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                     SCREENING AND BRIEF INTERVENTION 
____________________________________________________________________________ 
 
What Are Screening and Brief Intervention? 
 
Screening, brief intervention, and referral to treatment (known as SBIRT) is a comprehensive, 
integrated, public health approach to the delivery of early intervention and treatment services 
for persons with substance use disorders, as well as those who are at risk for developing such 
disorders.  SBIRT provides the tools needed to identify, intervene with, and treat such 
individuals,  and thus to reduce the associated adverse effects on health, family, and society.   
 

• Screening quickly assesses the severity of substance use and identifies the appropriate 
level of treatment.  

• Brief intervention focuses on increasing insight and awareness regarding substance use 
and motivation toward behavioral change.  

• Referral to treatment provides those identified as needing more extensive treatment with 
access to speciality care.1-8 

 
A key aspect of SBIRT is the integration and coordination of screening and treatment 
components into an integrated system of services. This system links a community's specialized 
treatment programs with a network of early intervention and referral activities that are 
conducted in medical and social service settings.9-11 
 
Research studies consistently show that SBIRT can change the course of patients’ harmful 
drinking,12,13 encourage them to stop smoking, and reduce the number of hospital admissions 
for traumatic injuries,14,15 drinking and driving, traffic violations, and alcohol-related injuries 
and health problems.16-18   This “mainstreaming” of screening and brief intervention in health 
care settings helps to destigmatize substance use disorders by treating them in the same way as 
other chronic illnesses.  
 
In response to the promise of SBIRT, the past several decades have witnessed the development 
of evidence-based screening instruments, manualized brief interventions, and research into 
effective implementation strategies.4 
 
The components of SBIRT are shown at Appendix A and described in more detail below: 
 
Screening.  The goal of SBIRT is to make screening for substance abuse a routine part of 
medical care. Screening for diseases is warranted (1) if the disease has a significant prevalence 
and consequences, (2) effective and acceptable treatments are available, (3) early identification 
and treatment lead to favorable outcomes, and (4) effective screening instruments are available 
and easy to administer.  Strong research evidence supports the fact that screening for alcohol, 
tobacco and other drug problems meets all of these criteria.1   
 
Screening in a medical setting involves at least two components:  biomarkers and patient 
reports.5  
 

http://www.sbirt.samhsa.gov/core_comp/screening.htm�
http://www.sbirt.samhsa.gov/core_comp/brief_int.htm�
http://www.sbirt.samhsa.gov/core_comp/referral.htm�
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• Biomarkers are objective evidence that an individual may have a substance use disorder. 
These can be a simple positive drug screen or physical indications of potential abuse 
(such as liver disease).   

 
• Patient reports are based on questionnaires designed to get a "big picture" of the 

individual's substance use and to identify potential red flags. This information may be 
elicited by direct questioning by a physician or other health care professional, using 
evidence-based screening instruments or a self-administered questionnaire, completed 
by the patient with pencil and paper or on a computer. 

 
Studies show that many verbal (oral, written and electronic) screening methods have reliability 
and validity comparable to accepted medical procedures such as a single measurement of blood 
pressure to screen for hypertension, a fasting blood glucose test to detect diabetes, a 
mammogram to identify early breast cancer, or a prostate-specific antigen test to detect prostate 
cancer (see Appendix B).1,5    
 
Brief Intervention.  Brief intervention is a time-limited, patient-centered counseling strategy 
that focuses on reducing unhealthy behaviors and increasing healthy behaviors.4  It is not 
unique to alcohol and other drug problems, but is widely used by physicians to encourage 
patients to change their  dietary habits, lose weight, lower cholesterol or blood pressure, and 
take medications as prescribed.4,5  
 
At its simplest, brief intervention involves a short conversation between a health care 
professional and a patient, in which concerns about the patient’s alcohol, tobacco and/or other 
drug use are expressed, and advice to cut down or moderate consumption is given (see  
Appendix C). Such an intervention usually occurs immediately after an individual receives a 
positive screen indicating that an alcohol and/or drug use problem is present or that there is 
measurable risk of developing such a problem.1,4 
 
As part of the brief intervention, the patient receives feedback on his or her alcohol, tobacco or 
other drug use pattern. The intervention focuses on increasing motivation for behavior change.  
Typical intervention strategies include education, simple advice, brief counseling, continued 
monitoring, or referral to a specialized addiction treatment service. Such interventions are 
designed to provide escalating levels of service, depending on the screening results.4,5 
 
Brief intervention often is a manualized, protocol-driven process.  A number of clinical trials 
suggest that the minimum number of brief intervention contacts required to achieve a reduction 
in alcohol use is three to four. These may involve screening and assessment, a 10- to 15-minute 
counseling session, or a follow-up phone call. The length of the intervention appears to be less 
important than the number of contacts.6  
 
Referral to Treatment.  Referral to specialized treatment is provided to those individuals who 
are identified as needing more extensive treatment than can be offered through the SBIRT 
program. The effectiveness of the referrals to specialty treatment is a strong measure of SBIRT’s 
success and involves a proactive and collaborative effort between SBIRT providers and those 
who provide specialty treatment, so as to ensure that patients have access to the appropriate 
level of care.1,4 
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Why Are Screening and Brief Intervention Important? 
 
