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Abstract

Background: Screening, brief intervention, and referral to treatment (SBIRT), is an approach for the prevention and
treatment of substance use disorders, but is often underutilized in healthcare settings. Although the implementation of
SBIRT is challenging, the use of multi-faceted and higher intensity strategies are more likely to result in the successful
incorporation of SBIRT into practice in primary care settings. SBIRT may be used in different healthcare settings, and the
context for implementation and types of strategies used to support implementation may vary by setting. The purpose
of this scoping review is to provide an overview regarding the use of strategies to support implementation of SBIRT in
all healthcare settings and describe the associated outcomes.

Methods: A scoping review was conducted using CINAHL Complete, HealthBusiness FullTEXT, PsycINFO, PubMed, and
Embase to search for articles published in English prior to September 2019. The search returned 462 citations, with 18
articles included in the review. Two independent reviewers extracted data from each article regarding the theory,
design, timeline, location, setting, patient population, substance type, provider, sample size and type, implementation
strategies, and implementation outcomes. The reviewers entered all extracted data entered into a table and then
summarized the results.

Results: Most of the studies were conducted in the United States in primary care or emergency department settings,
and the majority of studies focused on SBIRT to address alcohol use in adults. The most commonly used strategies to
support implementation included training and educating stakeholders or developing stakeholder interrelationships. In
contrast, only a few studies engaged patients or consumers in the implementation process. Efforts to support
implementation often resulted in an increase in screening, but the evidence regarding the brief intervention is less
clear, and most studies did not assess the reach or adoption of the referral to treatment.
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Discussion: In addition to summarizing the strategies used to increase reach and adoption of SBIRT in healthcare
settings, this scoping review identified multiple gaps in the literature. Two major gaps include implementation of SBIRT
in acute care settings and the application of implementation theories to inform healthcare efforts to enable use of
SBIRT.

Keywords: Implementation, Implementation strategies, Screening, brief intervention, referral to treatment
(SBIRT), Substance-related disorders, Scoping review

Background
More than 20 million people aged 12 and older in the
United States have a substance use disorder [1]. Sub-
stance use disorders (SUD), defined as health problems,
disability, and failure to meet responsibilities caused by
alcohol or drug use [1], have a significant impact on in-
dividuals, families, and communities. In addition to
healthcare costs associated with the treatment of comor-
bidities, a projected $42 billion will be spent on SUD
treatment in 2020 [2]. When including direct and indir-
ect costs related to crime and lost worker productivity,
the national cost of substance abuse increases to $740
billion annually [3]. Despite the known consequences of
SUD, healthcare providers rarely use validated tools to
screen patients for SUD, and only 11% of people who
need substance use treatment receive treatment at a spe-
cialty facility [1, 4].
Screening, Brief Intervention, and Referral to Treatment

(SBIRT) is a comprehensive public health approach to deliv-
ering care for individuals who have or are at risk of develop-
ing SUD [5]. SBIRT is a three-step process that involves 1)
using a validated tool to screen patients to assess the severity
of substance use, 2) providing a brief intervention when indi-
cated by screening and clinical judgment, and 3) providing a
referral to treatment when appropriate [5]. The receipt of
SBIRT is associated with reductions in alcohol and illicit drug
use [6] and diminished societal costs related to automobile
accidents, arrests, incarcerations, work absences, and other
factors [7, 8]. Compared to usual care, a brief intervention is
effective in the reduction of alcohol consumption [9], al-
though the evidence for other substances is unclear [9, 10].
Several organizations recognize the potential of SBIRT in ad-
dressing substance use [11–14]. Despite the potential benefits
of using SBIRT in clinical practice, this intervention is under-
utilized in healthcare settings representing a substantial gap
in implementation. Clinicians report that they infrequently
use screening tools to screen for substance use, and clinical
students may not have preceptors with SBIRT experience [4,
15]. Additionally, less than 2% of pediatric emergency physi-
cians report consistent use of SBIRT for adolescents with
alcohol-related emergency department visits [16].
When an intervention is underutilized in clinical practice,

the next step is to study the implementation of that interven-
tion [17, 18]. Greenhalgh et al. define implementation as

“active and planned efforts to mainstream an innovation
within an organization.”19,p. 582 This process includes the de-
cision to use an intervention (described using the terms
adoption, assimilation, acceptance, and uptake) [19–22], and
continued use of the intervention (described using the terms
sustainment and maintenance) [20, 21, 23]. The methods
used to enhance adoption, implementation, and sustainment
of a new practice are referred to as implementation strategies
[24]. Implementation strategies may include activities such as
training and educating stakeholders, adapting the interven-
tion to fit the context, or providing interactive assistance dur-
ing the implementation process [25, 26]. While there are
several different measures to determine the outcomes associ-
ated with implementation [27], the outcomes in this review
include reach (i.e., the proportion of patients who received
the intervention) and adoption (i.e., the proportion of indi-
vidual providers, groups, or organizations that decided to use
the intervention) [28, 29].
Previous reviews on the use of strategies to support

