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Purpose of this Guide

SBIRT for Mental Health and Substance Use

The Screening, Brief Intervention, and Referral to Treatment (SBIRT) model has
emerged in response to primary and specialty health care services that were missing
opportunities to intervene and effect change for patients in need of treatment for
substance use disorders. The SBIRT model can be applied to a broader range of health-
related concerns including mental health and other types of problems common among
HIV+ populations. We have assisted agencies with the processes involved in tailoring
SBIRT for their patients’ needs and providers’ goals, and through this work, we have
learned valuable implementation lessons useful for HIV care agencies. SBIRT was
largely thought of as an early intervention training model for clinicians and healthcare
providers. However, our consultation work with local HIV care agencies indicates that the
most effective and sustainable implementation of SBIRT takes the form of an integrated
model throughout the agency, requiring involvement from multiple staff, with education
and implementation at the provider, team, and system levels.

This guide is intended to assist agency directors and staff with understanding and
incorporating an integrated SBIRT approach into their agencies, primarily focused on
behavioral health (mental health and substance use) in the context of HIV care. Our semi

-structured, manualized approach is designed to provide you with:

1. A step-by-step guide for implementing SBIRT in your setting

2. Tips for how to assess and modify agency readiness to change
3. Exercises and activities to help you plan for and train SBIRT

4. Techniques for evaluating quality indicators and meeting goals
5. Tools for Continuous Quality Improvement (CQI)

6. Suggestions for successfully rolling out SBIRT in your organization
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Helpful Tips Key

The following kinds of “Helpful Tips” appear throughout this guide with the goal of

helping you to understand and share the language and terms associated with SBIRT,

recognize the importance of considering readiness to change and solutions to

perceived barriers at each step of SBIRT planning and implementation, to attend to

issues of patient and organizational culture, and to emphasize quality standards of care

in SBIRT implementation.

Common Language
Understanding and

E (‘\ a sharing SBIRT
@ language and terms

Overcoming Obstacles
Commonly
perceived barriers
to SBIRT and

Readiness Check
Tips for
assessing
readiness to
change for
each step in your
SBIRT implementation process

suggested solutions /E//

Quality Improvement
Integrating best \ J

Continuous Quality
Improvement
within SBIRT

Culture
Tips for clinical and
organizational cultural
competence
in SBIRT

practices and ~ -




Chapter 1 - Introduction to SBIRT

Chapter 1

Introduction to SBIRT

Mental Health & Substance Use in HIV/AIDS Care

HIV can now be considered a manageable, chronic illness rather than a terminal
disease. Healthcare providers are serving large numbers of patients who are living longer
and facing multiple problems in addition to the management of their HIV positive status.
Certainly, problems like homelessness, disease progression, mental illness, and drug
abuse are still common among HIV patients, perhaps even on the rise in your area.
Engagement, retention, and adherence among your HIV care patients continues to be a

challenge complicated by the presence of these additional conditions and problems.

Co-occurrence of mental health problems and HIV

While the exact rates of multiple diagnoses among people living with HIV and
AIDS is unknown, it is well documented that the rates of mental health and substance use
problems are substantially higher than in the general population. Examining data from
the HIV Cost and Services Utilization Study, a nationally representative study of people in
the U.S. receiving HIV services, Bing and colleagues (2001) found that in a 12 month
period:

« Nearly half of HIV care patients screened positive for a mental health problem.

e More than 40% used illicit drugs, excluding marijuana.

« 19% reported problematic levels of alcohol use.

These data are consistent with 2008 needs assessments obtained from local Maryland
HIV care service agencies in Baltimore City and surrounding areas indicating that
approximately 47% of patients had HIV/AIDS as well as a diagnosable mental health or
substance use disorder (CCC survey data).
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For many patients, infection with the HIV virus can be related to substance use or
mental health problems. Substance use is a risk factor for HIV transmission. Similarly,
mental health problems such as depression or severe mental illness (e.g., schizophrenia)
are associated with risky sexual behaviors and negative health consequences before or
after HIV infection (Antoni, 2003; Cournos, 2009; Grov, Golub, Parsons, Brennan, &
Karpiak, 2010). Receiving the diagnosis may be experienced as a significant, potentially-
life threatening stressor, contributing to depression and other stress responses,
particularly in the context of poor social support, substance use problems, and limited
access to health care often faced by individuals with HIV/AIDS (Antoni, 2003; Cournos,
2009).

