
Implementation of SBIRT Services for Individuals
with Substance Use Disorder in Urgent Care

Item Type DNP Project

Authors Mincin, Michael L.

Publication Date 2019-05

Abstract Background Statistics indicate that nearly 21 million Americans
in 2015 suffered from Substance Use Disorder. Alcohol is the
third leading cause of preventable death in the United States with
nearly 88,000 people dying annually. Roughly 115 individua...

Keywords Screening, Brief Intervention, and Referral to Treatment (SBIRT);
Diagnostic Screening Programs; Substance-Related Disorders--
diagnosis

Download date 19/05/2023 15:41:28

Link to Item http://hdl.handle.net/10713/9501

http://hdl.handle.net/10713/9501


Running head: IMPLEMENTATION	OF	SBIRT	SERVICES	 

 

 

 

 

 

Implementation of  SBIRT Services for Individuals with Substance Use Disorder in Urgent Care 

by 

Michael L. Mincin 

Under Supervision of 

Charon Burda, DNP, PMHCNS, PMHNP-BC, CARN-AP 

Second Reader 

Kathleen Michael, PhD, RN, CRRN 

 

A DNP Project Manuscript 
Submitted in Partial Fulfillment of the Requirement for the 

Doctor of Nursing Practice Degree 
 

University of Maryland School of Nursing 
May 2019 

 

 

 

 

 

 

 



IMPLEMENTATION	OF	SBIRT	SERVICES	 2	

Abstract 
Title 
Implementation of the SBIRT Program for Substance Use in an Urgent Care 
Background 
Statistics indicate that nearly 21 million Americans in 2015 suffered from Substance Use 
Disorder. Alcohol is the third leading cause of preventable death in the United States with nearly 
88,000 people dying annually. Roughly 115 individuals within the United States die daily from 
an opioid overdose. 
Local Problem 
In 2017, Baltimore City, Maryland experienced 761 alcohol and drug related deaths. Patients 
with Substance Use Disorder continue to go undetected and do not receive appropriate care. The 
purpose of this project was to implement the SBIRT program as a quality improvement project to 
provide screening, a brief intervention, and referral to treatment for patients with Substance Use 
Disorder.   
Interventions 
This quality improvement project took place within a Baltimore City urgent care clinic that 
lacked an existing program screening for Substance Use Disorder. Team members included 
licensed practitioners, medical assistants, peer counselors, and front desk personnel. The project 
extended over a twelve-week period. Initial preparation required confirming staff roles, 
reviewing procedures, and identifying project champions. The subsequent period was spent 
disseminating project details as well as training staff members. All staff were trained by the 
project leader. The process of screening, brief intervention, and referral to treatment for 
Substance Use Disorder began in week five and continued through week twelve. The AUDIT-C 
questionnaire and a single substance use question were utilized as the screening tool. When a 
patient screened positive for Substance Use Disorder, the patient received a brief intervention by 
an SBIRT trained peer counselor. Patients received a referral for outside treatment depending 
upon the magnitude of substance use as well as the patient’s readiness for intervention.   
Results 
The implemented quality improvement project screened (n=556) patients or 38.6% of registered 
patients for Substance Use Disorder. Of those patients screened, (n=45) 8.1% screened positive 
for either alcohol or other substance misuse. Of the patients that screened positive (n=17) 37.8% 
received a brief intervention from a trained peer counselor or licensed provider. SBIRT screening 
as well as data collection and analyses processes were successfully implemented within the 
clinic’s electronic health record. Clinic administrators elected long-term adoption of the SBIRT 
program by making the SBIRT program a fixed function within the clinic. 
Conclusion 
This project indicated that nearly 10% of the population in Baltimore City continue to go 
unrecognize and untreated for Substance Use Disorder. Seventeen patients (37.8%) that screened 
positive for SUD received a brief intervention from a trained peer counselor or licensed provider 
and were provided with appropriate resources for treatment. The achievements of this quality 
improvement project demonstrate that the SBIRT program can be successfully implemented 
within an urgent care. The extension of similar programs is highly recommended to further reach 
out to this vulnerable population. Continuation of the program will allow an opportunity to refine 
processes, address the role of peer counselors, further train licensed providers to administer brief 
interventions, and work toward increasing the number of screenings, brief interventions, and 
referrals to treatment. 
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Implementation of  SBIRT Services for Individuals with Substance Use Disorder in Urgent Care 

Overview 

Results from the 2015 National Survey on Drug Use and Health indicated that nearly 21 

million Americans in 2015 suffered from Substance Use Disorder (SUD) (Substance Abuse and 

Mental Health Services Administration [SAMHSA], 2016). Of those individuals, over 15 million 

had alcohol use disorder (National Institute on Alcohol Abuse and Alcoholism [NIAAA], 2017). 

Inappropriate use of alcohol is a major risk factor for early mortality and disability (Bruguera et 

al., 2018). In the United States alcohol is the third leading cause of preventable death, with an 

estimated 88,000 people dying annually from an alcohol related source (NIAAA, 2017). Nearly 

three million Americans are believed to have SUD with opioid drugs (SAMHSA, 2017b). In the 

United States roughly 115 individuals perish daily from opioid overdose (Centers for Disease 

Control and Prevention, 2017).  

The situation is of such magnitude that in March 2017 Governor Larry Hogan of 

Maryland made an executive order declaring a state of emergency regarding the epidemic 

(Office of Governor Larry Hogan, 2017). The number of opioid related deaths in Maryland has 

continued to rise since 2010 with an all-time high of 2009 deaths in 2017 (Maryland Department 

of Health, 2018). Baltimore City, Maryland alone has accounted for an estimated 35% of those 

fatalities, far exceeding all other neighboring locales (Maryland Department of Health and 

Mental Hygiene, 2016). Due to its high level of opioid related deaths, Baltimore City was 

selected as the location to implement a quality improvement project to address SUD. The 

population of Baltimore City, Maryland is predominantly African American (63%) (United 

States Census Bureau, 2018). According to SAMHSA (2016) neighborhoods of color encounter 
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substance abuse at a much higher rate due to lower access to care as well as social, economic, 

and environmental components.  