the implementation of SBIRT have focused on unhealthy
alcohol use within primary care settings and were pub-
lished in 2005 and 2016. These analyses indicated that
the use of multi-faceted strategies that addressed a com-
bination of patients, professionals, and organizations,
was more effective than the use of strategies that only
addressed the healthcare professionals [30]. These stud-
ies additionally found that a higher intensity of an imple-
mentation strategy (e.g., amount of training) was
associated with greater efficacy of implementation of a
brief alcohol intervention in primary care [31].
Prior reviews are limited to the primary care setting,

but SBIRT can be used in other settings such as acute
care and emergency departments which may have differ-
ent contexts for implementation than primary care. In-
vestigators have studied the implementation of SBIRT in
various healthcare settings, and an understanding of the
strategies used to increase the number of patients who
receive SBIRT and providers who use SBIRT in various
contexts may inform future research and clinical prac-
tice. Therefore, the research question guiding this re-
search is, “What implementation strategies are used to
increase the reach and adoption of SBIRT when imple-
menting SBIRT in healthcare settings, and what are the
associated outcomes related to reach and adoption?”
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Scoping reviews are used to map the current field of
study and identify gaps in the existing literature [32, 33].
Scoping reviews include a systematic search and sum-
mary of the existing literature; however, unlike a system-
atic review, the scoping review method does not include
an assessment of the risk of bias within each study or
synthesis of the evidence [33]. A scoping review was
therefore determined most appropriate, as this method
will provide an overview of the evidence. The purpose of
this scoping review is to provide an overview of existing
evidence regarding the use of implementation strategies
to promote the implementation of SBIRT in healthcare
settings.

Methods
Investigators used a scoping review method as described
by Arksey and O’Malley [32]. This method includes
identifying a research question, identifying and selecting
studies, extracting data, and then collating and summar-
izing results [32].

Identifying a research question
The investigators noted a gap in the literature and estab-
lished the research question. The investigators developed
but did not publish a protocol to conduct the review
and answer this research question.

Identifying and selecting studies
To be included in this review, articles had to be pub-
lished in English, contain empirical evidence, address the
implementation of SBIRT in healthcare settings, describe
strategies to promote implementation, and measure an
outcome of interest (i.e., reach or adoption of SBIRT).
Additionally, there had to be a comparison of the out-
come, such as pre-intervention and post-intervention
data, longitudinal data, or comparison to a control
group. Exclusion criteria included abstracts, posters, dis-
sertations, or articles that used SBIRT for something
other than unhealthy substance use. These inclusion and
exclusion criteria were selected to obtain evidence to ad-
dress the purpose of the review and to summarize evi-
dence regarding the changes in reach and adoption
related to the use of implementation strategies.
The articles for this review were identified through a

literature search, using the key terms “SBIRT” OR
“screening brief intervention referral to treatment” AND
multiple terms related to implementation (adopt*, as-
similation, acceptance, uptake, implement*, sustain*,
maintenance). Because not all authors use the term
‘strategy’ when describing methods to enhance imple-
mentation, this term was not included in the search. Da-
tabases for the search included CINAHL Complete,
HealthBusiness FullTEXT, PsycINFO, PubMed, and
Embase. These databases were selected to capture

nursing, healthcare administration, behavioral science
literature, and international literature. Publication dates
were not limited, and the literature search was con-
ducted on August 31, 2019. A health science librarian
provided feedback on the search strategy prior to the
completion of the literature search.
The initial screening process included a review of all

titles and abstracts and then removal of the citations that
clearly did not meet the criteria for inclusion in the re-
view. After obtaining the full text for all of the remaining
citations, the investigator then removed all non-English
articles, abstracts, posters, and dissertations. The
remaining full-text articles were then screened for inclu-
sion in the review using a screening tool that listed the
inclusion and exclusion criteria.

Extracting data
Variables of interest for this review included the study
theory or framework, design and timeline, location and
setting, patient population, substance type, the type of
providers using SBIRT, sample size and type, implemen-
tation strategies used, and implementation outcomes.
Most of the variables (theory/framework, design and
timeline, location, setting, population, substance type,
and providers using SBIRT) were extracted directly from
the articles. When the study authors did not clearly state
the study design, the reviewers selected a design to
describe the study. The sample size and type were ex-
tracted directly from the article, with a focus on the
sample size included in the final data analysis. When the
study authors did not provide the exact sample size, the
reviewers described the sample size based on informa-
tion in the article.
To identify implementations strategies, the reviewers

looked for descriptions of methods to facilitate adoption,
implementation, or sustainment of SBIRT, such as train-
ing, adapting the intervention, providing ongoing support,
or providing financial incentives. The implementation
strategies described in each article were extracted and
then categorized by the reviewers into categories, as de-
fined and described by Powell et al. [25] and Waltz et al.
[26] When reviewing the articles, research activities, such
as data collection for research purposes and data analysis,
were not considered to be implementation strategies.
Funding and academic/practice partnerships were in-
cluded as implementation strategies when they were expli-
citly mentioned in the article but were not included based
on the acknowledgments section or authors’ credentials or
places of employment.
The outcomes of reach and adoption were extracted

