
SBIRT: A Step-By-Step Guide 

A Step-By-Step Guide for Screening and Intervening for 
Unhealthy Alcohol and Other Drug Use 

ABOUT THIS TOOLKIT 
This toolkit was developed to assist Massachusetts healthcare providers and organizations in 
implementing regular Screening, Brief Intervention and Referral to Treatment (SBIRT) for 
unhealthy alcohol and drug use in clinics and practices. SBIRT is a quick, easy way to identify 
and intervene with patients whose patterns of use put them at risk for, or who already have, 
substance-related health problems. 

How much time is needed? 
Most patients (75-85%) will screen negative. Completing three to four simple questions will 
take one to two minutes. For the remaining fifteen to twenty-five percent of patients, the full 
screen and brief intervention will take between five and twenty minutes to complete. 

This toolkit provides: 
• Rationale for routine screening for unhealthy alcohol and drug use as an important 

component of good healthcare 
• Two recommended screening approaches for alcohol and other drug use 
• A suggested brief intervention script 
• Steps for referring patients to substance use specialty care, when needed 
• Questions to consider for implementing SBIRT 
• Helping Patients Who Drink Too Much: A Clinician’s Guide, produced by the National 

Institute on Alcohol Abuse and Alcoholism (NIAAA). Of particular note, is the section on 
“Prescribing Medications For Treating Alcohol Dependence”, as well as suggested 
strategies to diagnose and help patients with alcohol use disorders. 

For further information or to arrange SBIRT training and implementation assistance, please 
contact the Massachusetts Department of Public Health Bureau of Substance Abuse Services 
SBIRT Coordinator at Questions.BSAS@state.ma.us. 
 
SBIRT focuses on the large numbers of people who may use alcohol or drugs in unhealthy ways 
but who do not have a substance use disorder (i.e., abuse, dependence). Research shows that 
they can and do successfully change their use with feedback and early intervention. SBIRT also 
gives positive feedback to those who make healthy decisions. (See footnotes 1,2,3,4) 
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What is SBIRT? 
Screening, Brief Intervention and Referral to Treatment (SBIRT) is a comprehensive, integrated, 
public health approach for early identification and intervention with patients whose patterns of 
alcohol and/or drug use put their health at risk. 
 

SBIRT components are: 
• Universal, annual Screening (S) identifies unhealthy use. Seventy-five to Eighty-five 

percent of patients will screen negative. For those who screen positive, further 
assessment is needed to determine level of risk. 

• Brief Intervention (BI) provides feedback about unhealthy substance use. It also focuses 
on education, increasing patient insight and awareness about risks related to unhealthy 
substance use, and enhances motivation toward healthy behavioral change. 

• Referral to Treatment (RT) helps facilitate access to addiction assessment and 
treatment. A referral is usually indicated for only about five percent of people screened. 

 
Research shows SBIRT to be most effective with patients with unhealthy alcohol or drug use 
who do not have a substance use disorder. (See footnote 5) 
Graphic illustrates the following facts, sourced from SAMHSA funded MASBRIT program 
(N=173, 714): 

• Twenty-five out of thirty people only require screening for patterns of alcohol and drug 
use 

• Four out of thirty people require a brief intervention 
• One in thirty people require referral to treatment 

  



What is Unhealthy Alcohol or Drug Use? 
Substance use (alcohol and drug) occurs on a continuum from no or low risk use to substance 
use disorders. Effective interventions are available for people at all points on that continuum. In 
most cases, unhealthy substance use issues can, and should, be addressed in general healthcare 
settings. 
Unhealthy substance use is an all-encompassing term that includes the full spectrum of 
unhealthy use from: 

• Risky use (i.e., consumption of amounts that increase the likelihood of health 
consequences) 

• Substance use disorders (i.e., abuse and dependence) 
Some people should not drink at all. For more information about unhealthy alcohol use see 
page twenty-four and twenty-five of the NIAAA Clinician’s Guide included at the back of this 
toolkit. 
All use of illegal drugs or misuse of prescription drugs is considered unhealthy use. 
 

Risky Drinking 
For healthy men up to age 65 – 

• More than 4 drinks in a day AND 
• More than 14 drinks in a week 

For all healthy women and healthy men over age 65 
• More than 3 drinks in a day AND 
• More than 7 drinks in a week 

As recommended by NIAAA 
  



Why Universally Screen and Intervene? 
Unhealthy alcohol and other drug use are among the most common causes of preventable 
morbidity and mortality. (See footnote 6.) Despite their frequent presentation in primary care, 
unhealthy alcohol and other drug use often go unrecognized. While there is substantial 
research on SBIRT and alcohol, there is less research on SBIRT and drugs. (See footnotes 7 and 
8.) 
Unhealthy substance use can complicate existing chronic conditions like diabetes (see footnote 
9), hypertension (see footnotes 10 and 11), cardiovascular diseases or mental health disorders 
(see footnote 11) and interact with prescribed medications (see footnotes 13 and 14). 
Research has shown that large numbers of people whose patterns of use put them at-risk of 
developing alcohol or drug problems can be identified through screening. (See footnote 15.) 
 
SBIRT has also been found to: 

• decrease the frequency and severity of drug and alcohol use (footnotes 16 through 18) 
• decrease emergency department visits and hospital days (footnote 19) 
• demonstrate net-cost savings (footnotes 19 through 22) 

 

Before You Begin 
1. Decide who will do SBIRT (i.e. clinician, support staff) and, if more than one person is 

involved, determine the process. 
2. Communicate with your clinic management about how your practice will handle billing 

potential, documentation requirements and confidentiality regulations. 
3. This toolkit was designed to help providers identify unhealthy use, rather than diagnose 

substance use disorders. For patients who may need further assessment and diagnosis, 
see NIAAA Clinician’s Guide page 7, step 3, or refer to the current version of the DSM. 

4. Identify referral resources in your area through your behavioral health staff or by calling 
the Massachusetts Substance Abuse Information and Education Helpline at 800-327-
5050. See the Referral section on p. 11 for more information. Most insurance coverage 
includes counseling for substance use disorders. 

5. See supplemental page 14 for additional considerations for implementation. 
  



SBIRT in Action 
 
Alcohol only: Go to NIAAA Clinician’s Guide located at the back of this toolkit. 
Alcohol and Drug: (Proceed ahead) 
We recommend two substance use screening strategies: 

• The Standard Approach on pages five through seven is longer and requires scoring but 
has been more rigorously tested for validity. We recommend this strategy when 
incorporating questions into your EMR. 