To treat SUD, individuals with said disorder must first be identified. According to Kim, 

Nolan, and Ti (2017) a large percentage of patients with opioid dependence are not 

acknowledged and therefore do not receive the appropriate care during healthcare visits. It is 

therefore prudent that health care workers be primed with the tools necessary to screen for SUD. 

Urgent care centers offer an ideal setting for the screening of opioid dependence (Williams, 

2017). According to Williams (2017) screening and referral for opioid dependence should be 

standard practice at all urgent care centers, as it will save lives.  

The Screening, Brief Intervention, Referral to Treatment (SBIRT) program developed by 

SAMHSA, is a reliable and valid evidence-based practice tool that has been shown to be 

successful in both screening and initiating treatment for those with substance dependence issues 

(SAMHSA, 2017a). Use of the SBIRT program is recognized and supported by The Joint 

Commission, The National Institute of Drug Abuse, and NIAAA (Fornili, 2016). 

Inquiries were made within numerous Baltimore City urgent care clinics to examine if 

screening procedures for SUD were utilized. The medical director of an urgent care center in 

Baltimore City reported a lack of existing practice as well as a desire to implement a screening 

program for SUD. Consequently, a proposal was presented to implement the SBIRT program 

within said urgent care clinic as part of a Doctor of Nursing Practice (DNP) project. The purpose 

of the DNP project was to implement the SBIRT program as a quality improvement project to 

provide screening, a brief intervention, and entryway into treatment for patients with SUD. 

 Processes of the intervention involved medical assistants who screened every registered 

patient for SUD. Screening utilized the AUDIT-C questionnaire for alcohol misuse, and a single 
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substance use question. If a patient screened positive for behaviors of alcohol and or other 

substance misuse, the screening was followed up with a brief intervention. The brief intervention 

was performed by an SBIRT trained peer counselor. If a peer counselor was not available during 

a patient’s visit, a licensed independent provider would provide a brief intervention and provide 

materials for further management. Depending on the magnitude of the screening results as well 

as a patient’s readiness for management, patients received a referral for outside treatment.  

This DNP project contained short and long-term goals. There were two short term goals 

set to be achieved one month following implementation. The first short term goal held that 50% 

of medical assistants would be trained on how to utilize the screening questionnaire and be able 

to competently administer it to patients. The second short term goal was for 50% of nurse 

practitioners (NPs) and physicians to be educated on how to provide a brief intervention or 

structured discussion regarding SUD to patients. The long-term goals of this DNP project were 

to screen 60% of registered patients for SUD. Secondly, 60% of patients who screened positive 

for SUD were to receive a brief intervention. Lastly, the third and major long-term goal was to 

attain lasting adoption of the SBIRT program within the urgent care clinic. The deadline for 

long-term goals was approximately three months, or the duration of the implementation. 

Theoretical Framework 

 Lewin’s Change Theory (LCT) is a three-stage change model aimed at explaining the 

steps and forces involved with implementing change within an organization (Bateman, 2012). 

The three concepts involved in LCT are unfreezing, movement, and refreezing (Manchester, et 

al., 2014).  The first step in unfreezing involves disrupting the status quo and taking the 

necessary steps to prepare for change (Suc, Prokosch, & Ganslandt, 2009). The steps in 

preparing for change can often include demonstrating to staff the need for change, creating 
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motivation by challenging staff members to meet the set goals, and by creating a crisis-type 

environment with a sense of urgency (Bateman, 2012). Identifying champions for change within 

the organization and creating team building exercises are also useful ways to develop buy-in 

(Manchester et al., 2014).  

Within the unfreezing stage, the sub-concepts of driving forces and restraining forces are 

addressed. LCT makes the proposition that driving forces and restraining forces play antagonist 

roles regarding change (Shirey, 2013). Driving forces are the positive forces for change. They 

push momentum in the direction of change and strengthen the unfreezing process, as well as 

increase recognition of the need for change (Shirey, 2013). Restraining forces are the obstacles 

or barriers to change (Manchester et al., 2014). They are whatever factors exist within an 

organization in favor of maintaining the status quo. Restraining forces work to decrease the 

power and momentum of driving forces (Kaminski, 2011).  

The second stage, movement, is the process of moving toward the new state and 

polishing of methods (Manchester et al., 2014). It can often involve trial and error of the new 

process as well as refinement of the approach or design (Manchester et al., 2014). During this 

stage, attitudes become more favorable toward the change as the adjustment becomes the new 

social norm (Manchester, et al., 2014).  

The third and last stage of establishing change is refreezing.  Refreezing establishes the 

change as the new status quo. Continued leadership from champions of the change and 

implementing sustained policies are very beneficial to ensure refreezing and to avoid reverting to 

old ways (Kaminski, 2011). 

 LCT was utilized within this quality improvement project to identify and create driving 

forces that aided with successful implementation of the SBIRT program into the aforementioned 
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urgent care center. During the unfreezing stage, interprofessional meetings were held to train and 

illustrate the importance of recognizing opioid dependence. According to Manchester et al. 

(2014) buy-in from key stakeholders is what makes unfreezing and the development of driving 

forces possible.  To create buy-in, the outcomes of effective identification and treatment with 

using the SBIRT program was emphasized to create positive feelings about the program and to 

lessen resistance to change. Champions and leaders from each discipline were identified to help 

motivate other staff members and to create a sense of urgency. LCT was also used to recognize 

and identify what unexpected driving and restraining forces might exist at the center. Staff 

attitudes toward the program was a major factor that was monitored. During the movement stage, 

training and reinforcement of the SBIRT program progressed. Champions continued to assist 

motivate staff and new center specific approaches were trialed to increase efficiency in delivery 

of the program. Lastly in the refreezing stage, use of the SBIRT program became the new status 

quo and part of the registration process. To prevent drifting back into the previous status quo of, 

SBIRT was enacted as standing policy and incorporated into the electronic health record (EHR) 

to cement the change. 