from each article. Although adoption is generally defined
as a cognitive decision [22], researchers often measure
self-reported behavior or actual behavior as a proxy for
the adoption decision. For this review, reviewers
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extracted adoption data on providers’ intention to use
SBIRT or behavior regarding SBIRT. Study outcomes
other than reach or adoption (e.g., provider attitude,
knowledge, patient use of substances after receiving
SBIRT) were not extracted from the articles. When
extracting outcomes related to the brief intervention, re-
viewers also included different terms used to describe a
brief intervention, such as ‘brief advice,’ ‘motivational
interviewing,’ and ‘counseling.’
A data collection instrument was developed and built

into Qualtrics XM®, a cloud-based survey software tool,
with pilot testing completed prior to use. This tool was
used to guide data extraction, collect and organize data
from each article, and compare reviewer responses.
Once reviewers determined that an article met criteria
for inclusion in the review, each article was independ-
ently reviewed by the primary investigator and a second
reviewer. Both reviewers entered data into the Qualtrics
tool. The study timeline was not included in the original
data collection tool, and this variable was extracted later
in the scoping review process. At the completion of the
independent reviews, all discrepancies were discussed by
the two independent reviewers. All unresolved discrep-
ancies were then brought to one of two additional inves-
tigators, who then made a final determination. One
study author was contacted to clarify the substance type
addressed in an article. In alignment with the scoping
review methods described by Arksey & O’Malley [32],
reviewers did not appraise the quality of each article.

Collating and summarizing results
Once consensus was reached, the results were entered
into a table in Microsoft Word to collate the results and
summarize the data. The reviewers met in person to
summarize the information, and all investigators provided
additional input via email or in-person discussions.

Results
The literature search identified 462 unique records after
the removal of duplicates. Two hundred sixty-eight arti-
cles were excluded based on a review of the titles and ab-
stracts, and then a review of full-text citations led to the
exclusion of abstracts, dissertations, and non-English arti-
cles. Two reviewers assessed the remaining 102 full-text
articles for eligibility based on previously noted inclusion
and exclusion criteria. The search concluded with 18 arti-
cles identified for in-depth review (see Fig. 1).

Study characteristics
The majority of studies (n = 15) did not state a specific
theory or framework; however, investigators of the
remaining three studies noted the use of the following
frameworks: Framework for Design and Evaluation of
Complex Interventions to Improve Health, the

Consolidated Framework of Implementation Research,
and Knowledge Translation. The most common study de-
signs were pre-post studies, randomized controlled trials,
longitudinal studies, and quality improvement, with the
timeframe of the studies ranging from 30 days to 5.5 years.
Thirteen studies were conducted in the United States,
followed by Europe (n = 3), Canada (n = 1), and Australia
(n = 1). The most common settings were primary care and
emergency departments/trauma centers. The majority of
the included patient populations were adults and/or
trauma patients (n = 10), although three of the studies ad-
dressed the implementation of SBIRT in the adolescents
and pediatric populations. More than half of the studies
were implementing SBIRT to address alcohol use, while
the remaining studies focused on SBIRT to address alco-
hol and other drugs, tobacco, or all substance types.
SBIRT was generally provided by multiple professions
within each study, although the studies in which only one
profession provided SBIRT generally focused on physi-
cians (see Table 1).

Implementation strategies
The authors of each study described the use of multiple
strategies to support the implementation of SBIRT.
Nearly every study used strategies to train and educate
stakeholders (n = 17). Training and education included
the development and distribution of educational mate-
rials, as well as the provision of in-person training ran-
ging from 5min to 1 full day. While training and
education were used most often, the next most common
approach was the development of stakeholder interrela-
tionships (n = 12). Studies described developing these re-
lationships through the identification of champions,
development of interdisciplinary teams, and collabor-
ation with researchers and other stakeholders (see
Table 2).
Half of the studies described strategies to support cli-

nicians (n = 9), such as embedding reminders into the
electronic health record and shifting tasks from one role
(e.g., physician) to a different role (e.g., research assist-
ant, health education specialist, or behavioral health care
practitioner). Other strategies used included the use of
evaluative and iterative strategies to support implemen-
tation (n = 9), such as the use of monthly or quarterly re-
ports to summarize data, and the completion of a
baseline needs assessment to assess for readiness for the
implementation of SBIRT (see Table 2).
The remaining categories of implementation strategies

