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Abstract 

Background: Excessive alcohol use is associated with many short- and long-term health risks. 

The U.S. Preventive Services Task Force recommends that all adults age 18 and over be 

screened for alcohol misuse in a primary care setting and that those who display risky or 

hazardous drinking receive brief counseling interventions. However, only around half of primary 

care providers report screening patients for substance use, with even fewer providing brief 

interventions or referrals to treatment. 

Local Problem: A mobile primary care clinic in Maryland serves an uninsured, immigrant, 

primarily Hispanic population. The majority of patients speak Spanish with limited English 

proficiency. Prior to this project, there was no formal protocol in place for alcohol screening. 

Patients were intermittently screened with an informal question, with no evidence-based 

screening tool or plan for intervention or referral in use. 

Interventions: The purpose of this quality improvement project was to pilot the implementation 

of a protocol for alcohol screening using the Alcohol Use Disorders Identification Test (AUDIT) 

and its short form (AUDIT-C), brief intervention consisting of simple advice, and referral to 

treatment (SBIRT).  

 

The project was implemented over a 15-week period. Inclusion criteria for screening included all 

new intake patients age 18 or older with no cognitive impairment and the ability to understand 

and speak English and/or Spanish. The University of Maryland Baltimore Institutional Review 

Board provided a Non-Human Subjects Research determination for project implementation. 

 

Included patients were screened according to the SBIRT protocol. The AUDIT-C was 

administered by the staff member assisting the patient with admission paperwork. In the event of 

a positive score on the AUDIT-C, the provider screened the patient with the remaining questions 

of the AUDIT. For patients with positive scores on the AUDIT, the provider then delivered a 

brief intervention and referral to community resources. Data collection was conducted via 

weekly chart audits throughout the pilot period. 

Results: Of the new intake patients meeting inclusion criteria (n=46), 97.8% (n=45) were 

screened with the AUDIT-C according to the protocol. Of these, 6.7% (n=3) scored positive for 

risky drinking. All patients with positive scores were screened with the full AUDIT, and 2 

(66.7%) were documented as receiving an intervention. While no referrals were documented, 

conversations with staff indicated that referrals were given to these patients but not documented. 

Conclusions: The results demonstrated the feasibility of incorporating an alcohol SBIRT 

protocol into a mobile primary care clinic. The clinic staff felt the SBIRT protocol improved 

alcohol screening and confidence in handling patients with risky drinking behaviors, and they 

intend to continue utilizing the alcohol SBIRT protocol to screen all new intake patients. The 

clinic director plans to integrate the SBIRT tools into the clinic’s electronic health record, which 

is expected to improve documentation, and to ultimately initiate annual screening of existing 

patients using the alcohol SBIRT protocol to further improve behavioral health integration and 

improve quality of care.  
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Implementation of Alcohol Screening, Brief Intervention, and Referral in Primary Care 

Excessive alcohol use carries many risks. Drinking a large amount of alcohol in a short 

period of time can lead to breathing problems, risky or violent behavior, coma, or even death 

(National Institute on Alcohol Abuse and Alcoholism [NIAAA], n.d.). Long-term heavy use can 

result in liver disease, cardiovascular disease, or pancreatitis, alter brain function, weaken the 

immune system, or increase the risk of developing certain types of cancer (NIAAA, 2015b). The 

U.S. Preventive Services Task Force (2013) recommends that all adults age 18 and over be 

screened for alcohol misuse in a primary care setting and that those who display risky or 

hazardous drinking receive brief behavioral counseling interventions. Studies have shown that 

there is a high prevalence of substance use disorders, including alcohol use disorder, among adult 

primary care patients (Wu et al., 2017). Despite this, only 57% of primary care providers report 

screening patients for substance use, with even fewer providing brief interventions (46%) or 

referrals to treatment (47%) (Harris & Yu, 2016). 

 The lack of a formal process to provide screening and intervention for dangerous alcohol 

use was identified as a problem area by the director of a mobile primary care clinic in Maryland. 

This population of this clinic consists entirely of uninsured patients; the majority of patients 

identify as Hispanic. A Hispanic person is defined by the National Institute of Health as “a 

person of Mexican, Puerto Rican, Cuban, South or Central American, or other Spanish culture or 

origin, regardless of race” (National Institutes of Health, 2015). While many Hispanic people 

living in the United States actually do not drink any alcohol, those who do drink are more likely 

to drink alcohol at higher volumes than non-Hispanic Whites (NIAAA, 2015a). High 

immigration stress levels among recent Hispanic immigrants have also been shown to correlate 

with a higher severity of alcohol use (Cano et al., 2017). Additionally, Hispanic drinkers are 
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more likely to report experiencing social consequences, including problems with relationships, 

employment, finances, or the legal system, due to alcohol use (Mulia, Greenfield, & Zemore, 

2009). 

 The Substance Abuse and Mental Health Services Administration (SAMHSA) 

recommends the use of the Screening, Brief Intervention, and Referral to Treatment (SBIRT) 

program to identify, reduce, and prevent problematic use of alcohol and other substances 

(SAMHSA, n.d.). This program provides a structured format while allowing the clinic to choose 

a screening tool and customize a brief intervention that will best fit the patient population and 

clinic environment. The use of screening and brief intervention has been shown to significantly 

decrease alcohol use (Aldridge, Linford, & Bray, 2017; Barata et al., 2017; Gryczynski et al,. 

2015; Platt et al., 2016), including in a primary care setting (O’Donnell et al., 2013). Hispanic 

patients have been found to have a particularly significant response to brief interventions for 

alcohol use (Field, Cochran, & Caetano, 2013). Therefore, the SBIRT program is well-suited to 

this clinic. 

 The purpose of this DNP project was to implement a protocol for alcohol screening using 

the Alcohol Use Disorders Identification Test (AUDIT), brief intervention consisting of simple 

advice, and referral to treatment (SBIRT) in a mobile primary care clinic serving an uninsured, 

primarily Hispanic population in Maryland. See Appendix A for the implemented SBIRT 

protocol. 

