 patients seen in the clinic did not receive a pre-screen, and even more
concerning, five of 28 (17.9%) patients with positive pre-screens did not receive a full screen nor
the resulting brief intervention and/or referral to treatment. These performance measures need to
be monitored for continuous quality improvement in the ongoing SBIRT project.
Another recommendation involves incorporating the SBIRT forms and procedures into
the Epic electronic health record (EHR). Utilization of the EHR for SBIRT will provide
decisional support mechanisms to help staff know whether someone is due for a routine screen,
or whether they were screened recently, and will flags charts with previous positive screens for
additional follow-up. It will facilitate capturing of SBIRT data for summary utilization reports
and performance measurement. More importantly, it will make staff accountable for primary
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care management of SUD, while providing them with the liability protections that the clinic
affords to record keeping for the screening and management of any other medical disorders.
The last recommendation is for the clinic to adopt a recovery-oriented SBIRT model
(Figure 1). While only three of ten patients for whom treatment was indicated accepted a referral
to treatment, in terms of primary care SBIRT any case of identified substance use is clinically
relevant. This quality improvement project was implemented over a period of only seven weeks.
Over time, SBIRT should become more comfortable for both patients and the nursing staff, and
opportunities for repeated contact and brief interventions will be realized.
Conclusions
The primary purpose of this quality improvement project was to evaluate the feasibility
of implementing procedures for a nurse-led SBIRT program within a primary care/internal
medicine clinic. Observed outcomes indicate that a nurse-led SBIRT implementation is feasible
and effective for this patient population and this internal medicine clinic setting. Furthermore,
the process of implementing these procedures has led to an improved understanding about the
capability of the clinic to detect substance use, and to some extent, its ability to provide
behavioral interventions and facilitate linkages to community-based services.
Few patients with moderate-to-severe alcohol risks or probable alcohol or drug
dependence were identified during this project. Assuming that the pre-screen was effective in
distinguishing true negatives from those with actual alcohol and drug risks, the protocols
outlined in this project have been found to be less onerous and more feasible than expected,
considering the lower levels of SUD found. High rates of individuals with negative pre-screens
means that medical assistants and nursing staff were able to easily rule out alcohol and drug use
by asking only one to three alcohol and one drug pre-screen question during the triage process,
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while taking weights and vital signs and preparing patients for examination by the medical
residents. Few patients required the additional staff time and other resources necessary to
conduct full screens or to facilitate referrals to treatment. To achieve a truly recovery-oriented
SBIRT program, future efforts should also involve recovery support and monitoring before,
during, and after referrals to treatment, and long-term recovery maintenance.
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Table 1
Evidence Table
Author,
year
Bertholet,
Daeppen,
Wietlisbach,
Fleming,
&
Burnand
(2005).

Study
objective(s)
or
comparisons
To evaluate
efficacy of
brief alcohol
interventions
(BAI) aimed
at reducing
long-term
alcohol use
among
individuals
actively
attending
primary care
centers but
not seeking
help for
alcohol
problems

Design

Systematic
Review and
MetaAnalysis

Sample
(N)

19 RCTs
17 RCTs that
included
measure of
alcohol
consumption

Outcomes and
Measures

Results

Primary Measures:
Mean net reduction in
alcohol consumption
(grams/week)

Individual interventions (“brief interventions”, “motivational
interventions”, “use of feedback or advice to reduce alcohol
consumption”) were effective in reducing alcohol consumption at 6
and 12 months

Secondary Measures:

Positive effects can last up for as long as 48 months



N=5,639
Individuals
actively
attending
primary care but
not seeking help
for alcohol
problems

Strengths:
Two investigators assessed quality of RCT independently and
in duplicate (by consensus when needed) using Consolidated
Standards of Reporting Trials; Quality Score 0-18 given (to
reduce selection bias)
Large N
Length of follow-up ranged 6 t0 48 months



Number of
drinking days per
month
Usual drinking
amount per
occasion

High quality studies more likely than low-quality studies to report
statistically significant positive effects of intervention (X2)

Weaknesses:
11 of 17 trials had quality ratings </= 10 on scale of 0-18
Only 8 of 17 trials reported significant effect of intervention
Lack of standardized control groups limited comparisons b/w studies
“Usual care” concept highly variable
Meta-analysis deemed feasible only for principle outcome (alcohol consumption)
Most studies reported 10-30% reduction of alcohol in control group (regression to mean?)

