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T
his change guide is designed to assist primary care clinicians and leaders to integrate care for patients with 
unhealthy alcohol and/or other drug use into routine medical care. As behavioral health care is increasingly 
integrated into medical settings, especially primary care, the focus is often on depression and anxiety. Care for 

alcohol and/or other drugs is often omitted or minimized, likely reflecting: stigma, lack of workforce training/education, 
and the traditional separation of care for alcohol and other drugs from traditional health care (e.g., primary care,  
emergency care, and behavioral health, etc.). This guide expands on and updates the widely recognized model of 
Screening, Brief Intervention, and Referral to Treatment (SBIRT).1-3

The SBIRT change guide is organized around nine significant changes that most practices need to make to improve 
alcohol and/or other drug-related care based a consensus of the authors. Five changes relate to components of clinical 
care and four changes address organizational requirements for implementation of the five clinical changes (Figure 1). 
Changes #1-3 overlap with the traditional SBIRT model. However, in this guide, “referral to treatment” — the RT in SBIRT 
— becomes part of a broader program of management in primary care. This reflects the availability of both evidence-
based medications and ongoing follow-up and counseling that can be provided in primary care (clinical Changes 
#4 and #5), independently or in conjunction with specialty addiction treatment. 

Each section outlines the rationale for the change, the specific practices recommended, workflow considerations or 
components of implementation, and how to measure progress on the recommended change(s) with a recommended 
target or “benchmark”. This model, which “extends” the SBIRT model, is intended to support practice improvement and 
integration of care for alcohol and/or other drug use into medical settings, as it builds on previous SBIRT guides. Primary 
care practices that are already offering SBI for alcohol may also benefit from adding management and monitoring of 
alcohol and/or other drug use in primary care. It is not expected that all the changes be implemented at the same time. 
Instead, practices can prioritize which changes to implement based on organizational need, resources, and readiness.

Introduction

Figure 1. Overview of the Changes Needed to Address Alcohol and/or Other Drug Use in Primary Care

Clinical Changes Needed Organizational Changes Needed

#6: Leaders actively support 
improvements

#7: Use quality improvement 
processes

#8: Primary care workforce is trained 
in alcohol- and/or other drug-related care

#9: Bill and identify other financial resources 
for alcohol- and/or other drug-related care

#1: Screen all adults at least annually

#2: Elicit symptoms

#3: Brief counseling

#4: Manage use 
disorders

#5: Follow-up w/ 
monitoring

https://www.samhsa.gov/sbirt
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The Clinical Changes Outlined in Figure 1 are:

(1) Screen all adults at least annually for unhealthy alcohol use4, 5 and other drug use as part of population-based 
prevention and treatment.

(2) Elicit symptoms related to alcohol and/or other drug use from patients with high-positive screens.

(3) Offer brief counseling for unhealthy alcohol4, 5 and/or other drug use at least annually to all patients with positive 
screens.

(4) Manage alcohol and other drug use disorders using shared decision-making6 to offer medications, counseling, 
peer support, referral to specialty addiction treatment programs, and/or home-based services. 

(5) Follow-up with monitoring for patients with high-positive screens or symptoms of alcohol and/or other drug 
use disorders.

The Organizational Changes Outlined in Figure 1 are:

(6) Leaders actively support improvements in care for patients with unhealthy alcohol and/or other drug use.

(7) Use quality improvement processes to implement each of the five clinical changes. 

(8) Train primary care workforce to manage alcohol and other drug use, and/or use disorders, as appropriate. 

(9) Bill and identify other financial resources for alcohol and/or other drug related care.

Measuring Successful Change(s). This guide includes recommended metrics for each clinical and organizational change. 
They can be used to monitor implementation, inform quality improvement efforts, and quantify progress. Quality 
improvement and data system infrastructures are an essential foundation for implementation of improved alcohol- and/
or other drug-related care.6-8 In most cases, these metrics and benchmarks are based on consensus recommendations 
by authors.

Introduction, CONT.
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Overview: Recommended Clinical & Organizational Changes

Screen all adult patients (≥ 18 years old) for alcohol and other drug use, at least annually, using a structured screening 
tool and document the screen scores in the patient’s medical record.

CLINICAL CHANGES

Change #1: Screen All Adults at Least Annually

Use the AUDIT-C for alcohol screening and single-item screening questions for cannabis and other drug use 
(AUDIT-C Plus 2).

•

Use a structured questionnaire to assess and document alcohol- and/or other drug-related symptoms if:

Change #2: Eliciting Symptoms

Patients have “high-positive” screening results; and/or 

Patients have a clinical evaluation that suggests possible alcohol and/or other drug use disorder. 

Use recommended Symptoms Checklists or other validated approaches to elicit alcohol- and drug-related symptoms. 

Record questionnaire scores and results in the electronic health record (EHR). 

Use patients’ symptoms as a way to engage them in discussions of alcohol- and/or other drug use.

•

•
•
•

•

Offer brief counseling at least once a year for unhealthy alcohol and/or other drug use to all patients with positive screens.

Change #3: Brief Counseling

•

•
•

Patients with unhealthy alcohol use should be offered patient-centered advice about recommended limits and 
feedback linking alcohol use to relevant health conditions, based on U.S. Prevention Services Task Force recommendation.

Similar counseling can be offered for cannabis use monthly or more often.

For the subset of patients with high-positive alcohol or other drug screens, experts recommend that patients be 
offered ongoing, patient-centered brief counseling, repeated at every visit, in addition to care in Changes #4 and #5.

Manage patients with alcohol- and/or other drug-related symptoms: offer repeated visits for brief counseling and shared 
decision-making regarding treatment options and referral, as appropriate.

Change #4: Management

Offer patients shared decision-making about five types of options  — medications, one-on-one counseling, peer 
support, group-based addiction treatment and patient resources for self-management — including providing referral 
for services not provided in primary care, as needed.

•

•

•

Continue ongoing brief counseling as above (i.e. repeated visits with primary care provider, integrated mental health 
clinician or specialty addiction treatment, per patient preference).

Adapt care based on results of monitoring, changes in symptoms and patient preferences over time.

Arrange follow-up to monitor alcohol and/or other drug use and symptoms with a structured tool in all patients with high-
positive alcohol and/or other drug screens, or reporting symptoms on the Symptom Checklist.

Change #5: Follow-up with Monitoring

Select a tool for monitoring patients with symptoms. 

At a minimum, monitor alcohol and/or other drug use and related symptoms, with repeated brief counseling. 

Track alcohol and/or other drug use and symptoms (ideally with a population-based EHR registry).

•

•
•
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Overview: Recommended Clinical & Organizational Changes

Leaders actively support improvements in alcohol and other drug-related care.

ORGANIZATIONAL CHANGES

Change #6: Leaders Actively Support Improvements

All leaders actively articulate the rationale for improving alcohol- and other drug-related care.•

•

Use population-based quality improvement processes for each of the five clinical changes.

Change #7: Use Quality Improvement Processes

Assess current gaps in alcohol- and other drug-related care. 

Prioritize critical changes to implement (Changes #1 to #5). 

Local implementation team (champions) meets regularly; pilot, then implement. 

Monitor metrics and set up a quality improvement system, e.g. Plan-Do-Check-Act (PDCA). 

Demonstrate progress on selected change concepts at six months.

•

•
•
•

•

Train primary care teams to address alcohol and other drug use and use disorders in primary care, as appropriate.

Change #8: Train Primary Care Teams

Assess training needs of key staff required for each change.•

• Plan training for the entire primary care team (e.g. front desk, staff who conduct patient intakes, primary care clinicians,
behavioral health clinicians), including ongoing assessment of needs and new staff onboarding.

Bill for screening, brief counseling, management, and monitoring, and explore other revenue sources to support the cost 
of provision of alcohol- and/or other drug-related services in primary care.

Change #9: Billing and Identifying Other Revenue

If appropriate, use screening and brief intervention, collaborative care or care coordination billing codes.•

• Develop a financial model where revenue covers the cost of delivery of alcohol- and other drug-related services.

Leaders select change(s) to implement, identify staff to lead the improvement effort, provide time and resources to 
support implementation, set expectations for targets/timing and monitor and provide feedback on performance.
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Screening identifies patients who are at risk of health or other problems related to their use of alcohol and/or other 
drugs, as well as those who have already developed problems. 

Unhealthy alcohol and other drug use are common. One in eight adults consumes alcohol at unhealthy levels 
and one in 10 people in the U.S. use other drugs.9 Many patients with alcohol and drug use problems are seen in 
primary care10; screening and treating these conditions are consistent with patient-centered care.

For unhealthy alcohol use11, screening and brief counseling—ongoing on repeated occasions—is one 

of the highest prevention priorities recommended by the U.S. Preventive Services Task Force (USPSTF)4, 5 based 

on cost-effectiveness and burden of preventable disease.12

For other drug use, screening allows clinicians to open a dialogue with patients about symptoms and other 
effects on their health and lives.

Knowing about patients’ alcohol and/or other drug 
use is critical to high-quality medical care. Just as 
for tobacco use, this information helps clinicians to 
properly diagnose, prescribe medications,13, 14 and 
support self-management for chronic diseases (e.g., 
hypertension,15 diabetes,15, 16 hepatitis C virus17,  18).

Most patients are willing to discuss their alcohol 
and drug use and its connection to health19 and 
screening has been associated with improved 
patient satisfaction in several studies.20

Clinical Changes

Change #1: Screen All Adults At Least Annually

For individuals at risk for or diagnosed 
with chronic health conditions 
(cardiovascular disease, diabetes, 
stroke, cancer, among others), alcohol 
and other drug use impacts treatment 
outcomes via treatment adherence, 
medication interactions, and 
physiological effects of alcohol and/or 
other drug use. 

Rationale for Screening

•

•

•

•

•

POPULATION-BASED SCREENING FOR UNHEALTHY ALCOHOL AND OTHER DRUG USE

Screen all adult patients (≥ 18 years old) for alcohol and other drug use, at least annually, using a structured 
screening tool and document the screen scores in the patient’s medical record.

Recommendation

Metric

Benchmark

Use the AUDIT-C Plus 2 which combines screens for alcohol (three items), cannabis (one item) and 
other drugs (one item), each scored independently. 

Proportion of patients with screening results documented.

80%
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Recommended Screening Tool: The AUDIT-C PLUS 2

Screening tools are available that vary in length, time 
needed to administer, and type of drug screened.3, 21-25 
There are a number of factors to consider when 
selecting a screening tool for a particular clinical setting 
— time needed to administer, validity and reliability, ease 
of use, and workforce training are just a few. Screens that 
allow patient self-administration are most efficient and 
speed workflow. Screening tools that take more than 
a few minutes to administer may limit the feasibility of 
screening all primary care patients at least annually. This 
screen combines validated brief screens for alcohol and 
other drugs that are easy for patients to answer, yet useful 
for monitoring changes over time. It can be combined 
with screening for depression and/or tobacco use.

AUDIT-C Plus 2 Screening Questions1

* if patient needs further explanation, “for example, for the feeling or experience it caused.”

1 The AUDIT-C has been validated with a past-year timeframe and without any timeframe. The authors recommend a past 3-month timeframe so the 
AUDIT-C can be used for monitoring  (“Change #5”). 

Change #1: Screen All Adults At Least Annually, CONT.

Varying cultural perceptions of alcohol 
and other drug use requires clinicians 
to implement cultural adaptations to 
effectively support diverse populations. 
Special attention must be given to 
validated screeners, appropriate use 
of language/literacy, trust building, 
and incorporation of patient and 
community healthcare preferences. 
To start, consider selecting tools that 
are validated in multiple languages, 
such as the AUDIT-C.

Click to Access a PDF of the AUDIT-C Plus 2

In the past 3 months...