 The short-term goals of this DNP project focused on implementing SBIRT for all new 

admissions. It was expected that by December 2018, at least 90% of new admissions to the clinic 

would be screened for alcohol use. Additionally, it was expected that by December 2018, at least 
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90% of new admissions with positive alcohol screens would receive a brief intervention and a 

referral to at least one community support.  

 The potential long-term goals are to expand the project to include pre-existing patients 

and develop a protocol for recurring annual screening for all patients. By 2020, at least 90% of 

all existing patients will have been screened for alcohol use and received a brief intervention and 

referral where indicated. By 2020, there will also be a clinic protocol in place to re-screen 

patients annually using the SBIRT protocol developed for this project. By 2020, the AUDIT 

screening tool will be fully integrated into the electronic health record. Ultimately, this project 

will improve the identification of patients with dangerous drinking habits and decrease 

problematic drinking among patients by means of brief interventions and referrals. 

Theoretical Framework 

 The Knowledge to Action (KTA) Framework (Graham et al., 2006) was used to organize 

the implementation plan for this project. This framework provides a series of steps to facilitate 

the adaptation of a broad body of knowledge to individualized use in a specific setting. KTA 

includes both a knowledge creation component and an action cycle. The knowledge creation 

process includes three steps: knowledge inquiry, knowledge synthesis, and development of 

knowledge tools. During this process, the user begins by collecting the available information on 

a topic, observes common themes and findings across the existing knowledge, then uses this 

synthesis of information to make an informed choice in choosing or developing a tool to adapt 

the knowledge into practice.  

The action cycle includes seven steps: identify a problem and identify, review, and select 

knowledge; adapt knowledge to local context; assess barriers to knowledge use; select, tailor, 

and implement interventions; monitor knowledge use; evaluate outcomes; and sustain knowledge 
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use (Graham et al., 2006). The stages of this cycle may occur consecutively or concurrently and 

may interact with the knowledge creation process. The action cycle allows for regular 

reevaluation of the effectiveness of the implementation process and of the intervention itself to 

allow for identification of any needed changes to the process while it is ongoing.  

 The KTA framework was chosen for this project due to its focus on individualizing an 

implementation plan to a specific setting based on a large body of knowledge. There is ample 

evidence to support the use of the SBIRT model; however, there are many options of screening 

tools and brief intervention methods that may be used within this model. The large body of 

knowledge available on the use of SBIRT, evidence of the validity of various screening tools 

with multiple patient populations, and studies discussing the efficacy of different types of brief 

interventions was synthesized through the knowledge creation process of the KTA framework 

and used to inform the selection of a specific screening tool and brief intervention plan that were 

evidence-based for use in the population seen at this clinic. The AUDIT and AUDIT-C were 

chosen as screening tools, and the brief intervention was provided through simple advice; this 

will be further discussed in the literature review. 

The action cycle of the KTA framework helped to guide the actual implementation of the 

new SBIRT protocol into the clinic. The clinic had already identified the lack of a formal alcohol 

screening method and intervention plan as an existing problem. The knowledge review, 

adaptation to the context, and selection and tailoring of interventions was completed in 

conjunction with the knowledge creation process as previously discussed. Barriers to knowledge 

use were determined through meetings with staff members prior to implementation and 

addressed through appropriate assignment of roles to various staff members and provision of 

education prior to implementation. The KTA framework’s steps for monitoring knowledge use 
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and evaluating outcomes were completed through regular evaluations of the percentage of new 

admissions who received each step of the SBIRT protocol as indicated. 

Literature Review 

While there is significant evidence to support the use of the SBIRT protocol in primary 

care as discussed above, the protocol does not specify a specific screening tool or brief 

intervention format. This will therefore be the focus of this literature review, with an emphasis 

on applicability to Hispanic populations. The review will begin with the evidence establishing 

the effectiveness of the Alcohol Use Disorders Identification Test (AUDIT) and its shorter form, 

the AUDIT for Consumption (AUDIT-C) in screening for alcohol use, particularly in primary 

care. The review will conclude with a review of the evidence supporting the effectiveness of 

various methods of brief interventions, including simple advice, in primary care settings. See 

Table 1 for a table further detailing the literature. 

The AUDIT and the AUDIT-C have been established as valid screening tools. Fujii et al. 

(2016) compared AUDIT and AUDIT-C scores with laboratory tests including mean corpuscular 

volume of erythrocytes (MCV) and aspartate aminotransferase (AST) to alanine 

aminotransferase (ALT) ratio to determine the effectiveness of each in predicting hazardous 

drinking, defined as daily ethanol consumption of ≥40g for men and ≥20g for women. High 

AUDIT scores (defined as a score ≥8 in men and ≥4 in women) were significantly correlated with 

hazardous drinking, while the AST/ALT ratio and MCV showed only borderline significance in 

predicting hazardous drinking. Bradley et al. (2007) compared the AUDIT-C, the full AUDIT, 

self-reported risky drinking, an augmented CAGE (an acronym of the included question prompts, 

“Cut down, Annoyed, Guilty, Eye opener”) questionnaire, and AUDIT question #3 against an 

interview reference standard based on the patient meeting DSM-IV criteria for alcohol use 
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disorder or drinking above the limits recommended in National Institute on Alcohol Abuse and 

Alcoholism criteria. The AUDIT-C and full AUDIT performed equally well on statistical 

evaluation compared to the interview reference standard. The AUDIT-C also performed 

significantly better than the other aforementioned screening methods. Frank et al. (2008) 

conducted a cross-sectional interview validation study to evaluate the AUDIT-C across White, 

African American, and Hispanic primary care patients. Patients self-reported their race/ethnicity, 

and AUDIT-C performance was statistically compared to diagnostic interviews for alcohol 

misuse. Although there were significant differences in the sensitivity (identification of true 

positive results) of the AUDIT-C across ethnic groups, there were no differences in specificity 

(identification of true negative results). The overall performance of the AUDIT-C was excellent 

in all three ethnic groups. In summary, there is strong evidence across studies to support the use 

of the AUDIT-C in identifying risky drinking behaviors. There is also evidence that the AUDIT 

and AUDIT-C are equally effective in identifying alcohol misuse and are superior to other 

screening methods, including biological screening. As the AUDIT-C has shown no significant 

variation across ethnic groups, it is applicable to the clinic’s patient population. 