*Level and
Quality
Rating
Level I (1)
(Evidence from
systematic
review, metaanalysis of
RCTs).
B: Good –
reasonably
consistent
results;
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Bohn,
Babor &
Kranzler,
(1995)

To evaluate
concurrent,
construct and
discriminant
validity of
the AUDIT
(designed to
detect
hazardous
drinkers
(elevated risk
of alcoholrelated
problems but
not yet
developed
physical or
mental
harm);
harmful
drinkers
(physical or
mental harm
related to
drinking);
and alcohol
dependence.

Quasiexperimental design
(no
randomization)

“Nonalcoholics”
General
medical/surgical patients,
n=187);
“Known
Alcoholics”
Patients who met
clinical criteria
for alcohol abuse
or dependence,
who had
elevated scores
on the Michigan
Alcoholism
Screening Test
(MAST) and
MacAndrew
Alcoholism
Screening Tests
(MAC), and who
were recruited
from inpatient
and outpatient
treatment
programs (n=65)

Administration of the
10 Core Questions of
the AUDIT, and
complementary
AUDIT Clinical
Procedure designed to
assess whether patients
answered AUDIT
Core Questions
accurately (alcoholrelated physical effects
including trauma
history, abnormal
physical examination
findings and blood
sample results (ASAT,
ALAT, GGT and
MCV levels).
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Concurrent validity: correlation b/w AUDIT and concurrent tests
(MAST, MAC and laboratory tests). Positive correlations: p< .01
for MAST, MAC and GGT; p< .001 for ASAT, ALAT and MCV)
Construct validity: correlation b/w AUDIT scores and measures
of 1) putative risks for developing alcohol problems—childhood
behavior problems, familial alcoholism and adult sociopathy; 2)
continuation of heavy drinking; and problems often arising from
heavy drinking. Moderate-to strong correlation b/w AUDIT Core
scores and risk factors and alcohol-related problems, but weak or
insignificant correlations b/w AUDIT Core scores and AUDIT
Clinical. Significant correlations b/w AUDIT Core scores and
subjective complaints, withdrawal symptom severity, negative
affect and reasons for drinking, but not personal drinking norms.
Generally lower correlations among women than men.
Discriminant validity: AUDIT’s ability to differentiate b/w
hazardous/nonhazardous drinkers, harmful/nonharmful drinkers,
and alcoholics/nonalcoholics, determined by series of two-way
ANOVAs for each group re: daily ETOH consumption, MAST
scores, receipt of tx for alcoholism, and F-tests if significant effects
were detected. Significant main effect of harmful drinking on
AUDIT Core score (p< 0.01). AUDIT item groups for alcohol
consumption, dependence and harmful drinking all contributed to
discriminant function for harmful drinkers (p<0.001). Alcohol
consumption and harmful drinking groups (p<0.001) and
dependence items (p<0.01) discriminated hazardous drinkers.
AUDIT differentiation b/w alcoholics from non-alcoholics:
Sensitivity (99%) and specificity (74%)

Strengths:

Weaknesses:

III (3):
Evidence
obtained from
well-designed
controlled
trials without
randomization;

Quality
rating:
A—High
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Broyles et
al. (2013)

Broyles et
al. (2013)

To evaluate a
theory-driven
SBIRT
training
program for
nurses in inpatient
settings (to
change RN
nurses’
alcoholrelated
knowledge,
clinical
practice and
attitudes)

1 sample
pre/post
longitudinal
study

To evaluate a
theory-driven
SBIRT
training
program for
nurses in inpatient
settings (to
change RN
nurses’
alcoholrelated
knowledge,
clinical
practice and
attitudes)

1 sample
pre/post
longitudinal
study

N = 78 nurses, 2
inpatient units

Quasiexperimental (No
control or
randomization)