Research studies consistently show that alcohol, tobacco and other drug use by young people 
and adults constitute a major public health problem. On the basis of a recent survey, Federal 
experts estimate that almost 20 million Americans age 12 and older are current users of illicit 
drugs, while 126 million use alcohol and 72 million use tobacco products.7,8  Of these, 22 million 
– or 9 percent of the U.S. population – meet the diagnostic criteria for alcohol or drug abuse or 
dependence. In addition, virtually all regular smokers are considered nicotine dependent and or 
at great risk for becoming so.  
 
Given these data, it is not surprising that substance abuse accounts for about one in four deaths 
in the United States each year, and results in more lives lost, illness, and disability than any 
other preventable health condition.9, 10   
 
Actions to prevent or mitigate the misuse and abuse of alcohol, tobacco and other drugs can 
reduce the impact of such disorders on the individual, on the family, and on society.  For 
example, identifying an underlying alcohol problem can clarify the differential diagnosis in 
patients with hypertension, mental confusion, or liver disorders, while helping a pregnant 
woman reduce her alcohol consumption can reduce the risk that her offspring will suffer from 
fetal alcohol syndrome (FAS) or fetal alcohol effect (FAE).11  
 
Are Screening and Brief Intervention Effective? 
 
Research studies have shown that large numbers of individuals at risk of developing serious 
alcohol or other drug problems may be identified through primary care screening.1,4,12 

Interventions such as SBIRT have been found to:  
 

• Reduce the frequency and severity of drug and alcohol use,  
• Reduce the risk of traumatic injury, and 
• Increase the percent of patients who enter specialized substance abuse treatment.5 
 

In addition to reductions in use of alcohol, tobacco and other drugs, SBIRT also has been 
associated with fewer hospital days and fewer emergency department visits.13-18  
 
Evidence supporting the effectiveness of brief interventions is found in studies of smoking 
cessation counseling19-21 and trauma departments,22-25 as well as in primary care settings in 
many different nations.  For instance, a systematic review of 29 randomized trials of brief 
behavioral interventions using motivational interviewing found that 60 percent showed at least 
one significant behavior change effect, especially for substance abuse interventions when used 
by clinicians who are not specialists in substance abuse.26 Other research studies show that a 
physician’s advice to quit smoking, accompanied by counseling and follow-up, is enough to 
convince many adult patients to undertake such an effort. 27-31  
 
Brief interventions by emergency physicians have been shown to be effective when they are 
incorporated into trauma center procedures, and to reduce subsequent drug use, alcohol use 
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and readmission for traumatic injuries,32,33 as well as drinking and driving, traffic violations, 
alcohol-related injuries, and alcohol-related problems among older teens and young adults.34-36  
Brief intervention can have positive collateral effects as well, since interventions targeted to one 
health problem can and often do reduce the risk for other health problems and may provide 
patients with positive experiences in controlling a health outcome that can be used in other 
aspects of their lives.37  
 
For all of these reasons, there is a growing consensus in the health care community that 
screening, intervention, and – where appropriate – referral for specialized treatment of alcohol, 
tobacco and drug problems should be a routine part of primary medical care.33 Mainstream 
health organizations such as the American Medical Association, the American Academy of 
Child and Adolescent Psychiatry, the American Academy of Family Physicians, the American 
Academy of Pediatrics, and the American College of Obstetricians and Gynecologists, and the 
American College of Surgeons have adopted policies calling on their members to be 
knowledgeable, trained, and involved in all phases of prevention, screening, and intervention 
for alcohol, tobacco and other drug problems. 
 
Are Screening and Brief Intervention Cost-Effective? 
 
There is evidence that integrating screening and brief intervention with the general medical care 
system is not only effective, but can be cost-effective as well.38-40 A study of a sample of 1,419 
patients from HMO primary care clinics found a prevalence of 7.5 percent for hazardous 
drinking and 3.2 percent for drug use (with 10 percent having at least one of the two problems) 
– rates similar to those for hypertension and diabetes. Compared to other patients, this 
population had higher rates of medical disorders (injury, hypertension), utilized more services 
(1.5 times more primary care visits), and generated higher costs per patient (psychiatry, 
emergency room, pharmacy).41    
 
A study of screening and brief intervention in trauma centers33  concluded that an estimated 27 
percent of all injured adult patients are candidates for a brief alcohol intervention. In the study, 
the net cost savings of the intervention was $89 per patient screened, or $330 for each patient 
offered an intervention. The benefit in reduced health expenditures resulted in savings of $3.81 
for every $1 spent on screening and intervention. This finding was robust to various 
assumptions regarding probability of accepting an intervention, cost of screening and 
intervention, and risk of injury recidivism. On the basis of these results, the investigators 
estimated that, if interventions were routinely offered to eligible injured adult patients 
nationwide, the potential net savings could approach $1.82 billion annually. 
 
Accordingly, the U.S. Preventive Services Task Force recommends screening and brief 
intervention in primary care settings to reduce alcohol misuse and to assist in smoking 
cessation,42 and a report from the National Academies of Science43 recommends that “all 
treatment professionals should have some knowledge of basic neuroscience and how alcohol, 
nicotine, and other drugs work on brain pathways, influence behavior, and interact with 
diverse conditions.” Similar positions have been adopted by the Macy Conference on Medical 
Education,44 the Association for Medical Education and Research in Substance Abuse,45 the 
Office of National Drug Control Policy,46 the National Institute on Drug Abuse, and other 
Federal agencies.   
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Where Should Screening and Brief Intervention Be Performed? 
 
