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The history of substance misuse in the United States is long and 
complex, with a multitude of factors contributing to the availability and 
misuse of licit and illicit substances. Addressing the impact of such use 
on individuals, their families, and their communities has been a priority 
of federal agencies for quite some time. In 2016, the Substance Abuse 
and Mental Health Services Agency (SAMHSA) issued one of many 
funding announcements to address the impact of substance use  
through its Screening, Brief Intervention, and Referral to Treatment 
(SBIRT) grant program. This SBIRT grant program was designed to 
support state agencies in expanding and/or enhancing the continuum 
of care for Substance Use Disorder services to reduce alcohol and 
other drug consumption, reduce its negative health impact, increase 
abstinence, reduce costly health care utilization, and promote the 
integration of sustainable behavioral health and primary care services 
through the use of health information technology. It also sought to 
identify and sustain systems and policy changes to increase access to 
treatment in generalist and specialist settings and increase the number 
of individuals accessing services through technological means. 

In the fall of 2016, the Commonwealth of Virginia’s  
Department of Behavioral Health and Developmental  
Services (DBHDS) was awarded a five-year SBIRT grant  
to enhance the continuum of substance use services 
throughout the state called the Virginia SBIRT Project.

Project Mission

The mission of the Virginia SBIRT Project was to change the  
trajectory of substance use and depression through early identification 
and intervention, preventing the onset of negative sequelae for those in 
the beginning stages of substance misuse and mitigating further harm 
for those in more advanced stages. 

Project Goals

Increase access to universal screening, secondary prevention, 
early intervention and treatment for people engaging in  
substance misuse or abuse by implementing SBIRT in primary 
care and community health settings through both onsite and 
technological means.

Develop a systematic training model that efficiently and  
effectively promotes needed clinical skill learning, practice  
competency and fidelity in SBIRT evidence-based practices to a 
wide scope of healthcare providers through webinars, courses, 
onsite coaching/feedback and clinical toolbox resources.

Ensure a sustainable VA-SBIRT model within Virginia’s  
healthcare system.

1.

2.

3.
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Project Goals (continued)

The following is a summary of how the Virginia SBIRT Project achieved 
these goals.

Increase Access to SBIRT in a Variety of Settings Using  
Onsite and Technological Means

The Virginia SBIRT Project supported the integration of SBIRT into  
13 medical settings and 6 mental health agencies. While sites varied  
in their approach to SBIRT, they all incorporated both on-site and  
electronic tools to facilitate service implementation. Electronic means 
were used primarily in support of the screening process where patients 
were screened either via survey link on a tablet device or electronic 
health record portal.

Collectively, Virginia SBIRT practice sites screened 104,391  
Virginians between 2016-2021.

Overall risk prevalence was lower than  
national norms although variation was  
observed across setting, with health  
department sexually transmitted  
infection clinics seeing the highest risk  
rates (16% overall risk compared to  
6-8% overall risk for other settings).

Depression risk also varied  
by setting, with clinics serving  
the under- and uninsured as  
well as primary care clinics  
seeing the highest rates of  
depression risk (20% and 17%  
overall risk, compared to 8%  
in other settings).

Practice site brief interventionists delivered 11,754  
interventions for substance use and/or depression risk. 

Notably, the Virginia SBIRT Project demonstrated change to  
individual trajectories of substance use and depression across  
populations of all ages 18 and over and in a variety of settings  
across several regions of Virginia. 

Based on a random 10% sample of people receiving services, 
SBIRT interventions effectively decreased alcohol use,  
illicit drug use, and depression.

1.

10%
Mild Risk

BRIEF INTERVENTION

87%
Low/No Risk

LOW/NO RISK PRAISE

2%
Moderate Risk

BRIEF TREATMENT

1%
Severe 
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3%
Mild Risk

BRIEF INTERVENTION

88%
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LOW/NO RISK PRAISE
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BRIEF TREATMENT

5%
Severe 

Risk
REFERRAL TO TREATMENT
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Project Goals (continued)

One of every 2 (50%) individuals who received an intervention 
for risky alcohol use were either:

within recommended drinking limits 6 month later, or

had decreased their level of risk.

Over a quarter of the sample eliminated binge drinking.

Two of every 5 (39%) individuals who received an 
intervention for risky drug use were either:

abstinent 6 months later, or

had decreased their level of risk

Seven of every ten (71%) individuals who received an 
intervention for depression were either:

at no risk, or

had decreased their level of risk

The Virginia SBIRT project demonstrated that SBIRT does work and  
that people are comfortable with SBIRT services. Individuals receiving 
interventions overwhelmingly endorsed feeling comfortable discussing 
their use and felt staff were respectful toward them.

3 out of every 4 individuals (73%) indicated they found 
the SBIRT related discussions very helpful or helpful.

“Appreciated the facts given and the fact  
that [SBIRT clinician] was very non-judgmental  

and down to Earth. Felt like I could talk to  
[SBIRT clinician] about anything.”

SBIRT Participant

55%

16%

32%

7%

36%

14%

27%
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Project Goals (continued)

Develop a systematic training model

The VA-SBIRT Training Team prepared healthcare professionals and 
support staff at practice sites to develop competency and confidence  
to implement SBIRT through provision of knowledge sharing, skills 
training, and coaching. 

Training Topics Included

• SBIRT Evidence-Based Practices

• Behavioral Health Integration

• Workflow Implementation

• Documentation

• Data Collection

Training curriculum for interventionists Included

• Exposure to new concepts (self-paced webinars, self-directed readings)

• Immersion into new skills (experiential workshops, role playing)

• Competency development (in-person individualized coaching,  
learning collaborative).

2.
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Project Goals (continued)

Ensure a Sustainable VA-SBIRT Model Within Virginia’s 
Healthcare System

The Virginia SBIRT Project intentionally designed its implementation 
approach and work with practice sites to boost the likelihood of  
sustainable SBIRT services. Common facilitators and barriers to  
sustainability were identified in early discussions with practice sites  
and helped to inform the implementation model with the highest  
likelihood for sustainability.

Key Domains for Sustainability Included

• Environmental Support

• Funding Stability

• Partnerships

• Organizational Capacity

Key stakeholders at practice sites were prepared on the basics of the 
implementation process to be able to manage ongoing SBIRT workflow 
deviations and needs. Training sustainability occurred through a Train 
the Trainer process.

To support the wider uptake of SBIRT across Virginia, no-cost  
training and technical assistance in SBIRT was offered to healthcare 
providers working outside of participating practice site locations 
throughout Virginia.

At the conclusion of the Virginia SBIRT Project, 8 of 13 healthcare sites 
and all 6 mental health agencies had sustained SBIRT. 

Two sites stopped SBIRT operations following the pandemic 
due to their healthcare locations transitioning into COVID  
testing and treatment sites. 

Two sites sustained for some time and then operations halted 
when significant turnover throughout their settings resulted 
in few to no SBIRT champions prepared to embrace SBIRT and 
support implementation and/or training. 

One site launched SBIRT and stopped operations midway 
through their funding period due to competing priorities  
of staff.

3.

• Program Evaluation

• Program Service Design

• Communications

• Strategic Planning
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In 2016, the Commonwealth of Virginia’s Department of Behavioral 
Health and Developmental Services (DBHDS) was awarded a five-year 
grant from the Substance Abuse and Mental Health Services Admin-
istration (SAMHSA) to support the integration of SBIRT (Screening, 
Brief Intervention, and Referral to Treatment) into healthcare settings 
throughout the Commonwealth. This award presented DBHDS with the 
opportunity to accelerate substance use identification, secondary  
prevention, and treatment efforts during a time when the nation’s  
third wave of the opioid epidemic had reached a crises level.

DBHDS strategically identified a variety of healthcare settings where 
opportunities for early identification and intervention for substance use 
would reach the most people, and some of the highest risk groups of 
people – young adults and people engaging in high-risk sexual behavior.

Settings Included 

• Emergency and Urgent Care Services

• Primary Care

• Federally Qualified Health Centers

• Free Healthcare Clinics

• University Student Health Clinic

• Health Department Sexually Transmitted Infection Clinics

To support the execution of this project, DBHDS established  
programmatic partnerships with A Division for Advancing  
Prevention and Treatment (ADAPT) at the Center for Drug Policy  
and Prevention and The University of Baltimore, George Mason  
University, and the Center for Behavioral Health Integration to  
oversee, implement, and evaluate this initiative. These agencies  
worked collaboratively to plan, execute, evaluate, and complete  
the Virginia SBIRT Project, in alignment with the primary mission  
to increase identification, early intervention and treatment of  
substance misuse and depression in Virginians ages 18 and older. 

Changing lives one screen  
at a time...
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Screening is the first step in the SBIRT framework. Where possible, this  
includes universal screening of all people in a given setting. 