Co-occurring disorders pose challenges for HIV care

The co-occurrence of mental health and

substance use disorders is often referred to as “dual Co-Occurring Disorders

diagnosis.” In reality, providers are often faced with Individuals with substance use
disorders often have another
mental health

for two or more diagnoses — and who, in addition, are a disorder at the same

burdened by multiple social, physical, and time. (CSAT, 2007)

patients who are multiply diagnosed — meeting criteria

environmental health problems. The co-occurrence of

mental health and substance use disorders poses a major barrier to HIV care (Cook,
Sereika, Hunt, Woodward, Erlen & Condigliaro, 2001; Tucker, Kanouse, Miu, Koegel, &
Sullivan, 2003).

Risks associated with untreated mental health and substance use problems for
persons living with HIV/AIDS:

e Poorer adherence to treatment and medication regimens

« Higher hospitalization rates for medical complications

« Greater likelihood of treatment drop-out or being lost to follow-up

« Greater risk of opportunistic infection (or re-infection)

« Greater risk of psychosocial problems (homelessness, legal problems, etc.)

« Greater risk of suicide or accidental death

Even for patients engaged in services, mental health and substance use problems
can impact treatment adherence (e.g., session attendance, consistency of taking
medications) and health-related outcomes if these problems are not properly understood,
identified, and managed.

10
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Rationale for SBIRT

Integrate mental health and substance abuse treatment into HIV care

Individuals living with HIV/AIDS experience a multitude of challenges - social,
physical, financial, emotional, and spiritual. These individuals also bring experiences,
personalities, and cultural influences that interact with the cultures of the agencies and
the providers where they are seeking services. Sometimes, these interactions result in a
struggle between the best interests of the patients, which are often viewed differently by
providers and patients. Providers are asking patients to live full and meaningful lives, not
just survive. In addition to medical treatment and medication adherence, they are
expected to attain housing, income, social support and engage in mental health and
substance abuse treatment. Hence, HIV care is more comprehensive than ever before.
Agencies are often considered one-stop-shops for meeting patient goals and provide all
these services. The best hope for positive patient outcomes is when mental health and/or
substance use problems are identified early and addressed within an overall treatment
plan. However, patients are not asked about mental health and substance use often
enough, and problems that go un-identified allow patients to “fall through the cracks” of
the healthcare system or be dismissed from care for failure to comply with treatment
requirements. Providers often recognize the problems, but do not have the training,
resources, or time to provide the type of care needed. Many of the patients with mental
health and substance use problems are often shifted from provider to provider and

eventually lost to follow-up.

Collaborate with patients on important treatment goals

Although HIV care providers may see the interconnectedness of mental and
physical health, many patients do not, and they may prioritize one type of problem over
others. Attimes, social, legal, and other personal concerns interfere with engagement in
health care. The ideal role of all providers is to help identify important goals and elicit from
patients the internal motivation, decision-making, and commitment needed to produce
desired health behavior change. To do this, providers must meet patients where they are
in the process of behavior change for each health-related behavioral goal.

The goal of the SBIRT model is to provide opportunities to identify earlier and to
support important changes that would reduce the influence and impact of mental health
and substance use problems. An integral part of the model involves using patient-

centered communication to foster collaboration on identifying and reaching patient goals.

11
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SBIRT: A simple solution to a complex problem

SBIRT is an integrated model
The SBIRT Model was developed as a way

to engage people who are not seeking help
promote optimal patient care. These for substance-related problems, but who
have behaviors or symptoms that might
indicate problem use
approach. Since HIV care needs, mental @ (SAMHSA, 2011). It can also be
health, and substance use often interact, @ a applied successfully for other

mental health problems.

containing several elements that together

elements guide this integrated care

an integrated care approach is needed.

Implementation of a well-formulated SBIRT plan, including some form of Screening
(either formal or informal) for all patients, strategic use of Brief Intervention skills, and
effective Referral to Treatment can help prevent patients from falling through the cracks
or being inadequately served by treatment programs.