• The Quick Approach on page eight may be preferable to some as it is easy to memorize, 
is validated, and can be completed within a few minutes. 

These questions are like other tests in medical practice and have been validated as such. They 
may not work as well if altered. Recommended screening and assesment instruments have high 
sensitivity and specificity. (See footnotes 8, 23, 24, 25, 26, and 27) 
All practices should routinely incorporate tobacco screening. Ask all patients about tobacco 
use and readiness to quit. QuitWorks (www.quitworks.org) is a resource for providers to help 
patients quit. Providers can also go to http://makesmokinghistory.org/quitting/for-health-care-
providers.html for information on prescribing medications for tobacco addiction and other 
resources. 

Patients in Recovery 
By universally screening, some people who don’t use alcohol or drugs may disclose that they 
are in recovery and working to maintain their health in spite of an addiction. This provides an 
opportunity to: 

• congratulate the patient 
• ask how long she or he has been in recovery 
• ask whether she or he  attends peer support groups or needs counseling or other 

support 
• ask what – if any – concerns this may raise in relation to prescription medications, or 

other medical issues 
• ask about tobacco use as this is a major cause of death for people in recovery (See 

footnote 28.) 
  



Screen (S): Ask and Assess 
STANDARD APPROACH (Ideal for screening when questions can be integrated into the EMR) 
 

Step 1: Ask about alcohol and drug use 
 
Alcohol Use: A drink is defined as: twelve ounces of beer, five ounces of wine, or one and a half 
ounces of spirits. See NIAAA Clinician’s Guide, page 24. 
Audit C 0 1 2 3 4 Score 
1. How often do you 

have a drink 
containing alcohol? 

Never Monthly 
or less 

Two to four 
times a 
month 

Two to 
three 
times a 
week 

Four or 
more 
times a 
week 

 

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

One or 
two 

Three or 
four 

Five or six Seven to 
nine 

Ten or 
more 

 

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

Never Less than 
monthly 

Monthly Weekly Daily or 
almost 
daily 

 

 

Scoring 
Women who have a score greater than or equal to three and men with a score greater than or 
equal to four are considered positive.  
If positive, go to STEP 2A to assess with the full AUDIT on page six. Your patient has at least 
RISKY alcohol use. If negative, reinforce their healthy decisions and continue with drug 
screening. 
 

Drug Use:  
Single-item drug screen. How many times in the past year have you used an illegal drug or used 
a prescription medication for non-medical reasons? (If asked what non-medical reasons means 
you can say because of the experience or feeling the drug caused.) 
Women and men with a score equal to or greater than one are considered positive.  
If positive, go to STEP 2B to assess with the DAST-10 on page seven. Your patient has at least 
RISKY drug use. If negative, reinforce their healthy decisions. 
  



Step 2A: If Audit-C positive, assess for alcohol use severity 
 
Bring the score of the Audi t-C questions over with you to score the full Audi t. 
Audit 0 1 2 3 4 Score 
AUDIT-C Score       
4. How often during the last 

year have you found that 
you were not able to stop 
drinking once you had 
started? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost 
daily 

 

5. How often during the last 
year have you failed to do 
what was normally expected 
of you because of drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost 
daily 

 

6. How often during the last 
year have you needed a first 
drink in the morning to get 
yourself going after a heavy 
drinking session? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost 
daily 

 

7. How often during the last 
year have you had a feeling 
of guilt or remorse after 
drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost 
daily 

 

8. How often during the last 
year have you been unable 
to remember what 
happened the night before 
because of your drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost 
daily 

 

9. Have you or someone else 
been injured because of your 
drinking? 

No  Yes, not in 
the last 
year 

 Daily or 
almost 
daily 

 

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

No  Yes, not in 
the last 
year 

 Daily or 
almost 
daily 

 

 

SCORING 
Women with a score below thirteen and men with a score below 15 are considered RISKY USE. 
Women with a score equal to or greater than thirteen and men with a score equal to or greater 
than fifteen require further diagnostic evaluation and referral. 



Responses to AUDIT may be used in your brief intervention. Go to Step 3 to perform a brief 
intervention on page nine. 
All patients receiving full AUDIT should receive a brief intervention. Full printable AUDT form is 
in NIAAA Clinician’s Guide. 
  



Step 2B: If single-item drug screen positive, assess for drug use severity 
DAST-10 
“The following questions concern information about your possible involvement with drugs not 
including alcoholic beverages during the past 12 months. In the following statements “drug 
abuse” refers to (1) the use of prescribed or over-the-counter drugs in excess of the directions, 
and (2) any nonmedical use of drugs. 
The various classes of drugs may include: cannabis (marijuana, hash), cocaine, heroin, narcotic 
pain medications, sedatives (benzodiazepines) or stimulants (amphetamines). Please answer 
every question. If you have difficulty with a statement, then choose the response that is mostly 
right.” (See footnotes 30 and 31.) 
DAST-10 0 1 
In the past twelve months   

1. Have you used drugs other than those required for medical reasons? If 
patient is positive in step 1, the answer to #1 is an automatic yes.  

No Yes 

2. Do you abuse more than one drug at a time? No Yes 
3. Are you always able to stop using drugs when you want to? Yes No 
4. Have you ever had “blackouts” or “flashbacks” as a result of drug use? No Yes 
5. Do you ever feel bad or guilty about your drug use? No Yes 
6. Does your spouse (or parents) ever complain about your involvement with 

drugs? 
No Yes 

7. Have you neglected your family because of your use of drugs? No Yes 
8. Have you engaged in illegal activities in order to obtain drugs? No Yes 
9. Have you ever experienced withdrawal symptoms (felt sick) when you 

stopped taking drugs? 
No Yes 

10. Have you had medical problems as a result of your drug use (e.g., memory 
loss, hepatitis, convulsions, bleeding)? 

No Yes 

Used with permission from Harvey A. Skinner PhD, CPsych, FCAHS; Dean, Faculty of 
Health, York University 

  

 

SCORING 
Women and men with a score less than three are considered RISKY USE. Women and men with 
a score equal to or greater than three need further diagnostic evaluation and referral.   
Responses to DAST-10 questions may be used in your brief intervention. Go to Step 3 to 
perform a brief intervention, page nine. All patients receiving DAST-10 should receive a brief 
intervention. 
  



Quick Approach 

Step 1: Ask about alcohol & drug use 
Alcohol use (See footnote 33.) 
A drink is defined as: twelve ounces of beer, five ounces of wine, or one and a half ounces of 
spirits. See NIAAA Clinician’s Guide, page 24. 