Literature Review 

The screening brief intervention and referral to treatment (SBIRT) program is a 

comprehensive approach for providing early identification and treatment for those with 

substance use disorders (Parker, Libart, Fanning, Higgs, & Dirickson, 2012). This literature 

review examines the available evidence that supports use of the SBIRT program to screen for 

alcohol and other substance use disorders. Data showing the effectiveness of the SBIRT system 

with identifying and connecting individuals to treatment is first presented. The review concludes 

with discussing methods for successful implementation and sustainability of the SBIRT program. 
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Aldridge, Linford, and Bray (2017) re-examined a previously performed, large study that 

examined over 17,000 patients who had received intervention with the SBIRT program. 

Limitations identified in the original study were addressed using multi-level model statistical 

analysis. Researchers found that the reduction in substance use was not as profound as the 

original study indicated. The decrease of drug and alcohol use for those exposed to an 

intervention however remained statistically significant, with a decreased of 75.8% for drug use 

and 35.6% lower alcohol use.  

A cross-site evaluation of eleven multiple-site SBIRT programs was performed by Babor, 

Del Boca, and Bray (2017). A substantial number of programs were evaluated, totaling more 

than one million participants. Overall results showed a statistically significant decrease in 

substance use after implementation of the SBIRT program. Most studies reviewed also indicated 

a positive relationship between strength of the intervention and a decrease in substance use. 

 Bruguera et al. (2018) implemented a high-quality randomized control trial to assess an 

SBIRT program aimed at decreasing alcohol use. At six-week follow up, the intervention group 

had a statistically significant (p=0.01) reduction in alcohol use compared to the control group. 

Patients within the intervention group had a statistically significant (p=0.025) higher rate of 

attending and receiving specialized treatment for alcohol use as well.  

Similar results were found in a quasi-experimental study by Dwinnells (2015) which 

looked at the effectiveness of SBIRT in identifying and referring patients for substance abuse 

treatment. The study maintained a large intervention and control group of 2,482 and 1,685, 

respectively. Study outcomes indicated that patients in the intervention group were twice as 

likely to be identified with substance abuse issues (P<0.001) and 12.4% more likely to receive 

referral to specialized treatment.  
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Yu et al. (2016) performed a pre-post analysis of a four-year SBIRT program within a 

New York City sexually transmitted disease (STD) clinic focused on identifying and treating 

substance use disorder. A major finding of the study indicated that at six-month follow up, 

abstinence from alcohol and or drug use increased by 16.8%. 

The reviewed articles were comparable in that they had positive results and affirmative 

recommendations toward utilizing SBIRT. All but one of the studies, Yu et al. (2016), provided 

data showing statistically significant reductions in substance use. The studies overall also 

indicated that brief interventions performed by highly trained specialists produced higher levels 

of abstinence from alcohol and drugs. The main variance between studies was the setting in 

which they were performed. This difference however, supports the fact that the SBIRT program 

can successfully identify and provide entryway into treatment for SUD in multiple settings.  

Singh, Gmyrek, Hernandez, Damon, and Hayashi (2017) performed a descriptive analysis 

of 103 federally funded SBIRT programs, 6-8 months after funding had stopped. The aim was to 

review whether the programs were adopted long-term and if so, how facilities were able to 

continue the program after federal funds ran out. The majority (67%) of sites were able to 

continue the programs by making modifications to the original curriculums. Administrators and 

clinicians felt that the SBIRT program was worth continuing as it showed to be effective and 

added value for their patients.  

A qualitative analysis of New Mexico’s state-wide, five-year, implementation of the 

SBIRT program for alcohol and substance use, was completed by Gonzales et al. (2012). 

Researchers concluded that it is feasible to incorporate the SBIRT program into primary and 

acute care settings. Important factors in maintaining the programs included adaptation of the 
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program to unit needs, strong staff champions, finding sources of funding, and retaining adequate 

staffing.  

Vendetti et al. (2017) implemented a mixed-methods review of SBIRT programs with 

interview of over 300 stakeholders. Key factors for a successful program included strong 

leadership, interprofessional collaboration, staff buy-in, and adequate facilities.  

Zimmerman et al. (2018) reported on an eight-month implementation period of the 

SBIRT program in a large New York City trauma unit. During the implementation period, 693 

patients were seen for alcohol related trauma. The program was successful in providing brief 

interventions to 82% of eligible patients. The authors attributed the success of the program to 

taking an interdisciplinary approach when developing and implementing the program. 

Additionally, formal education of staff and strong communication with monthly program 

improvement meetings proved to be valuable tools for compliance and effectiveness.  

A quality improvement project with the SBIRT program was performed by Rosenthal, 

Barnes, Aagaard, Cook, & Weber (2018). The authors concluded that in-person staff education 

and continued coaching is extremely valuable for developing staff competence. Additionally, the 

article endorsed the belief that with robust training, team members other than physicians and 

advanced practice nurses can effectively screen patients for SUD as well as deliver resources for 

treatment. 

The evidence reviewed showed broad adoption of the SBIRT program and positive 

indications of long-term sustainability. Studies reviewed had strong correlation of results and 

indicated that with the appropriate guidance and leadership, SBIRT can efficiently and 

effectively be implemented in a multitude of clinical environments. 

Implementation Plan 
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The SBIRT program was implemented as a quality improvement project within a 

Baltimore City based urgent care clinic to provide screening, a brief intervention, and entryway 

into treatment for individuals with SUD. Implementation and finalization of project details began 

the week of August 27th, 2018. The target population was individuals with any form of alcohol or 

substance abuse. However, all patients 18 years of age and older were included into the sample 

size. Daily staffing included two medical assistants (MAs), one X-ray technician, two NPs, and 

one medical doctor. The clinic operated Monday through Friday, 8AM-8PM, with an average 

registration of forty-five patients per day. 