Multiple points in the  health care system offer an  opportunity to identify the full spectrum of 
substance use disorders, from elevated risk, to early onset, to problem use, to diagnosable abuse 
and dependence.  Primary care practice, hospital emergency rooms, trauma centers, and other 
community settings provide opportunities for early intervention with at-risk substance users 
before more severe consequences occur. 
 
For example, emergency departments and trauma centers offer an opportunity to improve the 
care of patients with at-risk and dependent drinking by teaching staff to screen, perform brief 
intervention, and refer to treatment.  In one study,14 a structured SBIRT curriculum was 
implemented in the emergency departments at 14 academic medical centers. ED faculty, 
residents, nurses, physician extenders, social workers, and emergency medical technicians were 
surveyed prior to participating in either a two-hour interactive workshop with case simulations, 
or a web-based program (www.ed.bmc.org/sbirt). A pre-post repeated measures design 
assessed changes in provider beliefs and practices at three and 12 months post-exposure.  
 
Among 402 providers who participated in the study, 74 percent reported less than 10 hours of 
prior alcohol-related education, while 78 percent had less than 2 hours’ exposure in the 
preceding year.  At three-month follow-up, scores for self-reported confidence in ability, 
responsibility to intervene, and actual use of screening and brief intervention all improved 
significantly over baseline. Gains decreased somewhat at 12 months, but still remained above 
baseline. Length of time in practice was positively associated with use of screening and brief 
intervention, even after controlling for gender, race and profession. Persistent barriers included 
time limitations and lack of referral resources.14  
 
Patients with substance use problems are seen in other  clinical settings as well.47-54  For 
example, patients with alcohol and other drug problems are twice as likely to consult a primary 
care physician as individuals who do not have such disorders.55 An assessment of 22 primary 
care practices indicated that 9 percent of patients screened were at-risk drinkers, 8 percent were 
problem drinkers, and 5 percent were alcohol dependent.56 In another study, 7 to 20 percent of 
patients seen in outpatient settings, 30 to 40 percent of those in emergency departments, and 50 
percent of trauma patients met the criteria for an alcohol use disorder.57 
 
Similarly, a study of 1,419 patients in HMO primary care clinics found that 7.5 percent of 
patients were engaged in hazardous drinking and 3.2 percent were engaged in non-medical 
drug use (with 10 percent of all patients endorsing one of the two problems).58  These rates are 
similar to those for hypertension and diabetes, for which patients are routinely screened.  
Moreover, the study population had higher rates of injury than patients with hypertension, 
used health care services more often, and incurred higher costs per patient than the population 
as a whole.  
 
Other research shows that patients want such help from their caregivers. For example, 74 percent 
of those who responded to a 2000 opinion survey sponsored by the Harvard School of Public 
Health and the Robert Wood Johnson Foundation said they believe that individuals who are 
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addicted can stop using drugs if they receive professional help.59 By “help,” two-thirds said 
they meant intervention by a physician or other health care professional.  
 
How Widely Are Screening and Brief Intervention Used? 
 
There is broad recognition that alcohol, tobacco and other drug use constitute a common health 
problem, that clinical interventions are appropriate and effective, and that physicians need to 
play an important role in providing such interventions.60,61  Yet there is equally compelling 
evidence that the potential role of primary care professionals in prevention, early identification, 
and referral remains largely untapped.62,63 Clearly, the basic clinical skills needed for screening 
and brief intervention – which physicians routinely employ in the management of other medical 
disorders – need attention when it comes to alcohol, tobacco and other drug use and abuse.64 
 
In fact, the research literature documents inconsistent and widely varying levels of substance 
abuse screening and brief intervention by primary care physicians,65-68  as well as under-use of 
smoking cessation aids and follow-up,69,70 and inconsistent use of practice guidelines.71-75 In a 
national survey of 2,000 primary care physicians and psychiatrists, 88 percent of respondents 
said they usually or always ask about alcohol use, but only 47 percent said they regularly 
inquire about maximum amounts consumed and only 13 percent reported use of formal alcohol 
screening tools.76   
 
The most complete literature on primary care physicians’ screening and brief intervention 
practices address screening for alcohol-related problems and tobacco use cessation. A 
substantial number of research studies, conducted in a wide range of public health and clinical 
care settings, have demonstrated the feasibility and benefits of interventions to promote 
smoking cessation. 77-80 Given decades of attention to the harms resulting from smoking on the 
part of the researchers, health care professionals, policymakers, and the media, one might 
expect a very positive picture of the state of physician interventions and, in fact, adult smoking 
cessation services do seem to have wider acceptance among physicians than other alcohol or 
drug interventions.  However, they are not as consistently available as might be expected from 
the magnitude of effort to gain public and physician attention. 
 
Even many physicians who screen for alcohol, tobacco or other drug problems do not know 
how to perform a brief intervention. For example, a survey by Friedman and colleagues asked 
1,082 physicians about their screening and brief intervention practices. Among respondents 
who said they regularly asked new outpatients about drug use, only 55 percent said they 
routinely offered follow-up services or referral to treatment, and 15 percent reported that they 
did not intervene at all. 81 
 
How Can Wider Use of Screening and Brief Intervention be Promoted? 
 