1. How often did you have
a drink containing alcohol?

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

3. How often did you have
5 or more drinks on one
occasion?

4. How often have you
used marijuana?

5. How often have you
used an illegal drug or a
prescription medication for
non-medical reasons*?

Never

0

Monthly or less

1

2-4 times a month 2-3 times a week 4+ times a week

2 3 4

Never 1 or 2 
drinks

0 0 1 2 4

3 or 4 
drinks

5 or 6 
drinks

7, 8 or 9 
drinks

10 or more 
drinks

3

Never

0

Less than 
monthly

1

Monthly Weekly
Daily or 

almost daily

2 3 4

Never

0

Not monthly

1

Monthly Weekly Daily or almost

2 3 4

Never

0

Less than 
monthly

1

Monthly Weekly
Daily or 

almost daily

2 3 4

https://www.nationalcouncildocs.net/wp-content/uploads/2018/02/AUDIT-C-Plus-2-Screening-Questionnaire.pdf
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INTERPRETING SCREENING RESULTS

This table shows the recommended screening thresholds and clinical implications for the AUDIT-C Plus 2.3, 26 See the 
Appendix for more information on why these screens are recommended.

Change #1: Screen All Adults At Least Annually, CONT.

Click to Access a PDF of the Interpreting 
AUDIT-C Plus 2 Screening Results Table

Table 1.1 Interpreting AUDIT-C Plus 2 Screening Results

Screening Measure

Consider offering positive feedback and 
educating patients who drink and use 
cannabis about:

•

Recommended drinking limits27

Screening Results Interpretation Clinical Guidance

AUDIT-C 
(0-12 points)

Women: < 3 points 
Men: < 4 points

Cannabis question 
(0-4 points)

0-1 points 
(0 or < monthly)

Other drugs question 
(0-4 points)

0 points 
(no use)

AUDIT-C 
(0-12 points)

Women: 
3-6 points

Men:
4-6 points

Cannabis question 
(0-4 points)

2-3 points 
(monthly or 

weekly)

AUDIT-C 
(0-12 points)

≥ 7 points 30, 31

Cannabis question 
(0-4 points)

4 points 
(daily or almost)

Other drugs question 
(0-4 points)

1-4 points
(any use)

Negative Screen — 
lowest risk (if no 
contraindications 

for drinking or 
cannabis use)

Positive Screen — 
drinks or uses 

cannabis regularly, 
at levels that can 

impact health

High Positive Screen — 
drinks, uses cannabis 
and/or other drugs at 

a level that is more 
likely to impact health 
and therefore needs 
further assessment

Low-risk cannabis use.28

Health risks of alcohol (e.g. cancers, 
driving after drinking, pregnancy or 
planning)29 and cannabis use (e.g. 
impaired driving, use disorder).28

•
•

•

Brief counseling per Key Elements in 
a patient-centered manner consistent 
with motivational interviewing:

Begin conversation, build rapport 

Provide feedback on screening 

Provide advice or recommendation

Support patient in setting a goal 
and/or making a plan

•

•
•
•
•

Elicit symptoms (Change #2) 

Ongoing brief counseling (Change #3)

Manage alcohol and/or other drug use 
disorders (Change #4)

Follow-up monitoring of use and 
symptoms and progress towards goal 
(Change #5)

•

•

•

•

https://www.nationalcouncildocs.net/wp-content/uploads/2018/02/AUDIT-C-Plus-2-Screening-Results.pdf
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The recommended target rate (benchmark) for alcohol and/or other drug screening is 80 percent (rather than 100%) 
because patients who are in hospice, cognitively impaired, in acute pain, or acutely medically or psychiatrically unstable 
may not be appropriate for screening. The screening questions can also be used to monitor patient alcohol or other 
drug use over time34 (see Change #5),  so that they are appropriate even for patients who have previously screened 
positive or been diagnosed with alcohol or other drug use disorders (who do not need to be “screened,” per se). 

Change #1: Screen All Adults At Least Annually, CONT.

Using Metrics to Measure Changes in Screening Rates Over Time

What will you screen for—alcohol only or cannabis and/or other drug use, too? This guide recommends 
screening for alcohol, cannabis, and other drugs with five questions; however, you should consider what is most 
feasible for your practice.

Will it be combined with a screen for other behavioral health issues? This guide recommends to add the PHQ-2 
for depression, if depression screening is not already in place.32

How often will you screen: annually, at each visit, other? This guide recommends that patients are screened at 
least annually.

How will screening questions be administered: computer, paper, staff interview? The most accurate responses 
are obtained if patients complete self-report paper or tablets, since reliability of interviews can be low (insensitive33). 
Results should then be recorded in an EHR.

Will screening questions be built into your EHR? This is recommended, if possible. Alcohol screening should be 
entered where other behavioral health screens are entered (e.g., PHQ-2 for depression) so that clinicians can see 
responses to individual questions, as well as look at trends for scores over time (for monitoring)—(Change #5). If 
so, work with a programmer or EHR vendor early in your implementation process.

How will clinicians be sure to see results of screening at the point of care? Most practices learn that entering 
results into the EHR before the clinician sees a patient—if possible—is optimal. This allows for a prompt to the team 
for follow-up care (Change #2-4).  If clinical staff who do vitals or “room” patients are available, they can ask the 
patient to complete a Symptom Checklist to assess for alcohol or drug use disorders, if appropriate (Change #2); 
clip a patient handout to the chart or enter a template into the EHR to prompt brief counseling (Change #3); or 
alert the clinicians to high-positive screens that needs follow-up.

WORKFLOW CONSIDERATIONS FOR SCREENING
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Change #2: Eliciting Symptoms of Alcohol and/or Other Drug Use Disorders

A positive alcohol or other drug use screen identifies the spectrum of unhealthy alcohol and drug use from “risky” use 
that has not yet caused the patient any problems, to alcohol or other drug use disorders with severe impairment.30, 31 
Eliciting symptoms of alcohol and/or other drug use disorders can help determine where patients are on that spectrum.

Patients’ alcohol and other drug-related symptoms may be powerful motivators of change.

The recommended Symptom Checklists include:

Common problems people have due to alcohol or other drug use,35 and

The 11 criteria for alcohol and/or other drug use disorders, according to the Diagnostic and Statistical
Manual 5th edition (DSM-5).36, 37

The number of symptoms reflects the severity of alcohol or other drug use disorders.38, 39

As the number of symptoms increases, readiness to change generally increases.40

Once a patient identifies a symptom, the clinician can elicit more details (e.g., “You indicated you sometimes drink  
more than you want, can you tell me more about that?”).

RATIONALE FOR ELICITING SYMPTOMS 

•

•

•

•

•

•

•

Use a structured questionnaire to assess and document alcohol- and/or other drug-related symptoms if: 

Recommendation

Metric

Benchmark

Use the recommended Symptom Checklist with a three-month timeframe or a validated 
approach to elicit common symptoms.

Among those with high-positive screen scores, proportion of patients who have documented 
assessment of alcohol- and/or other drug-related symptoms in their medical record.

80%

Patients have “high-positive” screening results (e.g., AUDIT-C scores of 7-12 points, daily cannabis 
use, any other drug use); and/or

Patients have a clinical evaluation that suggests possible alcohol and/or other drug use disorder.

•

•

Record results of questions and scores in the EHR. 

Use patients’ symptoms to engage them in discussions about alcohol and/or other drug use. 

•

•

•
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When Should Symptoms of Alcohol or other Drug Use Disorders Be Elicited? 

Symptoms due to alcohol and/or other drug use disorders should be elicited with a standardized tool if patients:

Score “high-positive” on an alcohol or other drug screen (Table 1).14, 33, 41-53

Are trying to change their alcohol and/or other drug use, but have been unable.

Might benefit from a medication for alcohol or opioid use disorder.

Symptom assessment can also be triggered by other clinical factors such as: vital signs that suggest withdrawal (e.g., 
blood pressure, pulse), lab work suggesting alcohol and/or other drug use disorders54 (e.g., abnormal liver enzymes), 
medications that could be addictive (e.g., opioids, benzodiazepines), psychiatric/medical co-morbidities, and/or severe 
social or other life problems due to alcohol and/or other drug use.

Symptom Checklists for Problems Due to Alcohol and Other Drugs

This guide recommends simple Symptom Checklists with 11 items that can be completed quickly and efficiently. The 
checklists are based on the DSM-5 diagnostic criteria for alcohol or other drug use disorders36, 37 with a past three-
month timeframe so symptoms can be monitored over time. Elicitation of these symptoms can be used to engage 
patients in discussions of alcohol- and/or other drug-related problems.55 The Symptom Checklist can assist with making 
a diagnosis.36, 37 The 11 criteria are used to determine the presence of an alcohol or other drug use disorder. 

2-3 symptoms indicate mild alcohol and/or other drug use disorder. 

4-5 symptoms indicate moderate alcohol and/or other drug use disorder.

6+ symptoms indicate severe alcohol and/or other drug use disorder. 

Medication treatment is an option for moderate to severe for alcohol or opioid use disorders (four or more symptoms).

Change #2: Eliciting Symptoms of Alcohol, Other Drug Use Disorders, CONT.

•

•

•

•

•

•
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Access a PDF of the Symptom Checklists

Change #2: Eliciting Symptoms of Alcohol, Other Drug Use Disorders, CONT.

Alcohol Symptom Checklist Other Drugs Symptom Checklist

In the past three months, have you: In the past three months, have you:

Had times when you ended up drinking more, or 
for longer than you intended? 

More than once, wanted to cut down or stop 
drinking, or tried to, but couldn’t? 

Spent a lot of time drinking, being sick after 
drinking, or getting over the after-effects? 

Experienced craving  — a strong need, or urge, to 
drink? 

Found that drinking — or being sick from 
drinking — often interfered with taking care of 
your home or family, caused job troubles or 
school problems? 

Continued to drink even though it was causing 
trouble with your family or friends? 

Given up or cut back on activities that were 
important or interesting to you, or gave you 
pleasure, in order to drink? 

More than once, gotten into situations while or 
after drinking that increased your chances of 
getting hurt (such as driving, swimming, using 
machinery, walking in a dangerous area or 
having unsafe sex)? 

Continued to drink even though it was making 
you feel depressed or anxious or adding to 
another health problem, or after having had a 
memory blackout? 

Had to drink much more than you once did to 
get the effect you want, or found that your usual 
number of drinks had much less effect than 
before? 

Found that when the effects of alcohol were 
wearing off, you had withdrawal symptoms, such 
as trouble sleeping, shakiness, irritability, anxiety, 
depression, restlessness, nausea or sweating, or 
sensed things that were not there?

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

Y         N

Y         N

Y         N

Y         N

Y         N

Y         N 

Y         N

Y         N

Y         N

Y         N

Y         N

Had times when you ended up using drugs 
more, or for longer than you intended? 

More than once, wanted to cut down or stop 
using drugs, or tried to, but couldn’t? 

Spent a lot of time using drugs, being sick after 
use, or getting over the after-effects? 

Experienced craving  — a strong need, or urge, to 
use drugs? 

Found that using drugs — or being sick from 
using drugs — often interfered with taking care 
of your home or family, caused job troubles or 
school problems? 

Continued to use drugs even though it was 
causing trouble with your family or friends? 

Given up or cut back on activities that were 
important or interesting to you, or gave you 
pleasure, in order to use drugs? 

More than once, gotten into situations while or 
after using drugs that increased your chances 
of getting hurt (such as driving, swimming, 
using machinery, walking in a dangerous area or 
having unsafe sex)? 

Continued to use drugs even though it was 
making you feel depressed or anxious or adding 
to another health problem, or after having had a 
memory blackout? 

Had to use drugs much more than you once did 
to get the effect you want, or found that your 
usual number of drinks had much less effect 
than before? 

Found that when the effects of drugs were 
wearing off, you had withdrawal symptoms, such 
as trouble sleeping, shakiness, irritability, anxiety, 
depression, restlessness, nausea or sweating, or 
sensed things that were not there?