 The quality improvement project extended over a twelve-week period. The initial week 

was spent finalizing a custom, paper screening questionnaire as well as confirming team member 

roles. In-person meetings were also held with previously identified project champions to firm up 

their contributions, project goals, and expectations. The main role of the project champions was 

to act as point of contact for the project leader as well educate other staff members.  

The second week was spent communicating with and mobilizing core and ancillary staff 

members via email. Written materials were provided which explained the details of the project, 

as well as the overlying principles of the SBIRT program. Core team members included medical 

assistants, NPs, physicians, peer counselors, and front desk staff.  

Staff training was performed by the project leader during weeks three and four. 

Dependent upon staff members’ availability and project role, training was provided via group 

sessions and one-on-one instruction. The MAs received in-person training on how to administer 

and score the selected screening tool as well as the scoring criteria for when a patient required a 

brief intervention. The Audit-C Questionnaire and a single substance use question was utilized as 

the screening tool for SUD. Additionally, MAs were educated on the overlying principles of the 
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SBIRT program and the importance of its role in addressing SUD. Project champions proved to 

be valuable during this period, as they assisted in training staff members and answering 

questions regarding the project when the project leader was not present. NPs were educated on 

how to conduct a brief intervention and when to refer patients for further treatment. Training 

included use of verbal instruction, links for SAMHSA provided online instructional videos, and 

written materials such as the Alcohol, Smoking, and Substance involvement Screening Test 

(ASSIST)-linked Brief Intervention Step by Step Approach, also developed by SAMHSA. The 

decision to refer for further treatment was based on the level of substance use as well as an 

evaluation of the patient’s readiness for treatment, which was guided by the Transtheoretical 

Model (Stages of Change).  

Peer counselors were obtained from an off-site associated emergency department, in 

which the SBIRT program was already employed. Administrative approval was obtained prior to 

implementation, for the peer counselors to provide brief interventions within the urgent care. The 

peer counselors were made aware that their services would be requested to speak with patients 

who screened positive for SUD. Any questions or concerns of the peer counselors were also 

addressed.  

The process of screening, brief intervention, and referral to treatment for SUD began in 

week five and continued through week twelve. The front desk personnel’s role was to paperclip a 

copy of the screening questionnaire to every patient’s chart. This process of using paper charting 

was followed until the sixth week of screening, when screening as well as the ability to track 

results became fully available within the Epic EHR. From that point on, MAs recorded screening 

within Epic. The MAs responsibilities were to screen and record patient scores for substance-use 

disorder (SUD). If a patient scored positive for SUD, the MA alerted the provider of care that the 
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patient scored positive for SUD. The MA also contacted a peer counselor and requested their 

services to perform a brief intervention. NPs and physicians’ responsibilities were to speak with 

patients regarding their score. When patients scored positive and agreed to receive a brief 

intervention, peer coaches provided a brief intervention and referral to treatment when 

appropriate. 

Screening data was collected weekly, to monitor for compliance with screening and to 

address any barriers to implementation. The data collection technique mirrored the institution-

affiliated, parent-hospital. This was done to maintain consistency within the system. Data was 

collected for each patient at the time of registration, with use of the Audit-C Questionnaire and a 

single drug usage question “In the last 12 months, did you smoke marijuana, use another street 

drug? Or use a prescription pain killer, stimulant, or sedative for a non-medical reason?”. The 

Audit-C has been validated by multiple studies and has been shown to be a reliable and valid tool 

for assessing alcohol use (Khadjesari et al., 2017). The questionnaire is copyrighted by the 

World Health Organization however is available for public domain. The tool is a Likert scale 

questionnaire intended for quick identification of alcohol abuse or dependence and consists of 

three questions. The questions measure the frequency of alcohol use, the amount of alcohol 

intake, and the regularity of excessive alcohol consumption. Scores range from 0 to 12.  

Data was collected both on paper and entered electronically within the Epic electronic 

health record. Patients who scored seven or greater on the AUDIT-C Questionnaire or recorded a 

yes response to the single drug screening question, were recommended for a brief intervention. 

Data was also collected on the number of patients that received screening, and the number that 

received a brief intervention. It was initially considered to track the number of patients who were 

referred for treatment however due to difficulty and inconsistency in following up with peer 
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counselors, collection of this data was abandoned. Fortunately, this data was not pertinent to the 

results or goals of the project.   

To interpret the data more easily, the DNP project leader requested development of an 

analysis and extraction report from the information technology department. This report 

calculated the percentage of patients who received a screening by taking the number of patients 

who received screening divided by the total number of registered patients. The report 

additionally determined the percentage of patients that received a brief intervention when criteria 

was met.  

Several measures were taken to ensure patient protection and confidentiality. An 

explanation of the project was submitted to the University of Maryland Baltimore Institutional 

Review Board for a non-human-subjects research determination. All patient data was stored in a 

safe off-limits area as well as within the Epic EHR. Access to this system was password 

protected and only permitted to employees or agents with approved privileges. All data analysis 

of patient information and project results were de-identified.  

Sustainability of the project was accomplished by bringing the director of the 

organization onboard quickly as an active member to aid with development of the project. 

Additionally, early-on approval from the hosting organization was obtained. This helped to 

establish engagement and ownership from senior leadership to continue championing for the 

project after the pilot operation. Incorporation and documentation of the program into the Epic 

EHR was also highly valuable in preserving the program’s continuation. Furthermore, 

development of an official policy for fixed performing of the SBIRT program was put in place. 

Results 

Changes in Practice 
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Several processes were adapted during implementation. The first 3 weeks of screening 

were completed with paper charting. In week four, the ability to document SBIRT scores within 

the Epic EHR became available. Inclusion of the screening tool proved to be a strong catalyst for 

continuation of the program. To track further progress of the program, the project leader also 

requested the IT department to produce a monthly data extraction report. The requested report 

collected and analyzed the number of patients seen per month, the number of patients screened, 

and the number of patients who scored positive for SUD. Accordingly, the last two weeks of 

screening utilized electronic data collection and analysis. A generated report will continue to be 

emailed to the urgent care director monthly. 