Multiple factors affect the ability and willingness of physicians and other caregivers to screen and 
intervene for alcohol and other drug problems.  Evidence shows that these factors can be 
successfully addressed so as to promote wider use of screening and brief intervention.  For 
example, in 2003, SAMHSA funded cooperative agreements with six States (California, Illinois, 
New Mexico, Pennsylvania, Texas and Washington State) and one Tribal Council (Cook Inlet) to 
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establish demonstrations of SBIRT services.  Four additional States (Colorado, Florida, 
Massachusetts, and Wisconsin) were added in 2006.  The awards are renewable for up to five 
years, depending on performance and availability of funding. Goals of the project were to: 
 

• Increase access to clinically appropriate care for nondependent as well as dependent 
persons;  

• Link the generalist and specialist treatment systems; 
• Combine prevention, intervention, and treatment into an integrated continuum of care; and 
• Build a coalition between health care services and alcohol and drug treatment services. 6,9 

 
While the State projects varied with regard to setting, population, and operational model, each 
involved implementating an SBIRT system within a community and/or medical setting.  Grantees 
have implemented SBIRT in trauma centers, emergency rooms, community clinics, federally 
qualified health centers, and school clinics. Each system provides for brief intervention or brief 
treatment within the community setting and/or motivates and refers those identified as needing 
more extensive services to a specialized setting for assessment, diagnosis, and appropriate 
treatment.9  

 
As of August 2007, the SAMHSA-funded grantees had screened more than 536,000 individuals. 
Preliminary data suggest that the initiative has been successful in modifying the consumption 
patterns of those who consume five or more alcoholic beverages in one sitting and those who 
use illicit drugs.  In an October 2007 assessment, investigators found that, among SBIRT 
participants, the rate of drinking to intoxication (5+ drinks at a sitting) had decreased by 51.2 
percent immediately following brief intervention, while the use of any illicit drug had declined 
by 36.2 percent.   At follow-up, the gains were sustained:  31.3 percent of the SBIRT participants 
had maintained the reduction in their alcohol intake, while the reduction in illicit drug use 
persisted in 18.2 percent. 9 
 
Moreover, participating health care professionals learn how to conduct screening, brief 
intervention, and referral to treatment; become familiar with validated screening tools for 
identifying patients at elevated risk for harmful drinking or drug use; learn the essential goals 
of a brief intervention (namely, to help patients understand their screening results, explore the 
idea of reducing or quitting, and choose an appropriate plan); and learn to identify relevant 
operational issues for an SBI program and how to make decisions about such issues.6,9 
 

Engaging Physicians and Other Health Care Professionals.  Physician education programs 
appear more likely to succeed if that are shaped to reflect the ways in which physicians practice, 
the variety of ways in which they learn, where they seek information, how they approach the 
health of their patients, and what their immediate information needs may be.82 

 

Experts have endorsed the effectiveness of brief but intensive training sessions in teaching 
practicing physicians to screen and intervene.83-86 One approach, known as “academic 
detailing,” is patterned after methods used successfully by pharmaceutical companies to market 
new drugs. Academic detailing programs focus on individual practitioners and usually are 
conducted in the physician’s office or at a hospital. They may involve (1) short didactic 
presentations, (2) skills training using role play, (3) performance feedback, and (4) strategies for 
overcoming physician resistance.87 
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Two studies conducted as part of the World Health Organization’s Alcohol Intervention 
Program88 compared academic detailing with other approaches to physician behavior change. 
One, conducted in Denmark, compared the effectiveness of academic detailing, telephone 
contact, and direct mailings in convincing 143 physicians to undertake screening and brief 
intervention for problem drinking.89 Academic detailing was found to be significantly more 
effective than the other interventions in convincing physicians to read educational materials 
and employ the new techniques in their practices.  
 
A second study, conducted in Australia, compared academic detailing, telemarketing, and 
direct mailings directed to a sample of 628 family physicians.90 Academic detailing was found to 
be twice as effective as the other methods in convincing physicians to adopt alcohol screening 
and brief intervention protocols and to participate in a three-month follow-up medical record 
review.   
 
Many researchers recommend that any training experience be followed up by mentoring, 
reminders, and other supports. For example, a World Health Organization  survey of physician 
training in diagnosis and management of alcohol problems in 13 countries found that 
physicians who took more alcohol-related CME units were more likely to counsel problem 
drinkers and to manage patients with alcohol-related problems.91 

 

In the face of these data, it is important to remember that, compared with no training, even  
moderate levels of training have been shown to increase physician skills at problem  
identification and management.92 
 
Effect of Personal Health Beliefs and Practices: A number of studies have attempted to 
correlate physicians’ personal health attitudes and behaviors with the likelihood that they will 
offer clinical services such as breast cancer screening,93  health promotion,94-96 and nutrition 
counseling,97xercise counseling,98-100 interventions for family violence.101 Such studies suggest 
that physicians’ efforts to improve their own health habits may increase the likelihood that they 
will address unhealthy behaviors in their patients. In contrast, a lack of physician self-concern 
correlates with lower rates of screening and counseling for patients.  
 
For example, a national survey of physicians found that physicians who had directly 
encountered problems with alcohol or other drugs (in friends and/or family members) were 
more likely to screen for and diagnose SUDs and to conduct brief interventions than physicians 
who had not had such direct experiences.102 Other studies demonstrate a similar effect.103-108 
 
Self-Efficacy and Attitudes:  One of the reasons physicians do not perform screening and brief 
intervention is lack of self-efficacy – that is, they lack of confidence in their skills to intervene 
and have doubts about the effectiveness of the help they can provide (these often 
areaccompanied by a lack of familiarity or experience with screening and brief intervention 
techniques).  
 