Primary Universal Screening - Substance Risk 

Substance Use Screening

• Alcohol

• Licit and Illicit Drugs

• Tobacco 

• Nicotine

Mental Health Screening

• Depression

• Anxiety

SCREENING

Screening, Brief Intervention, and Referral to Treatment (SBIRT) is  
an evidence-based public health approach for the early identification 
and early intervention of substance misuse and co-occurring problems.  
As an upstream approach, the SBIRT model aims to identify substance 

misuse as it is emerging so that an appropriate intervention can  
be offered to assist people in decreasing their risk of developing a  
Substance Use Disorder (SUD) and decrease the impact of negative  
consequences linked to substance use.

80% of people screened in a  
general community setting will 
screen negative to substance risk; 
no further action necessary.

80% 

20% 

20% of people screened in a  
general community setting will 
screen positive to substance risk; 
secondary screening necessary.
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MILD  
RISK

MODERATE  
RISK

SEVERE  
RISK

A key function of the SBIRT framework is identifying and stratifying 
substance use risk into clinically meaningful categories that inform the 
most appropriate level of intervention for that level of risk. These risk 
categories range from Low/No Risk through Severe Risk. The SBIRT risk 
categories, indicated level of clinical intervention, and Virginia SBIRT 
prevalence rates for each level of risk are shown here.

Secondary Screening

When a universal screen is positive, a secondary screen is  
administered. The vast majority of people who complete a  
secondary screen will fall in the mild risk category. This is where 
people are using substances and often just beginning to experience 
negative problems linked to their use. Intervening when someone 
is at this low risk range, to help individuals take action before 
patterns of use worsen and problems worsen is the core of what 
the SBIRT framework strives to do. A smaller number of people  
will fall into the moderate or severe risk categories. Those who 
screen at a severe risk level are likely to meet diagnostic criteria  
for a SUD.

SCREENING

15%
Mild Risk

BRIEF INTERVENTION

80%
Low/No Risk

LOW/NO RISK PRAISE

2.5%
Moderate Risk

BRIEF TREATMENT

2.5%
Severe 

Risk
REFERRAL TO TREATMENT
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MODERATE  
RISK

SEVERE  
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Brief Interventions are offered to people identified in the  
mild, moderate, or severe risk categories.

Mild + Moderate Risk

For those at mild and moderate risk levels, the Brief Intervention is  
typically a 5-10 minute conversation that aims to increase awareness  
of substance misuse and any associated consequences, provide  
feedback and education, explore and enhance readiness to change,  
and develop a plan to lower ones risk. The Brief Intervention is heavily 
informed by a Motivational Interviewing approach in which the provider 
skillfully dialogues with the at-risk individual in a way that is likely to 
activate that individual toward making a change.

Moderate + Severe Risk

When people screen at moderate and severe risk levels, the goals of  
the brief intervention remain the same with an added emphasis on  
working to help the at-risk individual to be open to accepting a referral 
for further assessment and treatment. 

“Made me start to think about getting things under 
control. They offered assistance, all I had to do was 

ask. They did not make me feel embarrassed.”
SBIRT Participant

“The conversation brought certain things to  
my attention and made me look back at some  

decisions I’d made. It helped me gain perspective 
and make better decisions.”

SBIRT Participant

BRIEF INTERVENTION

The SBIRT Framework
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REFERRAL TO TREATMENT

The third step in the SBIRT framework, Referral to Treatment, refers  
to an active and collaborative approach to the referral process. This  
may include planning around the facilitators and barriers to accepting  
the referral, developing relationships with common referral sites to  
streamline the transition, and instituting follow up as a standard of care.

Moderate Risk

SBIRT sites with the capacity to offer ongoing counseling or therapy  
are encouraged to offer on-site Brief Treatment services. People  
who fall in the moderate risk range would often benefit from a higher 
level intervention than a single or multiple brief interventions yet their  
severity may not make them appropriate for referral to a specialty SUD 
treatment facility. These individuals are often better suited to outpatient 
treatment – 6-12 sessions of outpatient weekly or biweekly counseling. 
SAMHSA has created a treatment manual to support the delivery of 
Brief Treatment, called Integrated Motivational Interviewing and  
Cognitive Behavioral Therapy (See Appendix 9).  

Severe Risk

Based on their screening scores, people who fall in the Severe Risk 
range are likely to meet diagnostic criteria for a SUD. This level of risk 
would be best served by diagnostic assessment of their substance use 
and treatment within a setting that offers specialized SUD treatment. 
Treatment at this level of risk may include counseling and other  
psychosocial rehabilitation services, medications, involvement with  
self-help and recovery supports, or some combination of these  
approaches. Treatment intensity may range from traditional or  
intensive outpatient programs, residential treatment, and  
inpatient or detox services.

The active and collaborative approach to the referral  
process is designed to capitalize on an individual’s  
motivation to change and engage in treatment by making 
the transfer of care easier and more timely. Through  
established relationships with referring treatment providers 
and referral agreements specifying strategies to support the 
transfer of care, providers are able to increase the likelihood 
that their referral will result in treatment initiation at the  
referring practice. 

The SBIRT Framework
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REFERRAL TO TREATMENT

Severe Risk (continued)

An essential ingredient to this transfer of care is the warm 
handoff. A warm handoff referral is the action by which a  
provider directly introduces or links their patient to another 
treatment provider via face-to-face or phone transfer at  
the time of the visit. The rationale behind the warm handoff 
referral is that the direct contact to a referring provider will 
confer the trust and rapport established between the patient 
and their existing provider to the new provider. Face-to-face 
introductions may also increase the likelihood that subsequent 
appointments will be kept in situations in which the new  
provider is not able to see the patient that same day. 

Sample scripts for engaging in warm handoffs can be seen  
on the right. 

• As a part of your overall health care, I’m concerned about your level 
of [alcohol/drug] use. I have a colleague down the hall that assesses 
these issues and I’d like you to meet with them today so I can provide 
you with the best care. Together we can develop a plan to deal with 
this. May I introduce you?

• It sounds like you might be having a lot of stress right now. I work  
with someone who specializes in helping with these issues, and I 
would like you to speak with them today to better help me help you.  
Is it alright if I introduce you to them?

• [For Severe Risk Levels]: The way you answered the questionnaires 
on [alcohol/drugs] places you in what is called, “the severe range.” 
People who score like this are likely experiencing health and social 
problems that are related to their [alcohol/drug use]. As your health 
care provider I would like you talk with my colleague who can take a 
closer look with you and see if there is anything we should be con-
cerned about. May I introduce you to them?

Sample Warm Handoffs
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SBIRT works. The SBIRT model is one of the most effective secondary 
prevention strategies available to healthcare providers. 1 While the most 
robust support for SBIRT exists for reducing and ceasing alcohol and 
tobacco use,2,3 there is good and growing support for its  
effectiveness with illicit drugs.4 SBIRT outcomes specific to  
depression are preliminary yet promising.3 

Clinical Research Shows That SBIRT Can:

Lead to decreases in substance use 

Lead to decreases in negative consequences often linked to 
use, such as accidents, injuries, and legal consequences.3 

Be cost effective in reducing short- and long-term  
healthcare costs based on cost-benefit analyses.5, 6

For these reasons, the U.S. Preventive Services Task Force has  
recommended alcohol and drug screening and behavioral counseling 
interventions in primary care.
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The Virginia SBIRT Project launched with three goals that would support the 
project mission to increase identification, early intervention and treatment of 
substance misuse and depression in Virginians ages 18 and older by screening 
over 100,000 Virginians across rural and urban regions. 

Increase access to universal  
screening, secondary prevention/ 
early intervention, and treatment  
for people engaging in substance  
misuse by implementing SBIRT in 
primary care and community  
health settings through both  
onsite and technological means.

Ensure a sustainable Virginia  
SBIRT model within Virginia’s  
healthcare system.

Develop a systematic training  
model that efficiently and  
effectively promotes needed  
clinical skill learning, practice 
competency and fidelity in SBIRT 
evidence-based practices to  
a wide scope of healthcare  
providers through webinars, 
courses, onsite coaching/ 
feedback and clinical  
toolbox resources.



Virginia SBIRT Participating Practice Sites

The Virginia SBIRT Project is grateful to our healthcare partners who 
allowed us to work closely alongside them as they integrated SBIRT into 
their clinic settings. 

Practice Sites Selection Factors

1. Location in a high-need region of Virginia,

2. Interest in adopting SBIRT as an organizational strategy for  
substance use prevention and management, and/or

3. Serve a population at higher risk for substance use including  
sexually transmitted clinics or higher education students.

During Virginia SBIRT’s final year of operation, healthcare partnerships 
were established with community mental health clinics in support of a  
rapid implementation approach to SBIRT. 