were used in fewer than half of the studies. These in-
cluded the use of interactive assistance to support imple-
mentation (n = 8) by providing technical assistance,
conducting one-time or monthly conference calls, or by
providing ongoing support, facilitation, and supervision.
Several studies also described adapting and tailoring the
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intervention or implementation plan to the local context
(n = 8). Implementation leaders most commonly tailored
the resources, intervention, process, and training mate-
rials to meet the local needs or to fit into a specific set-
ting (e.g., community emergency department) or specific
population (e.g., Indigenous people). Another approach
included the use of strategies to change infrastructure
(n = 8). The most common infrastructure change was
the modification of the electronic health record to in-
corporate SBIRT into the documentation. Several studies
described the use of financial strategies (n = 7) to in-
crease the use of SBIRT. Financial strategies included re-
ceiving funding to support the implementation of SBIRT
or providing incentives or reimbursement for the use of
SBIRT. Finally, a few studies described the engagement
of consumers to support implementation (n = 3) by

partnering with people with unhealthy substance use or
people from a specific population (i.e., Indigenous
people) to develop resources and train providers (see
Table 2).

Implementation outcomes
The majority of the studies in this review measured the
percentage of patients who received the intervention
(n = 15), while one of these studies additionally mea-
sured differences in adoption among providers. The
remaining three studies measured the self-reported use
of SBIRT by providers. Most of the studies in this scop-
ing review evaluated outcomes related to screening (n =
15), followed by brief intervention (n = 10), referral to
treatment (n = 4), brief intervention/referral to treatment
(n = 1), and SBIRT overall (n = 2) (see Table 1).

Fig. 1 Flow Diagram of Study Selection
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Screening

Reach Of the 15 studies measuring outcomes related to
screening patients with a valid and reliable tool, most of
the studies measured reach, or the percentage of patients
who received screening (n = 13). Most of these studies
(n = 9) utilized the same implementation strategies for
all study participants via a quality improvement, pre-
post, or longitudinal study design. In these studies,
screening generally increased over time [34–40], but
three studies did not report if this increase was signifi-
cant [35, 37, 40]. Only one study, which focused on par-
ents of patients rather than patients, reported no change
in screening [41]. Another study reported an increase in
screening when a research assistant was present, then a
return to baseline when the research assistant was no
longer present [42].
The remaining studies (n = 4) divided participants into

groups and evaluated outcomes using randomized con-
trolled, randomized controlled pre-post, or non-
randomized pre-post quasi-experimental designs. The
use of training [43, 44] and financial reimbursements
[43] resulted in significant increases in screening, but
the opportunity to adapt the brief intervention did not
result in changes in the percentage of patients who were
screened [43, 45]. When non-physician providers and
physicians were exposed to the same implementation
strategies, a higher percentage of patients were screened
by non-physician providers than physicians [46].

Adoption Two studies examined the adoption of screen-
ing by providers. One study found that physicians at the
completion of the study were more likely to screen than at
the beginning of the study. However, the adoption of
screening was not significantly different between the inter-
vention group and the control group in this study [47]. In
contrast, another study found that providers who attended
more training sessions were significantly more likely to
screen patients for substance use than providers who
attended fewer training sessions [48].

Brief intervention

Reach Seven out of the 10 studies reporting outcomes
related to the brief intervention measured the percentage
of patients who received the brief intervention. Most of
these studies (n = 5) used the same implementation
strategies for all study participants using a quality im-
provement, pre-post, longitudinal study design, or retro-
spective design. The results of these studies differed;
while the percentage of patients receiving the brief inter-
vention significantly increased in one study [41], other
studies demonstrated no change in reach [36, 38, 39], A
retrospective study evaluating a new nationwide

performance measure (supported by electronic decision
support and financial incentives) demonstrated a signifi-
cant increase in reach of the brief intervention. However,
this study does not assess or describe implementation
strategies used within each facility to promote the use of
SBIRT [49].
The remaining studies on the reach of the brief inter-

vention (n = 2) compared different implementation strat-
egies between and among groups. In a randomized
controlled trial, reach was higher in the intervention
group than the control group, but it is not clear if this
difference was statistically significant [44]. Adapting the
intervention to allow for an electronic brief intervention
did result in a significant increase in the percentage of
patients who received a brief intervention overall [45].

Adoption Three studies measured the adoption of brief
intervention by providers. More providers reported using
the brief intervention after exposure to the implementa-
tion strategies [47, 50], and providers who attended
more training sessions were more likely to use the brief
intervention than their peers who attended fewer train-
ing sessions [48].

Referral to treatment

Reach Of the four studies reporting outcomes related to
the percentage of patients who received a referral to
treatment, most measured reach (n = 3). There was not a
notable change in referral to treatment for two studies
[39, 44], but Sterling et al. [48] found that embedding a
behavioral health care practitioner into primary care re-
sulted in a significantly lower percentage of patients re-
ceiving a referral to treatment than patients receiving
usual care.

Adoption In one study of provider adoption of referral
to treatment, Salvalaggio et al. [47] noted a significant
increase over time in the overall percentage of physicians
reporting that they refer patients to treatment. This out-
come, however, was not significantly different between
the intervention and control groups.