Multiple surveys have found that physicians’ negative attitudes toward alcohol and other drug 
problems and the patients who have them also  play a part in discouraging screening and brief 
intervention. However, negative attitudes about their own abilities (often based on an accurate 
perception of their actual lack of skills) seems to be an even greater problem.  For instance, 
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Danielsson and colleagues studied impediments to trauma surgeons’ use of screening for 
alcohol problems.  They found that cognitive factors, rather than lack of motivation, were the 
main obstacle; that is, the surgeons were not confident in their skills.109 Similar findings appear 
in studies of primary care physicians, 110-113 pediatricians,114 family medicine residents,115,116 and 
medical students.117  
 
Providing Ongoing Feedback:  Feedback is one of the most powerful change strategies yet 
identified, especially when a physician perceives the need for such change. Greco and Eisenberg 
define feedback as giving physicians information about their practice performance and/or 
patient outcomes, often in comparison with those of their peers.118 Examples of effective 
feedback techniques include (1) conducting confidential performance reviews based on medical 
record audits, (2) providing written feedback from quality assurance committees, and (3) giving 
feedback derived from patient satisfaction questionnaires.119,120 
 
Feedback can be used in combination with other techniques, such as role play. Physicians need 
to become comfortable in asking screening questions, with brief intervention techniques, and in 
motivational interviewing. They need to say the appropriate words and learn how to focus as 
much on what patients do not say (nonverbal cues) as what they do say. Role play with 
colleagues or recovering persons and standardized patients are effective strategies for teaching 
these skills. Role play can be conducted with large groups through the use of a paired technique 
(workshop participants turn to the person next to them) or in small groups. Immediate 
feedback, from either the “patient” or an instructor, reinforces the learning experience. 
 
Engaging Authoritative Sources to Champion Change:  Because attitudinal issues play such a 
large role in physicians’ willingness to address alcohol, tobacco and other drug problems in 
their patients, clinical guidelines and protocols may be more readily accepted if they are 
championed by opinion leaders who are trusted sources of clinical information, are effective 
presenters of new information about changes in clinical practice, or who mentor and provide 
advice to colleagues.   
 
The need for physicians to adopt screening and brief intervention has been championed by a 
number of authoritative individuals and organizations in addition to the Office of National 
Drug Control Policy, including the American Medical Associatin (in policy statements adopted 
or reaffirmed in 1979, 1981, 1991, 2001 and 2007), the American Society of Addiction Medicine 
(in 1987), the Accreditation Council for Continuing Medical Education (2007), the Federation of 
State Medical Boards (2007), and the American College of Surgeons (in 2006). 
 
Engaging System Supports for SBI  Training and Dissemination. A report from the Institute 
of Medicine highlights the need for reliable screening, diagnostic, and monitoring instruments, 
as well as access to health care providers who have mastered required clinical competencies, as 
demonstrated by appropriate licensing and/or certification. The report stresses the need for 
system-wide changes involving government, private insurers, and health care purchasers 
sharing the responsibility for adequately preparing physicians and patients to use the most 
effective and appropriate services.121 
 

Therefore, in each clinical setting, strategies and processes are needed to ensure that screening 
and brief intervention services occur and are supported. For example, it is useful to identify 



THIRD NATIONAL LEADERSHIP CONFERENCE:  SCREENING AND BRIEF INTERVENTION  12 

which clinician or other health care professional will  conduct screenings, interventions, and 
referrals; to set up strategies and responsibilities to secure information about local treatment 
resources (public and private) and self-help groups; and to ascertain the status and nature each 
patients’ health insurance, other treatment resources, and public reimbursement capacities. 
 
These strategies can be augmented by adopting screening procedures such as self-administered 
health history forms, charting tools, manual or computerized patient and physician reminder 
systems, and standardized prevention messages using protocol-driven service delivery 
methods.122  These and other technological advances are increasingly available to support the 
development of new or improved practice systems and to make clinical and other information 
more readily available to physicians. These include use of the Internet, handheld software, 
faxed information, and computer-based programs to improve clinical decisionmaking, 
information retrieval, service selection, and patient assessment.123-127 
 
Professional Licensure and Certification:  Changes in licensure and certification requirements 
to incorporate SBI have been endorsed by many organizations.  Certification requirements also 
can be used to select and tailor information to the knowledge needs of particular physician 
groups, as can enlisting the participation of insurers and purchasers, who have the power to 
require changes in practice.128 
 
Clinical Protocols:  An excellent example of a protocol that can guide implementation of a 
systematic approach to expanding the continuum of care has been developed by the VA/DoD 
Evidence-Based Clinical Practice Guideline Working Group of the Veterans Health 
Administration, Department of Veterans Affairs, Department of Defense.129  
 
The VA/DoD guideline consists of five modules that address inter-related aspects of care for 
patients with substance use disorders.  Module A (Assessment and Management in Primary 
Care) provides a summary of the evidence base for screening and brief interventions and 
outlines pathways for referral to specialty treatment. 129  
 
Performance Standards:  In May 2007, the National Quality Forum (NQF) announced 
endorsement of national voluntary consensus standards on evidence-based practices for the 
treatment of substance use disorders. The standards state that "Patients in general and mental 
health care settings should be screened for at-risk drinking, alcohol use problems and illnesses, 
and any tobacco use on new patient encounters and at least annually. Health care providers 
should employ a systematic method to identify patients who use drugs, which considers 
epidemiologic and community factors and potential health consequences of drug use for their 
specific population." 130   
 
NQF’s endorsement of these practices represents the formal consensus of more than 350 
healthcare providers, consumer groups, professional associations, purchasers, federal agencies, 
and research and quality improvement organizations.  These standards were vetted through 
NQF’s formal Consensus Development Process, with multiple stakeholder input, to achieve 
special legal standing as voluntary consensus standards. 
 