Data Analysis and Outcomes 

Over an eight-week period, 1511 patients registered for care in the urgent care clinic. The 

implemented quality improvement project screened 556 patients or 36.8% of registered patients 

for SUD. Of those patients screened, 45 or 8.1% screened positive for either alcohol or other 

substance misuse or use disorder. Of the patients that screened positive, 17 or 37.8% received a 

brief intervention from a trained peer counselor or licensed provider. These results fell short of 

the first two long-term goals. There was however an overall feeling of success within the clinic. 

Administration and staff members continued to show enthusiasm throughout the project and 

reported to appreciating the value it added for their patients. Most importantly, the third and 

major long-term goal was achieved. Clinic administrators chose to adopt the SBIRT program 

long-standing. Continuation of the program will allow an opportunity to further refine program 

processes, to work toward increasing the number of screenings and brief interventions, possibly 

obtain other peer counselors, and give providers a chance to further develop intervention skills. 

Observed Associations 
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There was an observed association between MAs’ compliance to do screenings, and time 

spent on the unit by the project leader. Week three saw a low-point in screening numbers 

(24.5%) (see Appendix B). After recognizing this phenomenon, the project leader held 

motivational discussions with the MAs as well as the clinic director and project champions. The 

project leader also made a point to be significantly more present within the unit during weeks 

four and five. Accordingly, the number of screenings during weeks four and five markedly 

increased to 43.5% and 45%, respectively.  

Facilitators, Barrier and Unintended Consequences 

Facilitators for success of the project came from strong buy-in by the medical director as 

well as project champions who were motivated to make the project a success. There were 

apparent barriers in maintaining compliance from the MAs to complete patient screenings. 

Encouraging discussions were had with MAs, which showed to have positive effects in 

increasing screenings numbers. During the project, the peer counseling department acquired a 

new manager who decided that she was not comfortable with the peer counselors attending to 

patients in the urgent care. Therefore, the last two weeks of screening proceeded without 

assistance from peer counselors. This was a challenging adjustment period. In retrospect, it 

would have been wise to have trained NPs and physicians more comprehensively, so they could 

have more easily stepped into the role of providing brief interventions. A changing workforce of 

NPs within the clinic most likely also acted as a barrier. More consistency with the same NPs 

working daily might have provided more daily familiarity with SBIRT and how to administer a 

brief intervention. Since peer counselors were no longer available for the last two weeks of 

screening, a packet of area resources and treatment centers was put together. Adjustments were 

made, and patients who screened positive had the opportunity to receive a brief intervention from 
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an NP or physician and were provided with a packet to guide them toward area resources and 

treatment centers. 

Discussion 

 This quality improvement project set out to determine if the SBIRT Program could be 

successfully implemented within an urgent care setting and provide treatment for individuals 

with SUD. A direct association between intervention and outcome was recognized. Roughly 

thirty-nine percent compliance for screening was achieved. This amount however did not attain 

the preliminary goal to screen 60% of patients. Of those patients who were screened, and 

screened positive, 37.8% received a brief intervention. This number however also fell below the 

established goal, to provide 60% of patients that screened positive with a brief intervention.  

Despite the lack of completely achieving all goals, results indicated that there was 

success in providing patients with brief interventions and connecting said patients with 

treatment. Similar achievement albeit with higher levels of realization were found in similar 

programs. Dwinnell and Misik (2017) reported 99.5% completion rate of patient screenings with 

implementation of the SBIRT program in a community health center. Utilization of screenings 

achieved an 83% rate of completed patient brief interventions. Likewise, Zimmerman et al. 

(2018) successfully implemented the SBIRT program within a trauma unit and was able to 

provide 82% of appropriate patients with a brief intervention. Results such as these, provide 

reason to conclude that the SBIRT program should be continued, due to its effectiveness in 

connecting individuals to treatment. The need for improvement however is recognized. 

There are several possible reasons for the differences between observed and anticipated 

outcomes. First, the cultural context and patient flow of the urgent care may have had influence. 

In an urgent care center there is often an expectation from both patients and staff that patients are 
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there for a quick fix; not to receive comprehensive care. This may especially be true regarding 

attitudes toward substance use, which some may consider more of a social issue. In recognizing 

that they were being screened for substance use, some patients may have turned down screening, 

knowing that it may increase their stay time.  

Secondly, even though there was observed and reported staff buy-in, lack of time and 

other pressing responsibilities may have lessened compliance with completing screenings. As 

previously mentioned, some staff, even with good intention, may focus more on the task at hand 

with attending to patients’ main issue for visiting the urgent care.  

Thirdly, there was reported difficulty with contacting peer counselors as well as struggle 

for peer counselors to make it to the urgent care in time, prior to patients being discharged. This 

proved to be a difficult barrier which the project was unable to solve.   

Lastly, there was sentiment, even if not overtly expressed, among some licensed 

providers that delivery of a brief intervention should be left solely up to the peer counselors since 

they have more training and expertise. A rotating schedule of providers may have also 

constrained their level of comfort and the commonplace of performing brief interventions.   

 Several limitations to the validity of project data were identified. Due to the use of mostly 

paper charting, it was at times difficult to track when a patient received a brief intervention and 

recording beyond that step was mostly overlooked. In some instances, patients who screened 

positive left the unit to receive a brief intervention within the associated emergency department. 

During these circumstances, paper charting made it extremely difficult to track the process. 

These happenings reduced the validity of the data. Implementation of the screening tool within 

the Epic EHR was developed as an attempt to reduce this limitation and improve data collection 
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of screenings, brief interventions, and referrals to treatment. A monthly extraction report was 

also created for analysis of the data.    