Alcohol & Alcohol
Problems Perception
Questionnaire
(AAPPQ)
& Survey designed to
assess emergency
medicine residents’
practice & skills
(D’Onofrio et al.,
2002)
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To evaluate ability of RN-SBIRT inpatient training curriculum to
change RN nurses’ alcohol-related knowledge, clinical practice and
attitudes
Following SBIRT training at least partially tailored to nursing
and/or specific care settings, registered nurses report increased role
adequacy and frequency of performance of SBIRT services, and
nurse administrators report being more pleased with the increased
attention paid to nursing roles

Quasiexperimental (No
control or
randomization)

Strengths:
Standardized instruments
Pre/posts analyses using appropriate statistical tests

Alcohol & Alcohol
Problems Perception
Questionnaire
(AAPPQ)
& Survey designed to
assess emergency
medicine residents’
practice & skills
(D’Onofrio et al.,
2002)
& Standardized learner
satisfaction evaluation
form

Evidence
obtained from
well-designed
controlled
trials without
randomization;
B: Good –
consistent
results; fairly
definitive
conclusions

& Standardized learner
satisfaction evaluation
form

N = 78 nurses, 2
inpatient units

III (3):

To evaluate ability of RN-SBIRT inpatient training curriculum to
change RN nurses’ alcohol-related knowledge, clinical practice and
attitudes
Following SBIRT training at least partially tailored to nursing
and/or specific care settings, registered nurses report increased role
adequacy and frequency of performance of SBIRT services, and
nurse administrators report being more pleased with the increased
attention paid to nursing roles

III (3):
Evidence
obtained from
well-designed
controlled
trials without
randomization;
B: Good –
consistent
results; fairly
definitive
conclusions

Weaknesses:
May not be generalizable to other nurses in other inpatient settings or other healthcare settings like primary care
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Reinholdz,
Fornazar,
Bendtsen
& Spak,
2013

To compare
2 different
methods of
identifying
risk drinkers:
SS =
Systematic
Screening
group
CEIConsultation-based
early
intervenetion

Randomized control
trial (RCT)
Primary
health care
centers
(PHCs) in
16 counties
randomly
assigned to
either SS or
CEI group;
each w/ or
w/out
coaches

N=3,609 patients
screened
(704 at baseline;
2918 during
intervention
period)

Strengths:
 PHCs in both the SS and CEI groups got the same
amount of education, support materials & research team
support
 Study compared both methods to the AUDIT-C
standardized instrument (increased validity of the
measures)
 SS group: patients presented self-administered their
AUDIT-C scores to doctor/nurse before consultation visit
(may be why more patients with lower risks were
detected)

AUDIT-C before
medical consultation
visit (SS group) or
after (CEI group).
Questionnaire about
whether visit included
alcohol content (both
groups)
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More patients screened during intervention period than at baseline.
Little difference was found between risky and non-risk drinkers
having been asked about alcohol use.
Higher AUDIT-C scores were found among risk drinkers detected
with the consultation-based approach
More numbers of risky drinkers were detected with the systematic
screening approach

II (2)
Evidence
obtained from
well-designed
RCT
B: Good –
reasonably
consistent
results; fairly
definitive
conclusions;

Weaknesses:
 Convenience sample, volunteers
 Swedish study (may not be generalizable to US populations and US physicians/nurses)
 Originally did not reach/recruit intended # of PHCs so used snowball sampling (thus recruited PHCs may
have been more willing to work with risky drinkers than non-participating PHCs)
 Longer intervention period
 PHC staff participated in previous study of competence and willingness to work with alcohol issue (and
may have increased their efforts in this study)
 There were more patients in SS group that got coaching (may have overestimated bringing up alcohol
during consultation visit)
 SS group: patients presented their self-administered AUDIT-C scores to doctor/nurse before consultation
visit; CEI group patients self-administered AUDIT-C after visit with doctor/nurse (1) may be why alcohol
was brought up more in the SS group than the CEI group; (2) may be why more patients with higher
alcohol risks on AUDIT-C were detected in the CEI group
 Did not conduct comparisons of the effectiveness of brief intervention following these 2 types of
identification methods (further studies needed to determine which method should be implemented in
routine care)
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Saitz
(2010)

To find
evidence to
determine
whether BI
among
patients
screened in
primary care
as having
alcohol
dependence
decreases
consumption
or alcoholrelated
consequence
or increases
initiation of
or
engagement
in treatment