At about the same time, the American College of Surgeons (ACS) Committee on Trauma 
adopted a requirement that Level I and Level II trauma centers have a mechanism in place to 
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identify problem drinkers.  ACS also requires that Level I centers have the capability to provide 
brief interventions for patients who screen positive.   
 
Working in cooperation with the Center for Substance Abuse Treatment of the Substance Abuse 
and Mental Health Services Administration, the ACS Committee on Trauma has produced a 
resource guide, the “Committee on Trauma Quick Guide: Alcohol Screening and Brief 
Intervention (SBI) for Trauma Patients,” to help trauma centers meet the new requirements.5 
 
Engaging Purchasers and Payers of Care.  It seems clear that, although much of the research on 
primary care physicians’ screening and brief intervention for alcohol, tobacco and other drug 
problems highlights the shortcomings of medical education and practice, fundamental change 
also requires that reimbursement systems support the desired changes in physician behavior. 
 
UPPL and Limits on Insurance Coverage:  Lack of adequate insurance coverage is frequently 
cited as an obstacle to identification and treatment.131,132 Conversely, a study of pediatricians 
showed a positive relationship between physician reimbursement and well-visit and 
immunization practices.133  
 
Typically, health insurance plans – if they cover clinical services for alcohol, tobacco and other 
drug problems at all – set annual or lifetime dollar limits on coverage.134 Actual lack of coverage 
(or the assumption that coverage is inadequate or absent) may dissuade physicians from 
intervening so as not to create patient expectations and concerns that cannot be adequately 
addressed.  
 
Some of these perceptions are based in reality.  For example, although alcohol and other drug 
use are major factors in injury and use of trauma services, insurance statutes (known as the 
Uniform Accident and Sickness Policy Provision Law, or UPPL) in force in more than 30 States 
allow health plans to refuse to cover services to patients who are injured as a result of being 
under the influence of alcohol or any drug not prescribed by a physician.135,136  These policies 
have the direct effect of discouraging screening trauma patients for alcohol and other drug 
problems, since a positive screen may lead to denial of coverage for the needed care. 
 
Screening Requirements:  A survey of three major types of health plans (HMOs, preferred 
provider organizations, and point-of-service plans) found that only 15 percent required any 
alcohol, drug, or mental health screening by primary care practitioners.137  Similar results were 
obtained in a survey by the American Association of Health Plans, which sought to determine 
the extent to which the plans incorporated effective tobacco control interventions. Of the 323 
health plans responding, 71 percent said they were aware of the Federal (Agency for Healthcare 
Research and Quality) tobacco cessation guidelines, but only 9 percent had fully and 39 percent 
had partially implemented them. Smoking cessation services for pregnant women were offered 
by only 45 percent of the plans and, despite a 25 percent smoking prevalence in the patient 
population, only 15 percent of the plans could identify which patients were smokers.138 
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 New Category I CPT® Codes 
99408:  Alcohol and/or substance (other than 
tobacco) abuse structured screening (e.g., 
AUDIT, DAST), and brief intervention (SBI) 
services; 15 to 30 minutes,  
 
99409:  Alcohol and/or substance (other  
than tobacco) abuse structured screening 
(e.g., AUDIT, DAST), and brief 
intervention (SBI) services; greater than 
30 minutes. 

New Reimbursement Codes:  Despite the aforementioned problems, there is encouraging 
evidence of an evolution in health care coverage for preventive services.  In a major  
breakthrough, the American Medical Association has 
published new AMA Level I Current Procedural 
Terminology (CPT®) Codes that cover screening and 
brief intervention.  Published in October 2007, the new 
codes became fully effective January 1, 2008.  The AMA 
also established the relative value units (RVUs) that 
associate a value for each service. 
 
Medical professionals can use the new CPT codes to 
communicate concisely and reliably with colleagues, 
patients, and insurers about screening for substance use 
and appropriate interventions.  The codes thus make it possible to efficiently report (and obtain 
reimbursement for) screening and brief intervention. This process will increase the likelihood 
that those with substance use disorders will receive an appropriate intervention, thereby 
reducing the number of patients with substance use disorders. As a result, physicians can 
dedicate both time and resources to assess their patients’ risky substance use characteristics and 
behaviors.  
 
In another step forward, the Centers for Medicare and Medicaid Services (CMS) has added 
reimbursement codes for screening and brief intervention for Medicaid beneficiaries. The new 
HCPCS  H Codes were published in January 2007 by the Centers for Medicare and Medicaid 
Services (CMS), and the definitions were refined in August 2007.  
 
The definitions were developed based on a review of the screening and brief intervention 
materials that were prepared in support of the SBI CMS code request package and a National 
Association of State Alcohol and Drug Abuse Directors (NASADAD) State Issue Brief on 
Screening and Brief Intervention.  NASADAD participated in a Substance Abuse and Mental 
Health Services Administration (SAMHSA) screening and brief intervention work group that 
developed the materials and made the code request to CMS.  
 