• Do you sometimes drink beer, wine, or other alcoholic beverages? 
• How many times in the past year have you had 5 or more drinks (4 or more for women 

and men over age 65) in a day? One or more is considered positive. If positive, patient is 
at risk for acute consequences (e.g. trauma, accidents). If score is greater than zero, ask: 

o On average, how many days a week do you have an alcoholic drink? 
o On a typical drinking day, how many drinks do you have? If average exceeds 

fourteen drinks per week for healthy men up to age 65 or seven drinks per week 
for all healthy women and healthy men over age 65, patient is at-risk for chronic 
health problems. 

Drug use (See footnote 8) 
How many times in the past year have you used an illegal drug or used a prescription 
medication for non-medical reasons? (If asked what non-medical reasons means you can say 
because of the experience or feeling the drug caused.) One or more is considered positive. If 
positive, go to STEP 2. Your patient has at least RISKY alcohol and/or drug use.  If negative, 
reinforce their healthy decisions. 
 

Step 2: Assess for alcohol and/or drug severity 
CAGE-AID (See footnote 27.) 

1) Have you ever felt that you ought to Cut down on your drinking or drug use? 
2) Have people Annoyed you by criticizing your drinking or drug use? 
3) Have you ever felt bad or Guilty about your drinking or drug use? 
4) Have you ever had a drink or used drugs first thing in the morning (Eye-opener) to 

steady your nerves or get rid of a hangover? 
Each Yes response equals 1. 
 

SCORING 
Women and men with scores less than or equal to one are RISY USE. Women and men with 
scores greater than one are considered for further diagnostic evaluation and referral.  
Responses to CAGE-AID questions may be used in your brief intervention. Go to Step 3 to 
perform a brief intervention, page 9. All patients receiving CAGE-AID should receive a brief 
intervention.  



Brief Intervention (BI) 
A brief intervention (BI) is a collaborative conversation that enhances a patient’s motivation to 
change their use of alcohol and/or other drugs in order to lower risk for alcohol and drug-
related problems. A brief intervention may consist of offering advice and education about 
substance use and/or focus on eliciting the patient’s own reasons to change. The practitioner 
guides the patient to develop his/her own plan for change. A BI focuses on whatever small 
steps the patient is willing to make. 
BIs in primary care can range from 5 minutes to several follow-up conversations. Many of the 
tools used in BI are based on Motivational Interviewing (MI) concepts. For further information 
about MI, see Supplement page twenty-two. 
See Brief Intervention Q&A (page twenty) for more information. 
 

Step 3: Brief Intervention (BI) 
*This BI is based upon the Brief Negotiated Interview developed by the BNI-ART Institute. (See 
footnote 34.) 
Sample BI for Unhealthy Alcohol and/or Drug Use (use for all positives on Standard or Quick 
Approach screen) 
In instances when the patient is positive for multiple substances, ask the patient if there is a 
particular substance that he or she is most concerned about and focus on that substance during 
the BI. 
BI STEPS DIALOGUE/PROCEDURES 
1.  Understand the 

patient’s views 
of use 

• Develop 
discrepancy 
between 
patient’s goals 
and values and 
actual behavior 

Ask Pros and Cons 
“I’d like to know more about your use of [X]. Help me to understand 
what you enjoy about using [X]? What else?” 
“What do you enjoy less about using [X] or regret about your use”. 
Summarize Pros and Cons 
“So, on the one hand you say you enjoy X because…” 
“And on the other hand you said….” reiterate negative consequences, 
as stated by patient. 



2. Give 
information/ 
feedback 

• Ask permission 
to give feedback 

• Use reflective 
listening, as 
outlined in MI 
section in 
Supplement on 
p. 24 

Review Health Risks 
“Is it OK if we review some of the health risks of using X?” 
“Are you aware of health risks related to your use of X?” 
 
If YES: Which ones are you aware of? 
If NO: Indicate problems. Refer to NIDA Commonly Abused Drugs chart 
for drug consequences, as needed on p. 18. 
 
If focus is on risky alcohol use and abstinence is not indicated: 
“Is it OK if I review with you what is considered safe drinking limits for 
your age and gender?” (No more than 4/3 drinks in one day and no 
more than 14/7 drinks in one week.) “Drinking more than this puts you 
at risk for experiencing illness or injury from your alcohol use.” 

3. Enhance 
motivation 
to change 
• Ask readiness 
and confidence 
scales 

Readiness Scale 
“Given what we have been discussing, help me better understand how 
you feel about making a change in your use of X. On a scale from 0 -10, 
how ready are you to change any aspect of your use of [X]? A 10 would 
mean you are fully ready to change and a 0 means you are not at all 
ready.” 
 
Then, Ask: “Why did you choose that number and not a lower one like a 
1 or a 2?” Patient will indicate reasons to change. You also ask the 
patient for other reasons for change. “How does this fit with where you 
see yourself in the future? If you make these changes what would be 
different in your life?” 
 
If the patient, answers “0” ask, “What would need to happen to be at a 
higher number?” 
 
Confidence Scale 
“On a scale from 0-10, how confident do you feel to make these 
changes?“ 
“A 10 would mean total confidence and a 0 means no confidence at all.” 
 
“What needs to happen for you to feel more confident? What have you 
successfully changed in the past? How? Could you use these methods to 
help you with the challenges of this change?” 



4. Give advice and 
negotiate goal 

Give Advice 
Review concerns, as discussed with patient. Advise abstinence or 
decrease in use, according to screening and assessment. Give referrals 
for further assessment, if appropriate. 
 
Negotiate Goal 
“What can you do to stay healthy & safe? Where do you go from here?” 
 
SUMMARIZE: “Let me summarize what we’ve been discussing… 
Is that accurate? Is there anything I missed or you want to add?” 
 
Suggest discussing progress of plan at next appointment. 

Close: Thank Patient “Thank you for taking the time to discuss this with me and being so 
open.” 

See Supplemental p. 20 for more information on Brief intervention. 
If time does not permit a structured BI during the current visit, an offer of brief advice that 
includes feedback, advice, and goal setting is a good way to acknowledge your concerns and 
start a conversation that can be followed up at the next appointment. Some important 
concepts of brief advice are to: ask permission, use non-judgmental language, state concerns as 
the provider, and set goals (e.g., cut down, abstain for a short period of time) to discuss at the 
next visit. 
 