Addressing the myriad of problems that patients with multiple diagnoses present
can be very challenging, especially in the context of limited agency resources (staff,
financial resources, ability to follow-up). While every agency may not be able to treat the
most difficult and complex patients, they can effectively assess problems and help these
patients receive appropriate care and support. In this manual, our focus is on SBIRT for
mental health and substance use problems among persons living with HIV/AIDS, and we

provide a step-by-step guide for implementing this model in your setting.

The SBIRT Model

Screening Brief Intervention Referral to
Brief, non-diagnostic The use of evidence- Treatment
evaluation of a based techniques in a Allows clinicians to

potential problem that single session to connect those in need

helps identify needs. increase awareness of of further assessment,

a need and engage- services and referral to
ment in a plan for specialty care.

behavior change.

12
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SBIRT Implementation: An Integrated Model

In general, Screening, Brief

Intervention, and Referral to Treatment is a Making Time to Help
public health approach that assists with early | BY adhering to an SBIRT model, focused
and directive interactions that are more
likely to produce change
treatment services when needed. The across a variety of behaviors
can be conducted with every
patient within a short period
provide improved, or more efficient and of time.

identification and intervention with linkage to

original goal of the SBIRT model was to

reliable, identification of alcohol and

substance use problems among medical patients, to provide evidence-based brief
interventions for these problems, and, when needed, to provide enhanced and integrated
substance abuse treatment. The SBIRT model can also be applied more broadly to a
range of mental health and other problems that impact patient adherence to HIV care
services. The goal of SBIRT is to move toward an integrated model of care that includes
mental health and substance use problems in the context of primary or medical care
settings, including HIV care settings.

The model below demonstrates a typical patient flow at HIV care services
agencies. This intake and assessment process tends to be linear and similar for all
patients entering treatment—they enter through various outreach doors, have an initial
intake, receive case management for HIV care coordination, and then begin engaging in
medical visits with HIV care providers. Sometimes, if providers detect a need for mental
health or substance abuse treatment, patients may be referred to these programs. In
yellow, we highlight the multiple points during patient intake during which patient-
centered, tailored SBIRT options could be implemented for earlier intervention and

improved linkages to integrated care.

Example Patient Flow and SBIRT Options

Initial Intake Substance

Medical
Outreach or ! Abuse Program

Intervie Visits
oW Case Management

f f f Mental Health
Program

Possible mental health and substance use SBIRT points.

13
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A National Initiative

SBIRT is quickly becoming a gold-standard
SBIRT for Behavioral Health

for integrated treatment services. Boards and . :
is now considered by

federal agencies have taken a major interest in many to be as ~ VI _
SBIRT, including the Substance Abuse and Mental | mportant to health
as regular flu shots or

Health Services Administration, the American cancer screenings.

College of Surgeons’ Committee on Trauma, the
Federation of State Medical Boards, the Accreditation Council for Continuing Medical
Education, and the Joint Commission on Accreditation. While there is a growing body of
literature and resources for SBIRT for substance use, few resources provide assistance
with SBIRT implementation on an organizational level, and to our knowledge none have
specifically addressed the importance of ongoing mental health and substance use
screening and referral to treatment within HIV care settings. This guide seeks to meet this
need through strategies, activities, and training similar to those we have used on-site with

agencies, beginning with the “Start to Consider...” activity below.

Start to Consider....
1. What are some similarities between SBIRT and your current standards of practice?

How do you currently screen and refer for mental health and substance use needs?

2. What are some differences between SBIRT and your current standards of practice?

3. In what ways can you see SBIRT helping to improve patient care in your agency?

14
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Chapter 2

Working with Your Organization

Organizational Culture and Context

Changing individual behaviors or organizational practices happen in a context that
can hinder or facilitate change. It is naive to consider organizational change as a
technical problem easily fixed by legislation, education, and training without considering
and attending to important cultural and contextual components that can undermine or
support successful SBIRT implementation. The culture of each organization and its staff

members influences the readiness of that agency to implement an SBIRT model.