 Brief interventions (BI) for alcohol use in primary care settings have been shown to be 

effective in reducing alcohol use, although there are various methods of providing this 

intervention. Assanangkornchai, Nima, McNeil, and Edwards (2015) compared the effectiveness 

of providing a formal BI with that of providing simple advice for decreasing substance use, 

including alcohol, in a randomized clinical trial of adult outpatients. The formal BI examined 

was the 10-step World Health Organization Alcohol, Smoking, Substance Involvement 

Screening Test (ASSIST)-linked BI procedure, while the simple advice consisted solely of 

informing the patient of their ASSIST score, explaining the meaning of the score, and advising 
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the patient to stop or reduce their substance use. Assanangkornchai et al. (2015) found that the 

formal BI and simple advice methods were equally effective in decreasing substance use as 

measured with the ASSIST tool for a six month period, with both groups demonstrated a 

significant decrease in use. Gryczynski et al. (2015) compared the effectiveness of a 

computerized BI with an in-person BI, both based on motivational interviewing, for adult 

patients in community health centers in a randomized clinical trial. Participants in both groups 

demonstrated a significant reduction in ASSIST scores over a 12-month period as well as a 

significant reduction in alcohol risk scores over time. In a systematic review of randomized 

controlled trials, O’Donnell et al. (2013) studied the effectiveness of brief alcohol interventions 

in reducing harmful drinking in primary care settings. The authors found that the studies 

consistently reported that brief alcohol interventions were effective in reducing harmful drinking 

in primary care and concluded that brief advice is likely as effective as longer interventions. 

However, the authors found limited research on the effectiveness of BI in non-English languages 

and minority populations. Platt et al. (2016) conducted a systematic review of randomized 

controlled trials to explore the effectiveness of BI in reducing patient alcohol consumption across 

various settings and practitioner groups. Outcomes were measured in terms of a quantitative 

continuous measure of total alcohol consumption within a specified time frame. The authors 

found that BIs for alcohol significantly reduced quantity of alcohol consumption across a variety 

of settings, including primary care. After their earlier randomized clinical trial revealed a greater 

reduction in drinking in Hispanic patients than patients of other ethnicities following a BI, Field, 

Cochran, & Caetano (2013) completed a secondary analysis and determined that this difference 

was not explained by prior treatment history, post-intervention treatment utilization, or unmet 

treatment needs. Overall, there is strong evidence that providing a BI for alcohol is effective at 
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reducing alcohol consumption for adult patients in a variety of settings. Additionally, multiple 

studies indicate that providing simple advice is equally as effective as completing more formal 

BI for reducing alcohol use. While some studies did not adequately address ethnic group 

differences, others indicate that Hispanic patients may actually have a stronger response to brief 

interventions, making this an appropriate choice for this clinic. 

Implementation Plan 

        A quality improvement (QI) project focusing on implementation of a new protocol for 

alcohol screening, brief intervention, and referral to treatment (SBIRT) was implemented with a 

sample of new patient admissions. Inclusion criteria included all new intake patients age 18 or 

older with no cognitive impairment and the ability to understand and speak either English or 

Spanish. The project was carried out in a mobile primary care clinic serving an uninsured, 

primarily Hispanic population in Maryland. 

         The quality improvement project was anticipated to take place over a 14-week period, but 

occurred over a period of 15 weeks. During the first week, the DNP project leader communicated 

with the clinic social worker to establish referral lists for all areas visited by the mobile clinic. 

There was then an unexpected one-week delay while attempting to schedule a time for an 

education session that could be attended by all clinic staff. During the third week, the project 

leader led an education session for all clinic staff on the Screening, Brief Intervention, and 

Referral to Treatment (SBIRT) protocol (Appendix A), including administration and scoring of 

the Alcohol Use Disorders Identification Test (AUDIT) and its short form, the AUDIT-C. The 

education session also covered important information to include in and phrasing suggestions for 

brief interventions. The project leader and clinic staff also collaborated during this session to 

establish a plan for assembling folders of SBIRT materials, including a copy of the SBIRT 
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protocol, copies of the AUDIT and AUDIT-C in both English and Spanish, a sample script for 

providing a brief intervention, a flowchart for documenting results in the electronic health 

record, guides to safe alcohol limits and quantifying a “standard drink”, and lists of local 

Alcoholics Anonymous meetings in both English and Spanish, and providing these to the clinic. 

See Appendix F for a copy of the lesson plan for the education session. 

During weeks four through fifteen, clinic staff completed the SBIRT protocol for all new 

intake patients who were age 18 or over and could speak and understand English or Spanish. 

Throughout this time, the project leader completed a chart audit of SBIRT materials from any 

new patient charts on a weekly basis to evaluate procedure adoption and collect data. The project 

leader also checked in with the clinic staff regularly to evaluate and address any issues or 

concerns with the new procedure. The project leader provided answers to staff questions and 

provided additional education when issues were observed.  

         The AUDIT-C (Appendix B for English, Appendix C for Spanish) is a short initial three-

question screening tool for alcohol use. Patients self-completed this form, with assistance from 

the clinical staff member assisting the patient in completing admission paperwork (an outreach 

worker, a nurse, a nursing student, a social worker, or a social work student) if needed. A total 

score of four or more on the AUDIT-C was considered positive for males, while a total score of 

three or more was considered positive for females. In the event of a positive score on the 

AUDIT-C, the provider then screened the patient with the remaining questions of the full 

AUDIT (Appendix D for English, Appendix E for Spanish). The first three questions from the 

AUDIT are identical to the questions comprising the AUDIT-C. Therefore, the provider only 

needed to review the additional questions. A total score of eight or more on the full AUDIT 

indicated potentially harmful or hazardous drinking. 
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         The brief intervention was administered by the provider via non-scripted simple advice. 