Participating Partners Include:

• Crescent Counseling

• Diamond Counseling

• EMS of Virginia
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Participating Practice Sites Included:

Emergency, Urgent Care, and  
Primary Care Services

Federally Qualified  
Health Centers

University Student  
Health Clinic

Free Healthcare 
Clinics

Health Department  
STI Clinics

Neighborhood Health
HealthWorks

Winchester Medical Center

Warren Memorial Hospital

Page Memorial Hospital

Shenandoah Memorial 
Hospital

Southside Medical Center

Valley Health Urgent Care 
@ Rutherford Crossing

Valley Health Winchester 
Family Practice @  

Rutherford Crossing

George Mason University Student 
Health Center

Sinclair Health Clinic

Loudoun Free Clinic

Prince William Health Distric 

Fairfax Count Health Department

• Family Insight, PC

• National Counseling Group

• Pathways Homes, Inc



Virginia SBIRT practice sites integrated SBIRT into clinical workflows 
and electronic health records through 5 sequential practice  
transformation phases: 

Orientation  >  Process Development and Sustainability Planning > 

Training  >  Implementation  > Evaluation

Planning Phase (3 Months)

Orientation

Individual practice site meetings oriented teams to the rationale behind 
the importance of SBIRT, elicited commitment from senior leadership, 
and led to the formation of the planning/implementation change team 
(SBIRT champions). 

Process Development and Sustainability Planning

Organizational readiness to integrate SBIRT and process mapping  
occurred to inform conversations around the best model for  
SBIRT sustainability within each site. The most sustainable SBIRT  
workflow was developed that incorporated, where relevant,  
modifications to electronic health record, billing and coding  
processes, and establishment of the referral to treatment  
process and network.

Multilevel and ongoing training prepared behavioral health  
(counselors, social workers) and medical staff (physicians, nurse  
practitioners, physician assistants, nurses) to develop SBIRT  
proficiency. The comprehensive training program included an  
experiential workshop followed by coaching (observation  
with feedback).

Implementation Phase

Implementation

The SBIRT workflow was implemented in a pilot phase and then  
consistently and systematically fine-tuned to improve processes.  
Ongoing training needs were identified and booster training sessions  
as well as optional participation in a monthly teleECHO clinic promoting 
case sharing with feedback were offered.

Evaluation

Clinically meaningful and manageable evaluation metrics were identified 
and followed by ongoing Rapid Cycle Quality Improvement and evalua-
tion process assessing program impact and provider experience.

1.

2.

3.

4.

5.

Implementation Approach
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Training



Assessing Readiness and Building Engagement

The Virginia SBIRT Project Team were all trained in Motivational  
Interviewing skills to support practice sites in building readiness,  
facilitating engagement, and addressing attitudinal barriers during  
the implementation process. To ground this process, a baseline SBIRT  
Implementation Readiness Survey was completed by key stakeholders 
from each practice site during the process development and  
sustainability planning phase of the project.

This survey included 28 items measuring each site’s  
readiness to integrate each component of the SBIRT  
model into their medical setting and to identify  
barriers and facilitators to integration. 

The Project Team used the information obtained from the readiness 
assessment, along with observations of clinical operations, to develop 
site-specific implementation plans. 

Implementation Plans Included:

• Identification of the Implementation/Change Team (SBIRT Champions)

• Policy updates to support SBIRT integration

• Clinical/data collection workflows

• Training plans

• EHR integration

• Fiscal sustainability plans
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Clinical Workflows

The development of clinical workflows was an iterative process in  
which the Project Team worked with partner sites to determine the  
most effective and efficient way to map SBIRT clinical and data  
collection requirements onto existing clinical operations. Various  
models for SBIRT implementation were reviewed with the sites to  
determine the most feasible and acceptable model based on existing 
operations and reimbursement structures.

The Project Team participated in on-site observations and integrated 
data from the SBIRT Implementation Readiness Survey to create the 
clinical workflow. All clinical workflows and role assignments to SBIRT 
functions were determined to be the most sustainable approach that 
would also  facilitate the greatest ease for implementation. 

Across practice sites, clinical workflows varied in two key areas:

1. Degree of EHR or technological integration

2.  Role assignments for universal screening, secondary screening, brief 
intervention, brief treatment, and referral to treatment.

Sample Workflow: Large Emergency Department
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Patient in triage at large 
emergency department

Done

Done

Done

Done

Nurse reviews chart to determine 
if patient needs screening

SBIRT BH provider decides type 
of intervention needed based on 

secondary screening results.

Nurse reviews screen for positives

Nurse completes universal 
screen and GPRA-A in EHR

Patient accepted intervention 
suggested by BH provider.

BI / BT / RT
Brief Intervention, Brief 

Treatment, and/or Referral to 
Treatment adminstered on-site

based on patient needs 
decided by BH proivder.

SBIRT documentation completed

Data submitted

Positive Screen. Nurse consults 
SBIRT Behavioral Health provider

SBIRT BH provider reviews 
chart, administrates secondary 

screen on tablet

Patient refused intervention. 
Documented and data submitted.

Yes

No

Negative Screen Data Submitted

Depression 
Management

Tobacco/Smoking 
Management

Substance Abuse 
Management



Sustainability Planning

The Virginia SBIRT Project was launched with a focus on sustainability 
so that practice sites would be able to continue effective SBIRT delivery 
upon conclusion of grant funding. 

From the outset, early conversations with partner sites included  
discussions about how to most strategically integrate SBIRT in a way 
that would promote the greatest success of sustainability. Common  
barriers to sustainability, such as lack of leadership buy in or funding 
were addressed throughout the implementation process in effort to  
support addressing sustainability barriers. Key stakeholders at practice 
sites were prepared on the basics of the implementation process to be 
able to manage SBIRT workflows. 

Training sustainability occurred through the Train the Trainer process. In 
their final year of funding, stakeholders from each practice site met with 
the Project Team to review key sustainability domains and to develop 
support plans, where needed, to address risks to sustainability.

Domains for SBIRT sustainability addressed during planning discussions 
were derived from the SBIRT Sustainability Assessment Tool. 

Domains Include:
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ENVIRONMENT 
SUPPORT

ORGANIZATIONAL 
CAPACITY

COMMUNICATIONS

FUNDING  
STABILITY

PROGRAM  
EVALUATION

STRATEGIC  
PLANNING

PARTNERSHIPS

PROGRAM SERVICE 
DESIGN



Screening Tools & Intervention Models
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SCREENING

The Virginia SBIRT Approach to screening included universal screening 
for alcohol, tobacco/nicotine, licit and illicit drugs, and depression.  
Positive endorsements on alcohol, drugs, and depression resulted in  
a secondary screen to stratify risk into severity categories. Depression 
was included in the screening process given the high co-occurrence 
between substance use and depression.

Universal Screening Categories:

ALCOHOL

The first three consumption items of the US Alcohol Use Disorders  
Screening Test – Consumption (US AUDIT-C) was used to universally screen  
for alcohol. Risk positive scores on the US AUDIT-C triggered completion of  
the secondary screen, the remaining 7 items of the US AUDIT.7

TOBACCO/NICOTINE

A single frequency-based nicotine/tobacco item was used to universally screen  
for current use of nicotine/tobacco products. No secondary screening was  
completed for these substances.

LICIT AND ILLICIT DRUGS

Given the changing socio-political landscape around cannabis products and the 
high rate of opioid use in Virginia, project stakeholders wanted more information 
regarding prevalence rates of use of these substances. Therefore, the project 
adapted the National Institute on Drug Abuse (NIDA) Quick Screen to universally 

screen for four categories of licit and illicit drug use: cannabis, misuse of prescribed 
drugs, prescription drug use for nonmedical reasons, and any other illicit drug use. 
Any positive risk endorsement on the licit/illicit drug use universal screen led to 
secondary screening using the Drug Abuse Screening Test, 10-item version  
(DAST-10).8

DEPRESSION

The first two items of the Patient Health Questionnaire (PHQ-2) was used to  
universally screen for depression. Risk positive scores on the PHQ-2 triggered 
completion of the secondary screen, the remaining 7 items of the PHQ (PHQ-9).9

See Appendix 2 for the full Virginia SBIRT Screening Instrument Library.

Standard Drink Equivalences
When screening for alcohol use, clarifying drink equivalencies is critical to assess the 

amount of drinks consumed. Staff are provided with training and drink equivalency tools 
such as the one provided here to assist them in the screening process.

12 fl oz  
regular beer

~5% alcohol ~7% alcohol ~12% alcohol ~40% alcohol

8-9 fl oz  
malt liquor

= = =

5 fl oz  
table wine

1.5 fl oz shot  
80-proof  

distilled spirits



Screening Tools & Intervention Models

Intervention Models

Virginia SBIRT practice site teams were trained to implement a set  
of evidence-base practices for effective delivery of the SBIRT Model.  
These included Motivational Interviewing, the Brief Negotiated Interview, 
Brief Behavioral Activation, Integrated Motivational Interviewing and 
Cognitive Behavioral Therapy, and Active Referral to Treatment.