Organizational culture refers to the way things are
Subcultures

within agencies are

functioning (Glisson, 2007). Based on the CCC’s experience |sometimes based

typically done in an organization, or the norms for work and

in disseminating evidence-based practices, we treat culture | on staff subgroup
norms or characteristics

as the context within which we engage individual and (e.g., age and profession).

organizational level change; organizational culture is a
broader contextual factor that influences dissemination and implementation of SBIRT.
Organizational climate refers to how staff perceive the organization and their
views of, and emotional responses to, the characteristics of their work environment
(Denison, 1996; Glisson, Dukes, & Green, 2006). As such, climate is a major determinant
of an organization’s ability to successfully accommodate change. When organizational
climates are positive and functional workers tend to be achievement-motivated, flexible
and open to innovations like SBIRT. Positive organizational climate is associated with
better organizational process, work attitudes, and outcomes for mental health service
(Aarons & Sawitzy, 2006). When organizational climates are negative or stressful, the
attitudes of workers tend to be defensive and less open to change (Feldman, 1993;
Glisson, 2007). It is difficult to successfully implement SBIRT, or any innovation, in an
organizational climate undermined by negative emotions, poor relationships or conflicted
priorities. These are important areas to address early in the process of organizational

change.
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Organizational Self-Assessment
An organizational self-assessment of culture Organizational
Self-Assessment

helps you to understand how
staff feel about the organization,

knowledge is critical to understanding staff motivation (‘) duties, work
and commitment for SBIRT at your agency, which will fnnnvérvznnr.zzgtﬁznglRT

subsequently affect implementation efforts. When

and climate is an important first step before

introducing a new agency process like SBIRT. This

perspectives are shared, heard, acknowledged, and responded to, the capacity of the
organization to accommodate change is enhanced and the possibility of success
increases (Gregory et al., 2012). There is little chance of sustained implementation
without the buy-in of the staff responsible for implementation, and staff are more likely to
buy in when they feel heard and perceive that their concerns and needs, in relation to the
innovation, are being addressed (Fixsen, Naoom, Blase, Friedman & Wallace, 2005;
Owczarzak & Dickson-Gomez, 2011). Comprehensive organizational assessments are
qualitative as well as quantitative, and the most helpful input comes from all stakeholders
involved, including administrators, staff, and patients. Subsequently, successful
implementation of SBIRT is supported by the development of a detailed change plan that

considers both the culture and climate specific to your organization.

Start fo Consider....
1. Describe the culture in your agency in relation to mental health and substance use -

How do you operate? What are the expectations for staff?

2. Describe the climate around these issues - Positive? Stressful? Communicative?

3. How might the culture and climate help or hinder SBIRT implementation - Is there

buy-in for new procedures? Is there doubt about how it might work or be helpful?

16
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Organizational Stages of Change

The Stages of Change model (DiClemente, 2003; Prochaska & DiClemente,

1984), developed in the context of psychotherapy and addictions, is applicable to a

variety of psychosocial issues and at many levels, including organizational change
(Kruszynski, Kubek, & Boyle, 2006; Velasquez, 2004).

Use the SBIRT Staging Algorithm below to assess the current Stage of Change

for SBIRT implementation at your agency, which can be done at individual and group or

team levels. The following page provides details about each Stage of Change and how to

support forward movement in the process of organizational change.

Is your agency/team currently using an SBIRT Model?

— —

No

!

Yes

!

Is your agency/team
considering SBIRT

implementation?

How long have you
been successfully

using this Model?

— '\

/\

No =

Yes

Precontemplation

l

Is your agency/team
making plans for SBIRT

implementation?

No =
Contemplation

Less than 6 More than 6
months = months =
Action Maintenance

Stages as a Tool
Knowing where you are in the stages can
help you identify which strategies or steps

to take to help you and
/\ your team move forward. @

Yes =

Preparation

17
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Stage-Based SBIRT Implementation

Now that you have quickly assessed where your team or agency currently is in the
Stages of Change with respect to the use of the SBIRT model, here we describe the
characteristics of each stage of change as well as the tasks and strategies that will help

your agency move forward in the process of organizational change for SBIRT:

Precontemplation: Little or no interest in, or awareness of the need for, change.
Organization Task: Increase awareness of the need and potential for improving mental health
and substance use practices consistent with the SBIRT model.