A short list of community resources was established in the first week with the assistance of the 

clinic social worker and was made available in each SBIRT folder. The providers were instructed 

to indicate completion of the brief intervention and referral via checkboxes below the AUDIT 

tool. 

         Data collection was conducted via weekly chart audits throughout the pilot period. The 

number of new patients screened with the AUDIT-C was evaluated based on the presence of a 

completed AUDIT-C tool in the patient’s chart. For charts containing a positive AUDIT-C, 

administration of the full AUDIT tool was evaluated based on the presence of a completed 

AUDIT tool in the patient’s chart. Evaluation of whether the brief advice and referral steps were 

completed was evaluated based on the presence of a checkmark in their respective boxes. 

         The percentage of patients meeting inclusion criteria who received each step of the 

SBIRT process was evaluated. This included the percentage of patients who were screened with 

the AUDIT-C, the percentage of patients with a positive AUDIT-C score who were screened 

with the full AUDIT tool, the percentage of patients screened with the AUDIT who received a 

brief intervention, and the percentage of patients screened with the AUDIT who received a 

referral to a community resource. 

To minimize risks to patient confidentiality, each new intake patient was assigned a study 

ID. Data regarding completion of SBIRT steps and positive or negative screens was linked only 

with the study ID, which contained no patient identifiers. Collected data was therefore 

anonymized. Data was stored in a password protected computer for further protection. The 

project received a Non-Human Subjects Research determination from the University of 

Maryland Baltimore Institutional Review Board prior to implementation. 
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         To ensure the sustainability of this project, the mobile clinic’s director was engaged from 

the early planning stages of the project. The SBIRT protocol developed for this project was 

implemented as standard clinic protocol for all newly admitted patients following completion of 

the project. The SBIRT protocol requires no financial resources to sustain. Additionally, as the 

clinic staff was previously screening for alcohol use without a clear protocol, the planned project 

helped to clarify procedure for an existing clinic goal. Since completion of the pilot period, the 

clinic has incorporated the AUDIT-C screening tool into the intake form in their electronic health 

record. 

Results 

 This project took place over a period of 15 weeks, as the staff education was postponed 

by a week due to scheduling issues. The education session was attended by all clinic staff 

members, including nurse practitioners, nurses, the clinic director, the social worker, and 

outreach workers. Discussion with staff during the education session led to the creation of 

SBIRT folders containing all relevant materials, which were sent out to the mobile clinic on a 

weekly basis. 

The pilot implementation period for the alcohol SBIRT protocol was conducted over a 

period of 12 weeks. During this time, 46 new patients meeting inclusion criteria completed an 

intake at the clinic. Chart audits were conducted by the project leader on a weekly basis 

throughout this period to collect data and monitor for any issues. Of the new patients meeting 

inclusion criteria, 97.8% (n=45) were screened with the AUDIT-C pre-screening test. Of the 

patients screened with the AUDIT-C, 66.7% (n=30) scored a zero, indicating that they do not 

ever drink alcohol, while 6.7% (n=3) scored positive for risky drinking (a score of ≥4 for men or 

≥3 for women). The remaining patients indicated that they did drink alcohol, but did not meet 
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criteria for risky drinking behaviors. One patient did not complete the AUDIT-C screening test, 

but did complete the full AUDIT screening test. As the full AUDIT contains all of the questions 

of the AUDIT-C, this patient still received adequate screening for alcohol use despite not being 

screened according to the protocol; this patient’s score was negative for risky drinking behavior. 

Two patients with negative scores on the AUDIT-C also completed the full AUDIT; this was a 

result of patients being handed the full SBIRT folder rather than just the initial screening form. 

All of the patients scoring positive on the AUDIT-C (100%, n=3) were screened with the full 

AUDIT. Of the patients screened with the full AUDIT, 66.7% (n=2) were documented as having 

been given a brief intervention consisting of simple advice. None of the patients with positive 

scores were documented as having been given a referral; however, conversations with clinic staff 

indicated that referrals were provided, but were not documented. See Table 2 and Figure 1 for a 

visual representation of project results. 

 The results of this project were affected by some unexpected barriers and facilitators. 

Facilitators included a high level of staff support for the project, leading to high screening rates, 

and a higher than expected rate of new intakes to the clinic, which increased the sample size 

beyond what had been anticipated. The primary barrier affecting this project was that the clinic 

staff were simultaneously learning to use a new electronic health record (EHR) during the 

implementation period. This likely contributed to the low documentation rates of brief 

interventions as referrals, as staff were uncertain whether to document on paper or in the EHR. 

Discussion 

 This quality improvement project provides initial support regarding the feasibility of 

implementing a screening, brief intervention, and referral protocol for excessive alcohol use in a 

mobile primary care clinic. Screening rates for this project were higher than those seen in the 
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literature (Mertens et al., 2015). Very few patients indicated report any alcohol use whatsoever, 

with even fewer screening positive for risky drinking behaviors. This was the expected result 

based on the existing evidence regarding drinking behaviors in U.S. Hispanics (NIAAA, 2015a). 

 Some of the barriers and facilitators identified in this project were similar to those 

previously identified in literature. The staff members at this clinic expressed positive opinions 

regarding the importance of substance use screening and of completing this screening in primary 

care settings. This is reflective of attitudes previously expressed by primary care providers 

(McNeely et al., 2018; Williams et al., 2016). The clinic staff also expressed concerns about 

added time for screening and difficulty finding addiction treatment resources, similar to concerns 

identified in the literature (McNeely et al., 2018; Williams et al., 2016). However, the clinic staff 

did not express significant concerns regarding a lack of knowledge about alcohol use disorder, 

unlike concerns identified in the literature (McNeely et al., 2018; Williams et al., 2016). This 

may be related to the fact that many of the staff members are educators, and may therefore be 

more frequently exposed to information that primary care providers in other settings may not 

reference often. 