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

Y         N

Y         N

Y         N

Y         N

Y         N

Y         N 

Y         N

Y         N

Y         N

Y         N

Y         N

https://www.nationalcouncildocs.net/wp-content/uploads/2018/02/Symptoms_Checklist.pdf
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The recommended target rate (benchmark) for completion of alcohol and/or other drug Symptom Checklists is 80 
percent among those with high-positive screen scores. This is not 100 percent because these assessments may not be 
appropriate for patients who are in hospice, cognitively impaired, in acute pain, or acutely medically or psychiatrically 
unstable, or when other more urgent clinical matters need to be prioritized.

Change #2: Eliciting Symptoms of Alcohol, Other Drug Use Disorders, CONT.

Measuring the Proportion of Eligible Patients Who Complete Symptom Checklists

How soon after a high positive screen should symptoms be elicited? Ideally, symptoms can be assessed the 
same day as a high positive screen, but if there are competing priorities that make that impossible, this guide 
recommends eliciting symptoms within 3 visits.

Which healthcare clinician or staff will administer the Symptoms Checklist? One approach is to have the person 
who rooms patients collect screens and give the Symptom Checklist to patients to fill out before the appointment.

How often will the checklist be administered once a patient has screened as high-positive? At the time of a 
high-positive screen and annually thereafter, unless it is being used for monitoring. 

Will Symptom Checklists be built into the EHR? If yes, it is recommended that you start working with a programmer 
or your EHR vendor very early in your implementation process. 

Who will enter results into the EHR so that they can be monitored over time? The person who gives patients 
the questionnaires can typically enter results into the EHR at the same time so they are available for all clinicians. 

WORKFLOW CONSIDERATIONS FOR ELICITING SYMPTOMS
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Change #3: Brief Counseling

Brief counseling for unhealthy alcohol use results in decreased drinking among adults with unhealthy alcohol use.4, 5 Given 
the burden of preventable alcohol-related health conditions, and the possible cost-effectiveness of brief counseling,57 
the U.S. Commission on Prevention Priorities ranked brief alcohol counseling one of highest priority preventive services 
for U.S. adults.12

While brief counseling on one or two occasions has not been shown to decrease use of other drugs, one study with 
repeated brief counseling suggested it may be effective.58 Patient-centered discussions about drug use can also help 
identify drug use disorders, so that patients can be offered treatment. 

The specific elements of brief counseling for patients with unhealthy alcohol and/or other drug use are outlined below 
in Table 2, broken into three groups based on the results of screening. However, the frequency and intensity of brief 
counseling will depend on the severity of alcohol and/or other drug use, as reflected by the screening score(s) and 
drug(s) used, symptoms of alcohol and/or other drug use disorders(s), and clinical knowledge of the patient.

Why Offer Brief Counseling for Unhealthy Alcohol and/or Other Drug Use? 

Offer brief counseling at least once a year for unhealthy alcohol and/or other drug use to all patients with 
positive screens.

Recommendation

Metric

Benchmark

Patients with unhealthy alcohol use should be offered patient-centered advice about 
recommended limits27 and feedback linking alcohol use to health conditions relevant to the 
patient,56 based on USPSTF recommendation.4, 5

Among patients with positive screens for alcohol and/or other drug use, the proportion who have 
brief counseling documented in their medical records in the last year.

80%

Similar counseling can be offered to patients with at least weekly-to-monthly cannabis use.28

For the subset of patients with high-positive alcohol or other drug screens, experts recommend 
that patients be offered ongoing, patient-centered brief counseling, repeated at every visit, in 
addition to care outlined in Changes #4-5.

•

•

•
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Change #3: Brief Counseling, CONT.

TABLE 2. KEY ELEMENTS OF BRIEF COUNSELING

In this section, expert opinion is outlined on elements of brief counseling that can be offered by primary care 
clinicians, or expanded on by behavioral health clinicians who practice in primary care. All elements are 
offered using the style and skills from Motivational Interviewing (MI). Components of MI are: open-ended 

questions, reflective listening, asking permission before offering advice, eliciting the patient’s perspective after 
information is provided, and eliciting statements from the patient for why they want to change. It’s recommended 
the clinician elicit the patient’s thoughts. Any goal setting should be arrived at using shared decision-making. 

1. Begin the conversation—build rapport
The first task is to build rapport and communicate caring, concern, and non-judgment. Elements included are:

Ask patients if it is okay with them to discuss alcohol and/or other drug use. This can be repeated with each 
step below (“Is it okay if I provide some information on results of your screening?”). 

Ask open-ended questions about how alcohol and drugs fit into the patient’s life. Explore what types of 
alcohol they drink and/or which other drugs they use, with whom, when, where (“Tell me about…”).

2. Provide feedback on results of screening and assessment
The next task is to share with the patient the relevance of alcohol and/or other drug use to his/her health, while
making it clear the clinician respects the patient to make the choices that are right for him/her.

Explore the patient’s experience (“When you completed our form you noted sometimes you are drinking 
more than you want. Can you tell me about that?”).

Connect alcohol and/or other drug use to health: specifically link alcohol and/or other drug use to any 
symptoms or conditions the patient has or is concerned about, if possible. (“While I hear that drinking is a 
critical part of your social life, I’m concerned it may be raising your blood glucose.”)

Elicit patients’ thoughts (“What do you make of this information?”).

3. Provide advice or a clinical recommendation
Recommendations depend on the patient, drug(s) used, severity of use and symptoms, and resources. Management 
of patients with high-positive screens, symptoms, or alcohol and/or other drug use disorders are addressed in Change 
#4, but brief counseling based on MI and decision-making provides the foundation of ongoing management.

For alcohol, all patients should be advised about recommended drinking limits that decrease the risk of 
developing or re-developing adverse consequences due to drinking (National Institute on Alcohol Abuse 
and Alcoholism [NIAAA] provides guidelines on recommended limits).

For less than daily cannabis use, explore reasons for use (medical, recreational) and ways to minimize health risks.

For patients with alcohol and/or other drug use disorders, stopping use improves outcomes.

Give patients the opportunity to express desires, reasons, commitment, and ability to change. 

4. Support the patient in setting a goal and making a plan

Explore options that the patient feels are realistic and obtainable.

Arrange follow-up to monitor and adapt management.

•

•

•

•

•

•

•

•

•

•

•
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Using Metrics to Measure Changes in Counseling Rates Over Time

If screening is recorded with an EHR registry, measurement of documented brief counseling can also use the EHR 
registry, either through a field that notes this was done, via billing codes, or non-billable z-codes. If paper charts are 
used, then some number of chart reviews for patients who had positive screens can be performed to assess “crude” brief 
counseling percentages.

WORKFLOW CONSIDERATIONS FOR BRIEF COUNSELING 

Which healthcare clinicians or staff will offer ongoing brief counseling? Often this will be provided by the primary 
care clinician but sometimes, when a patient has a high-positive screen, alcohol or other drug use disorder, or other 
mental health conditions, a warm hand-off to an integrated behavioral health clinician (if available) is optimal.

How often will brief counseling be provided? This will depend on the severity of symptoms (if any) and the resources 
of the medical setting. At a minimum, patients with alcohol and/or other drug use disorders should be scheduled for 
follow-up and monitoring quarterly, even if they are not interested in treatment.

When does brief counseling fit in during the visit? Offering brief counseling can often be linked to the chief complaint 
(e.g., hypertension, insomnia, fracture) or can be added at the end of the appointment after asking permission to discuss 
the patient’s screening. If the counseling is offered by an integrated behavioral health clinician, it can be after the 

appointment with the primary care clinician.

How will the brief counseling session be documented? If counseling is part of an appointment billed with an E&M 
code, the counseling can be documented with a non-billable z-code. When a warm hand-off to an integrated behavioral 
health clinician occurs, brief counseling can be documented with an SBI code if >15 minutes and not part of another 
appointment. 

Change #3: Brief Counseling, CONT.
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Rationale for Managing Alcohol and/or Other Drug Use in Primary Care

Alcohol and/or other drug use disorders are common conditions appropriate for long-term primary care.64

Management in primary care offers patients more immediate care within a familiar system.65

Specialty addiction treatment is often not available. 

Many patients don’t feel like their problems require 
“treatment,” so they don’t accept a referral,66, 67 but 
they can succeed in patient-centered primary care. 

Even when patients do accept referral to specialty 
treatment, drop-out rates may be high, and unless 
patients are treated with medications, treatment is 
usually short-term (12 weeks), and many patients still 
need chronic management in primary care.

A number of studies have demonstrated how 
alcohol and/or opioid use disorders can be 
managed in primary care.1, 68-75

Change #4: Management of Alcohol or Other Drug Use Disorders

•

•

•

•

•

•

Options for Managing Patients in 
Primary Care

Medication  
Counseling  
Referral to 
group-based 
addiction 
treatments 

Peer support  
Primary 
care support 
for self-
management

Manage patients with alcohol- and/or other drug-related symptoms: offer repeated visits for brief counseling 
and shared decision-making regarding treatment options and referral, as appropriate.

Recommendation

Metric

Benchmark

Offer patients shared decision-making about five types of options and refer as needed if services are 
not available in primary care.

o Medications such as naltrexone and acamprosate for alcohol disorders and buprenorphine 
naltrexone, or methadone for opioid use disorders in primary or specialty care.59

o One-on-one behavioral treatments for alcohol and/or other drug use disorders by a 
behavioral health clinician (e.g., cognitive behavioral therapy, motivational enhancement 
therapy),1, 60, 61 which can be integrated into primary care.64

o Peer support groups (e.g., Alcoholics, Narcotics Anonymous (AA, NA,62, SMART Recovery63). 

o Group-based treatment as provided by most specialty addiction treatment programs.

o No treatment at this time, but possible self-management, with continued primary care 
support with monitoring and motivational interviewing.

Among patients with alcohol and/or other drug use symptoms on a structured tool, the proportion 
who have a follow-up visit that addresses alcohol and/or other drug use within 90 days.

80%

•	 Continue ongoing brief counseling. Provide ongoing alcohol- and/or other drug-related care 
(i.e., repeated visits)—within primary care, mental health, or specialty addiction treatment 
settings, per patient preference—to support self-management and change.

•	 Adapt care based on results of monitoring and changes in symptoms and patient preferences.

 •

 •

•

•

•

•

•
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ELEMENTS OF PRIMARY CARE MANAGEMENT 

Treatment of alcohol and/or other drug use disorders can include medications and counseling, encouraging 
peer support, referral to specialty addiction treatment (in the medical setting or in the community) and support 
for patient self-management. Utilizing the collaborative care consulting methodology, either virtually or on-site, 
primary care physicians may benefit from the expertise of addictions specialists. Sites may choose to embed this 
practice with regular supervision or through contracting with a colleague for ad hoc consultation on complex cases.

Medications for Alcohol and Drug Use Disorders

Medications for alcohol use disorders (AUDs) improve response to behavioral treatment,59, 76 and naltrexone can 
decrease heavy drinking as well.70

The FDA has approved three medications for alcohol use disorders: naltrexone, acamprosate, and disulfiram. 
These medications can be prescribed in primary care with medication management focused on assessing 
use and symptoms, recommending abstinence in a patient-centered manner, medication adherence, and 
encouraging participation in peer support.70 Follow-up can be every 1-2 weeks for 2 months and then monthly 
when patients are stable.

Care management by a nurse, recommending abstinence and naltrexone, is associated with improved 
engagement in alcohol-related care and decreased drinking compared to “referral to treatment” in primary care 
patients not seeking addiction treatment.70

Two medications for opioid use disorders (OUDs)71, 77—methadone or buprenorphine—improve patient outcomes for 
OUDs, and are far superior compared to counseling and other behavioral treatments alone.78, 79 Opioid use disorders 
due to heroin and prescription opioids are responsive to these treatments.80 Methadone and buprenorphine both lead 
to decreased mortality and morbidity for patients on these medications long-term (i.e. maintenance therapy). Evidence 
for the effectiveness of injectable, extended release naltrexone is emerging.81

Buprenorphine can be prescribed in primary care by primary care providers who have a buprenorphine waiver 
from the DEA (requiring an 8-hour course that can be taken online).71, 81, 82 Free virtual mentorship for treating 
OUDs with buprenorphine is also available.82

Extended release naltrexone can also be prescribed in primary care with monthly injections. 