Brief intervention/referral to treatment

Adoption Mertens et al. [46] measured the outcome,
brief intervention/referral to treatment, based on docu-
mentation of either a brief intervention or a referral to
treatment. Evidence suggests that physicians may be
more likely to provide a brief intervention/referral to
treatment than non-physician providers, but the physi-
cians in this study were also less likely to screen patients
than non-physician providers [46].
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SBIRT

Adoption Two studies did not differentiate screening,
brief intervention, and referral to treatment as three sep-
arate interventions, but instead asked providers about
their use of SBIRT overall before and after exposure to
implementation strategies. In both studies, providers re-
ported an increase in the use of SBIRT [50, 51], although
the reported use of SBIRT 12months after the interven-
tion was not as high as the reported use of SBIRT 3
months after the intervention [51].

Discussion
SUD are common and detrimental to individuals and so-
ciety as a whole. SBIRT, an approach to the prevention
and treatment of unhealthy substance use, is not consist-
ently implemented in healthcare settings. Different im-
plementation strategies may be used to increase the
delivery of SBIRT to patients or the use of SBIRT by
providers, but there had not been a recent review of the
evidence from multiple healthcare settings. This scoping
review included 18 articles and was guided by the re-
search question, “What implementation strategies are
used to increase the reach and adoption of SBIRT when
implementing SBIRT in healthcare settings, and what
are the associated outcomes related to reach and
adoption?”
The majority of the studies were conducted in the

United States and focused on screening and providing a
brief intervention for alcohol use in the emergency de-
partment and primary care settings. These study charac-
teristics align with the recommendations for practice
from the American College of Surgeons Committee on
Trauma [52] and the U.S. Preventive Services Task Force
[53]. There is a gap, however, in the existing literature
about the implementation of SBIRT in acute care set-
tings. When compared to the general population, pa-
tients admitted to the hospital have higher rates of SUD
[1, 54]. McQueen and colleagues [55] contend that when
a brief intervention for heavy alcohol is used in hospital-
ized patients, this intervention is associated with a re-
duction in alcohol consumption and death rates.
Additionally, The Joint Commission quality measures
for hospitalized adult patients support and recommend
screening and providing a brief intervention for un-
healthy alcohol use [56].
While most of the studies did not state a theory used

to guide the study, each study described a multi-modal
approach with the use of various strategies to support
implementation. Numerous studies included strategies
to train stakeholders and develop stakeholder interrela-
tionships, but less attention has been given to adapting
and tailoring SBIRT. There are core components of
SBIRT that must remain the same to maintain fidelity to

the intervention, but the peripheral components of
SBIRT (e.g., who completes the screening, how the brief
intervention is provided) can be adapted to fit the
organizational context. Bendsten et al. [45] found that
allowing providers to select between an electronic brief
intervention or a face-to-face brief intervention was as-
sociated with an increase in the percentage of patients
who received a brief intervention. SBIRT is a multi-step
intervention that involves multiple professions and
teamwork. More research about adapting the interven-
tion or implementation process may be beneficial to in-
crease the reach and adoption of SBIRT. Of note, only a
few studies engaged patients or other consumers in the
implementation process. Providers and patients report
discomfort discussing substance use as a barrier to the
implementation of SBIRT [57], but 95% of hospitalized
patients reported that they would feel comfortable if a
nurse discussed alcohol use with them [58]. There is a
potential to enhance implementation by further
researching adaptation of SBIRT and patient and con-
sumer engagement.
When evaluating outcomes associated with the imple-

mentation of SBIRT, most of the studies evaluated
organizational or group-level outcomes and did not
evaluate provider-level outcomes. Nevertheless, the fac-
tors influencing individual providers’ decisions about the
adoption of an intervention differ from the factors influ-
encing organizational decisions [59]. Additionally, the
use of SBIRT may increase initially and then decrease
over time [42, 51], but there is a paucity of research on
the sustainment of SBIRT. This review also revealed that
the use of implementation strategies is generally associ-
ated with increases in the reach and adoption of screen-
ing, but evidence about the brief intervention is
inconclusive, and evidence regarding the referral to
treatment is scarce.