 The staff were more thorough in screening patients than was anticipated when setting 

goals for this project. There were likely several factors which contributed to this. Firstly, many of 

the staff members of this clinic are also faculty at the associated school, and are therefore highly 

motivated to help student projects succeed. Additionally, the work required of the staff for this 

project was less than some staff members initially feared; the staff were more enthusiastic about 

supporting the project once they learned it would be less time-consuming than anticipated. 

A factor that affected this project was that the clinic was in the early stages of adopting 

an electronic health record (EHR) during the pilot period. This likely contributed to the low 
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documentation rates of brief interventions and referrals, as staff were in the process of learning 

which data should be documented in the EHR and which should still be documented on paper. 

While it was thought that distraction due to learning a new system may distract staff from 

implementing the new alcohol SBIRT procedure, nearly all patients meeting inclusion criteria 

were screened correctly according to the protocol. 

This project demonstrated several strengths that had previously been identified in the 

literature, including use of an interprofessional team, communicating details of each SBIRT step, 

aligning SBIRT with the office flow, and using a pre-screening instrument (Hargraves et al., 

2017). A major strength of this project was the integration of staff feedback. During the 

education session, the clinic staff suggested combining the SBIRT materials into a folder with 

the new patient consent form. As the clinic had just moved all documentation to an electronic 

health record, there was some concern that the staff would not remember to complete the paper 

screenings. However, as the new patient consent forms were still on paper, combining the 

screening tools with these helped to maintain high screening rates. Additionally, staff expressed 

that it would be helpful to have a guide to documenting results in the EHR, an explanation of 

what constitutes a standard drink, and a description of healthy drinking limits. These materials 

were incorporated into packets with the screening tools, brief intervention guidelines, and 

referral sheets. Incorporating these suggestions likely improved staff compliance with the 

protocol. 

 A limitation of this project was the relatively small sample size. While there were more 

intake patients meeting inclusion criteria than anticipated, the small size of this clinic may limit 

the generalizability of the results. The clinic only receives a few intake patients each week, and 

the staff is small and fairly close-knit. Obtaining staff buy-in and consistent cooperation with 
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implementation may be more difficult in a larger clinic. While this factor may limit 

generalizability, it may actually have contributed to the high screening rates seen in this project. 

 An additional limitation of this project was that no demographic information was 

collected on the included patients. This information had been deemed unnecessary to the project 

goals of evaluating feasibility of implementation. However, the lack of demographic data 

restricts the usefulness of project results in informing future practice within this clinic. For 

example, collecting demographics could have provided information on whether the clinic should 

begin proactively providing education on safe alcohol use to patients of a certain age and/or 

gender. This limitation was not addressed during the project. However, as the clinic has now 

begun incorporating the AUDIT-C screening tool into the EHR, results will be linked with 

demographics in the future and may be explored by the clinic at a later date. 

Conclusion 

 The purpose of this project was to incorporate a protocol for alcohol screening, brief 

intervention, and referral in a mobile primary care clinic serving an uninsured, primarily 

Hispanic population. The observed outcomes indicate that an alcohol SBIRT protocol is feasible 

for this patient population in this setting. The low percentage of positive screens decreased the 

level of work and time added for the clinic’s staff, as very few patients required a full screening, 

brief intervention, or referral. The low requirement for staff time and workload related to this 

protocol makes it sustainable for the staff; however, a clinic with a different patient population 

may experience a higher workload if more patients exhibited risky drinking behaviors. 

 Since completion of this project, the clinic has incorporated the AUDIT-C screening tool 

into their EHR intake form. This is expected to help resolve issues with inconsistent 

documentation between paper and electronic charts and to promote sustainability by making 
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screening a part of the clinic’s standard form. Further projects could focus on incorporating brief 

intervention and referral tools into the EHR. 

 The development of the SBIRT protocol for this clinic highlighted the lack of available 

resources for this patient population. Ideally, patients screening positive for risky drinking would 

be referred to an inpatient or outpatient substance treatment program rather than a community 

support group program. However, no such programs could be found that would accept Spanish-

speaking patients without insurance, and few programs provide care for Spanish-speaking 

patients with insurance. This illustrates a gap that could be addressed through further expansion 

of healthcare programs. However, this project illustrates a method for providing an alcohol 

reduction intervention to a population that may be unable to access many substance treatment 

resources. 
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Table 1. Evidence Review Table 

Author, Year Study objective / 

intervention or 

exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level and 

quality 

rating 

Aldridge, 

Linford, & 

Bray, 2017 

To evaluate the 

effect of the US 

Substance Abuse 

and Mental Health 

Services 

Administration’s 

(SAMHSA) 

Screening, Brief 

Intervention, and 

Referral to 

Treatment 

(SBIRT) grant 

program on 

changing 

substance use 

behaviors of 

patients 

Repeated 

measures 

design 

Patients with 

positive screens 

for hazardous or 

harmful 

substance use (N 

= 17575 

patients) who 

were 

recommended to 

brief intervention 

(BI; n=118323), 

brief treatment 

(BT; n=24071), 

or referral to 

treatment (RT; 

n=29527) 

Compared pre-

SBIRT substance use 

with substance use 6 

months after receipt 

of SBIRT, both on 

any use of a given 

substance in the past 

30 days and on 

number of days the 

substance was used 

Probability of using 

any alcohol in the 

past 30 days 

decreased for all 

patients, and those 

who used alcohol 

drank on fewer days. 

Prevalence of illicit 

drug use dropped by 

half or more for all 

groups, and days of 

drug use decreased 

for BT and RT 

groups. 