OUDs can only be treated with methadone in special Outpatient Treatment Programs approved for methadone 
maintenance.

Care management for OUDs is associated with high rates of retention, and a central part of primary care 
management.

Medication to prevent opioid overdose if patients are still using opioids or at risk of relapse.

Naloxone (Narcan—not to be confused with naltrexone) can decrease death due to overdose.

Change #4: Management of Alcohol or Other Drug Use Disorders, CONT.

•

•

•

•

•

•

•
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ONE-ON-ONE COUNSELING

Motivational Interviewing, cognitive behavioral therapy (CBT), and other one-on-one counseling approaches are 
effective for alcohol and/or other drug use disorders.60, 61 A primary care trial suggests a six session CBT/MI brief therapy 
is effective when provided to patients not seeking treatment by an integrated behavioral health clinician in primary 
care.1 The FDA recently approved a proven digital counseling program for alcohol and/or other drug use disorders.83

Encourage Participation in Peer Support84, 85

Peer support groups can help patients who want to make changes. AA is associated with improved outcomes, in part due 
to new social networks. Alternatives to AA and other twelve-step programs, like Self-Management and Recovery Training 
(SMART) recovery63 provide an alternative for those who are uncomfortable with the spiritual component of AA.

Referral to Specialty Addiction Treatment 

Referral to specialty treatment options. A small percentage of patients may need and be open to referral to 
specialty alcohol and/or other drug treatment. It is important to improve engagement in treatment by having 
protocols and procedures for linking patients to internal (within the same organization) or external treatment 
resources. In order to optimize the chances of a successful specialty treatment referral, it is crucial to develop a 
standard and consistent workflow.

Specialty addiction treatment in the medical setting. When internal specialty addition treatment is available, the ease 
of linking to treatment may have significant advantages, such as: capability for warm hand-offs; documentation 
within the same medical record and collaboration with primary care. Even with these seeming advantages, a detailed 
workflow is highly recommended with defined roles in order to achieve high engagement rates.

External addiction treatment programs. When internal resources are not available, forging strong partnerships 
with external addiction specialists is essential to improving access to care and improving patient satisfaction. 
Successful referrals to external services require addiction specialists and primary care clinicians to communicate, 
collaborate, and evaluate the effectiveness of the relationship. Identification of available, accessible treatment 
resources is key and developing functional partnerships with external specialty addiction treatment clinicians in 
the community will improve patient care.

Confidentiality of Care in Specialty Addiction Treatment Programs. Confidentiality must be considered when 
making referrals for specialty addiction treatment. Sharing of treatment information is strongly recommended and 
documented patient consent to share addiction treatment program information is legally required under 42CFR 
Part II. For more information, see SAMHSA’s A Guide to Substance Abuse Services for Primary Care Clinicians..

Monitoring in primary care after treatment. If a patient is referred to specialty addition treatment, the primary 
care team should follow-up to determine if the patient engaged in treatment, and to monitor response to, and 
for relapse after, treatment.

Resources regarding specialty addiction treatment.

Selecting from a spectrum of treatment intensities. See Appendix or an overview of levels of care for 
alcohol and other drug use disorders.

Successful referral practices for alcohol and/or other drug use disorders. See Appendix for more information. 

See Management Resources in the Appendix for more information on treatment options.

Change #4: Management of Alcohol or Other Drug Use Disorders, CONT.

•

•

•

•

•

•

•

•

•

https://www.ncbi.nlm.nih.gov/books/NBK64815/#A45719
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SHARED DECISION-MAKING

In shared decision-making, clinicians work collaboratively with patients when there are multiple options for care—
for example, considering treatment options for alcohol or opioid use disorder (e.g., medications, counseling, group-
based specialty addiction treatment, peer support, or self-management). Shared decision-making is particularly 
important when the patient has to execute the treatment—as in behavior change—as well as when choices patients 
might make would differ from those clinicians might recommend.86 When offering shared decision-making, 
clinicians help patients understand they have choices (including no treatment), provide information comparing 
options, elicit patient values and preferences, and support them in making a decision that fits them best.70, 87 In 
shared decision-making, the patient is the expert.88 Shared decision-making is essential to patient-centered care 
for alcohol and/or other drug use disorders.35 There is a progression of steps when using shared decision-making 
that help patients make informed decisions.89

Clinicians inform patients on choices: medications, one-on-one counseling, group-based treatments, peer 
support, and no treatment (but continued primary care support), depending on the patients’ alcohol and/or 
other drug use disorder and the availability of treatments in the community. 

Patients’ preferences, values, and priorities are considered. These include, but are not limited to: privacy, 
logistics, cost, and preferred treatment approaches.

Patients should be supported in making a decision and accessing treatment.

Provision of decision aids (print, video, and/or online resources) can assist in helping the patient and clinician 
better understand and weigh options together. A decision aid tool for opioid use disorder treatment is 
available through SAMHSA.

Change #4: Management of Alcohol or Other Drug Use Disorders, CONT.

•

•

•

•

Patient Self-Management with Repeated Brief Counseling and Monitoring in Primary Care

Patients with alcohol and/or other drug use disorders who are not interested in medications for AUD or OUD, counseling, 
specialty treatment, or peer support, should nonetheless be offered repeated brief counseling with MI and shared 
decision-making in primary care. Several studies support repeated brief counseling for high-risk drinking and/or alcohol 
and/or other drug use disorders.58, 68-70

Treatment of comorbid mental health and/or medical conditions may also be used to build rapport and engagement in 
treatment, or can lead to changes in alcohol and/or other drug use.

Patient or 
provider 
conveys that 
treatment 
choices exist

Patient is
informed 
about 
treatment 
options

Support 
patient in
exploring own
values and
preferences

Support
patient in
making a
decision on
their own

https://archive.samhsa.gov/MAT-Decisions-in-Recovery/
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Rationale 

Follow-up with systematic symptom monitoring is critical for knowing:

Whether patients’ symptoms are increasing or decreasing. 

Whether or not patients treated with medications or counseling in primary care are benefiting and if they are 
achieving their goals. 

When treatment needs to be changed or augmented if there is not adequate improvement. 

Change #5: Follow-Up With Monitoring

•

•

•

Arrange follow-up to monitor alcohol and/or other drug use and symptoms with a structured tool in all patients 
with high-positive alcohol and/or other drug screens, or reporting symptoms on the Symptom Checklist.

Recommendation

Metric

Benchmark

Select a tool for monitoring patients with symptoms.

At a minimum, monitor frequency of use with the AUDIT-C Plus 2 every three months.90

Ideally, also monitor symptoms of use (questions #2-5 of the Short Alcohol Monitor and/or 
Short Drug Use Monitor). 

Ideally, monitor whether patient is achieving their own goals regarding alcohol and/or other 
drug use (Questions #1 of the Short Alcohol Monitor and/or Short Drug Use Monitor). If 
patients are not responding to treatment, reassess with MI and shared decision-making and 
adapt or change treatment(s).

Among patients with high-positive screening scores or alcohol- or other drug-related symptoms, 
proportion who have a follow-up contact within three months of high-positive screening score or 
report of alcohol- or other drug-related symptoms. 

80%

•

•

Repeated visits for monitoring should include: repeated brief counseling with MI and shared decision-
making, tracking alcohol and/or other drug use and symptoms, and patient self-assessment of alcohol 
and/or other drug use.

Develop tracking protocols (e.g., EHR registry) for ensuring population-based follow-up based on 
clinical severity, at least every three months.
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WHAT ARE THE IMPORTANT COMPONENTS OF FOLLOW-UP WITH MONITORING?

1. Monitoring: systematic measurement over time to guide care

Quality improvement research over the past 20 years has shown that whether one is treating hypertension, diabetes, 
or depression, measurement-based care improves outcomes. Unfortunately, unlike depression (for which there is 
widespread use of the PHQ-9 to monitor symptoms and response to treatment), there is no standard practical approach 
to systematic monitoring of alcohol and/or other drug-use and symptoms in primary care. However, several systems 
have successfully used alcohol and/or other drug use screening questions for monitoring,91 and validated discriminating 
questions for alcohol and/or other drug use disorders have been identified by the National Institute of Health (NIH) 
Patient-Reported Outcomes Measurement Information System (PROMIS).92, 93

Important dimensions of alcohol and/or other drug use to monitor likely include:

The extent to which alcohol or other drug use is interfering with patients’ goals (family, relationships, health).

Severity of consequences due to alcohol and/or other drug use.

Severity of symptoms of loss of control over alcohol and/or other drug use or craving.

Level of current alcohol and/or other drug use.

Experience with depression management in primary care indicates that brief instruments should be used for monitoring. 
Thus, this guide recommends use of the AUDIT-C Plus 2 screening questions, at a minimum (with a past three-month 
timeframe). Additionally, this guide recommends five-item tools to monitor symptoms and functioning — one for 
alcohol and one for other drugs, as outlined in the following table. These ten items can be administered along with the 
AUDIT-C Plus 2. Questions #2-5 are adapted from the PROMIS.94,92, 93

*Response choices for all: Never, Rarely, Sometimes, Often, Almost Always

Alternative options for monitoring are the full AUDIT (alcohol),22 CUDIT95 (cannabis), and DUDIT96 (other drugs). For 
these tools, the monitoring timeframe should be adjusted from one year to three months. The ASSIST97, 98 can also be 
used. Another alternative is to monitor with the Alcohol or Drug Use Symptom Checklists. These tools may have merit, 
but they are longer and more specific to individual drugs. Nevertheless, these may be reasonable options in settings 
where these tools are already being used systematically.

•

•

•

•

Change #5: Follow-Up With Monitoring, CONT.

Short Alcohol Monitor Short Drug Monitor

How often in the past 2 weeks... How often in the past 2 weeks...

1.

2.

3. 

4.

5.

1.

2.

3. 

4.

5.

Were you bothered by how your drinking impacted your 
health, relationships, goals or life? 

Did you have trouble controlling your drinking, drink too 
much or spend too much time drinking? 

Was it difficult to get the thought of drinking out of your mind? 

Did you disappoint yourself or others due to drinking? 

Have you had trouble getting things done due to drinking?

Were you bothered by how your drug use impacted your 
health, relationships, goals or life? 

Did you spend a lot of time using drugs? 

Were drugs the only thing you could think about? 

Did you disappoint yourself or others due to drug use? 

Did you feel your drug use was out of control?
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WORKFLOW CONSIDERATIONS FOR FOLLOW-UP WITH MONITORING 

Who will schedule follow-up? Will it be in person or by phone? This will depend on patients’ other medical 
conditions and treatments, how soon they are willing to return or have a phone appointment, and co-pays. 

How often? This guide recommends monitoring at least quarterly. 

Who will do the monitoring? Generally, monitoring fits into the workflow just as screening does. 

How will the system know if a patient does not make a follow-up appointment or cancels? EHR registries 
can assist a behavioral health clinician in primary care or a nurse managing a population of patients with alcohol 
and/or other drug use disorders. 

What communication strategies will be used between internal and/or external behavioral health clinicians? 
An EHR registry as above can also assist in monitoring patients who are receiving outside treatment.

2. Repeated brief counseling as part of monitoring

Given the considerable impact of alcohol and/or other drug use disorders on patients’ health and well-being, it is 
appropriate and essential to incorporate routine follow-up for all patients with symptoms of alcohol and/or other 
drug use disorders into standard care. Research shows that brief multi-contact counseling, as described previously, 
along with shared decision-making, is effective. Comorbid medical conditions (e.g., anxiety, depression, HCV) can be 
managed concurrently.

3. Medication management, integrated with monitoring, as appropriate

For patients on medications, close follow-up is important to assess for side-effects and monitor adherence. Care 
management for medications for alcohol use disorders often includes encouraging peer support, while monitoring for 
medications for opioid use disorders often includes urine drug screens.