Systematic
Review

Included RCTs
extracted from
eight systematic
reviews and
database
searches
16 RCTs met
inclusion criteria
(received BI)
14 RCTs
excluded
patients with
heavy
use/dependence

Drinks per week
Addiction Severity
Index (ASI) Scores
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Efficacy is suggested (not confirmed) for individuals with
unhealthy alcohol use, but not for those with very heavy use or
dependence
Neither study addressed linkage to treatment as a goal of BI. One
study used referral to treatment as the control situation, but no
control patients followed through on referral in that study and
linkage to treatment was not reported for the BI group

I (1)
(Evidence from
systematic
review)
C:
Low/major
flaws –
insufficient
sample size;
conclusions
cannot be
drawn

Only 2 RCTs
included patients
with dependence
or did not
exclude people
based on upper
limit of
consumption
N=6,839

Strengths:
Researcher admits that there is an absence of evidence and
that conclusions cannot be drawn
Confirmation with biologic tests (mean corpuscular volume,
GGT, alanine or aspartate aminotranserase levels)

Weaknesses:
Only 2 RCTs included patients with dependence or did not exclude people based on upper limit of
consumption;
Conclusions based on lack of effect were based only on the 2 remaining RCTs
Pt. samples small in each of the 2 studies.
Only one reviewer (lack of inter-rater reliability among independent raters)
Lacked generalizability (one = only women; one = only Mexican Americans)
Definition of BI included both BIs designed to decrease alcohol use, and Referral BIs for additional care
One study BI performed by resident family physicians; other study BI performed by experienced
addiction psychiatrist
Relied on studies identified in other systematic reviews; not clear if found other original articles.
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Solberg,
Maciosek
&
Edwards
(2008)

To estimate
the health
impact and
cost
effectiveness
of regular
screening for
alcohol
misuse with
standardized
instruments
(CAGE,
AUDIT),
followed by
evaluation of
initial
positives and
brief
counseling of
true positives

Systematic
Review –
focus on
RCTs of
interventions that
could be
conducted
in busy
primary
care
practices on
most
alcoholmisusing
patients.

75 meta-analyses
and systematic
reviews
identified in
PubMed

Percent of problem
drinkers at baseline
who were no longer
problem drinkers at
follow-up

Another 1,667
original articles
found

Outcomes for at least 6
months after
intervention
Costs in U.S. dollars
Cost effectiveness
with outcomes of
years of life with or
without quality
adjustment
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Final summary of effectiveness based on average effectiveness in
10 studies of reduction of heavy drinking, seven of which also
measured reduction in hazardous drinking.
Mean rate of effectiveness for heaving drinking was 17.3% and
hazardous drinking was 17.6%
Estimates reflect behavior change at 6 months to 2 years
Lifetime Burden of Alcohol-Attributable Disease (current mortality
& morbidity multiplied by published estimates of each condition’s
alcohol-attributable fraction) Clinically preventable burden
(CPB) was 176,000 quality-adjusted life years (QALYs) over
lifetime of a birth cohort of 4,000,000.

Level I (1)
(Evidence from
systematic
review, metaanalysis of
RCTs).

Quality
rating:
A—High

Cost Effectiveness: If screening at or more frequent than base-case
levels achieve sustained effectiveness of 10% or less, cost savings
would not be realized Cost effectiveness ratio of $1,755/QALY
saved
Individuals with high baseline alcohol use were likely to have
larger health benefits from moderating behavior than those with
lower use at baseline.
Conclusion: Alcohol screening & counseling one of highestranking preventive services among 25 effective services, but
current levels of delivery are lowest of comparably ranked
services

Strengths:

Weaknesses:
Uncertainties: cost effectiveness is unstable because net costs are very small relative to the financial savings.
Small changes in variables that affect costs or savings could have large impact on cost-effectiveness ratio
If relationships b/w alcohol use and health risks are not linear, simple population estimates would tend to
understate the benefits of behavior change
No estimates of rates of adherence with referrals to treatment could be generalized to primary care settings

Rating system for the hierarchy of evidence (Melnyk & Fineout-Overholt, 2011); Rating quality of study (Newhouse et al., 2005).