MOTIVATIONAL INTERVIEWING

Motivational Interviewing (MI) is widely recognized for facilitating decision- 
making and behavior change with a robust literature showing it leads to  
greater rapport, desire and commitment to change, actual behavior change10,  
and treatment engagement/retention.11,12 Practice site providers received basic  
MI skills training to support efficacy of screening, delivery of Brief Interventions  
and Brief Treatment, and referral acceptance. MI also served as one of the  
foundations for addressing attitudinal barriers and obstacles while engaging  
stakeholders, leaders, staff, and community partners throughout the project  
implementation process.

BRIEF NEGOTIATED INTERVIEW

The Brief Negotiated Interview (BNI) was used as the intervention model for Brief 
Interventions for substance risk. The BNI is a semi-structured algorithm that helps 
providers explore health behavior change with patients respectfully and non- 
judgmentally within 5-10 minutes.13,14 Rather than telling patients what changes they 
should make, the BNI elicits reasons for change and action steps from the patient. 
It gives the patient voice and choice, making any potential behavior changes more 
empowering to the them. For those with negative substance screens, the BNI  
guides the provider to deliver anticipatory guidance that reinforces the decision  
not to use. While Brief Interventions were most commonly delivered as a single, 
same-day intervention, providers were encouraged to set follow-up appointments  
or deliver outreach calls to offer additional BIs as clinically indicated.

BRIEF BEHAVIORAL ACTIVATION

Brief Behavioral Activation for depression was used as the Brief Intervention  
model for depression risk. Similar in structure to the BNI, Brief Behavioral  
Activation is a semi-structured algorithm that helps providers identify  
opportunities to promote patient activation towards value-based pleasure  
and mastery activities to decrease depression.15

INTEGRATED MOTIVATIONAL INTERVIEWING AND COGNITIVE  
BEHAVIORAL THERAPY

Integrated Motivational Interviewing and Cognitive Behavioral Therapy (ICBT) 
served as the Brief Treatment intervention model. ICBT integrates two gold  
standard therapies with robust evidentiary support for treating adult Substance  
Use Disorder and co-occurring disorders – Motivational Enhancement Therapy16  
and Cognitive Behavioral Therapy.17 ICBT is an brief, time-limited outpatient  
treatment that targets building and sustaining motivation while teaching intra- 
personal, interpersonal, and social support skills for reducing substance and  
mental health risk.

ACTIVE REFERRAL TO TREATMENT

Active Referral to Treatment (ART)18 is an assertive and collaborative approach to 
care navigation that includes working with patients to explain the necessity for and  
process of referral, identify treatment resources, facilitate healthcare acquisition, 
identify and work to remove barriers to accepting referrals, and conduct warm 
handoffs. To facilitate ART, referring providers became knowledgeable of local  
treatment and support resources and established referral agreements with  
partner treatment agencies.
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The Virginia SBIRT Training Plan

The VA-SBIRT Training Team worked to prepare healthcare  
professionals and support staff at practice sites to develop  
competency and confidence to implement SBIRT by providing  
skills training and coaching for all levels of clinical and  
administrative personnel. 

Training Topics Included

• SBIRT Evidence-Based  
Intervention Models

• Behavioral Health Integration

• Workflow Implementation

Diverse Training Methods Employed and Included

• Self-Paced Webinars

• Skills Workshops

• Self-Directed Readings

As SBIRT is a skill, experiential approaches were emphasized to  
provide trainees the opportunity to practice and receive feedback on 
implementation. Training materials and approaches were designed to 
increase knowledge, develop skills proficiency, and instill confidence  
in skills delivery.

The project Training Coordinator worked with each practice site to  
assess training needs and customize the training plan to meet those 
needs. This included adapting trainings based on the incoming  
knowledge and skills of the providers. 

For example, where providers had no previous training in  
Motivational Interviewing, additional time was spent training  
on this topic.

The core training plan and sequence is provided  
on the following pages.
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• Documentation

• Data Collection 

• In-Person Individualized 
Coaching 

• A Learning Collaborative



The Virginia SBIRT Training Plan: Core Training Plan
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Integrated Care

Behavioral Activation 
as a Brief Intervention

Brief Treatment:  
Integrated Motivational 
Interviewing and  
Cognitive Behavioral 
Therapy Therapy (ICBT) 

1 Hour

1 Hour

6 Hours x  
2 Days

Trainer

Training Coordinator

Training Coordinator

All New Behavioral Health  
SBIRT Providers

Providers performing Brief  
Intervention for Depression

SBIRT Brief Treatment Providers

Clinical Skills Training

TRAINING TOPICLENGTH LENGTHPRESENTER PRESENTERTARGETED AUDIENCE TARGETED AUDIENCE

Intro to SBIRT

4-5 Hours

1-1.5  Hours

1.5  Hours

1.5  Hours

.5 Hours

1 Hour

Self-Initiated

Training Coordinator

Training Coordinator

Training Coordinator

Self-Initiated

Trainer All Staff

Recommended for All Staff doing 
Brief Intervention; Required for  

new SBIRT hires

Alternative for Medical  
Providers taking SBIRT training  

but not primarily responsible  
for Brief Interventions

Staff/providers performing  
Screening and/or Brief Intervention; 

Front Desk staff or other staff  
handing out screens

Providers performing Brief  
Intervention

Providers performing Brief  
Intervention &/or case management

SBIRT Online Course

SBIRT Core Curriculum 

Motivational Interview/
Behavioral Intervention 
Online Course

SBIRT 101: Screening 
Tool Proficiency

SBIRT 102:  
Motivational  
Interviewing and  
the BNI; Eliciting  
acceptance to Brief 
Treatment, Referral to 
Treatment, & Follow-up

SBIRT 103:  
Referral to Treatment

TRAINING TOPIC



The Virginia SBIRT Training Plan: Core Training Plan
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TRAINING TOPIC LENGTH PRESENTER TARGETED AUDIENCE

1.5 Hours

1.5 Hours

2 Hours

Training Coordinator

Practice Coordinator

Practice Coordinator

Front Office Staff

MAs/Nursing Staff NOT  
Delivering Brief Intervention

Brief Intervention Providers

Workflow, introducing 
screen to patients  
(preferred language, 
instructions on completing 
screen, queries about  
the process or screen 
items), developing system  
to track and review  
screening-eligible patients.

Workflow, warm handoff, 
time management, process 
to follow in absence of  
Behavioral Health clinician.

Implementation (i.e., inte-
grated Behavioral Health, 
workflow, documentation)

Grant Data Collection Varies by 
Site

Data Manager &  
Training Coordinator

Staff involved in  
data collection

Implementation Preparation

Following initial baseline training, providers were asked to complete an SBIRT  
Perceived Competence and Readiness Assessment (see Appendix 10) to inform  
ongoing training needs.

Ongoing Training & Coaching

To bolster fidelity to the SBIRT model and effectiveness in its  
delivery, the VA-SBIRT Training Team provided ongoing assistance,  
troubleshooting, and coaching as well as booster training sessions.

Booster trainings were comprised of coaching (i.e., live observation with personalized 
feedback) and provider participation in a monthly SBIRT teleECHO clinic. Content for 
coaching sessions either came from observation of SBIRT delivery with an actual clinic 
patient or role-playing with a member of the SBIRT training team using a standardized 
patient case scenario. Providers were given feedback based upon an SBIRT Adherence 
Checklist (see Appendix 10).

The VA-SBIRT Booster Training activities occurred at set time intervals following a live, 
in-seat core curriculum SBIRT training. The coaching session timeline included baseline 
coaching within two weeks following core curriculum training and then monthly for 6 
months. The SBIRT teleECHO clinic operated on a monthly basis. Attendance and  
frequency of provider case presentations were tracked, as were the didactic content 
areas presented in the clinic. See Appendix 11 for Training Plans and a sample teleECHO 
clinic brochure.

On-site Coaching

Monthly Brief  
Intervention  
TeleECHO Calls

Monthly Brief  
Treatment  
TeleECHO Calls

Varies

1 Hour

1.5 Hour

Training & Practice 
Coordinator

Training Coordinator

Training Coordinator

Staff/Providers performing  
Screening or Brief Intervention

Brief Intervention Providers

Brief Treatment Providers

TRAINING TOPIC LENGTH PRESENTER TARGETED AUDIENCETRAINING TOPIC LENGTH PRESENTER TARGETED AUDIENCE



The Virginia SBIRT Training Plan: Training & Technical Assistance

Training Sustainability

To support training sustainability, an SBIRT Training of Trainers process 
was implemented to prepare representatives from participating practice 
sites in the delivery of SBIRT training within their agencies. Site trainers 
were eligible if they had previously received SBIRT training and regularly 
involved in SBIRT delivery. The Training of Trainers process included  
participation in a 6.5 hour workshop and, where feasible, having a  
member of the Training Team co-train alongside a site trainer in their 
delivery of the training.