Additionally, there was a lack of documented reason for cases when patients screened 

positive yet did not receive a brief intervention. Patient preferences to receive a brief intervention 

were not recorded. Failure of a patient to receive a brief intervention could appear as a 

breakdown of the system, when in fact it may have been due to patient refusal to receive an 

intervention. Recording of these instances would have provided valuable data. An attempt was 

made to minimize this limitation however it did not prove successful. MAs were asked to 

manually write on the paper screening form, the reasons why patients who screened positive did 

not receive a brief intervention. This type of documentation however was regularly overlooked. 

The identified limitations of the project question generalizability and the capacity to 

apply outcomes to other settings. Additionally, implementation and processes were customized 

for this discrete urgent care center’s needs and resources. Therefore, findings cannot, nor were 

they necessarily designed to be transferrable to other settings.  

Strengths of the project revolved around enduring managerial and administrative buy-in 

and support, as well as champion leadership. From the inception of the project, the clinic 

manager and medical directors outwardly expressed their enthusiasm for the project. This 

undoubtedly created goodwill for the project by other team members and staff.   

Identified crucial elements for sustainability of the project include administrative buy-in, 

continued work on the part of motivated project champions, and the ability and willingness to 

make procedural adjustments in response to ever-changing resources and needs. Additionally, 

incorporation of the screening process within the Epic EHR as well as development of an 
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automated monthly data collection and analysis process, have served as robust promoters for 

continuation of this project. 

  Project champions proved to be valuable, as they assisted in training staff members, 

answering questions, providing motivation, and communicating issues to the project leader when 

the project leader was not able to be physically present in the urgent care. Additionally, there was 

an overall staff willingness to learn about the SBIRT program, and recognition of the value and 

service the program provided for patients.      

Conclusion 

 SUD is a public health epidemic that requires increased attention and resources. This 

project indicated that nearly 10% of the inner-city population screened continues to go 

unrecognize and untreated for SUD. The work done within this project provided value for the 

surrounding community. Seventeen patients (37.8%) that screened positive for SUD received a 

brief intervention from a trained peer counselor or licensed provider and were provided with 

appropriate resources for treatment. The achievements of this quality improvement project 

demonstrate that the SBIRT program can be successfully implemented within an urgent care.  

The extension of similar programs in other urgent care and community settings is highly 

recommended, to further reach out to this vulnerable population. Particularly, urgent and 

immediate care centers within the same associated healthcare system should be surveyed for 

analogous population needs. Findings and implementation strategies of this project should be 

shared to encourage further quality improvement projects, and adoption of this valuable program. 

It is significant to note that the reviewed literature supports and makes like endorsements, as the 

SBIRT program has been shown to be effective in multiple settings.  
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   An outstanding issue remains with finding dedicated peer coaches. A decision will need 

to be made regarding whether the clinic discovers ways to fund a peer coaching staff or if 

licensed providers should be solely responsible for that role. Continuation of the program will 

nevertheless allow an opportunity to further refine processes, address the role of peer counselors, 

further train licensed providers to administer brief interventions, and work toward increasing the 

number of screenings, brief interventions, and referrals to treatment.  
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Appendix A 
 

Evidence Review Table 
 

       Evidence 
Rating 

Study 
# 

Author and 
Date 

Study Design Sample Size Intervention Findings Limitations Level Quality 

1 Aldridge, A., 
Linford, R., 
& Bray, J., 

2017 

Pre-post 
comparison of 

outcomes design: 
to re-examine 

data of previous 
SBIRT study 
performed by 
Madras, B., 

Compton, W., 
Avula, D., 

Stegbauer, T., 
Stein, J., & 

Clark, W., 2009. 
 
 

17,575 patients 
with multiple 

substance abuse 
behaviors were 
examined at six 

months post 
SBIRT 

intervention. 

Previous study 
methods and results 
were re-examined 
using multi-level 

models of statistical 
analysis in an attempt, 

to account for 
confounding factors 

such as patient 
clustering and possible 
selection bias as well 

as attrition. 

The result of 
decrease in 

substance abuse 
was not as large as 
the initial study had 

reported.  
However, the 
reduction in 

substance abuse 
was still considered 

relatively large. 
 

Changes in the 
level of patient 
substance abuse 
from exposure to 

the SBIRT 
program showed 

statistically 
significant 
decreases. 

 
Illicit drug use 
decreased by 

75.8% for patients 
exposed to the 

SBIRT program. 

Data of a comparison or 
control group was not 

available to be 
reviewed. 

 
Since this was a 

retrospective review of 
data, there was no 

opportunity for direct 
observation that 

services were received. 
 

The accuracy of the 
follow-up self-reporting 
can be questioned, due 

to confounding 
variables that may not 

be accounted for. 

6 B 

2 Babor, T., 
Del Boca, F., 
Bray, J., 2017 

Cross-site 
Evaluation of 

eleven multi-site 

A total of two 
cohorts screened 
over one million 

Patients received 
screening for 

substance abuse of 

There was a 
statistically 
significant 

The fact that the studies 
reviewed were quasi-
experimental, did not 

5 A 
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SBIRT 
programs.  Each 

program was 
funded and 

proceeded for 
five years. 

patients.  Patient 
substance abuse 
behaviors were 
examined pre 

SBIRT 
intervention and 
six months post. 

either alcohol or illicit 
drugs.  Those who 
screened positive 

further received a brief 
intervention with 

motivational 
counseling.  Patients 

that rated high for 
substance or alcohol 
abuse, also received 
referral to additional 

treatment. 

difference in pre-
post measurement 
for nearly every 

type of substance 
abuse. 

 
Results showed a 

significant 
reduction in 

substance use. 
 

The stronger the 
intervention, the 

greater decrease in 
substance use 

occurrence.  Brief 
therapy had larger 

decreases in 
substance use than 
brief intervention. 

 
Sixty-seven percent 
of sites adopted the 
use of SBIRT after 

grant funding 
concluded. 

allow for causation to 
be inferred. 