  



Referral to Treatment (RT) 
MA Substance Abuse Information and Education Helpline 
800-327-5050 (Interpreter services available) TTY 888-448-8321 Website: www.helpline-
online.com 
The Substance Abuse Helpline provides free, confidential information and referrals for alcohol 
and other drug use problems to healthcare providers, patients and their families. Information 
on over 600 statewide programs can be accessed through the Helpline website or by calling to 
talk to a referral specialist. 
 
Adolescent Central Intake Care and Coordination 
617-661-3991 Toll free: 866-705-2807 TTY: 617-661-9051 Website: 
www.mass.gov/dph/youthtreatment 
Most insurance cards provide a number to call about mental health and substance abuse 
services to help your office (or your patient) determine an appropriate level of care. 
 
Smokers’ Helpline 
800-QUIT-NOW (800-784-8669) 
Many people recover on their own and do not access substance abuse treatment services. 
Encouraging your patient to seek services, but being open to alternative methods to achieve 
recovery, can be a good way to engage your patient in changing behaviors. 

COMMON TREATMENT MODALITIES THAT MAY BE OFFERED TO PATIENTS 
Outpatient counseling Individual or group treatment provided weekly or at other 

intervals; may include motivational and cognitive behavioral 
methods. 

Acute Treatment Services 
(Detox) 

For patients requiring medical intervention to manage withdrawal 
from alcohol/drugs. Lengths of stay are usually 4-7 days, followed 
by transition to ongoing treatment. Detoxification deals with the 
physical dependency to alcohol/drugs. To address the 
psychological, social factors, and the often complex behavioral 
issues that coexist with addiction, all patients are encouraged and 
assisted in enrolling in ongoing treatment programs. 

Clinical Stabilization 
Services (CSS) 

For patients who have completed detoxification or do not require 
medically supervised care but require a period of intense 
residential counseling and time to plan next steps. Lengths of stay 
are typically 7-10 days. 

Alcoholics Anonymous 
(AA) 
Narcotics Anonymous 
(NA) 
Al-Anon Family groups 

Peer-based mutual support rooted in the 12-steps. Meetings are 
held at various places and times everyday. 
Patients may want to attend several different meetings to find a 
good fit. 
www.aa.org, 617-426-9444; www.na.org, 866-624-3578; www.al-
anon.alateen.org, 866-624-3578. 
 



Find full descriptions of all levels of service at www.helpline-online.com 
  

http://www.helpline-online.com/


SENDING A PATIENT FROM PRIMARY CARE TO DETOX 
Very few patients need detox, though some patients with alcohol or opiate addictions may 
need this level of care. See NIAAA Clinician’s Guide page 7, step 3, to determine whether this 
type of referral may be appropriate. 
Patients can be sent directly to detox from primary care with medical clearance. Public and 
private detox facilities may have various admission requirements. These facilities are not 
equipped or staffed to treat unstable medical conditions (i.e. severe liver disease, conditions 
requiring IV administration, heart problems, etc.) or unstable psychiatric problems (i.e. active 
psychosis, suicidality, etc.). 
A Medical Clearance letter for a detox placement should verify that the patient: 

1) Is medically and psychiatrically stabilized enough to be safely treated in a free-standing 
detox which may have minimal or no on-site medical support 

2) Has no outstanding medical problems that need to be currently addressed 
3) Does not need help with activities of daily living (ADLs). 

In addition, it is helpful if patients bring their own medications (not just prescriptions) 
preferably with refills available. 
Patients can “self-refer” to detox without primary care involvement. If the patient is not ready 
to engage in detox, the provider can suggest that the patient engage in treatment when ready. 
 

SPECIAL PRIVACY REGULATIONS AND PATIENT CONSENT 
Substance use treatment programs may not disclose any information about any patient 
without that patient’s specific written consent except in a few narrowly defined circumstances 
(e.g. medical emergency). 
Because of the stigma attached to substance abuse treatment, Confidentiality of Alcohol and 
Drug Abuse Patient Records - 42 CFR part 2, was developed as part of the Code of Federal 
Regulations. This regulation goes beyond HIPAA and protects all information about any person 
who has applied for or been given diagnosis or treated for alcohol or drug use problems. 
Consideration of these regulations should be incorporated into healthcare practice and 
appropriate safeguards of patient information should be put into place. More information is 
available at: www.samhsa.gov/about/laws/SAMHSA_42CFRPART2FAQII_Revised.pdf 
As behavioral health care becomes more integrated into health care settings, organizational 
agreements known as Qualified Service Organization Agreements (QSOAs) may smooth this 
process for patients and providers. Some practices already have already developed these more 
formal collaborative relationships. 
If you want to communicate with a treatment program, or receive reports back on your 
patient’s progress, and your patient agrees, the patient must sign a specific consent. A sample 
consent form ‘Consent for Release of Confidential Information’ is included in the Supplemental 
pages and can be copied for use with your patients. 
If your patient does not sign the specific consent for release form, the addiction treatment 
provider cannot disclose any information about the patient including whether your patient is 
under their care. 
  



SUPPLEMENTAL INFORMATION 

Ten Questions to Consider Before implementing SBIRT 
1. What screening and assessment tools will be used? 

Many practices may already screen for alcohol and other drug use and implementing SBIRT may 
only require modifying current practices. This toolkit provides the most commonly used and 
validated tools, but there are numerous other screening and assessment tools. Decisions about 
what tools to use may be influenced by adopted quality measures and/or billing requirements. 
Assessment for severity (i.e., risky use, substance use disorder) requires additional time, but 
this will only be required for about 15-25% of your patients. 

2. Will the same person perform the screening, brief intervention, and referrals? 
Some practices find it helpful to divide responsibilities for the screening, BI, and referral to 
treatment. Others find having the same staff member provide the complete SBIRT service to be 
more efficient. This decision will depend on available staffing, training, and workflow. If the 
tasks are completed by different staff, appropriate “hand-offs” need to be considered. For 
example, if the medical assistant only screens and assesses the patient, procedures will need to 
be developed for the medical assistant to communicate the results to the team member who 
will provide the brief intervention. Likewise hand-off procedures will need to be developed if a 
separate person is responsible for facilitating referrals to specialty care. 

3. How will staff be continuously trained and informed about SBIRT? 
Learning new skills takes practice. Booster training sessions, along with training for new staff, is 
necessary for effective SBIRT implementation and sustainability. Fidelity to the model (i.e., 
asking questions as validated) is important to engage patients and increase likelihood that they 
will feel comfortable disclosing information about substance use. MDPH-Bureau of Substance 
Abuse Services provides resources about SBIRT training and implementation in clinical 
practices. Contact the SBIRT coordinator at Questions.BSAS@state.ma.us for more information. 