Organization Strategies: Begin a dialog around the impact of mental health and substance use
issues on HIV treatment processes and outcomes. Examine the effectiveness and quality of
current practices for mental health and substance use problem identification and intervention.

Educate the team on the value of SBIRT.

Contemplation: Considering change; thinking about possible change.

Organization Task: Weigh the pros and cons of SBIRT and make a decision.

Organization Strategies: Examine the rationale for current practices and the costs and benefits
of SBIRT. Consider organizational culture and climate around SBIRT. Involve key stakeholders

and promote decision-making toward SBIRT implementation.

Preparation: Organizational and individual commitment to change and planning.
Organization Task: Make a commitment to SBIRT and plan for implementation.

Organization Strategies: Enhance buy-in across the agency, identify resources, and form a
team for SBIRT implementation. Create a change plan tailored to your agency and patient needs;

get input into the plan from stakeholders.

Action: Beginning to make a change and revising the plan as needed.

Organization Task: Implementation of SBIRT and evaluation of effectiveness.

Organization Strategies: Train staff in SBIRT and pilot SBIRT on a small scale. Examine SBIRT
quality indicators as well as staff and patient responses to the changes. Revise the plan as

needed, addressing any barriers. Reinforce change with incentives and recognition for success.

Maintenance: The change is sustained and integrated into everyday practice.

Organization Task: Integration of SBIRT into ‘

. . Stages of Change, in reality,
everyday practice with ongoing support.

may be more like a cycle than a
Organization Strategies: Develop and engage in !/ linear process; it is common to
ongoing quality improvement processes for SBIRT. go through some stages

Provide ongoing training. Implement plans for SBIRT multiple times before

successfully reaching (‘)
on a broader scale across the agency. maintenance. @

18
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As described in the Stages of Change tasks, moving from preparation to
successful action and maintenance for SBIRT involves specific steps: planning, training,
evaluation and adjustment of the plan, and implementation of SBIRT on a larger scale.

Here is an example of an agency’s application of these four steps for Screening:

Step 1: PLANNING Preparation
Develop a plan for SBIRT

Sample Agency: The designated SBIRT fteam sets a specific goal to raise the
percent of patients screened for mental health and substance use problems from
40% fo 100% at intake. They involve the intake staff and select an appropriate

screening tool that can be self-administered by patients.

Step 2: TRAINING
Execute the plan; try it out on a smaller scale first
Sample Agency: Screening tools are set up on a computer in the waiting room

of the smallest of their three clinics and select staff are trained in promoting

and documenting patient screening.
Action

Step 3: EVALUATION

Evaluate patient reports and feedback and adjust the plan as needed

Sample Agency: SBIRT team members conduct a review of 25 randomly-
selected charts after the first quarter and find that 80% of patients have completed
screeners. They identify computer literacy as the major barrier and find ways fo

address the issue with staff and patient input.

Step 4: IMPLEMENTATION & QUALITY IMPROVEMENT
Make the change systemic, conduct quality evaluation, and continue training
Sample Agency: Screening documentation has risen to 98%, and the team

begins fo develop a plan for implementing screening in the other two, larger

clinics and how the results can be used systematically to inform brief

intervention and referral to treatment by medical staff. )
Maintenance

You may notice that these four steps are similar to a
commonly used performance improvement model, Plan-Do-Study-Act or
PDSA (New York State Department of Health AIDS Institute, 2006). We will refer to the

steps above throughout this guide to help you with the process of SBIRT implementation.

19
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Screening

Chapter 3

Introduction to Screening

Screening is a brief evaluation to determine whether a patient does or does not

warrant further attention at the present time in regard to a particular problem or disorder.

To identify comorbid mental health and/or substance use problems, screening procedures

should be integrated with HIV care processes and should have the ability to identify

possible co-occurring disorders.

Screening helps HIV care agencies to understand and address:

« the high rates of mental health and substance use

disorders among persons living with HIV/AIDS.

« the signs of diagnosable disorders and distinguish
them from “acting out.”

« the consequences of untreated mental health and
substance use disorders.