IV A 

Assanangkorn

-chai, Nima, 

McNeil, & 

Edwards, 

2015 

To evaluate the 

effectiveness of a 

formal brief 

intervention for 

substance use 

compared with 

simple advice in 

decreasing 

substance use over 

a six-month period 

Randomized 

clinical trial 

Patients 

receiving 

ASSIST-linked 

Brief 

Intervention (BI; 

n=120) or simple 

advice (SA; 

n=116). 147 

patients (72 BI, 

75 SA) 

completed the 

Alcohol, Smoking, 

Substance 

Involvement 

Screening Test 

(ASSIST)-Specific 

Substance 

Involvement Scores, 

ASSIST-Total 

Substance 

Involvement Scores, 

and proportions of 

Both formal brief 

intervention and 

simple advice are 

equally effective in 

decreasing substance 

use for six months 

after screening a 

patient with the 

ASSIST tool. Both 

groups demonstrated 

a significant decrease 

II A 
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Author, Year Study objective / 

intervention or 

exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level and 

quality 

rating 

full six-month 

study. 

patients whose had 

decreased from 

‘moderate-risk’ to 

‘low-risk’, all 

measured at 3 and 6 

months post-

intervention 

in substance use after 

three and six months. 

Barata, 

Shandro, 

Montgomery, 

Polansky, 

Sachs, Duber, 

… Macias-

Konstantopou

los, 2017 

To determine the 

effectiveness of 

SBIRT at reducing 

alcohol intake and 

preventing 

alcohol-related 

injuries in 

Emergency 

Department (ED) 

patients at risk for 

alcohol use 

disorder 

Systematic 

review of 

RCTs 

35 RCTs 

studying the use 

of SBIRT in Eds, 

primarily 

focusing on use 

in adults 

The primary outcome 

measure for all of the 

included RCTs was 

reduction of alcohol 

consumption, 

measured via a 

variety of commonly-

used screening tools. 

13 studies (n=5261 

participants) reported 

significant 

differences between 

control and 

intervention groups. 

16 studies showed a 

reduction in alcohol 

consumption for both 

the BI and control 

groups, with 9 of 

these showing a 

greater improvement 

in the BI group. The 

remaining 17 studies 

failed to demonstrate 

an overall 

intervention effect on 

reduction of alcohol 

consumption, 

although 11 of these 

did observe some 

I B 
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Author, Year Study objective / 

intervention or 

exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level and 

quality 

rating 

significant 

differences for 

subgroups or 

secondary outcome 

criteria. 

Bradley, 

DeBenedetti, 

Volk, 

Williams, 

Frank, & 

Kvlahan, 

2007 

To evaluate the 

effectiveness of 

the AUDIT-C in 

screening for 

alcohol misuse in 

primary care 

Cross-

sectional 

validation 

study 

Male (n=392) 

and female (n-

927) outpatient 

adults at an 

academic family 

practice clinic. 

The AUDIT-C, full 

10-question AUDIT, 

self-reported risky 

drinking, AUDIT 

question #3 alone, 

and an augmented 

CAGE questionnaire 

were compared with 

interview results on 

DSM-IV alcohol use 

disorder criteria 

and/or drinking above 

recommended limits 

in the past year. Tests 

were compared using 

areas under the 

receiver operating 

characteristic curves 

(AUROCs). 

The AUDIT-C 

performed as well as 

the full AUDIT in 

evaluating alcohol 

misuse based on 

AUROCs. The 

AUDIT-C also 

performed 

significantly better 

than self-reported 

risky drinking, the 

augmented CAGE 

questionnaire, or 

AUDIT question #3 

alone on AUROCs. 

II A 

Field, 

Cochran, & 

Caetano, 2013 

To determine 

whether previously 

observed 

improvements in 

drinking outcomes 

Secondary 

analysis of 

data 

collected in 

a 

Patients admitted 

to a level-1 

trauma center 

who screened 

positive for at-

A Treatment History 

Interview was done 

to assess history of 

accessing various 

types of alcohol 

The previously 

shown increased 

effectiveness of brief 

intervention among 

Hispanics was not 

II A 

 

*Considere

d an RCT 

for rating 
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Author, Year Study objective / 

intervention or 

exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level and 

quality 

rating 

reported among 

Hispanic patients 

after a brief 

intervention are 

related to prior or 

subsequent 

treatment 

utilization 

 

Note: A Hispanic 

person is defined 

by the National 

Institute of Health 

as “a person of 

Mexican, Puerto 

Rican, Cuban, 

South or Central 
American, or other 

Spanish culture or 

origin, regardless 

of race” (National 

Institutes of 

Health, 2015). 

randomized 

clinical trial 

risk drinking. 

539 Hispanic 

patients, 667 

White, non-

Hispanic patients 

treatment programs. 

Treatment utilization 

was assessed at 6 and 

12 months post-

intervention. Unmet 

treatment need at 

baseline was defined 

as no prior treatment 

history in a patient 

meeting criteria for 

alcohol dependence. 

explained by prior 

treatment history, 

post-intervention 

treatment utilization, 

or unmet treatment 

needs (these 

outcomes did not 

significantly 

correspond to 

differences 

previously observed 

in response to brief 

intervention between 

Hispanics and non-

Hispanics). This 

suggests the more 

significantly 

improved outcomes 

seen in Hispanic 

patients after a brief 

intervention for 

alcohol use may be a 

function of cultural 

scripts (values and 

beliefs characteristic 

of an ethnic or 

cultural group). 

These may include 

“simpatia,” a 

purposes as 

data was 

collected in 

an RCT 
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Author, Year Study objective / 

intervention or 

exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level and 

quality 

rating 

preference for 

avoiding conflict in 

interpersonal 

relations, and a high 

trust in the advice of 

medical providers. 

Frank, 

DeBenedetti, 

Volk, 

Williams, 

Kivlahan, & 

Bradley, 2008 

To examine the 

validity of the 

AUDIT-C 

screening tool for 

White, African 

American, and 

Hispanic patients 

in primary care 

settings 

Cross-

sectional 

interview 

validation 

study 

Outpatient adults 

self-identifying 

as White, 

African 

American, or 

Hispanic at an 

academic family 

practice in Texas 

(n=1292). 