The Training Workshop Structure Allowed For: 

1. Training Team review of effective strategies for training to the SBIRT 
training modules.

2. Teach back sessions in which site trainers delivered sections of  
the training.

3. Training Team feedback on teach back sessions geared toward  
improving training delivery and increasing confidence in the  
training role.

Rapid Implementation and Training Support

In the final year of the Virginia SBIRT Project, the Project Team  
piloted an accelerated SBIRT implementation and training protocol, 
titled Rapid Implementation and Training Support (RITS). RITS was 
designed to provide a select number of organizations with training and 
implementation support on a truncated timeline of four months. The  
process of implementation covered the same essential domains as with 
our practice site partners who received multi-year support:

• Orientation

• Process Development and  
Sustainability Planning

RITS allowed a number of sites to quickly establish their SBIRT program 
yet the timeline did not allow for the Project Team and participating sites 
to engage in ongoing continuous quality improvement.
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• Training

• Implementation



Statewide Training & Technical Assitance

In support of project goals to advance SBIRT across the state, the  
Virginia SBIRT Project Team provided no-cost training and technical  
assistance to healthcare providers working outside of participating 
practice site locations. Nearly all requests for training and technical  
assistance fell into the training domain. The Training Team designed  
and provided trainings responsive to the needs and requests received.

Training Topics Included:

• SBIRT for Adolescents

• SBIRT for Pregnant and  
Post-Partum Women

• SBIRT for Marijuana Use

• SBIRT for Opioids

• Basic Micro Skills of  
Motivational Interviewing
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• SBIRT for Beginning Motivational 
Interviewing Skills

• SBIRT for Intermediate  
Motivational Interviewing Skills

• Using Motivational Interviewing to 
Improve Health Outcomes During 
COVID-19

The Virginia SBIRT Training Plan: Training & Technical Assistance



The Virginia SBIRT Training Plan: Training Outcomes

In total, there were 970 attendees across all SBIRT trainings offered  
with 421 being from core implementation sites, 192 from rapid  
implementation sites, and another 357 who attended virtual trainings 
offered during COVID. Individuals who attended included the following 
range of professional roles: 

• Front Office Staff

• Medical Assistants

• Case Managers

• Community Health Workers

• Nurses

• Nurse Practitioners

Staff from the core implementation sites (n=421) were asked to rate 
their knowledge and readiness to implement the different components 
of the SBIRT process post-training.  

Prior To Receiving SBIRT Training: 

As is shown in the figure below, post training, participants overwhelm-
ingly reported high levels of knowledge about different components of 
the SBIRT model as well as a strong sense of readiness to implement the 
model.
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• Physicians 

• Physician Assistants

• Mental Health & 
Substance Abuse  
Clinicians

• Peer Support Staff

• Pharmacists 

76% of participants indicated they 
had no to only a little familiarity 
with the SBIRT process

18% of participants had  
some familiarity

6% of participantshad quite a bit 
to a lot of familiarity

Overall Knowledge of SBIRT Model

Average Ratings on Knowledge and Readiness to Implement SBIRT Post-Training

1.0 
Strongly 
Disagree

2.0 2.5 3.0 3.5 4.0 4.5 1.5 

Knowledge of screening including use & scoring of SBIRT tools

Readiness to implement screening questions, tools & scoring

Knowledge of Brief Intervention & Motivational Interviewing

Readiness to implement Brief Interventions & Use 
Motivational Intervewing

Readiness to implement Brief Treatment & the Assertive 
Referral to Treatment Model

Knowledge about Brief Treatment & Referral to Treatment

Disagree Neutral Agree
5.0 

Strongly
Agree



Continuous Quality Improvement Process

Continuous Quality improvement (CQI) efforts were factored into  
practice sites’ implementation of SBIRT from the beginning.  The broad 
implementation goals for SBIRT included universal screening and  
ensuring those identified with risk received appropriately matched  
interventions.  Data dashboards were created for each site with these 
targets in mind yet tailored to how each site was implementing SBIRT.  
As dashboards were shared with practice sites regularly (every 2 weeks 
to quarterly depending on the site), key areas for improvement were 
identified.  Practice site staff then determined opportunities for change 
in their workflow and/or practice, creating action steps during the CQI 
meeting.  These steps would be reviewed in subsequent CQI meetings 
along with the most recent data dashboard to assess for improvement. 

For example, in one practice site, rates of intervention with individuals 
positive for cannabis use were lower compared to those positive for risky 
alcohol or other drug use.  Further investigation determined that often, 
the cannabis users scored in the mild risk range (requiring a brief  
intervention). Consequently, the staff reported challenges in engaging  
in brief interventions with this particular patient group.  In addition, some 
staff did not necessarily perceive potential risk.  Efforts were made to 
engage the practice site into more focused training on how to respond  
to cannabis use using the SBIRT framework.

In a second site, concerns were raised regarding the transition process 
from the staff performing the universal screens to the SBIRT clinician(s) 
(see chart below).  The CQI process focused on tracking data regarding 
the number of positive screens and of those, the number of times a call 
or consult was made to the SBIRT clinician(s).  The head nursing staff  
attended the CQI calls, helped to review the data and from there,  
strategies were developed to increase the consult rate if and when  
it was lower.
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Calls/Consults Made to SBIRT 

(Total patients seen 
within SBIRT hours)

Note: Includes rescreens and those with incorrect MRNs, etc.

All Positive 
Patients

1675/31/20 - 6/13/20

Ra
w

 N
um

be
rs

6/14/20 - 6/27/20

Since SBIRT Began

163 98%

210 181 86%

19812 11514 58%

# of Calls /
Consults Made

% Calls / 
Consults Made



COVID-19 Impact & Response 

COVID-19 had a significant impact on project operations resulting in a 
range of outcomes, from modified protocols to shutting down of SBIRT 
operations entirely. Across all sites standard COVID protocols were put 
in place that included protective personal equipment and more sanitizing 
of shared supplies/spaces. Sites also uniformly reported lower census 
numbers resulting in fewer people screened compared to typical screen-
ing volume. So while fewer screens and brief interventions were being 
performed, practice sites observed a significant uptick in requests for, 
and compliance in regularly attending, Brief Treatment appointments. 
This transition was largely a function of shifting to telehealth delivery  
of treatment, thereby making this service more accessible. 

A subset of sites were impacted more significantly and resulted in a 
partial or complete cease of SBIRT operations. 

One site experienced significant delays in their electronic 
health record vendor’s ability to activate the screening  
process via a patient portal and therefore had to rely on  
screening only in-person appointments when risk was  
suspected by the provider. 

Three sites were transitioned into COVID response sites  
dedicated to testing, treatment, and/or contract tracing. 

One of these sites was able to reinitiate SBIRT services before 
the conclusion of the project whereas two remained dedicated 
to COVID testing and treatment for their healthcare system.
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Virginia SBIRT clinical services began in February 2017. Across the 
grant-funded period, SBIRT was implemented in nine health care entities 
across 19 locations including emergency departments, an urgent care 
center, outpatient primary care clinics, clinics for uninsured patients, a 
student health center, and county health department clinics to address 
sexually transmitted infections (STI). In addition, six community mental 
health clinics initiated a rapid implementation approach to SBIRT in the 
final year of the grant. 

In total, 104,391 unique individuals were screened  
as a part of the Virginia SBIRT effort!

Evaluation data are designed to highlight numbers served, the  
population screened, intervention delivery and outcomes. 

Data in the current report comprise screenings from February 
2017 through August 31, 2021 for the health care entities. 

The community mental health clinics were excluded as they 
were in the early phases of implementation during the last 
quarter of the grant. 

In addition, data from September, 2021 were excluded due to 
the timing of the report.

For the time period specified above, 204,675 total screens  
were conducted. 

Of these, 94,107 (46%) were unique individual screens.

51,338 (25%) were rescreens as it is recommended that  
individuals be rescreened annually although some providers 
elected to screen at every visit. If a patient was screened more 
than once, the screen in which they scored highest for risk and 
received the highest level of intervention is reported. 

59,230 (29%) were screens conducted outside of SBIRT  
program hours. Emergency Departments (EDs) operate 24 
hours a day, 7 days per week. Because universal screening  
was built into their electronic health platform and due to their 
implementation protocols, screening occurs during all hours  
of operation. In the larger EDs, the SBIRT clinicians were  
available 9:30am to 9:30pm daily. Thus, there were times 
(9:30pm to 9:30am) patients were screened when there was  
no SBIRT team to provide interventions to patients positive  
for risk. The SBIRT clinicians attempted to follow up with  
those individuals by phone when able. 

For this next section of the report that describes the  
population served and risk prevalence, the sample of  
unique individuals (94,107) was used.