« early intervention and referral needs for mental

Screening:
The process of

testing to determine )
whether a patient 6

does or does not

warrant further attention at the
current time in regard to a
particular disorder. ~ (CSAT, 2007)

health and/or substance abuse treatment.

SBIRT Model

Screening Brief Intervention
Brief, non-diagnostic The use of evidence-
evaluation of a based techniques in a

potential problem that single session to

Referral to
Treatment

Allows clinicians to

connect those in need

helps identify needs. increase awareness of of further services

a need and engage-
ment in a plan for

behavior change.

with treatment and

specialty care.
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Red Flags versus Mental Disorders

There are important distinctions between maladaptive behaviors that might be
seen as problematic in patients with HIV/AIDS and symptoms of mental health disorders
(e.g., frequent crying or missed appointments). Intense, emotional responses to stressful
experiences or ineffective coping strategies may be maladaptive and common among
individuals recently diagnosed with HIV or struggling with life stressors, but they are not
necessarily the result of a diagnosable mental disorder. However, if these responses
occur over extended periods of time and result in impairment in functioning, they may
reflect mental health disorders, and they may be considered “red flags” or signs that
further mental health screening and/or assessment is needed.

Signs include what providers observe or notice about the patient that may reflect a

mental health problem while symptoms involve
Culturally competent providers

‘ seek to understand what the
patient considers “normal”
based on his/her background
and history.

what the patient is experiencing that reflects a

diagnosable mental health problem. Culture

influences mental health presentation, and what is

considered “normal” or “healthy” varies widely

cross-culturally.

Mental health and substance use disorders are characterized by:
« The nature and severity of sets of symptoms
e The duration of symptoms
» The extent to which symptoms interfere with one’s ability to carry out daily routines,

succeed at work or school, and form and keep meaningful interpersonal relationships

] Diagnostic assessment, typically conducted by a
Screening vs. Assessment

Screening is not assessment as it
does not typically involve gathering ' the necessary combination of symptoms, duration, and

enough informgtjon consequences of mental health problems, or criteria, to
to produce a clinical (‘\ . . ) . . .
diagnosis, «@ determine a clinical diagnosis. Screening typically does

trained specialist in mental health, involves evaluating

not involve gathering enough information to produce a
clinical diagnosis, but it can help a variety of providers identify signs and symptoms that
may reflect a mental health problem. The goal of screening in SBIRT is not to diagnose,
but rather to determine if there is evidence of a need to provide a brief intervention and
refer the patient for additional assessment and/or services for mental health and

substance use disorders commonly experienced by persons living with HIV/AIDS.
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Mental Health Disorders Common Among Persons with HIV/AIDS

The most common mental health disorder for individuals with HIV is depression,
either major or mild depressive disorder, and thus, some settings choose to screen only
for depression in HIV care settings. However, research demonstrates that several
additional disorders are also more common among persons living with HIV/AIDS than the

general population, as seen in the table below:

Mental Health Disorder General Persons living
(12-month period) Population with HIV/AIDS
Any mental disorder 26.2% 48%
Major depressive disorder 6.7% 36%

Mild depressive disorder/Dysthymia 1.5% 27%
Generalized anxiety disorder 3.1% 16%
Substance use disorder 3.8% 12%

Panic disorder 2.7% 11%
Post-traumatic stress disorder (PTSD) 3.5% 10.4%

(Bing et al., 2001; Israelski et al., 2007; Kessler, Chiu, Demler, & Walters, 2005; SAMHSA, 2006)

Depressive disorders involve prolonged feelings of sadness or emptiness and loss of
interest in activities that an individual once enjoyed. Individuals with depression may
experience feeling tired or “slowed down,” problems concentrating, remembering, and
making decisions, feeling restless or irritable, changes in eating, sleeping or other habits,
and may be thinking of death or suicide frequently, or attempting suicide.
Anxiety disorders are marked by feelings of excessive worry or concern that may feel
uncontrollable and interfere with functioning. There are several types of anxiety disorders,
including panic disorder which is marked by moments of extreme physiological symptoms
of anxiety, and post-traumatic stress disorder (PTSD) which is marked by a prolonged
stress reaction to a shocking, life-threatening, or otherwise traumatic experience.
Substance use disorders involve use of one or more psychoactive substances (e.g.,
alcohol, cocaine, heroin and other opioids, amphetamines, and marijuana or cannabis) to
an extent that causes harm, health or social consequences, and possibly forms of
physiological and behavioral dependence.