4. Monitoring after referral—both internal to the health care organization and external

Some patients with alcohol and/or other drug use disorders will benefit from specialty addiction treatment or 
other mental health services for comorbid conditions. When patients choose specialty treatment, clinicians must 
be prepared to support patients connecting to treatment resources and to follow-up after the patient engages in 
specialty treatment. 

Change #5: Follow-Up With Monitoring, CONT.
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Rationale

Clinical Changes #1-5 are complex changes to the way patient care is provided for all primary care team members. 
Leaders, at all levels of a health system, need to actively support clinical changes to ensure successful and sustained 
implementation.

What is active leadership support?

Active support for improvements in alcohol and/or other drug use in primary care includes:

Leaders select which change to implement. Leaders can start by assessing gaps in alcohol- and/or other drug-
related care or can select the first change(s) to implement based on knowledge of their clinic(s). Often, clinics 
start with screening (Change #1), eliciting alcohol and/or other drug related symptoms with a standard tool 
(Change #2), and brief counseling (Change # 3)  – “SBI” of “SBIRT”. While 15-25 percent of patients will have 
unhealthy use of alcohol or other drugs, only 1-2 percent of patients typically screen high-positive or have 
alcohol and/or other drug use disorders. However, addressing management of alcohol and/or other drug use 
disorders (Change #4)—and staff training needs regarding management—can improve clinician comfort when 
those patients are identified.

 

Organizational Changes

Change #6: Leaders Actively Support Improvements

Leaders actively support improvements in alcohol and other drug-related care.

Recommendation

Metric

Benchmark

Leaders at all levels of the organization actively articulate the rationale for integrating improved 
alcohol- and/or other drug-related prevention and management as part of primary care.

Leaders need to:

Select the clinical change(s) to implement (#1-5).

Identify champions to lead the alcohol and/or other drug use quality improvement effort in 
each clinic (implementation team). 

Provide time and resources to support implementation. 

Set expectations for targets and timing and provide monitoring and feedback on performance.

Leadership selects an implementation team and prioritizes one or more clinical Changes (#1-5) to 
be implemented.

Implementation meets benchmark(s) for the clinical change selected (#1-5) within six months.

•

•

•

•
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Other Considerations

Identifying staff to lead quality improvement in the clinics: Identify an interdisciplinary team in each clinic to be responsible 
for implementation of a selected change. This should include at a minimum: a primary care physician/clinician, support 
staff (e.g., nurse, medical assistant, or health tech), and an integrated behavioral health clinician, if one practices in the clinic. 
Other suggested champions include: front desk staff, administrative leadership or staff, float staff, pharmacists, a quality 
improvement expert, billing representative, peer navigators, other key clinic personnel, and a clinical EHR programmer for 
assistance with EHR development and adjustments. 

Committing resources: Provide an initial financial investment of time for local implementation team meetings and piloting, 
time for clinicians to partner with IT/programmers to develop EHR decision support, time for work force development, 
commitment to staffing with behavioral health clinicians in primary care (e.g., social work, nurses), support for data analytics 
for timely reports on metrics, and time to identify and partner with community resources.

Monitoring and feedback: Attend/lead regular quality improvement meetings to review metrics and problem-solve using 
PDCA, and to hold direct reports accountable for measurement and meeting selected targets.

Leadership provides ongoing support for the value and the importance of the changes: Leaders tell stories about the 
central value of the work and frontline experience of success.

Augmenting the primary care team: Consider hiring a dedicated care manager or care coordinator, preferably with a 
behavioral health background to help manage patients with alcohol and/or other drug use disorders in addition to other 
behavioral health needs. Care coordinators, typically nurses or social workers, provide services like case management, 
medication management, monitoring of patient health status, and counseling and support for patient self-management 
of their alcohol and/or other drug use. Peer navigators can also help connect patients to needed resources. 

Change #6: Leaders Actively Support Improvements, CONT.

ROADMAP FOR CLINIC LEADERSHIP SUPPORT

Set implementation in motion. If large health system, leader(s) select pilot clinics and key gap(s) in quality via assessment 

of the current state. Leaders select initial change (#1-5) to implement, tools, and targets.

Select and empower interdisciplinary local implementation team. Explain the gap and expectation for change to the 

local implementation team. Leaders arrange for workforce development for local implementation team.

Leaders kick-off initial pilot with primary care clinician champion(s) and medical assistant or dyad partner(s). Pilot 

includes iterative huddles or meetings to problem-solve challenges (Plan-Do-Check-Act [PDCA]).

Oversee iterative improvement. Local implementation team meetings occur weekly/biweekly (1 hour). Leaders review 

progress monthly at quality improvement (PDCA) meetings. 

Support the importance of the work. Communicate expectations to leaders at all levels of the organization regarding 

importance of the quality improvement effort. Leaders at all levels continually spread positive stories.

Consider hiring a dedicated care manager/coordinator or expanding the role of health coaches or care managers to 

include alcohol and/or other drug use.
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Establishing and maintaining partnerships with specialty addiction treatment services: For internal partnerships, leaders 
create the platform for internal planning discussions and sponsor the infrastructure needed to support the collaboration. If 
the partnership is external, leaders broker the arrangement and maintain a relationship with the partner leadership team, 
to develop seamless communication pathways and follow-up. This is especially critical given that 42 CFR Part II requires 
specific written documentation of consent for sharing information from a specialty addiction treatment program. 

Troubleshooting challenges and celebrating small successes: Leaders problem-solve barriers and highlight the 
incremental successes that lead to achieving organizational change.

Change #6: Leaders Actively Support Improvements, CONT.
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Rationale

Implementing improved alcohol and/or other drug care is a major quality improvement (QI) initiative, not dissimilar 
from other primary care QI projects focused on the triple aim. In June 2017, the National Committee for Quality 
Assurance added the Unhealthy Alcohol Use Screening and Follow-Up measure to the Healthcare Effectiveness Data and 
Information Set (HEDIS) 2018 for health plan reporting. This measure assesses the percentage of health plan members 
eighteen years and older who were screened for unhealthy alcohol use and, if screened positive, received appropriate 
follow-up care within two months. As health systems move toward EHRs, building structured fields and approaches 
for standardized screening tools and follow-up care will encourage screening and allow easier monitoring of quality of 
care. Clinician education on evidence-based models, as well as aligned incentives to offer screening and follow-up, will 
help encourage their administration.

To achieve the goal of sustainable alcohol- and/or other drug-related care, attention must be given to: 1) planning 
for implementation, 2) piloting to make rapid cycle changes to refine workflow before changes are disseminated to 
others in a clinical practice, 3) assessing the pilot impact and outcomes, and 4) creating organizational buy-in to spread 
changes in workflow to the entire clinical practice. 

Change #7: Use Quality Improvement Processes

Use population-based quality improvement processes for each of the five clinical changes.

Recommendation

Metric

Benchmark

Assess current gaps in alcohol and/or other drug-related care. 

Prioritize clinical Changes(s) #1-5 to implement.

Local implementation team members (i.e., champions) meet regularly: pilot, then implement. 

Monitoring metrics by establishing a quality improvement system (e.g., PDCA).

Demonstrate progress on selected change concepts at six months.

Prioritized changes are in rapid cycle pilot testing within 2 months and implemented at six months 
and sustained at 12 months

100%

•
•
•
•
•
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Change #7: Use Quality Improvement Processes, CONT.

•

•

•

•

•

•

•

•

•

•

•

•

ROADMAP FOR QUALITY IMPROVEMENT

1.    Planning for implementation

Prioritize change(s) to implement. Identification of key gap(s) via assessment of the current state and 
selection of CHANGE (#1-5), tools and targets. (If not selected by leadership, leadership support must be 
obtained.)

Develop and execute a plan to measure processes of care. A process is needed for systematically 
tracking clearly defined care processes.

Interdisciplinary local implementation team. Start by describing the current organizational state and 
plan an approach to change. Identify gaps in workforce knowledge and skills and plan for workforce 
development, first for the local implementation team, and then for all staff.

2.    Piloting

Engage primary care clinician champion(s), including primary care clinician(s) and dyad partner(s) (e.g. 
medical assistant) in planning.

Conduct a pilot. One or two dyads test the workflow, until an efficient process is developed.

3.    Pilot Team assesses outcomes and refines workflow

Review performance. The local implementation team evaluates data on processes of clinical care during 
piloting, ideally using metrics for the targeted clinical change (#1-5) and data from the EHR.

Problem-solve barriers and identify facilitators of efficiently providing the desired care in a patient-
centered manner.

Adjust workflow as needed, and repeat with iterative PDCA cycles: piloting for 1-5 days, evaluating, 
refining and piloting again until targets are met for the pilot team.

4.     Launch clinical change to the remainder of the clinical practicePrepare and train all staff. Workforce 
development is critical, and includes all individuals who work in the clinical practice. See Change #8 
below.

Launch. After all staff have been trained and prepared for launch, start the new process (the clinical 
change) on a specified day.

Continue iterative PDCA meetings. The local implementation team now meets to review the entire 
clinical practice’s data weekly-monthly.

Problem-solve challenges and share positive stories with the clinic in huddles or meetings.

Regular meetings with leaders to monitor metrics and plan next steps. Leaders review progress 
monthly at quality improvement (PDCA) meetings. After one change has been successfully implemented, 
select the next.
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Change #8: Train Primary Care Teams

Rationale 

It is critical to have a primary care workforce that is prepared to provide non-judgmental, patient-centered care for 
alcohol- and/or other drug-related care. Therefore, training all clinic staff is recommended. It can be helpful to address 
the stigma surrounding alcohol and/or other drug use disorders in trainings. Videos and handouts have been developed 
to facilitate patient-centered care (e.g., ”A ReThink of the Way We Drink”).

Common Training Needs 

Addressing stigma—and the crucial need for non-judgmental approaches—should be woven through all training. Below 
is an outline of possible training needs. See Appendix for training resources.

Train primary care teams to address alcohol and other drug use and use disorders in primary care, as 
appropriate.

Recommendation

Metric

Benchmark 100%

Assess training needs of key staff for each change.

Plan training for the entire primary care team (e.g., front desk, staff who conduct patient intakes, 
primary care clinicians, behavioral health clinicians).

Ongoing assessment of training and work force development needs.

Plan training for new staff onboarding.

•
•

•

•

Training needs are identified during pilot testing (within 2 months)

Training implemented before launch

Additional training needs evaluated at 3, 6, and 12 months

•
•
•

https://www.youtube.com/watch?v=tbKbq2IytC4
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Change #8: Train Primary Care Teams, CONT.

Table 8.1 Outline of Possible Training Needs

How to support primary care teams 
doing warm hand-offs

Primary Care 
Clinician 

(MD, NP, DO, PA)

Medical Assistant, 
Health Technician, 

Nurse

Behavioral Health Clinician 
Practicing in Primary Care 

(Social Work, etc.)

Change #1 — 
Screen

Interpretation 
of screens

Change #2 — 
Elicit symptoms

Diagnosing alcohol 
and/or other drug 

use disorders

Change #3 — 
Brief counseling

Brief counseling for 
patients with positive 
screens using MI skills

Change #4 — 
Management

Shared decision- 
making re: 

Medications:

Change #5  — 
Follow-up 

with monitoring

Scripts for handing 
out screens, data 

entry in EHR

Scripts for handing 
out questions about 

symptoms, data entry 
in EHR

Conducting formal diagnostic assessments 
for alcohol and/or other drug use disorders 
and engaging in shared decision-making 

re: alcohol- and drug-related care

Alerting clinicians 
to patients for brief 

counseling (template 
in EHR, handout 

clipped to chart, etc.)