The HCPCS Level II definitions and administrative codes are: 
 

• Code H0049 Alcohol and/or Drug Screening: A quick process designed to identify an 
individual who has an alcohol and/or drug use problem or is at risk for developing one 
by evaluating responses to questions about alcohol and/or other drug use. A valid brief 
questionnaire about the context, frequency, and amount of alcohol and/or other drug 
use can be used to examine substance use patterns. Examples of valid questionnaires are 
the AUDIT (Alcohol Use Disorder Identification Test), MAST (Michigan Alcohol 
Screening Test), DAST (Drug Abuse Screening Test), and ASSIST (Alcohol, Smoking, 
and Substance Involvement Screening Test). The result of a positive screen is a 
recommendation for a brief intervention for individuals with an alcohol and/or drug 
use problem or at risk of developing one, or a referral to a substance abuse treatment 
program for individuals with severe alcohol and/or other drug abuse and dependence. 
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• Code H0050 Alcohol and/or Drug Service, Brief Intervention (per 15 minutes): A brief 
one-on-one session focused on increasing motivation for behavior change to reduce 
harmful levels of alcohol/and or other drugs.  Intervention strategies include education, 
simple advice, brief counseling, continued monitoring, or referral to a substance abuse 
treatment specialist.  

 
Coordinating Public Systems.  Recent efforts to improve clinical performance and patient 
outcomes have led to collaborations such as the use of public agencies, managed care plans, 
health care provider organizations, and physicians to set evidence-based performance measures 
and outcomes.  
 
One such collaboration, the Physician Consortium for Performance Improvement, has focused 
on developing performance measures.139  Such standards, with reimbursement mechanisms tied 
to the standards, can improve the quality of care, increase cost-effectiveness, provide a basis for 
consumers and purchasers of services to compare health care plans, support and pay for 
desired services, and thus bring about changes in physician practice. 
 
The National Academies of Science report, Improving the Quality of Health Care for Mental and 
Substance-Use Conditions,140 presented a comprehensive view of the problems facing these areas 
and recommended redesigning systems to fit the needs of and to actively involve patients, 
using patient-centered decision-making and care decisions, and assuring that patients will are 
informed and involved in every stage of their care.  The report also called for services to be 
coordinated and to employ evidence-based practices such as screening and brief intervention.  
 
Finally, the report highlighted the need for reliable screening, diagnostic and monitoring 
instruments, used by health care providers who  have the required clinical competencies, 
licensing and/or certification. Most important, the report stressed the need for system-wide 
changes on the part of government, researchers, insurers, and health care purchasers so as to 
enable prepared physicians and patients to offer and access the most effective and appropriate 
services. 
 

Engaging Policymakers and the Public.  Lack of adequate reimbursement for screening and 
brief intervention, as well as other services for alcohol, tobacco and other drug problems, arises 
in almost every discussion of impediments to providing such services.  
 
Medical, public health, criminal justice, and citizen advocacy groups have argued for increased 
funding for such services, as well as for requirements that the care of substance use disorders by 
reimbursed at parity with care for other medical disorders.  Specifically, such groups are 
working toward the repeal of UPPL statutes that allow health plans to limit such 
reimbursement.  
 
Research Needs.  About 40 years after the first controlled study, screening and brief 
intervention is being disseminated into practice. But many unanswered questions remain. There 
is much we don’t yet know SBI’s cost-effectiveness, patient preferences, education for clinicians, 
quality performance measures, 'no-contact'  SBI, predictors of behavior change, and 
methodological concerns with the SBI literature.  
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The best evidence for the efficacy of screening and brief intervention is that it can lead to 
decreased consumption in primary care patients with non-dependent unhealthy alcohol use. 
But further research is needed on brief drug screening tools, efficacy of SBI for drugs, 
effectiveness in real world settings, integration of SBI for alcohol and drugs with other health 
behaviors, effects of SBI on alcohol and drug consequences, effects on dependence among those 
not seeking help, and on how to best disseminate the efficacious elements of SBI into practice.141  
 
Some experts have suggested that physicians’ negative attitudes toward alcohol and other drug 
problems can be explored successfully in undergraduate and continuing medical education.142-

145 This approach is supported by evidence that even brief skills-based training can be effective 
in changing student attitudes and skills.146-148  However, longer-term follow-up of this strategy is 
needed. 
 

Conclusions 
 
Changing physicians' practice behaviors to incorporate screening and brief intervention will 
require the use of multiple integrated approaches that (1) accurately reflect physicians’ 
knowledge and skills training needs, (2) incorporate evidence-based educational strategies that 
reflect the ways in which physicians learn throughout their careers, and (3) employ systems 
supports wherever possible, and (4) realistically reflect limits imposed by productivity 
requirements and reimbursement policies. 
 

Adoption of the new CPT codes by the AMA and the HCPCS codes for Medicaid represent a 
major step toward removing lack of reimbursement as a barrier to implementation of screening 
and brief intervention, thus increasing the likelihood that patients with substance use disorders 
will receive an appropriate intervention.   
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APPENDIX A.  SBIRT CORE COMPONENTS 
 
The theoretical framework and programmatic structure of SBIRT programs may vary, but the 
core components of SBIRT are constant and can be defined as follows:  
 
 

 

       
 
              
 Source:  Substance Abuse and Mental Health Services Administration (www.sbirt.samhsa.gov)  
Accessed Jan. 13, 2008. 
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APPENDIX B.  WIDELY USED SCREENING INSTRUMENTS 
 

A number of substance abuse screening instruments have been developed and validated.  The 
choice of instrument may vary depending on State or local regulations, reimbursement 
policies, or personal preference. Ideally, all agencies within a particular health care system 
would use the same screens, administered and scored in the same way.  
 