It is beyond the scope of this guide to review each mental health and substance
use disorder; see Appendix (p. 71-73) for recommended sources for mental health and

substance use disorders education and training relevant to SBIRT implementation.
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Designing Screening to Meet Patient Needs

Start to Consider....

How do the numbers presented in the table on page 23 compare to the problems

presented by patients in your treatment setting? Knowledge of your patient population is

an important part of planning for screening in an SBIRT process.

Consider the screening needs of your patients by

completing the table below with your SBIRT team. Use

a variety of data sources including patient charts,

agency reports, and staff experience to answer the

questions below and determine which problems you

would like to identify earlier in the patient care process

through screening implementation.

Comprehensive Screening

To better understand a patient’s
full range of treatment needs,

screen for a variety
of mental health and

substance use
problems.

Mental Health and Common in our Poses a barrier Would like to
Substance Use patient for HIV care/  screen for this
Problems population? engagement? problem?
Depression Y N DK Y N DK Y N DK
Anxiety Y N DK Y N DK Y N DK
Trauma and/or PTSD Y N DK Y N DK Y N DK
llicit drug use Y N DK Y N DK Y N DK
Prescription drug misuse Y N DK Y N DK Y N DK
Alcohol use problems Y N DK Y N DK Y N DK
Panic disorder Y N DK Y N DK Y N DK
Bipolar disorder Y N DK Y N DK Y N DK
Thought/psychotic disorder | Y N DK Y N DK Y N DK
General health functioning Y N DK Y N DK Y N DK
(social health, physical

health, mental health, etc.)

Other: Y N DK Y N DK Y N DK
Other: Y N DK Y N DK Y N DK
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How to Screen

There are two styles of screening that can be used to help clinicians identify

evidence of a substance use and/or mental health problem: informal and formal.

Informal Screening

Informal screening attempts to gather information about patients’ mental health or
substance use that is rather unstructured and may include questions about current or
history of mental health problems and/or prior treatment. For example, if the question
“Have you ever been diagnosed with a mental health problem?” receives an affirmative
response from the patient, this may indicate a need for a brief intervention related to
engaging in further mental health assessment and treatment. Some providers attend to
the patient’s behavior and body language as informal indicators of current problems (e.g.,
shaking hands may indicate anxiety or drug withdrawal symptoms). However, these signs
could relate to a variety of other physical or acute conditions.

The most useful form of informal mental health and substance use screenings may
be brief sets of validated questions that serve as Primary Screening to determine if
additional screening is warranted. Informal screens are most effective when they begin
with an open-ended question, as demonstrated in the alcohol screening example below
(D’Onofrio, et al., 2008; Steinweg & Worth, 1993).

Example Primary Screening for Alcohol Misuse
1) “I'd like to ask a few confidential question related to your health. Please start by telling

me about your drinking.”

2) “Each week, on how many days do you have a drink containing alcohol, including beer
or wine?” If more than “0 days” ask:

3) “How many drinks containing alcohol do you have on a typical day when you do drink?
A standard drink is about 12 ounces of beer, 8 ounces of malt liquor, 5 ounces of wine, or
1.5 ounces, or a shot, of 80-proof liquor like vodka or whiskey.”

If more than 3 drinks for women/elderly and 4 drinks for men, POSITIVE screen.

Calculate # drinks per week (multiply Q2 and Q3 responses):

If more than 7 drinks for women/elderly and 14 drinks for men, POSITIVE screen.
4) “How often in the past year did you have [3 for women or elderly and 4 for men] or
more drinks on one occasion?” If more than once, POSITIVE screen.
IF POSITIVE, provide additional, formal screening such as the CAGE or AUDIT.