Alaska Native

American Indian

Asian

Black

Emergency Department & Urgent Care Centers (ED & UC)

Primary Care Practices

Clinics for Uninsured Patients

VA County Health Departments

Student Health Services

Total

Native Hawaiian

White

Missing

0.01%

0.35%

3.00%

7.25%

75,130

4,283

2,858

2,561

0.18%

73.89%

16.06%

9,275

94,107
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Demographics of Individuals Served Type of SBIRT Site

Below is a breakdown of the number of unique individuals screened by 
the type of medical site. The majority of screens occurred at a large 
health care system across three emergency departments/urgent care 
centers. The remaining 20% of screens occurred across a range of  
diverse outpatient, non-acute medical settings.

Gender

Race

Transgender 
0.1%

Other 
0.1%

Missing 
0.1%

Ethnicity

Age

Female 
55.4%

Not Latino/a/x 
77.9%

Emergency Department & Urgent Care Centers ( ED & UC) 
80%

Primary Care Practices 
5%

VA County Health Departments 
3%

Clinics for Uninsured Patients 
3%

Student Health Services 
10%

Overall, 11% of individuals 
screened identified as Black, 
Indigenous or Persons of  
Color (BIPOC).

Latino/a/x  
4.9%

Declined to answer 
or missing  
17.1%

Male 
44.4%

0%

15%
17%

13% 13%
14%

26%

5%

10%

15%

20%

25%

30%

65 & Older

18 to 24
25 to 34

35 to 44
45 to 54

55 to 64
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Overview

To screen for tobacco use, individuals are asked, “In the past month, 
how often have you used tobacco?”

While 21% of all individuals endorsed some tobacco use, there were dif-
ferences by demographic factors. 

Females endorsed lower rates of tobacco use. Although males 
and individuals who identified as transgender, nonbinary or  
other had comparable rates of any tobacco use, males were 
more likely to be daily or almost daily tobacco users. 

Rates of tobacco use were lower for young adults and older 
adults compared to all of the other age groups. 

For race, individuals who identified as Black or African  
American, White or more than one race had relatively higher 
rates of any tobacco use with the first two groups endorsing 
higher prevalence of daily or almost daily tobacco use. 

Those who identified as Latinx had lower rates of tobacco use 
overall. Primary care practices had lower rates of any tobacco 
use compared to other sites while clinics for uninsured  
individuals and the county health department STI clinics  
had the highest rates of tobacco use.

Tobacco Use: Demographics

Tobacco Risk by Gender

Tobacco Risk by Race

Tobacco Risk by Age

Tobacco Risk by Ethnicity

50%
Male

60%

70%

80%

90%

100%

Female Other

13%

Native 
American/

Native 
Hawaiian

Asian Black or 
African 

American

More than 
1 race

White
50%

60%

70%

80%

90%

100%

Does not identify as 
Latina/o/x

Identifies as 
Latina/o/x

50%

60%

70%

80%

90%

100%

13%

18-24 25-34 35-44 45-54 55-64 65+
50%

60%

70%

80%

90%

100%

Never

Never

Never

Never

Weekly or 
less

Weekly or 
less

Weekly or 
less

Weekly or 
less

Daily

Daily

Daily

Daily

Note: The number of individuals who endorsed 
solely Native American or Native Hawaiian were 
small enough that in order to examine risk by  
identified race, they needed to be combined.
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Tobacco Use: By Site Type

Tobacco Use

Tobacco Usage by Site Type
Emergency 

Dept. & 
Urgent Care 

22%21% 14% 31% 28% 18%

Primary 
Care 

Practice

Clinics for 
Uninsured

Total 
Across All 

Sites

Health 
Dept.

Student 
Health 
Service

Across all sites, 4 out of 5  
individuals who used  
tobacco, used it daily.

6 out of 10 individuals positive for risky  
alcohol, cannabis or other drug use also  
reported using tobacco.



Overview
As part of the initial screening process,  
individuals are also asked about alcohol  
and other drug use. The US Alcohol Use  
Disorders Identification Test (US AUDIT)  
is used to screen for alcohol use. For drug  
use, specific questions are asked for  
marijuana, prescription drug misuse, and  
other illegal drug use followed by the ten  
item Drug Abuse Screening Test (DAST10).  
Responses on the US AUDIT and DAST10  
are scored, allowing for risk stratification.

Alcohol Use

Based on the administration of the US AUDIT, 6% of individuals were 
positive for risky use of alcohol. In looking at alcohol risk by  
demographic factors, the following differences were observed:

Males and those who identified as transgender, nonbinary or 
other displayed higher levels of risk for alcohol use compared  
to females.

Middle-aged adults 34 to 65 displayed the highest levels of 
alcohol risk.

Individuals who identified as American Indian, Alaskan Native, 
or Native Hawaiian displayed higher levels of alcohol risk.

“I was aware of my alcohol use, but it [SBIRT]  
made me aware of the limits on how much I  

should and should not be drinking.”
SBIRT Participant

Alcohol, Cannabis, and Other Drug Use
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As seen above, the Virginia county health department sexually transmitted  
infection clinics had greater numbers of individuals with substance use risk compared 
to other types of medical sites, followed by student health and clinics that serve  
uninsured individuals.

10%
Mild Risk

BRIEF INTERVENTION

87%
Low/No Risk

LOW/NO RISK PRAISE

2%
Moderate Risk

BRIEF TREATMENT

1%
Severe 

Risk
REFERRAL TO TREATMENT

Severe Risk

Substance Use Risk by Medical Site Type

Emergency 
Dept.

1% 1% 2% 2% 0%

2% 2% 2% 6% 1%

8% 9% 13% 33% 16%

89% 89% 83% 59% 83%

Primary 
Care 

Practice

Clinics for 
Uninsured

Moderate Risk

Mild Risk

No Risk

Health 
Dept.

Student 
Health 
Service
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Alcohol Use: Demographics

Alcohol Risk by Gender

Alcohol Risk by Ethnicity

Alcohol Risk by Age

Alcohol Risk by Race

No Risk

No Risk

No Risk

No Risk

Note: The number of  
individuals who endorsed  
solely Native American or 
Native Hawaiian were small 
enough that in order to  
examine risk by identified 
race, they needed to  
be combined.

Moderate Risk

Moderate Risk

Moderate Risk

Moderate Risk

Severe Risk

Severe Risk

Severe Risk

Severe Risk

Mild Risk

Mild Risk

Mild Risk

Mild Risk

70%
Male

75%

80%

85%

90%

95%

100%

Female Other

70%
Does not identify as 

Latina/o/x
Identifies as 
Latina/o/x

75%

80%

85%

90%

95%

100%

13%

70%
18-24 25-34 35-44 45-54 55-64 65+

75%

80%

85%

90%

95%

100%

13%

70%
Native 

American/
Native 

Hawaiian

Asian Black or 
African 

American

More than 
1 race

White

75%

80%

85%

90%

95%

100%
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EV

A
LU

AT
IO

N
: P

R
O

CE
SS

 A
N

D
 IM

PA
CT

Alcohol Use: By Site Type

The universal screen for alcohol use includes the first three questions of 
the US AUDIT or the US AUDIT-C. The first question of the US AUDIT-C is 
“In the past year, how often do you have a drink containing alcohol?” If 
an individual answers ‘never’, no further US AUDIT questions are asked. 
Below is a reflection of the number of individuals who endorsed ANY 
drinking by site type.

As part of the US AUDIT-C, individuals who endorse ANY alcohol use are 
asked the frequency with which they engage in binge drinking. Below is a 
chart that represents the frequency of binge drinking among those who 
use alcohol by site type. 

While Virginia county health departments had the high percentage of  
individuals who reported any binge drinking and acute care settings the  
lowest, acute care settings had a significantly higher percentage of  
individuals who endorsed daily binge drinking.

Any Alcohol Use

Indication of Drinking ANY Alcohol by Site Type
Emergency 

Dept. & 
Urgent Care 

24%29% 42% 40% 74% 53%
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Care 

Practice

Clinics for 
Uninsured

Total 
Across All 
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Health 
Dept.
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Health 
Service

70%

75%

80%

85%

90%

95%
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Total - 
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Never

Frequency of Binge Drinking Across Site Type
Emergency 

Dept. & 
Urgent Care 

70%61% 55% 54% 31% 43%

< Monthly 9%19% 29% 24% 40% 37%

Monthly 4%7% 8% 10% 17% 14%

Weekly 4%5% 4% 5% 9% 5%

2-3x per Week 2%2% 3% 2% 3% 1%

4-6x per Week 1%1% 1% 1% 1% 0%

Daily 8%6% 1% 4% 0% 0%
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Clinics for 
Uninsured

Total 
Across All 

Sites

Health 
Dept.

Student 
Health 
Service

No Risk

Moderate Risk

Severe Risk
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Cannabis Use

Cannabis use laws continue to change state by state as does individuals’ 
perception of cannabis as an illicit drug. Thus, at the beginning of the 
Virginia SBIRT effort, the project team felt it important to uniquely  
identify and address cannabis apart from other drug use. 