4. Which patients might be excluded from screening? 
SBIRT is a medical service and should be delivered universally with the same considerations 
given other screening protocols. 

5. How often will patients be screened? 
NIAAA and the National Quality Forum recommend screening for unhealthy alcohol use at all 
new patient visits and at least annually. It has been recommended that a systematic method to 
screen patients for drug use be implemented, but a frequency for screening has not been 
recommended. 

6. Will educational materials be distributed to patients? If yes, which ones? 
The Massachusetts Health Promotion Clearinghouse www.maclearinghouse.com provides a 
number of brochures on various issues related to substance use. An order form 
for patient materials is included in this kit. National resources can also be found at 
www.store.samhsa.gov/home, www.niaaa.nih.gov/publications, or 
www.drugabuse.gov/publications. 

7. Where/how will patients needing further assessment or referral be referred? What 
referral resources are currently used? 

mailto:Questions.BSAS@state.ma.us
http://www.store.samhsa.gov/home


It is important to have effective referral procedures in place for those patients who need 
further assessment and treatment. It is useful to review current referral protocols and to 
communicate with local specialty substance abuse treatment facilities to develop good referral 
processes between programs. See page 11 for referral resources. This will only be required for 
less than five percent of patients screened. 

8. How will SBIRT results be documented? Will it be entered in the EMR? 
To document for quality or billing purposes, practices should indicate the screening tool used 
(AUDIT, DAST, etc.), outcome, whether a brief intervention was performed and length of time, 
and the patient’s plan, if developed. We recommend The Standard Approach to screening (see 
p. 5) if SBIRT is to be incorporated into the EMR. Review of progress and goals should be done 
at each subsequent visit. While screening and brief intervention alone is not considered 
“treatment,” the special confidentiality requirements for substance abuse treatment records, 
previously described on p. 12, should be considered when making a referral for addiction 
treatment. This additional level of privacy protection applies whether the treatment occurs in 
another agency or within a co-located integrated setting. This Federal regulation (42 CFR Part 2) 
was enacted to encourage individuals to seek treatment for alcohol or drug problems by 
reducing the risk of stigma and discrimination. 
Further information about EMR documentation in relation to 42 CFR Part 2 is available at: 
www.samhsa.gov/healthprivacy/docs/ehr-faqs.pdf. 

9. Who will assure that SBIRT procedures occur regularly? 
To ensure sustainability and fidelity to the SBIRT procedures, it is useful to designate a person 
to be responsible for implementation and sustainability. Some practices incorporate SBIRT 
responsibilities into employee job descriptions and/or evaluations. Medical providers can 
encourage incorporation of SBIRT into routine clinical care and reinforce SBIRT with their 
patients, whether they provide SBIRT directly or not. 

10. Can SBIRT generate revenue? 
Physician SBIRT billing codes include CPT codes for screening and brief interventions of up to 15 
minutes or longer. The CPT codes are: 

• 99408 - Alcohol and/or substance abuse structured screening and brief intervention 
services 15-30 min (Screening tool should be indicated) 

• 99409 - Alcohol and/or substance abuse structured SBI services >30 min 
CMS covers alcohol screening as a preventive service and advises that “beneficiaries who 
misuse alcohol but whose levels or patterns of alcohol consumption do not meet criteria for 
alcohol dependence, are eligible for counseling if they are competent and alert at the time that 
counseling is provided and counseling is furnished by qualified primary care practitioners in a 
primary care setting.” CMS does not require a specific diagnosis code, and waives deductible 
and copay. Medicare codes are: 

• G0442 Annual alcohol use screen –15 min 
• G0443 Brief face to face counseling for alcohol misuse –15 min (4 x/year) 

Some practices use other counseling codes when a brief intervention is indicated. Individual 
organizations should determine their own policies and procedures whether/how to bill for 
SBIRT services. 
[Note: As of May 2012, MassHealth/Medicaid does not recognize SBIRT codes.] 



The Patient Protection and Affordable Care Act states that health plans/insurance carriers must 
cover certain preventive services with no cost-sharing. Services which the US Preventive 
Services Task Force recommends as A and B are included in this requirement. Screening and 
brief interventions to reduce unhealthy alcohol use has a B recommendation from the US 
Preventive Services Task Force. 
  



CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 
I, [NAME OF PATIENT], authorize {NAME OR GENERAL DESIGNATION OF ALCOHOL/DRUG 
PROGRAM MAKING DISCLOSURE] to disclose [NAME OF PERSON OR ORGANIZATION TO WHICH 
DISCLOSURE IS TO BE MADE] the following information: 
[NATURE AND AMOUNT OF INFORMATION TO BE DISCLOSED, AS LIMITED AS POSSIBLE]. 
The purpose of the disclosure authorized in this consent is to: 
[PURPOSE OF DISCLOSURE, AS SPECIFIC AS POSSIBLE] 
I understand that my alcohol and/or drug treatment records are protected under the federal 
regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 
2, and the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 C>F>R> Pts 
160 and 164 and cannot be disclosed without my written consent unless otherwise provided for 
in the regulations. I also understand that I may revoke this consent at any time except to the 
extent that action has been taken in reliance on it, and that in any event this consent expires 
automatically as follows: 
[SPECIFICATION OF THE DATE, EVET, OR CONDITION UPON WHICH THIS CONSENT EXPIRES] 
I understand that I might be denied services if I refuse to consent to a disclosure for purposes of 
treatment, payment, or health care operations, if permitted by state law. I will not be denied 
services if I refuse consent to disclosure for other purposes. 
I have been provided a copy of this form, dated: 
Signature of patient 
Signature of person signing form if not patient 
Describe authority to sign on behalf of patient. 
Prepared by the Legal Action Center. 
  



SAMPLE NOTICE PROHIBITING REDISCLOSURE 
PROHIBITION OF REDISCLOSURE OF CONFIDENTIAL INFORMATION 
This notice accompanies a disclosure of information concerning a client in alcohol/drug 
treatment, made to you with the consent of such client. This information has been disclosed to 
you from records protected by federal confidentiality rules (42 C.F.R. Part 2). The federal rules 
prohibit you from making any further disclosure of this information unless further disclosure is 
expressly permitted by the written consent of the person to whom it pertains or as otherwise 
permitted by 42 C.F.R. Part 2. A general authorization for the release of medical or other 
information is NOT sufficient for this purpose. The federal rules restrict any use of the 
information to criminally investigate or prosecute any alcohol or drug abuse patient. 
 