NURSE-LED EARLY INTERVENTION SUBSTANCE USE DISORDERS

Table 2. Demographic Characteristics of the Sample (n=177)
Age (years)
Mean ± S.D.
Range

56.73 ± 14.94
23 - 92

Gender (number, percent)
Male
Female
Missing

76 (43.2%)
100 (56.8%)
1
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Table 3. Pre-Screen Results (n=177)
Characteristic
AUDIT-C Scores
Negative (score <4)
Positive (score ≥ 4)

No. (Percent)
163 (92.1%)
14 (7.9%)

Single Item Drug Pre-Screen
Negative (score = 0)
Positive (score ≥ 1)
Missing

159 (89.8%)
17 (10.2%)
1

Positive: Alcohol and Drug
Positive Alcohol only
Positive Drug only
Positive Both
Total Positive

11 (39.3%)
14 (50.0%)
3 (10.7%)
28 (100.0%)
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Table 4. Tailored Implementation Strategies for common barriers to change and facilitators
for implementation of the SBIRT Scholarly Project
Domain
1. Provider
Attitudes and
Competence









2.Workflow and
Resources








Barriers
Lack of provider
knowledge about
addiction and skills to
deliver SBIRT
Low provider confidence
in capacity to deliver
SBIRT
Extremely busy
providers that face
numerous competing
demands
Patient expectations
(may not expect SBIRT)
Potential patient
resistance
Staff resistance: “This is
not what we do!”
Competing demands
from other initiatives
(e.g. nurse focus on
potentially avoidable
utilization and hospital
readmissions)
Limited resources (few
nurses, nurses have to
cover other areas)
Limited resources (Social
Worker position had
long-term vacancy)
Potential patient time
limits
Provider time limits















3. SBIRT
Adaptability



Failure to adapt SBIRT
to local settings and
address local concerns



Facilitators
Intense training, including on-site
coaching and ongoing assessment with
constructive feedback (more effective
than didactic training alone)
Project leader provided daily coverage
for onsite supervision, monitoring and
coaching
Standardized scripts demonstrated
framing of questions to relate to reasons
for visit to the clinic as applicable
Champions on site changed the norms
(nurse manager). One does not have to
be an expert in addiction medicine to
implement SBIRT. Training and
ongoing supervision can help with this
(CASA, 2012)
Project leader was a certified addictions
registered nurse (CARN) who provided
coverage for the initiative until the SW
could be hired; the project leader was
able to fit in with the daily workflow of
the clinic
To address patient time limits, patients
were seen while waiting for the
physician; abbreviated interventions
were provided if they are in a hurry
after clinic visit (based on belief that it
is better to provide any intervention
than no intervention at all)
Insurance coverage for SBIRT
screening was not a barrier in this
setting, because the clinic is not a Feefor-Service (FFS) facility; they bill by
clinic time not for each time a provider
“touches” the patient
Provider time limits were addressed by
identifying the best fit of SBIRT into
the workflow (CASA, 2012)
Careful consideration was provided to
tension between the need to achieve full
and standardized implementation while

NURSE-LED EARLY IDENTIFICATION SUBSTANCE USE DISORDERS


Lack of referral resources
and access barriers that
limit patient participation 
in treatment


4.Organizational 
Support

5.Patient/Client
Attitude and
Background



Leadership support and
buy-in at each
organizational level



Potential lack of trust
between patients and
providers
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providing flexibility to address local
concerns.
Development of protocols was adapted
to this clinical setting. (RNs were
limited to brief interventions for patients
with alcohol risks only, with AUDIT
scores </=15; those with higher AUDIT
scores and/or any drug use were
referred to the project leader in the
absence of a SW for higher intensity
brief interventions, with additional
assessment and referral if indicated)
Formal screening consent procedures
and standardized scripts were developed
Organizational leader (nurse manager)
has provided time for SBIRT training,
and has authorized the CARN project
leader to provide clinical interventions
(BI’s and RT’s)
Patient resistance was largely averted
due to staff training, use of evidencebased, standardized scripts that are
guided by motivational interviewing
principles, and use of matter-of-fact,
non-judgmental language and affect,
role-modeled by the project leader.
Evidence shows that patients feel that
practitioners care about them if they
take the time to ask (CASA, 2012)
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Figure 1. SBIRT + RM Model: Screening, Brief Intervention and Referral to Treatment Plus Recovery Management