Thus, the following universal screening question for cannabis was  
included: “In the past year, how often have you used marijuana?” Any  
use endorsed was considered positive for risk as for the majority  
of the grant period, recreational cannabis use in Virginia was  
considered illegal.

While 7% of all adults screened used cannabis in the past year, rates of 
cannabis use varied by demographic factors and site type. 

Individuals who identified as transgender, nonbinary or other 
gender identities used cannabis at greater rates and greater 
frequency compared to males and females. 

Cannabis use rates and frequency also decreased as  
age increased. 

Individuals who identified as Asian or White reported lower 
rates of cannabis use overall compared to other groups. 

Regarding site type, rates of any cannabis use were 30%  
and 14% at the Health Department STI clinics and Student 
Health respectively. 

Among cannabis users, 43% reported using 2 or more times  
per week.

“I was not aware of the extent of the damage that 
could be done from marijuana...The conversation 
with [SBIRT clinician] was more practical and low 

key. The timing was really helpful. It put things into 
perspective and what was important to me.”

SBIRT Participant
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Cannabis Use: Demographics

Cannabis Risk by Gender

Cannabis Risk by Ethnicity

Cannabis Risk by Age

Cannabis Risk by Race

Never

Never

Never

Never

Note: The number of  
individuals who endorsed  
solely Native American or 
Native Hawaiian were small 
enough that in order to  
examine risk by identified 
race, they needed to  
be combined.

2x per week  
or more

2x per week  
or more

2x per week  
or more

2x per week  
or more

4x per month  
or less

4x per month  
or less

4x per month  
or less

4x per month  
or less

70%
Male

75%

80%

85%

90%

95%
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Female Other

70%
Does not identify as 

Latina/o/x
Identifies as 
Latina/o/x

75%

80%

85%

90%

95%

100%

13%

70%
18-24 25-34 35-44 45-54 55-64 65+

75%

80%

85%

90%

95%

100%

13%

70%
Native 

American/
Native 

Hawaiian

Asian Black or 
African 

American

More than 
1 race
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80%

85%

90%

95%

100%
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Other Drug Use

Individuals are asked about prescription drug misuse and use of  
illegal drugs over the past year. Overall, the percentages of individuals 
endorsing prescription drug misuse was 1.2% and use of illegal drugs  
was 1.4%. However, across the different site types, 9% and 7% of  
individuals screened at the Virginia county health department STI clinics  
endorsed prescription drug misuse and use of illegal drugs respectively. 
The range of percentages for other sites ranged from 0.8% to 1.7% for 
prescription drug misuse and 0.9% to 1.4% for illegal drug use.

Overall, 8% of individuals were positive for risky drug use which  
includes cannabis, prescription drug misuse and illegal drug use. 

As shown in the figure to the right, a higher percentage of  
individuals screened at the Virginia county health department 
STI clinics (34%), student health center (15%) and clinics for the 
uninsured (12%) scored positive for risky drug use as measured 
by the DAST-10 compared to other sites.

Three out of every four individuals positive for risky drug use endorsed 
solely cannabis use (no prescription or illegal drug misuse).

Drug Risk by Medical Site Type

Individuals Positive for Risky Drug Use
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90%

85%

80%
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70%
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Cannabis Use Only

Risky Drug Use
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As part of the initial screening process, outpatient, non-acute medical 
sites included the Patient Health Questionnaire-9 items (PHQ-9) in 
their universal (PHQ-2) and secondary (remaining seven items)  
screening process to ask about depressive symptoms. Similar to the US 
AUDIT and DAST-10, responses on the PHQ-9 are scored and stratified 
by risk level. Participating acute care centers elected to use existing 
mental health response teams to assess for mental health concerns. 
Thus, their data are excluded from the summary below.

Depression Observations

When considering depression risk by demographic factors, the following 
was observed:

Males reported less depressive symptoms compared to other 
gender groups.

Individuals who identified as transgender, nonbinary or other 
gender identities had more than twice the rates of depression 
risk compared to males and significantly more than females.

Middle-aged adults reported experiencing greater depressive 
symptoms compared to youth, young adults and older adults.

Individuals who identified as Asian endorsed fewer depressive 
symptoms compared to other groups.

There were no differences in the prevalence of depressive 
symptoms by Latin American ethnicity.

“I felt like it was an open environment where I  
could discuss things I had not really talked  

about with anyone before.”
SBIRT Participant

3%
Mild Risk

BRIEF INTERVENTION

88%
Low/No Risk

LOW/NO RISK PRAISE

4%
Moderate Risk

BRIEF TREATMENT

5%
Severe 

Risk
REFERRAL TO TREATMENT
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Depression: Demographics

Depression Risk by Gender

Depression Risk by Ethnicity

Depression Risk by Age

Depression Risk by Race

Note: The number of  
individuals who endorsed  
solely Native American or 
Native Hawaiian were small 
enough that in order to  
examine risk by identified 
race, they needed to  
be combined.

70%
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The PHQ-9 asks about frequency of suicidal thoughts among those who 
score positive on the PHQ-2 universal screen. Of those in non-acute care 
settings who scored positive on the universal screen, 25% endorsed  
experiencing suicidal thoughts or thoughts of self-harm in the 2 
weeks prior to screening.

Depression Risk by Medical Site Type Percent positive for suicidal thoughts among those who scored positive on 
PHQ-2 universal screen

13%

90%

85%

80%

75%

70%

65%

60%

55%

50%

95%

100%

Total - 
All Sites

Primary 
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Health 
Dept.
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No suicidal thoughts in  
previous 2 wks 

Suidical thoughts in  
previous 2 wks
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Two critical steps are involved to arrive at the point where an  
individual might receive an intervention. 

First, when an individual scores positive for alcohol, cannabis,  
or other drug risk, depression risk, or tobacco risk on the  
universal screen, the SBIRT model indicates those individuals 
should receive a secondary, more comprehensive screen as 
described earlier. 

Second, once an individual receives a secondary screen, their 
responses are scored and stratified across the risk continuum 
for each given screening tool. 

The individual’s risk level then determines the type of intervention. 

For individuals who score low risk, a Brief Intervention (BI) or 
Behavioral Activation (BA) intervention is indicated. BI/BAs are 
conducted immediately after screening, explore aspects in the 
individual’s life related to the identified risk, and provide  
educational information with the goal of increasing awareness 
and eliciting a commitment to change to reduce risk. 

For those at moderate risk, on site Brief Treatment (BT) is  
indicated which can typically include up to 12 outpatient  
therapy sessions. 

For those at severe risk, a referral to a  
substance abuse or mental health treatment center is  
indicated (RT).

All sites implemented SBIRT within their existing workflow and thus, 
the transition from the universal to secondary screen varied. 

Within the larger acute care settings, often the universal  
screen was conducted by nursing staff as part of the initial  
triage process. If an individual was positive, a request for a  
consult from the SBIRT clinical team was required to progress 
to the secondary screening and intervention delivery. 

For smaller, non-acute sites, often, the universal screen was 
conducted as part of the initial appointment registration or 
check in. Then, once the individual was brought to an exam 
room, the medical team, including the SBIRT clinician, would 
identify when the SBIRT clinician could meet with the individual 
to complete the secondary and if needed, intervention. Another 
alternative was that the universal screen unfolded immediately 
to the secondary screen so that both sets of screening  
questions were administered at the same timepoint in the visit.
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The chart below reflects this two-part process described. 

The first cluster of bars reflects the percentage of individuals 
who were positive on their universal screen and completed  
the secondary screening questions. Acute care settings  
experienced greater challenges successfully transitioning from 
the universal to the secondary screen. These challenges were 
due to a variety of reasons including lack of outreach to the 
SBIRT clinical team, medical needs of the patients being severe 
enough to prohibit a visit by the SBIRT clinical team, primary 
nature of concern was mental health related necessitating a call 
to the behavioral health unit, and patients discharged before 
they could be seen by the SBIRT clinical team.

The second cluster of bars reflects the percentage of  
individuals who received a secondary screen who then went  
on to receive an intervention for their substance use. In general, 
intervention delivery rates were strong across all sites for  
individuals who had completed a secondary screen.

Moderate risk patients should receive Brief Treatment (BT) and severe 
risk patients should receive a Referral to Specialty Substance Abuse 
Treatment (RT). The charts on the following page show the change in 
acceptance rates as the intervention level increased. 

In general, individuals with greater severity of alcohol and other 
drug risk were more likely to receive at least a BI compared to a 
higher level of care. 

In addition, for those with severe risk, many accepted on site 
brief treatment as an alternative to an outside referral to  
treatment, highlighting the importance of on-site treatment 
availability in medical settings where SBIRT is provided. 

Of note, a greater percentage of individuals at severe risk  
received a RT at ED & UC and student health centers compared 
to other medical sites.