 
Commonly Abused Drugs: a two page information sheet issued by the National Institute on 
Drug Abuse (NIDA). For access to the material, please visit NIDA at www.drugabuse.gov. 
  

http://www.drugabuse.gov/


BRIEF INTERVENTION QUESTION AND ANSWER 
1. What is a Brief Intervention (BI)? 

A brief intervention is a conversation with a patient with the overall aim of enhancing a 
patient’s motivation to lower his or her risk for alcohol and/or drug-related problems. This 
conversation based upon Motivational Interviewing principles and skills, elicits from the patient 
his/her own reasons to change. The conversation should be conducted in a collaborative 
manner with non-judgmental interest and curiosity about the patient’s perspective. 

2. Is the focus of a BI different for people using different substances? 
The basic format and structure of a BI is the same; whether the focus is on alcohol use only, 
drug use only, or both. Patients with risky alcohol use may be encouraged to decrease their 
drinking to within the NIAAA drinking guidelines (see NIAAA Clinician’s Guide, p. 4). Patients 
using drugs may be willing to stop for a period of time or start by decreasing use with the 
ultimate goal of stopping. Patients with a substance use disorder (abuse and dependence) 
should be encouraged to achieve abstinence and seek further evaluation by a substance abuse 
specialist. 
Abstinence should be considered in the following circumstances: (See footnote 35.) 

• Patient is under age 21, for legal reasons related to alcohol use and because of possible 
detrimental effects on brain development 

• Pregnancy, planning to conceive, or at risk of becoming pregnant 
• Prior consequences (eg, substance-related injury) 
• Failed prior attempts to cut down 
• Physical or mental health condition secondary to use 
• Taking a medication that contraindicates any alcohol use (e.g. warfarin) 
• Personal or family history of an alcohol use disorder 

“While the risks of drug use vary by drug, amount, and frequency of use, many consider any 
drug use, either illegal drugs or misuse of prescription drugs, as risky, thus suggesting a goal of 
abstinence. Some consider the risk of legal consequences alone to warrant an abstinence 
goal.”(See footnote 35.) 

3. What are the components of a Brief Intervention? 
A BI can be highly structured (see Step 3: Brief Intervention on page nine), with the practitioner 
undertaking successive actions or less structured with the practitioner providing information 
and education, while using principles of Motivational Interviewing (MI). (See footnote 35.) See 
Supplement pages for a review of Motivational Interviewing (MI) principles and skills. 
Generally, a BI includes three components: (See footnote 36) 

A. Understanding patients’ views of drinking or drug use and enhancing motivation. This 
might include asking about: 

• how the patient perceives drinking and the role it plays in his/her life 
• the patient’s view of the good and less good things about drinking or drug use (pro’s 

and con’s) 
• using a 0 to 10 scale to identify the patient’s readiness to change 
• using a 0 to 10 scale to identify the patient’s degree of confidence to be able to 

make a change 
B. Giving information/feedback. 



Begin this section of the BI by asking for the patient’s permission to give him/her feedback, 
regarding answers to the screening questions and potential consequences of their use. 
After giving the feedback, ask open-ended questions about what the patient’s reaction to 
the feedback. Giving feedback includes: 

• telling patients the results of the screening and assessment 
• giving information related to the (potential) impact of alcohol or drug use on a 

patient’s health 
• providing education about drinking limits 
• informing that abstaining or cutting back can reduce the risk of injuries or health 

problems 
C. Giving advice and negotiating change plan. 
After asking and receiving the patient’s permission, it is important to provide clear advice to 
the patient to change. Providing a menu of options and goals is often helpful. Discussion can 
be directed toward options in which the patient shows interest. Negotiating a goal with a 
patient often involves a compromise between what the clinician thinks is the safest and 
what the patient is willing to do. Emphasis on the patient having sole responsibility for 
changing his/her own use is crucial. This might include: 

• goal setting (i.e. quitting drinking versus cutting back). Goals should optimally be 
generated at least in part by the patient. 

• developing a plan (telling a friend about one’s goals, avoiding certain people or 
locations). See NIAAA Clinician’s Guide included in the back of the toolkit for 
Strategies to Cut Down (page 26). 

Following the goal setting, it is useful to elicit what the patient thinks of the clinician’s advice 
and recommendations regarding goals. The clinician should state her or his belief that the 
patient can make a change and reinforce the patient’s self-efficacy or belief in his or her ability 
to change behavior. (See footnote 27.) 

4. Is a BI effective for people with all severity of substance use issues? 
Research supports BIs for people with risky/harmful alcohol use. (See footnote 37) Studies are 
being conducted to determine if BIs are effective for people with drug use. (See footnote 38) 
Studies have shown varying effectiveness of BIs for people with dependence, but some have 
found benefits for women with dependence, but not for men with dependence. (See footnote 
39) Variations of BIs have also been found to be effective for motivating people with alcohol 
dependence to attend long-term alcohol treatment, as well as decrease their use. (See NIAAA 
Clinician’s Guide included in the back of this toolkit for BI for people with Alcohol Use Disorders 
pages 6-7.) 

5. Are BIs only used for dealing with alcohol and other drug issues? 
In fact, BI’s are widely used by physicians and other medical staff to address an array of patient 
behaviors including dietary habits, weight loss, smoking and taking medications as prescribed. 
BI’s for at-risk drinking result in health, social, and economic benefits for the individual and 
society. (See footnote 36) 

6. What skills and knowledge are needed to perform a BI? 
BIs are based upon Motivational Interviewing principles and skills as developed by Miller and 
Rollnick. These principles and skills are reviewed on p. 22 of this manual. With practice, BI’s can 



become effectively carried out by most practitioners. Even those with little experience report 
good success when following basic BI guidelines. 
 