Participants were 

randomly 

sampled for 

recruitment. 

AUDIT-C results 

were compared 

against results of the 

Alcohol Use Disorder 

and Associated 

Disabilities Interview 

Schedule 

(AUDADIS), an 

established reliable 

and valid interview 

for evaluating alcohol 

use. Areas under the 

receiver operating 

curve (AuROCs) 

were used to evaluate 

performance 

The AUDIT-C 

showed excellent 

performance across 

all 3 ethnic groups as 

evaluated by high 

AuROCs scores. The 

AUDIT-C showed 

significant 

differences in 

sensitivity across 

ethnic groups, but no 

differences in 

specificity. 

II A 

Fujii, 

Nishimoto, 

Yamaguchi, 

Kurai, 

Miyano, 

Ueda, & … 

Okawa, 2016 

To examine the 

effectiveness of 

the AUDIT 

screening tool in 

predicting 

hazardous drinking 

and compare this 

Cross-

sectional 

study 

Outpatient adults 

at an internal 

medicine 

department 

(n=334) 

Patients completed 

the AUDIT, an oral 

interview, and a self-

reported 

questionnaire as well 

as a variety of 

laboratory tests, 

The AUDIT score, 

and particularly the 

AUDIT-C score, 

were better predictors 

of hazardous drinking 

than the AST/ALT 

ratio and MCV.  High 

II B 
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Author, Year Study objective / 

intervention or 

exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level and 

quality 

rating 

to the effectiveness 

of pre-existing 

laboratory tests in 

predicting 

hazardous drinking 

including AST, ALT, 

and MCV. Logistic 

regression analysis 

was used to compare 

AUDIT-C scores, 

AST/ALT ratio, and 

MCV with an alcohol 

consumption ≥40g 

per day in male 

patients and ≥20g per 

day in female patients 

AUDIT scores 

(defined as a score ≥8 

in men and ≥4 in 

women) were 

significantly 

correlated with 

hazardous drinking, 

while elevated 

AST/ALT ratio and 

MCV only had 

borderline 

significance in 

predicting hazardous 

drinking 

Gryczynski, 

Mitchell, 

Gonzales, 

Moseley, 

Peterson, 

Ondersma, & 

... Schwartz, 

2015 

To compare the 

effectiveness of a 

computerized brief 

intervention (CBI) 

versus an in-

person brief 

intervention (IBI) 

in decreasing 

substance use over 

a twelve-month 

period 

Randomized 

clinical trial 

Community 

health center 

patients with 

moderate-level 

drug misuse 

(N=360) 

randomized to 

receive either a 

computerized 

brief intervention 

(n=180) or an in-

person brief 

intervention 

(n=180) 

Participants were 

screened at baseline 

and at 3, 6, and 12 

months following the 

intervention using the 

Alcohol, Smoking, 

Substance 

Involvement 

Screening Test 

(ASSIST) and a hair 

sample drug test.  

Both the CBI and IBI 

groups demonstrated 

a significant 

reduction in ASSIST 

scores over the 12-

month period. Both 

groups showed a 

significant reduction 

in alcohol risk scores 

over time. There were 

no significant 

reductions in drug-

positive hair tests for 

either group. 

II B 
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Author, Year Study objective / 

intervention or 

exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level and 

quality 

rating 

U.S. 

Preventive 

Services Task 

Force, 2013 

 

*Clinical 

Practice 

Guideline 

To establish a 

recommendation 

for use of alcohol 

screening and brief 

behavioral 

counseling 

interventions to 

reduce alcohol 

misuse 

Clinical 

Practice 

Guideline 

based on 

systematic 

review of 

randomized 

controlled 

trials and 

nonrandomi

zed trials 

with 

controls 

The systematic 

review upon 

which this 

guideline was 

based included 

23 controlled 

trials with a 

duration of at 

least 6 months 

Discusses accuracy of 

screening tests, 

effectiveness of 

screening and 

behavioral counseling 

interventions, 

potential harms of 

screening and 

behavioral 

counseling, estimate 

of magnitude of net 

benefit 

Recommends that all 

adults age 18 years or 

older be screened for 

hazardous alcohol use 

and that brief 

behavioral counseling 

interventions be 

administered to 

patients engaging in 

alcohol misuse 

I B 

 

(Overall 7 

on AGREE 

II. This is a 

tool 

specifically 

intended 

for 

assessing 

the quality 

of 

guidelines. 

A score of 

7 indicates 

a high 

quality 

guideline 

that is 

recomm-

ended for 

use.) 

O’Donnell, 

Anderson, 

Newbury-

Birch, 

Schulte, 

Schmidt, 

To assess the 

existing evidence 

on the use of brief 

interventions for 

alcohol use in 

primary care 

settings 

Systematic 

review of 

systematic 

reviews and 

meta-

analyses 

24 systematic 

reviews covering 

a total of 56 

RCTs 

Effectiveness of brief 

alcohol intervention 

(ABI) in reducing 

harmful drinking 

when delivered in 

primary care settings, 

effectiveness across 

Reviews consistently 

reported that ABIs 

were effective in 

reducing harmful 

drinking in primary 

care. There is a need 

for further research in 

I B 
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Author, Year Study objective / 

intervention or 

exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level and 

quality 

rating 

Reimer, & 

Kaner, 2013 

different countries 

and health care 

systems, 

effectiveness across 

different patient 

populations, optimum 

length/frequency/cont

ent of ABI and length 

of effectiveness 

non-English 

languages. The 

overall evidence 

suggests equal 

effectiveness of ABI 

in men and women. 

Evidence supports 

ABI effectiveness in 

adults, but there is 

limited research on 

adolescents and 

elderly. Evidence is 

limited for 

disadvantaged and 

minority populations. 

There is a lack of 

evidence on optimum 

length/frequency/cont

ent of ABI and its 

length of 

effectiveness, 

although brief advice 

is likely as effective 

as longer 

interventions. 