Counseling for patients with high positive 
screens or alcohol or other drug disorders, 

treating comorbid mental health conditions

AUD: Naltrexone vs 
acamprosate vs 

disulfiram 
 

OUD: Buprenorphine 
vs injectable 

naltrexone vs refer 
for methadone 

 
Opioid use: 
Naloxone

Alerting primary care 
and/or behavioral 

health clinicians re: 
high-positive screens 
or possible alcohol or 

other drug use 
disorders

Shared decision-making and treatment 
options in the community, MI and CBT, 
supporting engagement in peer support 

Follow-up 
monitoring and 

adapting treatment

Outreach and sending 
monitoring tools, or 
inviting patients to 
schedule follow-up

Monitoring all patients on medications 
and after short-term (12 week) treatment, 

managing a registry
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Change #9: Billing and Identifying Revenues for Alcohol and/or Other Drug Care

Rationale 

Billing for alcohol- and/or other drug-related care may help ensure their sustainability. 

SBI codes can be used for screening and brief counseling. These codes can be used by integrated behavioral health 
clinicians after screening, assessment of symptoms, and a warm hand-off for unhealthy alcohol and/or other drug use, 
or alcohol and/or other drug use disorders, if counseling lasts 15-30 minutes. Under the Affordable Care Act (ACA), they 
should not result in patient copays. 

In addition, recently approved Medicare codes for collaborative care and care coordination99 can improve revenues. 

Alcohol- and/or other drug-related care may show a return on investment in primary care settings and may help 
primary care settings perform better under alternative reimbursement and payment systems. 

Alcohol-and/or other drug-related care may improve performance on CMS quality metrics for accountable-care 
organizations (ACOs) and Merit-based Incentive Payment System (MIPS).  The augmented model of care for alcohol 
and/or other drug use described in this guide qualifies as an innovative practice under MIPS and may generate shared 
savings for ACOs and improve cost performance. 

Alcohol and/or other drug-related care is often a billable service — Medicaid, Medicare, and commercial billing codes 
are available in many states and can support sustainable programs.100

Bill for screening, brief counseling, management, and monitoring, and explore other revenue sources to 
support the cost of provision of alcohol- and/or other drug-related services in primary care.

Recommendation

Metric

Benchmark
100% (completion) for both process measures

Work towards a financial model where the ratio of revenue/cost is greater than one.

If appropriate, use SBI, collaborative care, or care coordination codes to support the spectrum of 
alcohol- or other drug-related care.

Develop a financial model where revenue fully covers the cost of delivery of alcohol and other 
drug-related care.

•

•

Process measure: Estimate costs and revenue per month of alcohol and/or other drug use 
care (screening, assessments to elicit symptoms, brief counseling, and care management) and 
calculate revenue/cost ratio.

Process measure: Meet at least twice a year to review costs and revenue for providing alcohol- 
and other drug-related care.

•

•

•

•
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Making the Business Case for Implementing Care for Alcohol AND Other Drug Use in Medical Settings

There is a growing evidence base suggesting that improvements in alcohol and/or other drug care are a good 
business decision. It could make an impact in the healthcare settings’ bottom line by addressing alcohol and/or other 
drug use in a way that could decrease costly services like hospitalizations and readmissions. Systematically screening, 
counseling, and managing patients with alcohol and/or other drug use problems could help meet challenges in the 
emerging clinician-based risk models, such as ACOs and value-based payment contracts.101

Screening and brief counseling for alcohol use among adults has been consistently ranked among the top 
preventive services in terms of cost-effectiveness and health impact—ranking higher than screening for 
hypertension and cholesterol.12, 102, 103 
 
Research on cost-benefit of SBIRT programs and savings when SBI is implemented suggest that the practice 
can make financial sense.104

Change #9: Billing, Identifying Revenues for Alcohol, Other Drug Care, CONT.

•

•
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THE AUDIT-C SCREEN FOR UNHEALTHY ALCOHOL USE

The first three questions of the World Health Organization’s (WHO) 10-item AUDIT, called the AUDIT-C, is used 
because it yields a helpful score (range 0-12) for assessing alcohol use severity and for monitoring alcohol use 
over time.

Recommended thresholds: ≥3 and ≥4 points for a positive screen for women and men, respectively, and ≥7 for 
high-positive for women and men, are based on numerous validation studies.3, 26, 105

Patients who screen positive with scores below 7 are appropriate for brief preventive counseling (Change #3).

Patients with high-positive scores (7-12 points) should have symptoms of alcohol use disorders elicited (Change 
#2). They are also appropriate for ongoing (repeated) brief counseling in primary care (Change #4).

Specific advantages of the AUDIT-C:

Validated and reliable and has been widely implemented in primary care.106

It is in the public domain and has been translated to and validated in many languages.

Can easily be added to other brief screens or protocols (e.g., cannabis, other drugs, depression and smoking 
screening, vital signs), and can be administered by staff interview or patient administration (the latter is 
recommended).

Yields a score (0-12) that is strongly associated with level of consumption, severity of risk and probability of 
DSM-5 alcohol use disorders (AUDs).

Can be used to monitor changes over time in drinking and changes in annual screening scores are associated 
with changes in objective health outcomes. 

Two Screening Questions for Cannabis and Other Drug Use

The two optional drug screening items (one for cannabis and one for other drugs scored separately) have many of 
the qualities described above. The cannabis screen is adapted from a validated tool (i.e., the Cannabis Use Disorders 
Identification Test [CUDIT]107) and the screen for other drug use has been adapted from a single item screen.108 Research 
indicates that single-question screening tools can identify unhealthy drug use, including cannabis, cocaine, heroin, and 
hallucinogens, as well as recreational or non-medical use of prescription medications (i.e., without a prescription, more 
than prescribed or to get high).25

 

Appendix

Change #1 Resources: Screen All Adults at Least Annually

•

•

•

•

•

•

•

•

•
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The Cannabis Use Screen (0-4 points) is included to allow clinicians to assess the frequency of cannabis use separately 
from other drug use. Such screening allows clinicians to assess and address reasons for use (medical, recreational, or both).

Screening may be desirable in states that permit legal medical and/or recreational use. As cannabis legalization 
expands, and the number of cannabis users increases—and daily cannabis users at greatest risk for a cannabis use 
disorder109 – increase,110 clinicians will likely want to know whether their patients are using cannabis regularly. 

Patients who report monthly or weekly cannabis use can be offered brief counseling (Change #3). 

The authors recommend eliciting symptoms of a cannabis use disorder for patients who report daily use 
because 25-50 percent of patients who use cannabis daily develop cannabis use disorders (Change #2).111, 112 

For patients who have a cannabis use disorder, ongoing brief counseling (Change #3), management as 
appropriate based on shared decision-making (Change #4) and monitoring (Change #5) are recommended.

Other Drug Use Screen (0-4 points) is included to identify patients who might benefit from ongoing brief counseling 
alone or assessment for a drug use disorder. Although most trials of screening and brief preventive counseling for non-
alcohol drug use in primary care have found no benefit, awareness of patients’ drug use is critical to high quality medical 
care because it allows assessment of symptoms of other drug use disorders to permit diagnosis and treatment of drug 
use disorders, as well as awareness of when drug use complicates management of other conditions (e.g., HIV or HCV, 
depression). 

Selecting a Screening Tool

There are many considerations when choosing a screening tool. The following factors were considered when 
recommending the AUDIT-C Plus 2 tool. If a practice opts to select a different tool, the authors recommend considering 
the following. 

Considerations for Selecting a 
Screening Tool

Valid and reliable?

Brief?

Free to use?

Recommended by authorities?

Available in multiple languages?

Widely used in the U.S. and Canada?

Used to identify unhealthy use?

Used to guide clinical next steps?

Useful for monitoring change in use patterns?

A good fit with other screeners?

Easy to administer?

•
•
•
•
•
•
•
•
•
•
•

Change #1 Resources: Screen All Adults at Least Annually, CONT.

•

•

•

•
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Using symptoms of alcohol and/or other drug use to engage patients. 

Understanding patients’ symptoms due to alcohol and/or other drugs opens an opportunity to engage the patient in a 
conversation about how their alcohol and/or other drug use is impacting their lives and health. This allows the clinician 
to understand the patient’s experience and engage them in care. In short, the information gained from systematically 
eliciting symptoms will help engage patients in shared decision-making to identify the appropriate next steps.

Eliciting symptoms also facilitates diagnosis of alcohol and/or other drug use disorders.

Extensive research has documented that clinicians often do not recognize alcohol and/or other drug use disorders 
without systematic screening and assessments. Alcohol and/or other drug use disorders are currently defined based on 
DSM-5. Two or more symptoms out of 11 total symptoms define an alcohol and/or other drug use disorder. The more 
symptoms a patient has, the more severe the alcohol and/or other drug use disorder. 

The risk of alcohol and/or other drug use disorders is increased by genetics and age of first use, as well as other risk 
factors, but the repeated exposure of the brain to high levels of alcohol and/or other drugs is a critical risk factor. The 
probability of developing an alcohol and/or other drug use disorder increases, therefore, as the frequency and intensity 
of a person’s alcohol and/or other drug use increases. As a result, screens that assess the frequency and intensity of 
alcohol and/or other drug use (like the AUDIT-C Plus 2) are also excellent for identifying patients who deserve systematic 
assessment for alcohol and/or other drug use disorders.

Change #2 Resources: Eliciting Symptoms
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MOTIVATIONAL INTERVIEWING (MI) RESOURCES

Motivational Interviewing and Shared Decision Making are the foundation of brief counseling (Change #3) and 
management of alcohol and other drug use in primary care (Change #4). Motivational Interviewing (MI) and shared 
decision-making are complementary approaches that can be used together89 by staff and clinicians who interact with 
patients. When using these approaches—MI can help motivate change in alcohol and other drug use. Then, shared 
decision-making can drive decisions on the preferred approach to that change and treatment plans. MI can continue to 
be helpful as many patients who initiate change continue to have ambivalence.

MOTIVATIONAL INTERVIEWING

MI is a collaborative, conversational approach to counseling aimed at strengthening a patient’s own motivation 
and commitment to change, and can be useful for a range of health issues. MI helps patients to identify and resolve 
ambivalence about changing their alcohol and/or other drug use and involves building a collaborative partnership 
with patients, eliciting the patient’s own motivations for change, and builds on patients’ strengths.113 A recent 
systematic review showed that clinicians can successfully use MI as part of patient consultations to reduce alcohol 
and/or other drug use as well as increase exercise and weight loss and lower important health indicators (e.g., HIV 
viral loads, blood pressure, cholesterol).114 

MI skills include open-ended questions, reflective listening, eliciting reasons for change (i.e., “change talk”), and 
developing discrepancy between the patient’s values and current situation. There are four components that 
capture the spirit of MI (partnership and collaboration, eliciting the patient’s reasons for change, acceptance, and 
compassion/empathy).115

Change #3 Resources: Brief Counseling

For additional information on MI: 

SAMHSA-HRSA’s MI Resources Page 

SAMHSA’s Guide on Enhancing Motivation to Change Substance Use

Motivational Interviewing Network of Trainers website

Book: Motivational Interviewing: Preparing People for Change, 3rd Addition113

•

•

•

•

https://www.integration.samhsa.gov/clinical-practice/motivational-interviewing
https://store.samhsa.gov/shin/content/SMA13-4212/SMA13-4212.pdf
http://www.motivationalinterviewing.org/
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LOW-RISK DRINKING GUIDELINES

Advising patients about these recommended limits is a key element of brief counseling for unhealthy alcohol use. The 
National Institute on Alcohol Abuse and Alcoholism (NIAAA) recommends:

Change #3 Resources: Brief Counseling, CONT.

It is important to note that “low risk” is not “no risk.” Even within these limits, alcohol can cause problems if people 
drive after drinking, have health problems, or are older (recommended limits for both men and women over 65 are no 
more than three drinks on any day and 7 per week). Based on patients’ health and how alcohol affects them, they may 
need to drink less or not at all. The NIAAA recommends avoiding alcohol in the following situations: 

Taking medications that interact with alcohol.

Managing a medical condition that can be made worse by drinking.

Underage drinking increases the risk of alcohol use disorders

Planning to drive a vehicle or operate machinery.

Pregnant or trying to become pregnant.