  



MOTIVATIONAL INTERVIEWING OVERVIEW 
Taken from Brief Intervention for Substance Abuse: A Manual for Use in Primary Care. World 
Health Organization (See footnote 40) 
Motivational interviewing is a directive, client centered-style of interaction aimed at helping 
people to explore and resolve their ambivalence about their substance use and move through 
the stages of change. It is especially useful when working with patients in the pre-
contemplation and contemplation stages but the principles and skills are important at all 
stages. (See footnote 13) 
Motivational interviewing is based on the understanding that: 

• effective treatment assists a natural process of change, 
• motivation for change occurs in the context of a relationship between the patient and 

the therapist, and 
• the style and spirit of an intervention is important in how well it works, in particular, an 

empathic style is associated with improved treatment outcomes. (See footnote 13) 
The brief intervention approach adopted in this manual is based on the motivational 
interviewing principles developed by Miller (footnote 12) and further elaborated by Miller and 
Rollnick. (footnote 13) 

Principles of Motivational Interviewing 
Express empathy 
In the clinical situation empathy involves an accepting, non-judgemental approach which tries 
to understand the patient’s point of view and avoids the use of labels such as ‘alcoholic’ or 
‘drug addict’. It is especially important to avoid confrontation and blaming or criticism of the 
patient. Skillful reflective listening which clarifies and amplifies the person’s own experience 
and meaning is a fundamental part of expressing empathy. The empathy of the health worker is 
an important contributor to how well the patient responds to the intervention.13 
Develop discrepancy 
People are more likely to be motivated to change their substance use behavior when they see a 
difference or discrepancy between their current substance use and related problems and the 
way they would like their life to be. The greater the difference between their important goals 
and values and their current behavior, the more important it is likely to be to patients to 
change. Motivational interviewing aims to create and amplify a discrepancy between current 
behavior and broader goals and values from the patient’s point of view. It is important for the 
patient to identify their own goals and values and to express their own reasons for change. 
Roll with resistance (avoid argument) 
A key principle of motivational interviewing is to accept that ambivalence and resistance to 
change is normal and to invite the patient to consider new information and perspectives on 
their substance use. When the patient expresses resistance, the health worker should reframe 
it or reflect it rather than opposing it. It is particularly important to avoid arguing in favor of 
change as this puts the patient in the position of arguing against it.  
Support self-efficacy (confidence) 
As discussed above patients need to believe that reducing or stopping their substance use is 
important and be confident that they are able to do so. Using negotiation and confidence 



building to persuade patients that there is something that they can do is an important part of 
motivational interviewing. The therapist’s belief in the patient’s ability to change their behavior 
is also important and can become a self-fulfilling prophecy. 
Specific Skills 
Motivational interviewing makes use of five specific skills. These skills are used together to 
encourage patients to talk, to explore their ambivalence about their substance use, and to 
clarify their reasons for reducing or stopping their substance use13. The first four skills are 
often known by the acronym OARS –Open-ended questions, Affirmation, Reflective listening, 
and Summarizing. The fifth skill is ‘eliciting change talk’ and involves using the OARS to guide 
the patient to present the arguments for changing their substance use behavior. 
OARS 
Open ended questions 
Open-ended questions are questions which require a longer answer and open the door for the 
person to talk. Examples of open-ended questions include: 

• “What are the good things about your substance use?” 
• “Tell me about the not so good things about using (drug)?” 
• “You seem to have some concerns about your substance use; tell me more about 

them.” 
• “What concerns you about that?” 
• “How do you feel about (drug)?” 
• “What would you like to do about that?” 
• “What do you know about (drug)?” 

Affirmation 
Including statements of appreciation and understanding helps to create a more supportive 
atmosphere, and helps build rapport with the patient. Affirming the patient’s strengths and 
efforts to change helps build confidence, while affirming self-motivating statements (or change 
talk) encourages readiness to change. Examples of affirmation include: 

• “Thanks for coming today.” 
• “I appreciate that you are willing to talk to me about your substance use.” 
• “You are obviously a resourceful person to have coped with those difficulties.” 
• “I can see that you are a really strong person.” 
• “That’s a good idea.” 
• “It’s hard to talk about... (drug) I really appreciate your keeping on with this.” 

Reflective listening 
A reflective listening response is a statement guessing at what the patient means. It is 
important to reflect back the underlying meanings and feelings the patient has expressed as 
well as the words they have used. Using reflective listening is like being a mirror for the person 
so that they can hear the therapist say what they have communicated. 
Reflective listening shows the patient that the therapist understands what is being said or can 
be used to clarify what the patient means. Effective reflective listening encourages the patient 
to keep talking and you should allow enough time for that to happen. 
In motivational interviewing reflective listening is used actively to highlight the patient’s 
ambivalence about their substance use, to steer the patient towards a greater recognition of 



their problems and concerns, and to reinforce statements indicating that the patient is thinking 
about change. Examples include: 

• “You are surprised that your score shows you are at risk of problems.” 
• “It’s really important to you to keep your relationship with your boyfriend.” 
• “You’re feeling uncomfortable talking about this.” 
• “You’re angry because your wife keeps nagging you about your substance use.” 
• “You would like to cut down your substance use at parties.” 
• “You really enjoy your substance use and would hate to give it up, and you can also see 

that it is causing some financial and legal problems.” 
Summarize 
Summarizing is an important way of gathering together what has already been said and 
preparing the patient to move on. Summarizing adds to the power of reflective listening 
especially in relation to concerns and change talk. First patients hear themselves say it, then 
they hear the therapist reflect it, and then they hear it again in the summary. The therapist 
chooses what to include in the summary and can use it to change direction by emphasizing 
some things and not others. It is important to keep the summary succinct. An example of a 
summary appears below. 
“So you really enjoy using speed and ecstasy at parties and you don’t think you use any more 
than your friends do. On the other hand you have spent a lot more money than you can afford 
on drugs, and that really concerns you. You are finding it difficult to pay your bills and your 
credit cards have been cancelled. Your partner is angry and you really hate upsetting him. As 
well, you have noticed that you are having trouble sleeping and you’re finding it difficult to 
remember things.” 
Eliciting change talk 
The fifth skill ‘eliciting change talk’ is a strategy for helping the patient to resolve ambivalence 
and is aimed at enabling the patient to present the arguments for change. There are four main 
categories of change talk: 

• Recognizing the disadvantages of staying the same 
• Recognizing the advantages of change 
• Expressing optimism about change 
• Expressing an intention to change. 

There are a number of ways of drawing out change talk from the patient. 
• Asking direct open questions; for example: 

o “What worries you about your substance use?” 
o “What do you think will happen if you don’t make any changes?” 
o “What would be the good things about cutting down your substance use?” 
o “How would you like your life to be in five years time?” 
o “What do you think would work for you if you decided to change?” 
o “How confident are you that you can make this change?” 
o “How important is it to you to cut down your substance use?” 
o “What are you thinking about your substance use now?” 



• Use the importance and confidence rulers (see figure 3 and figure 4, Miller and Rollnick13) 
suggest using the ruler to obtain the patient’s rating and then asking the following two 
questions. 

o “Why are you at a (eg. 3) and not a 0?” This gets the patient to verbally justify, or 
defend, their position which can act to motivate the patient to change. 

o “What would it take for you to go from a (eg. 3) to a (eg. 6) (a higher number)?” 
This gets patients to verbalize possible strategies for change and gets them to start 
thinking more about change. 