Limitations
There are several limitations of this scoping review. Only
one reviewer screened all of the titles and abstracts, and
therefore some studies may have been inaccurately ex-
cluded from the study. The reviewers also extracted im-
plementation strategies from each article and then
selected categories for each strategy, but the categories
selected by the reviewers may not reflect the actual
intention of investigators in the original study. Further-
more, the authors of each article may not have described
every implementation strategy used to support the im-
plementation of SBIRT, and those strategies that were
described may not have included all pertinent details. As
the method did not include an appraisal of the quality of
evidence, the results of this scoping review indicate gaps
in the evidence but does not draw conclusions regarding
the effectiveness of different implementation strategies.
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Conclusion
In summary, this scoping review provides a summary of
the strategies used in healthcare settings to support the
reach and adoption of SBIRT. Most of the empirical evi-
dence about the implementation of SBIRT in healthcare
settings is from studies conducted in the United States
in primary care and emergency department settings.
Additional research in other healthcare settings (such as
acute care) may identify strategies to support the imple-
mentation of SBIRT in other contexts. Healthcare
leaders and researchers often train and educate stake-
holders and use strategies to develop stakeholder inter-
relationships, but there is a lack of empirical evidence
about adapting the intervention or engaging consumers.
Because implementation is more effective when strat-
egies address patient, professional, and organizational
factors, leaders should consider using a comprehensive
approach that does not limit the focus to providers. Fi-
nally, researchers often measure the reach of screening
and the brief intervention, with less focus on adoption of
SBIRT by providers or reach and adoption of referral to
treatment. Referral to treatment is a complex process,
and strategies to implement screening and brief inter-
vention within one healthcare interaction may differ
from the strategies required to effectively refer a patient
to treatment.

Abbreviations
SBIRT: Screening, Brief Intervention, Referral to Treatment; SUD: Substance
use disorder

Acknowledgements
The authors would like to thank Caitlin Pike, MLS, AHIP for providing
feedback on the literature search strategy.

Authors’ contributions
KT, RN, and JF contributed to the design of the review. KT, LM, SK, ML, & EN
completed the reviews of each article, and RN & JF provided input if
consensus was not reached by the two independent reviewers. All authors
contributed to the manuscript and reviewed and approved the final
manuscript.

Funding
n/a

Availability of data and materials
Data sharing is not applicable to this article as no datasets were generated
or analyzed during the current study.

Declarations

Ethics approval and consent to participate
n/a

Consent for publication
n/a

Competing interests
The authors declare that they have no competing interests.

Author details
1Robert Wood Johnson Future of Nursing Scholar, Indiana University School
of Nursing, 600 Barnhill Drive, Indianapolis, IN 46202, USA. 2Sigma Theta Tau

International Rising Star of Research and Scholarship, Indiana University
Health Arnett Hospital, Purdue University, 5165 McCarty Lane, Lafayette, IN
47905, USA. 3Indiana University Health, South Central Region, 601 West 2nd
Street, Bloomington, IN 47403, USA. 4Indiana University Health, Fairbanks Hall,
340 West 10th Street, Suite 3200, Indianapolis, IN 46202, USA. 5Indiana
University Health West, 1111 Ronald Reagan Parkway, Avon, IN 46123, USA.
6Indiana University School of Nursing, 600 Barnhill Drive, NU 132,
Indianapolis, IN 46202, USA. 7Indiana University School of Nursing,
Distinguished Professor, Indiana University, 600 Barnhill Drive, NU 132,
Indianapolis, IN 46202, USA.

Accepted: 29 April 2021

References
1. Substance Abuse and Mental Health Services Administration. Key substance

use and mental health indicators in the United States: Results from the
2018 National Survey on drug use and health (HHS publication no. PEP19–
5068, NSDUH Series H-54). Rockville, MD: Center for Behavioral Health
Statistics and Quality, Substance Abuse and Mental Health Services
Administration. 2019. https://www.samhsa.gov/data/Accessed 30 Aug 2019.

2. Substance Abuse and Mental Health Services Administration. (2014).
Projections of national expenditures for treatment of mental and substance
use disorders, 2010–2020 HHS Publication No SMA-14-4883 Rockville, MD:
Substance Abuse and Mental Health Services Administration 2014 https://
storesamhsagov/system/files/sma14-4883pdf Accessed 30 Aug 2019.

3. National Institute on Drug Abuse. Trends & Statistics. 2019. https://www.
drugabuse.gov/related-topics/trends-statistics#supplemental-references-for-
economic-costs Accessed 30 Aug 2019.

4. Agley J, Carlson JM, McNeilis AM, Gassman RA, Schwindt R, Crabb D,
Vannerson J. ‘Asking’ but not ‘screening: assessing physicians’ and nurses’
substance-related clinical behaviors. Subst Use Misuse, 2018;53(11):1834–
1839. https://doi.org/https://doi.org/10.1080/10826084.2018.1438806.

5. Substance Abuse and Mental Health Services Administration. About
screening, brief intervention, and referral to treatment (SBIRT). 2017. https://
www.samhsa.gov/sbirt/about Accessed 30 Aug 2019.

6. Aldridge A, Linford R, Bray J. Substance use outcomes of patients served by
a large US implementation of screening, brief intervention and referral to
treatment (SBIRT). Addiction, 2017;112(Suppl. 2):43–53.https://doi.org/https://
doi.org/10.1111/add.13651.

7. Barbosa C, Cowell A, Bray J, Aldridge A. The cost-effectiveness of alcohol of
screening, brief intervention and referral to treatment (SBIRT) in emergency
and outpatient medical settings. J Subst Abus Treat 2015;53:1–8.https://doi.
org/ https://doi.org/10.1016/j.jsat.2015.01.003.