Resources to Help Patients Make Changes in Alcohol or Other Drug Use: 

The following resources may be useful for patients interested in making changes to their alcohol and/other drug 
use. Sometimes, it helps patients to use worksheets and have access to tips for cutting down when they are making 
changes. 

For patients considering changes to drinking: https://www.rethinkingdrinking.niaaa.nih.gov/Thinking-about-
a-change/Its-up-to-you/Planning-For-Change.aspx (online or free booklet)

For patients considering changes to other drug use:
https://www.drugabuse.gov/publications/resource-guide/change-plan-worksheet

•

•

•

•

•

•

•

https://www.rethinkingdrinking.niaaa.nih.gov/How-much-is-too-much/Is-your-drinking-pattern-risky/Whats-Low-Risk-Drinking.aspx#dialog
https://www.rethinkingdrinking.niaaa.nih.gov/How-much-is-too-much/Is-your-drinking-pattern-risky/Whats-Low-Risk-Drinking.aspx#dialog
https://www.rethinkingdrinking.niaaa.nih.gov/Thinking-about-a-change/Its-up-to-you/Planning-For-Change.aspx
https://www.drugabuse.gov/publications/resource-guide/change-plan-worksheet
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Change #4 Resources: Management

Table A.1 below briefly describes a number of evidence-based practices for alcohol and/or other drug use disorder. 
Other helpful online overviews include:

NIAAA’s Clinicians Guide – Helping Patients Who Drink Too Much 

NIDA Principles of Drug Addiction Treatment 

SAMHSA’s Guide to Medication and Treatment

•

•

•

In cognitive behavioral therapy (CBT), individuals learn to identify and correct problematic 
behaviors by applying a range of different skills that can be used to help them change alcohol 
and/or other drug use and address a range of other problems that often co-occur with it.

Brief Description

Cognitive Behavioral 
Therapy

Treatment

Motivational enhancement therapy (MET) is an approach that uses MI to help individuals resolve 
their ambivalence about changing their alcohol and/or other drug use. MET aims to evoke internal 
motivations to change.

Motivational 
Enhancement Therapy

Twelve-step facilitation therapy is an active engagement strategy designed to increase the 
likelihood of an individual with alcohol and/or other drug use disorders becoming affiliated with 
and actively involved in 12-step self-help groups, thereby promoting abstinence.

12-Step Facilitation

Family behavior therapy (FBT) is aimed at addressing alcohol and/or other drug use problems, as 
well as other co-occurring problems, such as conduct disorders, child mistreatment, depression, 
family conflict, and unemployment. FBT combines behavioral contracting with contingency 
management.

Family Behavior 
Therapy

Contingency management involves giving patients tangible rewards to reinforce positive 
behaviors, such as abstinence.

Contingency 
Management

Community reinforcement approach (CRA) is an intensive 24-week outpatient therapy that uses 
a range of recreational, familial, social, and vocational reinforcers, along with material incentives, 
to make a non-drug-using lifestyle more rewarding than alcohol and/or other drug use. 

Community 
Reinforcement 
Approach

Medication can be used with counseling to assist patients in changing their alcohol or other 
drug use. Medications for opioid use disorders have been shown to: 1) improve patient survival 
for opioid use disorder, 2) increase retention in treatment, 3) decrease illicit opiate use and other 
criminal activity, 4) increase patients’ ability to gain and maintain employment, and 5) improve 
birth outcomes among women who have alcohol and/or other drug use disorders and are 
pregnant. Commonly used medications are: 

Opiate Use Disorder (OUD): methadone, buprenorphine, injectable naltrexone 

Alcohol Use Disorder (AUD): naltrexone (oral or injectable), acamprosate, disulfiram

Medication Treatment

Table A.1 Evidence-Based Practices for Alcohol and/or Other Drug Use Disorders

https://niaaa.nih.gov/guide
https://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/preface
https://www.samhsa.gov/medication-assisted-treatment/treatment#medications-used-in-mat
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SELECTING FROM A SPECTRUM OF TREATMENT INTENSITIES

There are different levels of care in which a patient’s alcohol and/or other drug use disorder can be managed, representing 
different settings and intensities of treatment. As discussed throughout this guide, medications for alcohol and opioid 
use disorder, as well as short behavioral therapy, can be offered in primary care. Specialty addiction treatment programs 
are also an option. Treatment should be offered depending on the patient’s needs, psychiatric/medical co-morbidities, 
risk level, and preference. Primary care clinicians should consider several factors in helping patients select the optimal 
intensity of treatment: What level of care will meet the patient’s needs? What level of care is the patient willing to go 
to? What quality programs are available in primary care and/or the community? What will insurance cover? Medications 
for alcohol or opioid use disorders should be offered to patients as appropriate at any level of care; however, specialty 
opioid treatment programs are the only ones that can currently legally offer methadone for treating opioid use disorder.  
 
The American Society of Addiction Medicine has tools and criteria for determining appropriate treatment placement. 

Change #4 Resources: Management, CONT.

Primary Care-Based Treatment

Outpatient Treatment

Intensive Outpatient Treatment

Opioid Treatment Programs

Residential/Inpatient Treatment

Residential/Inpatient Treatment

Therapy and medication (except methadone) can be offered within primary care, depending on resources, unless the patient 
prefers to receive care in a specialty treatment program or the needs are too complex to be managed well within primary care. 

Table A.2 Levels of Care for Treatment of Alcohol or Other Drug Use Disorders

Patients typically meet with a therapist or counselor weekly for a period dependent on progress and the treatment plan. This 
level of treatment is most appropriate for people who are not using alcohol and/or other drugs in ways that put them at 
imminent risk (e.g., drinking and driving), who have relatively stable living situations, and who do not have serious psychiatric 
or medical co-morbidities that warrant 24-hour medical oversight. Individual, group, and family therapy are typically offered.

Intensive outpatient treatment is for patients in need of more support than outpatient treatment, and typically includes at least 
nine hours of individual, group or family therapy per week. Patients can often attend in the evening or weekends, but live at 
home. Similar to outpatient treatment, this is most appropriate for people who are not using alcohol and/or other drugs in ways 
that put them at imminent risk, who have relatively stable living situations, and who do not have serious psychiatric or medical 
co-morbidities that warrant 24-hour medical oversight. 

Opioid treatment programs are the only available level of care where methadone for opioid use disorders (OUDs) is available. 
These programs are certified by SAMHSA to provide supervised assessment and medication treatment and supportive counseling 
to people with OUD. Many programs are now expanding beyond methadone to other appropriate medications for OUD.

This is an intensive level of care for patients who have not only severe addiction, but also have complex psychiatric, family, social, 
or medical problems that would interfere with treatment and the ability to recover. Residential/inpatient treatment includes 
programs that provide treatment in a residential setting and typically includes medical oversight for co-occurring conditions.

This is the highest level of treatment and is most appropriate for patients whose alcohol and/or other drug use, medical, and 
psychiatric problems are so severe that they require 24-hour medical care. 

https://www.asam.org/resources/the-asam-criteria/about
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SUCCESSFUL REFERRAL TO TREATMENT FOR ALCOHOL OR OTHER DRUG USE DISORDERS 

Both literature and real world experience have demonstrated that referral from primary care settings to behavioral 
health services is often not successful. Barriers arise even when the patient agrees to engage in a higher level of care 
(e.g., insurance, admission procedures, etc.). To optimize the success of referral for those in need of specialty treatment, 
primary care clinics should have a standardized protocol and materials ready for referrals to care, internal or external.

Internal Specialty Treatment

With an increase in integration of behavioral health services into primary healthcare settings, many primary care clinics 
have embedded behavioral health clinicians trained in specialty addiction treatment. In such instances, a “warm hand-
off” or internal referral for diagnostic assessment and acute treatment can be made directly from the primary care 
clinician to the embedded behavioral health clinician. Internal referrals may benefit from the familiar, trusted, non-
stigmatized setting and potentially fewer logistical barriers compared to external treatment programs. 

External Specialty Treatment

Primary care clinics without internal behavioral health clinicians will need to identify and partner with external 
treatment programs. Clinic personnel who will be making referrals, should at minimum, understand or have access 
to information about the services offered by each treatment program, the basic criteria for attendance (age, gender, 
severity, insurance), and the program’s process for referrals and intakes. Ideally, a designated contact/intake person for 
the treatment program will have been identified. Considerations regarding confidentiality, the exchange of information, 
and establishing follow-up protocols should be explored, with the aim of developing effective policies and procedures.

Specialty Treatment Referral Workflow Development

Internal and external referral processes benefit from a written workflow including the development of a policy and 
procedure. The workflow should specify the following:

1. How referrals can be made and scheduled (warm hand-off, phone call, scheduler, fax, email, EHR communication, 
required prior tests such as urine drug screens, etc.).

2. Expected timeliness of appointments (emergency, urgent, routine).

3. Expected engagement responsibilities and accountability (if patient no-shows, who does follow up; if patient 
shows once but does not return, who gets notified, etc.?).

4. How information is shared (verbal and/or written consent, minimum treatment information to be shared by all 
parties, frequency of routine communication).

5. Expected frequency of workflow/policies and procedures review (quarterly with new workflows, annually or 
biannually with established workflows).

Shared Decision-Making Resources

There are many good shared decision-making resources available, including the tool for opioid treatment.

For additional information: 
SAMHSA Shared Decision-Making Resources 
SAMHSA BRSS TACS Opioid Treatment Shared Decision-Making Tools

Change #4 Resources: Management, CONT.

https://www.integration.samhsa.gov/clinical-practice/shared-decision-making
https://archive.samhsa.gov/MAT-Decisions-in-Recovery/
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Using a registry can be helpful for monitoring patients: AIMS Center at the University of Washington provides resources 
on creating a registry, as well as a registry example.

Recommended monitoring tools: AUDIT-C Plus 2 and additional questions about patient goals and symptoms due to 
alcohol and/or other drug use.

Once a year, we ask all our patients to complete this form on conditions that 
affect their health. Please help us provide you with the best medical care by 
answering the questions below. 

Please circle the best response to each question.

Alcohol and Substance Use Screening Questionnaire

Change #5 Resources: Monitoring

* if patient needs further explanation, “for example, for the feeling or experience it caused.”

Click to Access a PDF of the AUDIT-C Plus 2

In the past 3 months...

Patient Label

1. How often did you have 
a drink containing alcohol?

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

3. How often did you have 
5 or more drinks on one 
occasion?

4. How often have you 
used marijuana?

5. How often have you 
used an illegal drug or a 
prescription medication for 
non-medical reasons*?

Never

0

Monthly or less

1

2-4 times a month 2-3 times a week 4+ times a week

2 3 4

Never 1 or 2 
drinks

0 0 1 2 4

3 or 4 
drinks

5 or 6 
drinks

7, 8 or 9 
drinks

10 or more 
drinks

3

Never

0

Less than 
monthly

1

Monthly Weekly
Daily or 

almost daily

2 3 4

Never

0

Not monthly

1

Monthly Weekly Daily or almost

2 3 4

Never

0

Less than 
monthly

1

Monthly Weekly
Daily or 

almost daily

2 3 4

http://aims.uw.edu/resource-library/patient-tracking-spreadsheet.
https://www.nationalcouncildocs.net/wp-content/uploads/2018/02/AUDIT-C-Plus-2-Screening-Questionnaire.pdf
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Click to Access a PDF of the SAM and SDUM

Change #5 Resources: Monitoring, CONT.

How often in the past 2 weeks...

1.

2.

3. 

4.

5.

Were you bothered by how your drinking impacted your 
health, relationships, goals or life? 
 
Did you have trouble controlling your drinking, drink too 
much or spend too much time drinking? 
 
Was it difficult to get the thought of drinking out of your mind? 
 
Did you disappoint yourself or others due to drinking? 
 
Have you had trouble getting things done due to drinking?

Never          Rarely         Sometimes          Often          Almost always

Never          Rarely         Sometimes          Often          Almost always

Never          Rarely         Sometimes          Often          Almost always

Never          Rarely         Sometimes          Often          Almost always

Never          Rarely         Sometimes          Often          Almost always

0 1 2 3 4

Short Drug Use Monitor (SDUM)

How often in the past 2 weeks...