 

3 Bruguera, P., 
Barrio, P., 

Oliveras, C., 
Braddick, F., 
Gavotti, C., 

Bruguera, C., 
. . . Gual, A., 

2018 
 

Randomized 
Control Trial to 

study the 
achievability and 
effectiveness of 
implementing an 
SBIRT program 
in an emergency 
department, to 
reduce alcohol 

abuse and 
increase 

connection to 
care. 

A convenience 
sample of 3,027 

patients 
presenting to the 

emergency 
department were 

screened.  Of 
those patients 200 
were eligible and 
participated. The 

intervention group 
consisted of 

(n=99) 
individuals.  The 

Patients were initially 
screened with the 

Alcohol Use Disorder 
Identification Test 

(AUDIT-C) with three 
questions to score for 
alcohol use.  Men who 
scored greater than 6 

and women who 
scored greater than 5 
were asked to engage 
in the study.  Simple 
randomization was 

performed.  The 

The intervention 
group had a 
statistically 
significant 

(p=0.01) larger 
reduction in 
alcohol use 

compared to the 
control group 

 
Patients within the 
intervention group 

also showed a 
statistically 

A convenience sample 
was used. 

 
The brief interventions 

were performed by 
trained psychiatrists 

which may be difficult 
to perform at many 

centers due to cost and 
lack of resources.  This 
may have decreased the 
generalizability of the 

results. 
 

2 A 
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control group was 
made up of 

(n=101) 
individuals. 

control group received 
pamphlets on alcohol 

use and treatment 
centers.  The 

intervention group 
received pamphlets 

plus a brief 
intervention and 

referral to treatment if 
deemed appropriate.  
Patients from both 
groups were then 

followed up 6 weeks 
after to assess alcohol 

use. 

significant 
(p=0.025) higher 

level of specialized 
treatment. 

 
Patients who 

received SBIRT 
were twice as 

likely to attend and 
continue treatment. 

 
The study 

concluded that it is 
achievable to 
implement an 

effective SBIRT 
program within an 

emergency. 
 

SBIRT showed to 
be a powerful tool 

for reducing 
alcohol use and 

increasing 
participation in 

treatment. 

Alcohol use was self-
reported which 

introduced a level of 
bias.  Patient’s 

understanding of the 
social acceptability of 
alcohol use may have 

decreased self-
reporting.  This 

however is the standard 
approach with many 
other study designs 

since other approaches 
would be very difficult 

to implement. 
 
 

4 Dwinnells, 
R., 2015 

Quasi-
experimental 

design 
 

Study was 
implemented to 
determine the 

effectiveness of 
SBIRT in 

identifying and 
referring patients 

for substance 
abuse and 
treatment. 

A total of 3,255 
patients were 

involved in the 
study. The control 

group site had 
1,685 patients. 

The intervention 
group site had 
2,482 patients. 

Patients at the 
intervention site 

received a screening 
questionnaire with five 
questions derived from 

the SBIRT program 
developed, and also 
used by the Oregon 
Health & Science 

University.  Patients at 
the control site did not 

receive any form of 
intervention.  If 
patients at the 

Patients at the 
intervention site 

were twice as 
likely to be 

identified with 
having substance 

abuse issues 
(P<0.001) 

 
The rate of patients 

diagnosed with 
substance abuse 
issues who kept 
appointments for 

The study was quas-
experimental without 

randomization. 
 

The intervention was 
only performed at a 

single site, which may 
limit generalization. 

3 A 
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intervention site 
screened positive, they 

would be further 
evaluated using the 

DAST tool.  If 
indicated, patients 

would receive further 
brief intervention and 
referral to treatment. 

referrals was 
extremely low. 

 
 
 
 

5 Gonzales, A., 
Westerberg, 
V., Peterson, 
T., Moseley, 

A., 
Gryczynski, 
J., Mitchell, 

S., . . . 
Schwartz, R., 

2012 

Qualitative 
analysis 

 
Implementation 

of five-year 
SBIRT program. 

A total of 53,328 
adult patients 

were screened for 
drug or alcohol 

abuse. 6,360 
patients screened 

positive and 
received either 

brief intervention, 
treatment, or 

referral to 
outpatient 
treatment. 

Master’s level mental 
health counselors 

screened patients at 17 
different clinic sites 
within New Mexico.  

Alcohol use was 
screened using the 
AUDIT tool and 

substance use was 
screened using a 
customized list of 

questions regarding 
use.  Patients scoring 
between 8 and 15 on 

the AUDIT score 
received a brief 

intervention.  One 
positive on the 
substance use 

questionnaire receive 
intervention. 

The study 
concluded that 
behavior health 

monitoring, such as 
SBIRT, can 

successfully be 
integrated as part 
of primary care. 

 
Fundamental 

factors in 
sustaining the 

program included 
having strong staff 

champions, 
adapting the 

program to site 
needs, finding 

sources of funding, 
and controlling 
staffing issues. 

Study was merely a 
qualitative analysis of 

the feasibility of 
implementing SBIRT.  
Patient outcomes were 

not measured or 
followed 

6 B 

6 Rosenthal, L., 
Barnes, C., 

Aagaard, L., 
Cook, P., & 
Weber, M. 

(2018). 

Qualitative 
analysis 

 
Quality 

Improvement 
Project with 

implementing 
SBIRT 

48 staff members 
were educated in 
use of the SBIRT 

program in 
screening and 

referring patients 
with alcohol or 
opioid SUD for 

treatment. 

Staff members of a 
500-bed internal 

medicine unit were 
trained in using 

SBIRT via videos, 
readings, quizzes, and 

internet resources. 
Optional classroom 

training was also 
offered. 

In-person team 
member training 
and continued 
coaching and 
motivation is 

highly valuable for 
developing SBIRT 

competence. 
 

Low level qualitative 
study. 

6 B 
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Team members 
who attended 

classroom training 
in addition to 

online training 
scored better in 
their abilities to 
perform SBIRT. 