Secondary Screen and Intervention Delivery Rates
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Across all patients who screened positive for DEPRESSIVE  
SYMPTOMS and were not already engaged in treatment, 46%  
received an intervention. The percent jumps to 62% when you omit 
the Emergency Department and Urgent Care centers. As shown  
below, primary care centers demonstrated the highest level of  
intervention delivery across all levels of depression risk. 12% of  
patients with depressive symptoms were already engaged in  
treatment at the time of their screening.

BI vs BT Acceptance Rate Among Moderate Risk Patients

Depression Intervention Delivery Rate by Intervention Type/Risk Level 
Across Different Medical Sites

BI, BT vs RT Acceptance Rate Among Severe Risk Patients
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Across all individuals who screened positive for TOBACCO, 22% received 
an intervention. Intervention delivery rates for tobacco were higher at 
clinics for the uninsured followed by Virginia county health department 
STI clinics and primary care practices. The range of interventions  
included brief interventions, on site treatment including the use of  
nicotine cessation medication, and referrals to nicotine cessation  
services. Only 1% of patients who reported tobacco use were already 
engaged in treatment at the time of their screening.

In summary, there were a total of 11,754 interventions delivered to the 
current sample of unique individuals. 4524 were for tobacco risk, 5205 
were for alcohol or drug use risk, and 2025 were for depression risk.

80%

70%

60%

50%

40%

30%

20%

10%

0%

90%

100%

Tobacco Use Intervention Delivery Rate

Total - All Sites

Primary Care

Clinics for  
Uninsured

Health Dept.

Student Health

ED & UC



Patient Outcomes
EV

A
LU

AT
IO

N
: P

R
O

CE
SS

 A
N

D
 IM

PA
CT

Alcohol and Other Drug Use Outcomes

In order to measure the impact of SBIRT on individuals’ substance  
use over time, there was an effort made on the part of all participating 
sites to recruit 10% of all patients with risky alcohol and/or drug use 
AND who received an intervention into the outcome evaluation. COVID 
significantly impacted follow up evaluation recruitment in addition to  
implementation, resulting in a total of 8% of eligible patients enrolled 
into the follow up evaluation. Those patients were interviewed 6 months 
after their initial screening and intervention and asked the same  
questions as the initial screen for the past 6 months. A total of 311  
patients completed the outcome evaluation.

Outcome data in the figure to the right shows the average score at  
intake (score = 15.7) among those who scored positive and received  
an intervention for risky alcohol use. As shown, 6 months later, among  
those who took part in the follow up interviews, the average score  
had decreased significantly to 10.3. US AUDIT scores can range  
from 0 to 46.

One of every 2 (50%) individuals who received an intervention 
for risky alcohol use were either:

within recommended drinking limits 6 month later, or

had decreased their level of risk.

Over a quarter of the sample eliminated binge drinking.

Average US Audit Scores Decreased* (n=161)
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*p<.001
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Alcohol and Other Drug Use Outcomes

Outcome data in the graph below show the average DAST-10 score at 
intake (score = 2.3) among those who scored positive for drug risk. 
As shown, 6 months later, among those who took part in the follow up 
interviews, the average score had decreased significantly to 1.4. Of note, 
DAST-10 scores can range from 0 to 10.

Two of every 5 (39%) individuals who received an 
intervention for risky drug use were either:

abstinent 6 months later, or

had decreased their level of risk

74% of individuals positive for drug risk endorsed using solely  
cannabis. Importantly, among those who used cannabis, 31% had  
become abstinent 6 months later while another 14% had decreased  
their cannabis use.

Average DAST-10 Scores Decreased Slightly* (n=205)

DA
ST

-1
0 

Sc
or

e

*p<.001

8

7

6

5

4

3

2

1

0

8

10

Intake

2.3 1.4

6 Months 
Later

No Risk

Low Risk

Moderate 
Risk

Severe
Risk

32%

7%

Change in Frequency of Cannabis use Over Time Among Cannabis Users  
at Intake (N=179)

Use decreased to none 
31%

Use stayed the same 
37%

Use decreased, but still some use 
14%

Use increased 
18%



Patient Outcomes
EV

A
LU

AT
IO

N
: P

R
O

CE
SS

 A
N

D
 IM

PA
CT

Mental Health Outcomes

The primary focus of SBIRT is to identify risky alcohol and drug use 
and provide interventions whose intensity are matched to the level  
of risk. At the same time, there is a growing understanding of the need 
to simultaneously identify and address mental health risk. As part of 
Virginia’s SBIRT effort, individuals are routinely screened for depres-
sion. However, for the 6 month follow up evaluation, the focus remains 
on those who primarily received an intervention for risky alcohol and/or 
drug use. Thus, outcome data on depression are limited and the sample 
size is very small.

Seven of every ten (71%) individuals who received an 
intervention for depression were either:

at no risk, or

had decreased their level of risk

55%

16%

Average PHQ Scores Decreased Significantly* (n=31)
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One noted barrier to implementing SBIRT is concern on the part of 
providers that asking patients about their alcohol and other drug use 
is invasive and not the primary reason for their patients’ visits to the 
medical site. Participants of the follow up evaluation were asked if they 
recalled their initial screening and related intervention. Those who en-
dorsed recalling the discussion (n=241 or 79% of follow up participants) 
were asked a series of patient satisfaction items. Patients overwhelming-
ly endorsed feeling comfortable discussing their use and felt staff were 
respectful. In addition, 3 out of every 4 individuals (73%) indicated 
they found the SBIRT related discussion very helpful or helpful.

“Appreciated the facts given and the fact that 
[SBIRT clinician] was very non-judgmental  

and down to Earth.”
SBIRT Participant

Staff were respectful to me

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Staff made me feel comfortable

Staff made me think differently about my use

I know more about impacts of substance abuse

I plan to make changes because of the discussion

Patient Satisfaction With SBIRT Services

Strongly Agree Agree Disagree Strongly  Disagree
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Screening, Brief Intervention, and Referral to Treatment (SBIRT) is an 
important secondary prevention strategy to address substance use and 
depression risk. 

Between 2016-2021, the Virginia SBIRT Project supported 
the integration of SBIRT into 13 medical settings and 6 mental 
health agencies. 

This collaborative effort led to the screening of 104,391 
Virginians, resulting in opportunities to provide interventions  
to 11,754 people with substance use and/or depression risk. 

Moreover, these interventions helped to change individual trajectories of 
substance use and depression. 

Based on a random 10% sample of people receiving services, 
SBIRT interventions effectively decreased alcohol and illicit 
drug use and depression.

One of every 2 (50%) individuals who received an  
intervention for risky alcohol use were either within  
recommended drinking limits 6 month later (36%) or  
had decreased their level of risk (14%). In addition,  
27% had eliminated binge drinking.

Two of every 5 (39%) individuals who received an 
intervention for risky drug use were either abstinent 
6 months later (32%) or had decreased their level  
of risk (7%).

Seven of every ten (71%) individuals who received 
an intervention for depression were either at no risk 
(55%) or had decreased their level of risk (16%).

The Virginia SBIRT project demonstrated that SBIRT does work and  
that people are comfortable with SBIRT services. Individuals receiving 
interventions overwhelmingly endorsed feeling comfortable discussing 
their use and felt staff were respectful toward them.

3 out of every 4 individuals (73%) indicated they found 
the SBIRT related discussions very helpful or helpful.
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It is the hope of the project team that by sharing our approach to  
implementing SBIRT and the outcomes of this work, that others will  
consider SBIRT as a powerful strategy to enhance and expand substance 
use prevention nets in their communities.

For Implementers:

SBIRT as a public health strategy is appealing in its capacity  
for flexible adaptation to fit unique target populations and set-
tings. We encourage those considering SBIRT implementation 
to review the wealth of resources available through Substance 
Abuse and Mental Health Services Administration (SAMHSA) 
and other agencies (e.g., Addiction Technology Transfer  
Center Network, Centers for Medicaid and Medicare Services). 
Resources include implementation guides, guidance on  
facilitating the organizational change process, foundational 
knowledge and interactive clinical skills trainings, clinical  
tools to support provider service delivery, patient education 
materials to enhance awareness raising, and documentation 
and reimbursement guides.

For Policymakers:

Early intervention for substance use is recommended by a  
number of federal agencies, including the U.S. Preventative  
Services Task Force national guidelines. Continued and  
expanded funding for SBIRT within a variety of sectors is  

important. Federal, state, and local support of implementation 
of SBIRT is critical to addressing substance misuse and  
depression in the nation.

We appreciate you taking the time to learn more about the Virginia 
SBIRT Project. If you have any questions or would like to learn more, 
please email us at adapt@wb.hidta.org. 

Should SBIRT be involved in your future work, we wish you great  
enjoyment and success on your journey.

Together we can change lives,  
one screen at a time!
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