1.

2. 

3. 

4.

5.

Were you bothered by how your drug use impacted your 
health, relationships, goals or life? 
 

Did you spend a lot of time using drugs? 
 

Were drugs the only thing you could think about? 
 

Did you disappoint yourself or others due to drug use? 

 
Did you feel your drug use was out of control?

These questions are to help you and your medical team monitor how your drug use may be affecting you. 
Circle one best answer for each question.

Never          Rarely         Sometimes          Often          Almost always

Never          Rarely         Sometimes          Often          Almost always

Never          Rarely         Sometimes          Often          Almost always

Never          Rarely         Sometimes          Often          Almost always

Never          Rarely         Sometimes          Often          Almost always

0 1 2 3 4

Short Alcohol Monitor (SAM)
These questions are to help you and your medical team monitor how your drinking may be affecting you. 

Circle one best answer for each question.

https://www.nationalcouncildocs.net/wp-content/uploads/2018/02/Short-Alcohol-Monitor-and-Short-Drug-Monitor.pdf
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TRAINING OPPORTUNITIES

IRETA Training and Technical Assistance
Relias - SBIRT: Intervention and Treatment Services for Individuals with Substance Use Issues
ATTC National Registry of SBIRT Trainers
National Council Consulting Service

Find more training opportunities at the SAMHSA HRSA Center for Integrated Health Solutions

Change #8 Resources: Train Primary Care Teams

https://www.integration.samhsa.gov/clinical-practice/sbirt/training-other-resources
http://ireta.org/improve-practice/health-and-human-service-professionals/screening-brief-intervention-and-referral-to-treatment/sbirt-suite-of-services/
https://reliasacademy.com/browse/productDetailSingleSku.jsp?productId=c246453
http://attcnetwork.org/trainers/sbirt-overview.aspx
https://www.thenationalcouncil.org/topics/screening-brief-intervention-referral-treatment-sbirt/
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ALTERNATIVE PAYMENT PROGRAMS: THE CMS MIPS PROGRAM

CMS Quality Payment Program 

The Centers for Medicare and Medicaid Services (CMS) launched the new Quality Payment Program on January 1, 
2017. This program only applies to certain clinicians who bill Medicare Part B using the physician fee schedule. The 
vast majority of eligible clinicians in 2017 will participate through the Merit-based Incentive Payment System (MIPS). 
Individual clinicians and clinician groups are scored in several MIPS performance categories, including Quality (60 
percent of the total score) and Improvement Activities (15 percent of the total score). The higher the score, the more 
likely the clinician or clinician group is to receive a positive payment adjustment.

MIPS Quality measures include: 

Preventive care and screening: Unhealthy alcohol use—Percentage of patients aged 18 years and older who were 
screened for unhealthy alcohol use using a systematic screening method at least once within the last 24 months AND 
who received brief counseling if identified as an unhealthy alcohol user.

MIPS Improvement Activities include: 

Unhealthy alcohol use: Regular engagement of MIPS eligible clinicians or groups in integrated prevention and treatment 
interventions, including screening and brief counseling (refer to NQF #2152) for patients with co-occurring behavioral 
or mental health conditions.

See the Quality Payment Program website for more information.

Change #9 Resources: Billing and Finances

https://qpp.cms.gov/
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Change #9 Resources: Billing and Finances, CONT.

SBIRT BILLING CODES

The American Medical Association (AMA) has approved several billing codes that will allow practices to be reimbursed 
for providing screening and brief intervention services. Medical procedures are coded using Common Procedure and 
Terminology (CPT) and Healthcare Common Procedure Coding System (HCPCS) codes. Screening and brief intervention 
may be provided in an office, emergency department, or inpatient visit for both new and established patients. Payers 
often use AMA’s Evaluation and Management (E&M) CPT codes to pay physicians’ services. Many payers reimburse for 
independent licensed health practitioners, such as advance practice nurses, psychologists, and Masters-level social 
workers. A few will pay for service provided by health professionals under the supervision of a physician. 

*Several CPT codes can be used. The information in the table above shows the most commonly used codes. 
**See Reimbursement for SBIRT for more information.

Payer Code Description

Commercial 
Insurance, Medicaid

99408 Alcohol and/or drug use structured screening and brief intervention 
services; 15 to 30 minutes

Commercial 
Insurance, Medicaid

99409 Alcohol and/or drug use structured screening and brief intervention 
services; greater than 30 minutes

Medicare G0396
Alcohol and/or drug use structured screening and brief intervention 

services; 15 to 30 minutes

Medicare G0397
Alcohol and/or drug use structured screening and brief intervention 

services; greater than 30 minutes

Medicare G0442

Prevention: Screening for alcohol misuse in adults including pregnant 
women once per year. No coinsurance; no deductible for patient 

www.cms.gov/medicare-coverage-database/details/nca- 
decision-memo.aspx

Medicare G0443

Prevention: Up to four, 15-minute, brief face-to-face behavioral 
counseling interventions per year for individuals, including 

pregnant women, who screen positive for unhealthy alcohol use; 
No coinsurance; no deductible for patient http://www.cms.hhs.
gov/medicare-coverage-database/details/nca-decision-memo.

aspx?NCAId=249

Medicaid H0049 Alcohol and/or other drug screening (code not widely used)

Medicaid H0049
Alcohol and/or other drug service, brief intervention, per 15 minutes 

(code not widely used)

Table A.2 SBI Billing Codes

https://www.integration.samhsa.gov/sbirt/Reimbursement_for_SBIRT.pdf
https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx?FriendlyError=MissingNCAID
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=249
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Change #9 Resources: Billing and Finances, CONT.

SBIRT ICD-10 CODES
When a diagnosis code is needed, ICD-10 codes in the F10 to F19 section for mental and behavioral disorders due to 
alcohol and/or other drug use are used, for example:

For more information, see WHO’s ICD-10 Classification of Mental and Behavioral Disorders: Clinical descriptions 
and diagnostic guidelines.

Table A.3 ICD Codes for Alcohol and/or Other Drug Use

F10. Mental and behavioral disorders due to use of alcohol 

F11. Mental and behavioral disorders due to use of opioids 

F12. Mental and behavioral disorders due to use of cannabinoids 

F13. Mental and behavioral disorders due to use of sedative hypnotics 

F14. Mental and behavioral disorders due to use of cocaine 

F15. Mental and behavioral disorders due to use of other stimulants, including caffeine 

F16. Mental and behavioral disorders due to use of hallucinogens 

F17. Mental and behavioral disorders due to use of tobacco 

F18. Mental and behavioral disorders due to use of volatile solvents 

F19. Mental and behavioral disorders due to multiple drug use and use of other psychoactive substances

http://www.who.int/substance_abuse/terminology/ICD10ClinicalDiagnosis.pdf
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Change #9 Resources: Billing and Finances, CONT.

RETURN ON INVESTMENT 

SBIRT might generate shared savings (e.g., Accountable Care Organizations) and improve cost performance under MIPS. 
The following table describes three SBIRT studies and the modeling of the savings that might have resulted from each 
program. 

* Paraprofessionals elicited greater reductions in alcohol consumption than master’s-level staff

Alcohol and drugs

Fleming et al., 
2000116, 117

Estee et al., 
2000118

Paltzer et al., 
2016119

Alcohol and/or 
Other Drugs: Alcohol Alcohol and drugs

Primary careSetting: Primary care
Emergency 

departments

All adultsPatients: All adults
Disabled adults 
with Medicaid

Two-thirds paraprofessionals*, 
one-third Masters-level counselors 

and social workers
Intervention staff:

Physicians and 
nurses

Chemical dependency 
counselors

$48 (1 year), $96 (2 years)Investment: $205 $15

$439 (1 year), $878 (2 years)Savings & timeframe: $523 (1 year) $4,392 (1 year)

$391 (1 year), $782 (2 years)Net savings & timeframe: $318 (1 year) $4,377 (1 year)

8.1Return on investment 1.6 292

Table A.4 SBIRT Cost Savings
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Over the past 15 to 20 years, SAMHSA as well as other organizations have encouraged healthcare settings, such as 
emergency departments and primary care practices, to implement Screening, Brief interventions, and Referral to Treatment 
(SBIRT) to better address alcohol and/or other drug use in mainstream medical care. There have also been many practice-
based studies and research on the effectiveness of SBIRT for alcohol and other drugs, as well as on barriers and facilitators 
to implementation of SBIRT. 

Practice

Since 2003, SAMHSA has funded states, academic medical programs, and college campuses to implement SBIRT services 
and training programs which has led to states and organizations across the country to implement improved alcohol and/
or other drug-related care in medical settings. There are now vast resources and examples for training, implementation, 
evaluation, fidelity monitoring, EHR programming, screening tools, brief intervention models, and computerized SBIRT 
programs and applications. While there are documented benefits to implementing SBIRT103, 117, there are also a variety of 
barriers that have kept the practice from becoming part of regular care in medical settings in the United States, including 
factors at the national, system, organization, and individual (patient, clinician, and staff) levels.120, 121 A major challenge 
has been sustaining ongoing improvements in care when funding from SAMHSA ended.

Research

The most robust evidence for screening and brief intervention (SBI) is in primary care practices for alcohol; there is good 
evidence that patients report reducing their drinking after receiving brief intervention in primary care.2 However, there 
are three main areas in the SBIRT research literature that highlight the limitations of the model: 

Emergency departments have shown mixed evidence for efficacy of SBIRT.122 

There is a lack of efficacy for SBI for non-alcohol drug use in primary care practices.123 

Inconsistent success of referrals to treatment, and ineffective engagement in specialty treatment for alcohol 
and/or other drug use disorders as a result of referral as part of SBIRT.124, 125 

USPSTF currently recommends alcohol screening and counseling for adult primary care patients (Category B). The 
USPSTF does not currently recommend screening and brief intervention for other drugs, given the lack of evidence 
(their recommendations will be updated again in 2017). This mixed evidence for SBIRT has led experts to question 
whether screening and brief intervention should be implemented for other drugs in emergency departments; it has also 
posed a challenge to the field regarding how to move forward in implementing care for alcohol and/or other drugs in 
healthcare settings.122, 126

The Current State of SBIRT in Practice and Research

•

•

•

https://www.samhsa.gov/sbirt/grantees
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Why an Extension and Update of the SBIRT Model? 

SBIRT has been an important step in highlighting and potentially improving the care of patients with alcohol and/or 
other drug use problems in medical settings. As the primary care environment continues to evolve to better achieve 
primary and behavioral healthcare integration and in light the current state of research, the SBIRT model must be 
updated. There are exceptional opportunities in primary care given healthcare reforms that are making integrated care 
in primary care settings more common and achievable. These opportunities to extend the model include integration 
of evidence-based medications for alcohol and opioid use disorders, payment and reimbursement models (e.g., care 
coordination billing codes, and value based payment), newer practice models (e.g., patient-centered medical homes, 
collaborative care), and ability to align with the best evidence-based practices for alcohol and/or other drug use care in 
primary care settings. Despite the lack of evidence for the full SBIRT model as we know it today for other drug use, there 
is still a need to address drug use in healthcare settings because of the benefit of treating drug use disorders. 

The major expansions and updates to the SBIRT model that are proposed in this guide include monitoring and 
management of patients with alcohol and/or other drug use problems within the primary care practice, rather than 
solely relying on referrals to specialty treatment providers, as has been historically done. This expanded model builds 
on the successful management of depression and anxiety in primary care, using collaborative care principles and 
measurement-based care, and moves the field toward more comprehensive care of people with harmful use of alcohol 
and/or other drugs within primary care. Most importantly, it prepares primary care clinicians to integrate care for alcohol 
and/or other drug into routine care in a manner consistent with the patient-centered medical home (PCMH) and value-
based incentives to improve clinical outcomes.

The Current State of SBIRT in Practice and Research, CONT.
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