 
With robust 

training, staff 
members other 

than physicians and 
advanced practice 

nurses can 
effectively deliver 
a brief intervention 
as well as provide 

resources for 
treatment when 

appropriate. 
7 Singh, M., 

Gmyrek, A., 
Hernandez, 
A., Damon, 

D., & 
Hayashi, S. 

(2017). 

Descriptive 
study including 
quantitative and 
qualitative data 
from 103 sites 

awarded 
Federally 

granted funding 
for the SBIRT 

program. 
Administrators 
of the studies 

were questioned 
as to the long-
term feasibility 

of implementing 
SBIRT. 

A total of 103 
SBIRT federally 
funded sites were 
reviewed, 6-18 
months after 

federal funding 
for SBIRT had 

ended. 

Administrators and 
key stakeholders were 

interviewed via 
telephone regarding 
the ability to sustain 
SBIRT after federal 
funded had ended. 

 
Site financials were 
reviewed as well as 

organizational 
structure, patient 

characteristics, and 
center workflow. 

67% of providers 
were able to 
maintain the 

SBIRT program 
even after federal 

funding had run out 
by modifying their 

practice. 
 

The majority-of 
site administrators 
and clinicians felt 
that SBIRT was an 

effective and 
valuable program 
for screening and 

connecting patients 
with treatment, for 

Level of the study was 
merely descriptive. 

6 B 
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substance use 
disorders. 

8 Vendetti, J., 
Gmyrek, A., 
Damon, D., 
Singhu, M., 

McRee, B., & 
Del Boca, F. 

(2017) 

Mixed method, 
quantitative and 
qualitative data 

analysis. 

102 clinical 
providers of 
SBIRT were 

surveyed. 
 

221 identified 
stakeholders and 
personnel were 

interviewed. 

Quantitative data was 
obtained from prior 

research regarding the 
barriers and 

facilitators identified 
with implementing the 

SBIRT program. 
 

Qualitative data was 
obtained from 
previous notes, 

conference calls, flow-
charts and a multitude 

data obtained from 
past research. 

Five essential 
elements in 

facilitating and 
making an SBIRT 
program successful 

were identified.  
These included: 
(1) Leaders and 

champions who are 
committed to the 

project 
(2) strong intra- 

and inter-
organizational 
communication 
(3) buy-in and 

model acceptance 
from providers 

(4) facilities with 
adequate 

contextual factors 
to provide service 
(5) robust training 
and education of 

staff with, 
monitoring and 

feedback 
The comprehensive 
grant requirements 

were viewed as 
barriers to 
successful 

implementation. 

No limitations were 
identified by the 

authors or from review 
of the study. 

6 A 

9 Yu, J., Appel, 
P., Rogers, 

M., Blank, S., 
Davis, C., 

Warren, B., . . 

Pre-post analysis 
of an SBIRT 

program 
implemented in a 

sexually 

Over a four-year 
period, a total of 
146,657 patients 
18 years or older, 
were screened for 

SBIRT services were 
put in place within 

three New York City 
Department of Health 
and Mental Hygiene 

17% of patients 
screened positive 
for substance use 
with the CAGE-

The design of a pre-post 
analysis does not allow 
for development of a 
causal relationship. 

 

6 B 
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. Hussain, S. 
(2016) 

transmitted 
disease clinical 
in New York 
City. Patients 

were followed up 
six months after 
intervention of 
either a brief 

intervention or 
referral to 

treatment. 73% 
of these patients 
were followed up 
with face-to-face 
interviews. 27% 
were followed up 

by telephone. 

current or past 
substance use 

disorder.  Of those 
patients, 15,687 
received a brief 
intervention and 

954 received 
referral for further 

treatment. 

clinics. Patients self-
administered a 

modified CAGE-AID 
test for alcohol abuse.  

Patients who tested 
positive, meaning an 
answer of “yes” to at 
least one question, 

received a brief 
intervention with 

motivational 
interviewing.  If 

patients were 
identified as having 

substance use disorder, 
he or she was referred 
for substance abuse17 

treatment. 

AID questioning 
tool. 

 
61.2% received a 
brief intervention. 

 
6.1% were referred 
for substance abuse 

treatment. 
 

74% of patients 
were screened for 

substance use 
disorders. 

 
National outcome 

measure of 
abstinence from 
alcohol/drug use 

increased by 16.8% 
at six-month follow 

up. 
 

Overall 
recommendation 

made that 
substance abuse 
screening should 
be placed in NY 

clinics. 

39% of patients who 
screened positive did 

not receive a brief 
intervention due to high 

patient volume and 
insufficient staff. 

 
There was no 

randomization or 
control group. 

 
Study was based on 

self-reporting 
decreasing the 

reliability of overall 
study results. 

 

10 Zimmerman, 
E., Sample, 

J., 
Zimmerman, 
M., Sullivan, 

F., 
Stankiewicz, 

S., & 
Saldinger, P. 

(2018). 

Qualitative 
analysis 

 
Implementation 
study of eight- 
month SBIRT 

program. 

693 patients with 
trauma related to 

alcohol 
consumption. 

Patients with blood 
alcohol levels >0.02% 

were intended to 
receive a brief 

intervention by social 
workers who were 
trained in SBIRT. 

82% of patients 
having blood 

alcohol levels > 
0.02% were 

referred for a brief 
intervention. 

 
Multidisciplinary 
approach, strong 

staff education and 

The screening process 
was only based on 

elevated blood alcohol 
level. 

 
Subjective patient 

reports for alcohol use 
may have improved 

identification of those 

6 B 
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monthly meetings 
led to success and 

high program 
compliance by 

staff. 

with alcohol substance 
use disorder. 
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Appendix B 
 

A=0, B=1, C=2, D=4, E=4 
Score ≥ 7 = positive score, patient requires a brief 

intervention 

Drug screening question: 
“In the last 12 months, did you smoke marijuana, use another street drug.           
Or use a prescription pain killer, stimulant, or sedative for a non-medical 
reason?”  
 
Documentation of “yes” = positive score, patient requires a brief intervention 