Based on NIAAA guidelines for low-risk drinking, useful for HIV+ populations.
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Formal Screening

Formal screening typically involves the use of questionnaires administered in
verbal, written, or electronic formats that have been standardized and validated with
clinical samples to establish their reliability to identify and predict a range of mental health

problems or substance use.

o Formal screening tools are used to detect the level of risk of the person’s substance
use or likelihood that responses reflect a mental health problem.

« Formal screening for substance use or mental health typically involve patients
answering a set of structured questions that measure quantity and frequency of
substance use, consequences of use, history, extent and severity of mental health
symptoms, general functioning, and other behaviors.

« Formal screening tools for mental health and substance use problems differ in length,
method of administration, and content.

« Formal screening tools typically are completed either by the patient him/herself prior
to intake or as a part of an interview completed by an outreach worker, intake social
worker, nurse, doctor, mental health staff, or substance abuse treatment staff.

« Formal screening can also be completed on a computer or paper in the waiting area

by patients as part of any intake forms or paperwork prior to seeing a provider.

You may notice that an informal initial screening .
Formal Screening

tool like the one on the previous page, if used to make
P Page, is becoming the gold standard for

referrals directly for alcohol treatment, might capture early identification of  \ |

many patients who do not actually need treatment (i.e., |mental health and = -
. ) substance

false positives). Formal screening tools are more use disorders.

sensitive for detecting current problem severity and
often are used as secondary aids to determine the level of risk for problems with mental
health or substances. Thus, formal screens can help identify those most in need of
specialty care versus those who may benefit simply from a brief intervention and follow-
up. If your agency is using specific questions on intake forms for assessments with new
patients, check to see if these questions are based on validated sources. Using a series
of questions that are not validated would still be considered informal screening. The table

on the next page provides a list of validated screening tools we recommend.
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Some screening tools are free

See Screening

Tools Library in the
Appendix (p.62).
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Comparing Screening Methods

It is up to your agency to select efficient and effective screening methods. While

informal screening may be convenient, formal screening tools can help providers to make

more informed decisions about needs and options based on validated methods.

Start to Consider...

It is important to weigh the pros and cons of using formal versus informal screening tools

at your specific agency when designing your screening process. Below is an activity

intended to help you think through the pros and cons or not-so-positive aspects of using

each type of screening.

Pros of Informal Screening

« Can be done by a variety of staff

« Flexibility of administration time,
frequency, and staff able to screen

« Ability to tailor questions

« Part of intake so no additional paperwork

Pros of Formal Screening

« Tools already developed and validated

« Consistently screening all patients with
the same method and timeframe

« Clear guidelines provided for scoring and
cutoffs indicating problems

o Standard documentation built into tools

Cons of Informal Screening

« Lack of consistency in methods across
staff, patients, and time points

« Lack of consistent documentation

« Open to false-positives and negatives

« Difficulty knowing when an informal

indicator reflects a real problem

Cons of Formal Screening

« May involve some additional time
« May produce additional paperwork
» Requires staff training to familiarize with

forms and procedures

How important is each pro and con to your screening goals and patient population?

Consider the value of each consideration in making screening decisions for your agency.
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When to Screen
Agencies have options about when and how often to screen new and current

patients. There are multiple potential screening opportunities during intake and
treatment. Agencies screen during outreach, during intake, during the first medical
appointment, and/or during the first substance abuse or mental health treatment session.
Early and repeated screening is recommended for three reasons:

1) Successful intervention is facilitated by early identification of problems.

2) Symptoms and readiness to seek treatment change over time.

3) Each screen offers a “teachable moment” for the patient.

Example Patient Flow and Screening Options

Initial Intake Substance

Outreach o e Abuse Program

i Visits
Interview Case Management

f f f Mental Health
Program

Possible mental health and substance use Screening points.

Start to Consider...
1. Thinking about patient flow in your agency, where would screening be most effective

and sustainable? Could you screen at a single or multiple points of service?

2. For each potential screening point, what is the current practice? Do you already gather
information about patient mental health and substance use? How is that working? Can

you insert more efficient screening and documentation at that time?

3. For each potential screening opportunity at your agency, which providers or staff
members could most accurately and efficiently conduct the screening and document the

results: (Note that this process may work best with multiple staff involvement )
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Screening Documentation

Documentation of screening is