Platt, 

Melendez-

Torres, 

O’Donnell, 

To evaluate the 

effect of delivering 

a brief intervention 

for alcohol on 

Systematic 

review and 

meta-

regression 

52 randomized 

controlled trials 

(n=29891 

patients age 16 

Quantitative 

continuous measure 

of total alcohol 

consumption 

Brief interventions 

for alcohol 

significantly reduced 

quantity of alcohol 

I A 
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Author, Year Study objective / 

intervention or 

exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level and 

quality 

rating 

Bradley, 

Newbury-

Birch, Kaner, 

& Ashton, 

2016 

patient alcohol 

consumption and 

compare these 

results among 

various settings 

and practitioner 

groups 

analysis of 

randomized 

controlled 

trials 

and older) 

measuring the 

effectiveness of 

brief 

interventions for 

alcohol (ABI) on 

alcohol 

consumption 

(standard drinks, 

grams of ethanol, or 

days of drinking) 

within a specified 

time frame, with the 

standardized mean 

difference between 

BI and control groups 

measured at time of 

follow-up. As total 

alcohol consumption 

data was obtained in 

multiple units, these 

were converted into 

Cohen’s D to allow 

for comparison.  

consumption in a 

variety of settings. 

The greatest effect in 

reducing quality of 

alcohol consumed 

was seen when the 

invention was 

delivered by a nurse. 
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Table 2. Patients receiving each step of the Alcohol Screening, Brief Intervention, and Referral 

to Treatment Protocol (n=46) 

Category No. (%) 

Patients screened with AUDIT-C 45 (97.8%) 

Patients scoring positive on the AUDIT-C 3 (6.7%) 

Patients with positive AUDIT-C who were 

screened with the full AUDIT 

3 (100%) 

Patients with positive scores documented as 

receiving a brief intervention 

2 (66.7%) 

Patients with positive scores documented as 

receiving a referral 

0 (0%) 

1  AUDIT =  Alcohol Use Disorders Identification Test; AUDIT-C = AUDIT-Consumption
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Figure 1. Patients receiving each step of the Alcohol Screening, Brief Intervention, and Referral 

to Treatment Protocol (n=46)  

42

1
2 1

Patients screened with AUDIT-C, score negative

Patients screened with AUDIT only, score negative

Patients with positive AUDIT-C, screened with full AUDIT, received brief intervention

Patients with positive AUDIT-C, screened with AUDIT, no intervention documented
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Appendix A 

SBIRT Protocol 

1. For all new admissions, the nurse, social worker, student, or assistant helping the patient 

to complete admission paperwork will screen the patient using the 3-question AUDIT-C 

screening tool in the patient’s primary language. 

a. If the patient’s AUDIT-C score is negative (score < 3 for women, < 4 for men) for 

alcohol misuse, no further action is needed. 

b. If the patient’s AUDIT-C score is positive (score ≥ 3 for women, ≥ 4 for men) for 

alcohol misuse: 

i. State to the patient “Based on your responses, the Nurse Practitioner will 

ask you a few more questions about your alcohol use.” 

ii. Inform the Nurse Practitioner who will be seeing the patient of the 

patient’s score. 

iii. Nurse Practitioner will complete Step 2. 

2. For patients with a positive score on the AUDIT-C, the Nurse Practitioner will complete 

the full AUDIT screening by asking the patient the remaining 7 questions. 

a. If the full AUDIT score is negative for risky drinking (score ≤ 7): 

i. Inform the patient of their score and that it does not indicate risky drinking 

at this time. 

ii. Inform the patient of recommended alcohol limits. 

iii. Recommend that the patient stay below recommended alcohol limits. 

b. If the full AUDIT score is positive for risky drinking (score ≥ 8): 

i. Inform the patient of their score and that it indicates risky drinking 

behaviors. 

ii. Express concern over the patient’s risky drinking and state ways that this 

can impact health. 

iii. Inform the patient of recommended alcohol limits. 

iv. Recommend that the patient stop drinking or stay below recommended 

alcohol limits. 

v. Provide a referral to a community resource, such as Alcoholics 

Anonymous. 
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Appendix B 

 

AUDIT-C in English 
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Appendix C 

AUDIT-C in Spanish 

 

 

  



SBIRT IN PRIMARY CARE  38 

Appendix D 

 

AUDIT in English 

 

 
 

 Provided brief intervention     Provided referral 
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Appendix E 

AUDIT in Spanish 

 

 
 

 Provided brief intervention     Provided referral 
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Lesson Plan for Education Session 

 

Learning Objectives Content Outline Method of Instruction Time Spent Method of Evaluation 

Understand why 

screening, brief 

intervention, and 

referral to treatment for 

alcohol use are 

important in primary 

care 

- What is SBIRT? 

- Rates and risks of 

alcohol use, with an 

emphasis on the 

Hispanic population 

- Evidence supporting 

SBIRT in primary care 

PowerPoint 

presentation 

10 minutes Participants will list 

one reason it is 

important to provide 

screening, brief 

intervention, and 

referral to treatment in 

primary care 

Understand how to 

follow the SBIRT 

protocol 

- Review of the steps 

of the SBIRT protocol 

- Identification of roles 

of various team 

members within the 

protocol 

Handouts with review, 

question and answer 

session 

15 minutes Participants will 

identify their 

individual roles within 

the protocol 

Become familiar with 

the AUDIT and 

AUDIT-C and how to 

score them 

- Review the questions 

included in the AUDIT 

and AUDIT-C 

- Explain the scoring 

for both tools 

Handouts with review, 

hands-on practice 

20 minutes Participants will 

complete and score 3 

practice examples as a 

group 

Learn how to 

administer a brief 

intervention and 

referral 

- Review goals and 

strategies for providing 

a brief intervention 

- Identify community 

resources for referrals 

PowerPoint 

presentation, verbal 

examples 

15 minutes Participant 

demonstration with 

feedback from leader 

and peers 

 