• Probe the decision balance (see figure 2) by encouraging the patient to talk about the 
benefits of change and the costs of staying the same. 

• Ask the patient to clarify or elaborate their statements - for example, a person who reports 
that one of the less good things about using cocaine is having panic attacks could be asked: 

o “Describe the last time this happened.” 
o “What else?” 
o “Give me an example of that.” 
o “Tell me more about that?” 

• Ask the patient to imagine the worst consequences of not changing or the best 
consequences of changing. 

• Explore the patient’s goals and values to identify discrepancies between the patient’s values 
and their current substance use. For example, ask: 

o “What are the most important things in your life?” 
 

12. Miller W. (1983) Motivational interviewing with problem drinkers. Behavioural 
Psychotherapy. 11:147-172 
13. Miller W, Rollnick S (2002) Motivational Interviewing. 2nd Edition. Guilford Press New York 
and London. 
  



SBIRT CONSIDERATIONS FOR SPECIAL POPULATIONS 
While it is important to recognize the unique characteristics and risks of each of the groups 
noted here, it is most important to ask about alcohol and other drug use universally. Tools 
designed for these unique groups can help approach patients in a nonjudgmental and 
respectful way that elicit honest responses that can help you develop an appropriate and 
effective brief intervention. 
Women of Childbearing Age 
Women are affected by alcohol more quickly than men (see footnote 41), so safe drinking limits 
are lower than those for men. Recent research is implicating even moderate alcohol use in 
development of breast cancer. (See footnote 42) Substance use can be uniquely harmful during 
and after pregnancy. There is no known safe amount of alcohol or drug use when pregnant. 
“One half of pregnancies are unplanned and this has led to a recent paradigm shift in primary 
care to treat all women of childbearing age as potentially pregnant (preconception care).” 
Screening of pregnant or potentially pregnant women adds some level of complexity. Questions 
that may be appropriate for the general population may not elicit honest responses from this 
group of women – especially those who may be concerned about losing custody of their 
children. Yet, pregnancy presents an opportunity to take advantage of increased motivation to 
change and live a healthy lifestyle. 
Questionnaires of a more relational nature – such as the 5 P’s – are recommended for use with 
pregnant or potentially pregnant women. For more information about screening women of 
childbearing age, see the Protecting Women and Babies from Alcohol and Drug Affected Births: 
Tools and Resources toolkit. 
Adolescents 
All drugs – including tobacco and alcohol – are illegal for adolescents. Their bodies and brains 
are still developing and the substances they consume may impact this development. Recent 
research indicates that the earlier a youth starts using alcohol the greater the risk of lifetime 
substance dependence problems. (See footnote 43) 
The CRAFFT screening tool has been validated for use with this age group and is one of the tools 
approved for use by the Massachusetts Children’s Behavioral Health Initiative. The CRAFFT 
Toolkit. 
Older Adults 
With age comes increased sensitivity and decreased tolerance for alcohol, drugs, and 
medications. Over time, an older person whose drinking patterns haven’t changed may find she 
or he has a problem. Aging bodies are less able to metabolize alcohol or drugs. In addition, 
older persons have a greater likelihood of using multiple prescription medications that can 
increase their risk for harm when alcohol or other drugs are combined. Interactions between 
alcohol and medications can also increase the risk of falls and accidents. 
The guidelines recommend men and women over age 65 should have no more than 3 drinks in 
a day and no more than 7 drinks in a week. 
Aging adults are a growing population. It’s estimated people over 65 will be 20% of the 
population by 2030. Some older adults have used alcohol throughout their lives and some 
others may start in their older years as additional free time, losses and other changes impact 
them. The oldest of the baby boom generation have started turning 65 and many in this 

http://www.maclearinghouse.com/
http://www.maclearinghouse.com/
http://www.masspartnership.com/pcc/pdf/CRAFFTScreeningTool.pdf
http://www.masspartnership.com/pcc/pdf/CRAFFTScreeningTool.pdf


generation are more comfortable with a variety of drugs – legal and illegal – than previous 
generations of older adults. 
  



There are age appropriate screening tools for this group, such as the G MAST. This tool is 
available as part of the Provider Update: Alcohol and Medication Issues for Older Adults. 
Other Languages 
While much SBIRT research and implementation has been international, it may be difficult to 
access appropriate translated screening tools. Another complication is that few nations use the 
same measurement standards as the US. 
Page 12 of the NIAAA Clinicians’ Guide available at the back of this toolkit contains a Spanish 
translation of the AUDIT screening tool. A Spanish version of the DAST-10 can be accessed in 
the following publication, Bedregal LE, Sobell LC, Sobell MB, Simco E. Psychometric 
characteristics of a Spanish version of the DAST-10 and the RAGS. Addict Behav. 2006; 31(2): 
309-319. 
NMHA Screening and Brief Intervention Toolkit for the Hispanic Patient 
This toolkit was developed by the National Hispanic Medical Association (NHMA). It provides a 
summary of existing screening tools with a recommendation by Hispanic physicians; a quick 
reference card (English and Spanish) that can be used for brief interactions with patients; and a 
guide to communicating effectively with Hispanic patients developed with input from members 
of the National Hispanic Medical Association. www.nhmamd.org/files/alcoholToolkit.pdf 
The ASSIST (Alcohol, Smoking and Substance Involvement Screening Test) screening tool, was 
developed for the World Health O rganization (WHO) and has been translated and validated 
into several languages. For more information visit: www.who.int/substance_abuse. 
The CAGE has been validated in Spanish. (See footnote 44) 
 
CAGE Questions in Spanish 

1. ¿Ha tenido usted alguna vez la impresión de que debería beber menos? 
2. ¿Le ha molestado alguna vez la gente criticándole su forma de beber? 
3. ¿Se ha sentido alguna vez mal o culpable por su costumbre de beber? 
4. ¿Alguna vez lo primero que ha hecho por la mañana ha sido beber para calmar los 

nervios o para librarse de una goma (una resaca)? 
Saitz R, Lepore MF, Sullivan LA, Amaro H, Samet J. Alcohol Abuse and Dependence in Latinos 
Living in the United States: Validation of the CAGE (4M) Questions. Arch Intern Med. 1999; 
159:718-724. 
 
  

http://www.maclearinghouse.com/


MASSACHUSETTS HEALTH PROMOTION CLEARINGHOUSE 
Download and order SBIRT materials from the Massachusetts Health Promotion Clearinghouse 
http://www.maclearinghouse.com/category/ALCH.html 
  

http://www.maclearinghouse.com/category/ALCH.html
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