NURSE-LED EARLY IDENTIFICATION SUBSTANCE USE DISORDERS

ELIGIBLE PATIENTS
(Seen in Clinic)
(n=201)

No Pre-Screen
(n=24)
 9 Refused
 8 Missed
by Staff
 7 Presumed
Duplicates
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PRE-SCREENED
(n=177)

Positive Pre-Screen
(n=28)
Alcohol Only (n=11)
Drug Only (n=14)

Alcohol Only (n=7)
Drug Only (n=8)

Both (n=3)

Both (n=2)

FULL SCREENED
(n=17)



No Full-Screen



(n=11)



 4 Refused
 5 Missed
by Staff
 2 Already in
Treatment

Figure 2. Flow of SBIRT Participants




SERVICES PROVIDED
16 - Brief Intervention
12 - Motivational Brief Intervention
10 - Referred to Treatment
3 - Referred to Alcoholic Anonymous or
Narcotics Anonymous Self-Help
2 - Referred for Smoking Cessation/Patches
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AUDIT-C Pre-Screen Scores

Figure 3. Distribution of AUDIT-C Pre-Screen—Nurse-Led SBIRT Project
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Appendix A
DATE: Mon – Tue – Wed – Thur - Fri (Circle)
Male [ ] Female [ ]
Age _____
MEDICAL ASSISTANT ALCOHOL
PRE-SCREEN Three (3) Alcohol Questions
►CIRCLE◄

___ / ___ / ___ (MM/DD/YY)

0

1

2

3

4

1. How often have you drunk alcohol in the last year
(If zero, skip to Drug Screen Question)

NONE

Monthly
or Less

2 to 4
times a
month

2 to 3
times per
week

4 or more
times a
week

2. How many drinks containing alcohol do you have
on a typical day when you are drinking?

1 or 2

3 or 4

5 or 6

7, 8, or 9

10 or
more

3. How often do you have four or more drinks
on one occasion?

Never

Less
than
monthly

Monthly

Weekly

Daily or
almost
daily

Write
Numeric
Score
Here▼

ALCOHOL PRE-SCREEN TOTAL POINTS ►
Medical Assistant: Refer to RN if TOTAL SCORE is more than 3

MEDICAL ASSISTANT DRUG PRE-SCREEN
One (1) Drug Pre-Screen Question ►CIRCLE◄

“How many times in the past year have you used an
illegal drug or used a prescription medication for
nonmedical reasons?”

Medical Assistant:
Refer to RN if any DRUG USE in past year
RN FULL SCREEN – Alcohol Use Disorders
Identification Test (AUDIT) ►CIRCLE◄

4. How often during the past year have you found that
you were not able to stop drinking once you had
started?
5. How often during the past year have you failed to
do what was normally expected from you because of
drinking?
6. How often during the past year have you needed a
first drink in the morning to get yourself going after a
heavy drinking session?
7. How often during the past year have you had a
feeling of guilt or remorse after drinking?
8. How often during the past year have you been
unable to remember what happened the night before
because you had been drinking?
9. Have you or someone else been injured as a
result of your drinking?

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

Negative

Positive

Never or
None in
Past Year

At Least
Once in
Past Year

0

1

Medical Assistant:
Was referral made to RN?
YES [ ] NO [ ]

2

3

4

Write
Numeric
Score
Here▼

RN: CARRY OVER TOTAL SCORE
FROM PRE-SCREEN QUESTIONS 1-3 ABOVE ►
Never
Less
Monthly
Weekly
Daily or
than
almost
monthly
daily
Never

Less
than
monthly

Monthly

Weekly

Daily or
almost
daily

Never

Less
than
monthly

Monthly

Weekly

Daily or
almost
daily

Never

Less
than
monthly
Less
than
monthly

Monthly

Weekly

Monthly

Weekly

Daily or
almost
daily
Daily or
almost
daily
Yes,
during
the past
year
Yes,
during
the past
year

Never

No

No

Yes, but
not in
past
year
Yes, but
not in
past
year

FULL AUDIT SCORE (Total for Questions 1-10) ►
AUDIT 0-7
AUDIT 8-15
AUDIT 16-19
AUDIT ≥ 20