A screen should be simple enough that it can be administered by a wide range of health 
professionals. It should focus on the substance use severity (primarily consumption patterns) 
and a core group of associated factors such as legal problems, mental health status, 
educational functioning, and living situation. The client's awareness of the problem, feelings 
about his or her substance use, and motivation for changing behavior also may be solicited.  
Three commonly used screening instruments are: 
 
• Alcohol Use Disorders Identification Test:  The AUDIT is a screening tool developed by 

the World Health Organization to identify persons whose alcohol consumption has 
become hazardous or harmful to their health. It is a 10-item screening questionnaire 
with 3 questions on the amount and frequency of drinking, 3 questions on alcohol 
dependence, and 4 on problems caused by alcohol. All of the questions are scored using 
a 5-point Likert scale. 

 
• Alcohol, Smoking, and Substance Involvement Screening Test:  The ASSIST is an 

instrument developed for the World Health Organization (WHO) by an international 
group of substance abuse researchers to detect and manage substance use and related 
problems in primary and general medical care settings.   

 
• Drug Abuse Screening Test:  The DAST was designed to provide a brief instrument to 

detect drug abuse or dependence disorders. The DAST provides a general measure of 
lifetime problem severity that can be used to guide further inquiry into drug-related 
problems and to help determine treatment intensity.   

 
Simplicity, low cost, and accuracy are important characteristics of effective screening tools. For 
instance, consumption questions focused on frequency, quantity, and binge drinking are widely 
recommended as initial screening questions for adults in clinical settings.2,3  
 
Such questions can be incorporated into routine patient care and are very sensitive and specific 
for the detection of at-risk and problem drinkers. While some patients will minimize their 
alcohol use – especially those who are alcohol-dependent – a number of interview techniques 
can minimize underreporting. These include asking about alcohol use in the context of other 
health behaviors, asking direct questions in a nonjudgmental manner, observing nonverbal 
cues, asking about very heavy drinking days, and checking with a family member. 
Consumption questions also facilitate determining the level of risk for alcohol-related health 
effects.2 
 
Source:  Substance Abuse and Mental Health Services Administration (www.sbirt.samhsa.gov)  Accessed 
Jan. 13, 2008. 
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           APPENDIX C:  SAMPLE BRIEF INTERVENTION 
 
The patient has positive screening results. However, because the AUDIT indicates that the 
patient has an early, and relatively mild, drinking problem, only simple advice is needed. This 
intervention takes about 3 minutes. 
 
Transition statement to move from screening to brief intervention: 
CLINICIAN: Thank you for answering those questions. Would you be interested to find out 
how your score on this questionnaire compares with other people? 
PATIENT: Sure, I guess. 
 
Giving information/feedback: 
CLINICIAN: Okay. Well those 10 questions have been given to thousands of people around the 
world so that people can find out whether it would be good for them to change their drinking. 
Scores can range from 0–40. Scores between 0–6 (women)/0–7(men) are considered low-risk 
drinking; scores between 8–15 are considered hazardous drinking, and scores above 15 likely 
indicate more serious alcohol problems. Your score was 9, which puts your drinking in the 
hazardous range. 
PATIENT: Oh wow. 
 
Understanding patients’ views of drinking and enhancing motivation: 
CLINICIAN: Surprised? 
PATIENT: Yeah. I figured I’d be, you know, in the lowest range. 
CLINICIAN: So you thought your drinking was less than average… 
PATIENT: Yeah, I mean my friends drink more than me. I’m not an alcoholic or anything like 
that. 
CLINICIAN: Well, let’s not worry so much about labels here. I’m more concerned about 
whether your drinking is going to hurt you in the future or not. 
PATIENT: Yeah. 
CLINICIAN: Many of our patients are surprised to learn what their scores are, and it’s just an 
opportunity to think about making a change. If you were to do that, your chances of avoiding 
another injury in the future would be much better. 
PATIENT: I don’t know about quitting, that seems like way overkill for me. But maybe I could 
cut down. 
 
Giving advice and negotiating: 
CLINICIAN: Many patients can successfully cut down so they reduce their risk of injury and 
other problems. Men who are successful in cutting down are able to drink no more than 4 
standard drinks per occasion and no more than 14 drinks per week. What do you think you’ll 
do? 
PATIENT: Well, I guess I could give it a try. It’s not like it’s a big deal to me or anything… 
CLINICIAN: That’s really great. You sound determined. So your limit would be no more than 4 
drinks per occasion (beers, 5 oz. of wine or a mixed drink with 1.5 oz of spirits), and no more 
than 14 drinks per week. It’s a good opportunity for you to test your control over alcohol. Just 
remember that this guideline means you can’t have all of your weekly drinks in one day! (both 
laugh) And most important of all, no drinks at all if you’re driving. 
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PATIENT: Yeah, well I think I can stay under those limits pretty easily. And also, I never drink 
and drive anyway. 
CLINICIAN: Really? That’s great to hear. How do you avoid that? 
PATIENT: If I take my car out, I just don’t drink anything, period, end of story. And if I know 
I’m going to drink, I use a designated driver. 
 
Closing on good terms:  
CLINICIAN: Good for you, and thanks for talking with me. 
 
Source:  Committee on Trauma (2007).  Quick Guide:  Alcohol Screening and Brief Intervention (SBI) for 
Trauma Patients.  Washington, DC:  Dept. of Health and Human Services, p. 11. [Accessed at 
http://www.mayatech.com/cti/sbitrain07/include/SBIRT_COT_Guide.pdf] 
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