Abstainers/Low Risk Users  RN Brief Intervention if >3
Mild to Moderate Risk Users  RN Brief Intervention
Moderate to High Risk Users  Refer to SW or Treatment Provider
Very High Risk/Probable Dependence  Refer to SW or Treatment

Q’s 1-3
Q’s 4-6
Q’s 7-10

Alcohol Use
Signs of Dependence
Related Problems
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RN BRIEF ASSESSMENT—READINESS RULER
►CIRCLE Response for Each◄
RN: Refer to SW if substances other
than alcohol, Not Sure, Ready or Trying to Change
Alcohol
Tobacco
Marijuana
K2/Spice (synthetic marijuana)
Benzos (Xanax, Valium)
Stimulants (“speed”, methamphetamine)
Hallucinogens (LSD, PCP, etc.)
Ecstasy
Prescription Opiates (pain pills)
Non-prescribed Buprenorphine/Suboxone
Heroin
Cocaine/Crack
Other:

_________________

I’m
NOT READY
to Change

I’m
NOT SURE
if I Want
to Change

NOT
READY
NOT
READY
NOT
READY
NOT
READY
NOT
READY
NOT
READY
NOT
READY
NOT
READY
NOT
READY
NOT
READY
NOT
READY
NOT
READY
NOT
READY

NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
NOT
SURE
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I’m
READY
to
Change

I’m TRYING
to
Change

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

READY

TRYING

I DON’T
USE
this
Drug
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE
DON’T
USE

►CHECK◄

RN BRIEF ASSESSMENT—RED FLAG CONDITIONS: Health Problems

RN: Refer to SW and Notify Physician if History of Substance-Related Health Problems
___ Agitation, inability to focus
___ Blackouts or other periods of memory loss?
___ Ever used needles? Track marks, skin abscesses?
___ Head injury or other injury after drinking or using drugs?
___ Felt “coke bugs” or a crawling feeling under
___ Convulsions, delirium tremens (“DTs”)?
the skin after stopped using drugs?
___ Hepatitis, abnormal liver function tests or other liver problems?
___ Scratching, scratch marks, sores
___ Sick, shaky, or depressed when drug use stopped?

___ Pupils--Dilated or Constricted --Circle

___ Unclear speech (slurred, incoherent, or too rapid)

___ “Nodding out” (dozing or falling asleep)

RN BRIEF ASSESSMENT—Signs of Potential Alcohol or Drug Use Disorder
RN: Refer to SW & Notify Physician
if Multiple Signs Suggestive of SUDs

►CHECK◄
RX
DRUGS

ALCOHOL

ILLICIT
DRUGS

Used more/longer than wanted to? More than once wanted to stop/ cut down but couldn’t?
More than once in situations after using w/ increased chances of getting hurt? (cars, sex etc)
Had to use more of substance to get same effect? Same use had less effect than before?
Used even though made you depressed/anxious? Blackout? Sick or Hangover? Other problems? Spent
lots of time using? (CIRCLE)
Continued using even though use was causing trouble with family/friends?
Found that using made it harder to take care of home/family? Caused job/school problems?
Have you given up on activities important to you or that caused you pleasure, in order to use?
Gotten arrested, held in police station, other had other legal problems because of using?
Found that when effects of substance wore off, you had trouble sleeping? Felt shaky? Started to sweat?
Or felt things that were not there? (CIRCLE)

RN BRIEF ASSESSMENT—History of Mental Health Problems

►CHECK◄

RN: Refer to SW or and Notify Physician if Significant Psychiatric Symptoms or History
1. Do you now have, or have you ever had problems such as depression, anxiety, panic,
hearing or seeing things, difficulties with thinking, or any other types of mental health
problems?
YES [ ] NO [ ]

2. Are you now receiving any treatment or
have you ever received treatment for any type of mental
health condition? YES [ ] NO [ ]

RN: Was Brief Intervention provided?
RN: Was Referral made to SW?
SW: Was Referral made to Community Based Treatment?
RN, SW: Was MD notified re: Screening Results or Problems identified?

YES [
YES [
YES [
YES [

]
]
]
]

NO [
NO [
NO [
NO [

]
]
]
]
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