8. Quanbeck A, Lang K, Anami K, Brown RL. A cost-benefit analysis of
Wisconsin’s screening, brief intervention, and referral to treatment program:
adding the Employer’s perspective. Wis Med J. 2010;109(1):9–14.

9. Kaner EFS, Beyer FR, Muirhead C, Campbell F, Pienaar ED, Bertholet N, et al.
Effectiveness of brief alcohol interventions in primary care populations.
Cochrane Database Syst Rev. 2018;(Issue 2) Art. No.: CD004148. https://doi.
org/10.1002/14651858.CD004148.pub4.

10. Young MM, Stevens A, Galipeau J, Pirie T, Garritty C, Sign K, … Moher D.
Effectiveness of brief interventions as part of the screening, brief
intervention and referral to treatment (SBIRT) model for reducing the
nonmedical use of psychoactive substances: A systematic review. Syst Rev.
2014;24:3:50. https://doi.org/https://doi.org/10.1186/2046-4053-3-50.

11. Centers for Disease Control and Prevention. Planning and implementing
screening and brief intervention for alcohol use: A step-by-step guide for
primary care practices. Atlanta, Georgia: Centers for Disease Control and
Prevention, National Center on Birth Defects and Developmental Disabilities.
2014 https://www.cdc.gov/ncbddd/fasd/documents/alcoholsbiimplementa
tionguide.pdf Accessed 30 Aug 2019.

12. Centers for Medicare and Medicaid Services. (2019). Screening, brief
intervention, and referral to treatment (SBIRT) services 2019 https://
wwwcmsgov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNProducts/Downloads/ SBIRT-Factsheet-ICN904084TextOnlypdf Accessed
30 Aug 2019.

13. National Institute on Drug Abuse. Principles of drug addiction treatment: A
research-based guide (3rd edition). 2018. https://www.drugabuse.gov/node/
pdf/675/ principles-of-drug-addiction-treatment-a-research-based-guide-
third-edition. Accessed 30 Aug 2019.

Thoele et al. Substance Abuse Treatment, Prevention, and Policy           (2021) 16:42 Page 18 of 20

https://www.samhsa.gov/data/Accessed
https://store.samhsa.gov/system/files/sma14-4883.pdf
https://store.samhsa.gov/system/files/sma14-4883.pdf
https://www.drugabuse.gov/related-topics/trends-statistics#supplemental-references-for-economic-costs
https://www.drugabuse.gov/related-topics/trends-statistics#supplemental-references-for-economic-costs
https://www.drugabuse.gov/related-topics/trends-statistics#supplemental-references-for-economic-costs
https://doi.org/10.1080/10826084.2018.1438806
https://www.samhsa.gov/sbirt/about
https://www.samhsa.gov/sbirt/about
https://doi.org/10.1111/add.13651
https://doi.org/10.1111/add.13651
https://doi.org/10.1016/j.jsat.2015.01.003
https://doi.org/10.1002/14651858.CD004148.pub4
https://doi.org/10.1002/14651858.CD004148.pub4
https://doi.org/10.1186/2046-4053-3-50
https://www.cdc.gov/ncbddd/fasd/documents/alcoholsbiimplementationguide.pdf
https://www.cdc.gov/ncbddd/fasd/documents/alcoholsbiimplementationguide.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/
https://www.drugabuse.gov/node/pdf/675/
https://www.drugabuse.gov/node/pdf/675/


14. National Institute on Alcohol Abuse and Alcoholism. Alcohol screening and
brief intervention for youth: A practitioner’s guide. NIH Publication No. 11–
7805. 2019. https://www.niaaa.nih.gov/sites/default/files/publications/
YouthGuide.pdf. Accessed 30 Aug 2019.

15. Covington K, Johnson JA, Henry D, Chalmers S, Payne F, Tuck L, Seale JP.
Alcohol and drug screening and brief intervention behaviors among
advanced practice registered nurse (APRN) students in clinical settings. Appl
Nurs Res 2018;39:125–129. https://doi.org/https://doi.org/10.1016/j.apnr.201
7.11.015.

16. Jun S, Plint AC, Curtis S, Newton AS. Screening, brief intervention, and
referral to treatment (SBIRT) for adolescent alcohol use in emergency
departments: a national survey of pediatric emergency physicians. Can J
Emerg Med 2019;21(1):97–102. https://doi.org/https://doi.org/10.1017/cem.2
018.390.

17. Bauer MS, Damschroder L, Hagedorn H, Smith J, Kilbourne AM. BMC
Psychol, 2015;3:32. https://doi.org/https://doi.org/10.1186/s40359-015-0089-
9, An introduction to implementation science for the non-specialist, 1.

18. Lane-Fall MB, Curran GM, Beidas RS. Scoping implementation science for
the beginner: locating yourself on the “subway line” of translational
research. BMC Med Res Methodol. 2019;19:133. https://doi.org/https://doi.
org/10.1186/s12874-019-0783-z, 1.

19. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of
innovations in service organizations: systematic review and
recommendations. Milbank Q 2004;82(4):581–629. https://doi.org/https://doi.
org/10.1111/j.0887-378X.2004.00325.x.

20. Aarons GA. Measuring provider attitudes towards evidence-based practice:
consideration of organizational context and individual differences. Child
Adolesc Psychiatr Clin N Am 2005;14(2):255–271 https://doi.org/https://doi.
org/10.1016/j.chc.2004.04.008

21. Rabin BA, Brownson RC, Haire-Joshu D, Kreuter MW, Weaver NL. A glossary
for dissemination and implementation research in health. J Public Health
Manag Pract 2008;14(2):117–123. https://doi.org/https://doi.org/10.1097/01.
PHH.0000311888.06252.bb.

22. Wisdom JP, Chor KHB, Hoagwood KE, Horwitz SM. Innovation adoption: a
review of theories and constructs. Admin Pol Ment Health 2014;41(4):480–
502. https://doi.org/https://doi.org/10.1007/s10488-013-0486-4.

23. Chambers DA, Glasgow RE, Stange KC. The dynamic sustainability
framework: addressing the paradox of sustainment amid ongoing change.
Implement Sci 2013;8:117. https://doi.org/https://doi.org/10.1186/1748-5908-
8-117, 1.

24. Proctor EK, Powell BJ, McMillen JC. Implementation strategies:
recommendations for specifying and reporting. Implement Sci 2013;8:129.
https://doi.org/https://doi.org/10.1186/1748-5908-8-139, 1.

25. Powell BJ, Waltz TJ, Chinman MJ, Damschroder LJ, Smith JL, Matthieu MM,
Proctor EK, Kirchner JE. A refined compilation of implementation strategies:
results from the expert recommendations for implementing change (ERIC)
project. Implement Sci 2015;10:21. https://doi.org/https://doi.org/10.1186/
s13012-015-0209-1, 1.

26. Waltz TJ, Powell BJ, Matthieu MM, Damschroder LJ, Chinman MJ, Smith JL,
Proctor EK, Kirchner JE. Use of concept mapping to characterize
relationships among implementation strategies and assess their feasibility
and importance: results from the expert recommendations for
implementing change (ERIC) study. Implement Sci 2015; 10:109. https://doi.
org/https://doi.org/10.1186/s13012-015-0295-0, 1.

27. Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, Griffey R,
Hensley M. Outcomes for implementation research: conceptual definitions,
measurement challenges, and research agenda. Admin Pol Ment Health,
2011;38: 65–76. https://doi.org/https://doi.org/10.1007/x10488-010-0319-, 2.

28. Glasgow RE, Vogt TM, Boles SM. Evaluating the public health impact of
health promotion interventions: the RE-AIM framework. Am J Public Health,
1999;89(9), 1322–1327. https://doi.org/https://doi.org/10.2105/AJPH.89.
9.1322.

29. Stoutenberg M, Galaviz KI, Lobelo F, Joy E, Heath GW, Hutber A, Estabrooks P. A
pragmatic application of the RE-AIM framework for evaluating the
implementation of physical activity as a standard of care in health systems. Prev
Chronic Dis. 2018;15(E54). https://doi.org/https://doi.org/10.5888/pcd15.170344.

30. Keurhorst M, van de Glind I, Amaral-Sabadini MBD, Anderson P, Kaner E,
Newbury-Birch D, … Laurant M. Implementation strategies to enhance
management of heavy alcohol consumption in primary health care: a meta-
analysis. Addiction, 2015;110, 1877–1900. https://doi.org/https://doi.org/1
0.1111/add.13088, 12.

31. Nilsen P, Aalto M, Bendtsen P, Seppä K. Effectiveness of strategies to
implement brief alcohol intervention in primary healthcare: a systematic
review. Scand J Prim Health Care, 2006;24, 5–15. https://doi.org/https://doi.
org/10.1080/02813430500475282, 1.

32. Arksey H, O’Malley L. Scoping studies: towards a methodological framework.
Int J Soc Res Methodol 2005; 8(1), 19–32. https://doi.org/https://doi.org/10.1
080/1364557032000119616.

33. Munn Z, Peters MDJ, Stern C, Tufanaru C, McArthur A, Aromataris E.
Systematic review of scoping review? Guidance for authors when choosing
between a systematic or scoping review approach BMC Med Res Methodol
2018;18:143. https://doi.org/https://doi.org/10.1186/s12874-018-0611-x, 1.

34. Lindholm C, Adsit R, Bain P, Reber PM, Brein T, Redmond L, et al. (2010). A
demonstration project for using the electronic health record to identify and
treat tobacco users. Wis Med J. 2010;109(6):335–40.

35. Mello MJ, Bromberg J, Baird J, Nirenberg T, Chun T, Lee C, Linakis JG.
Translation of alcohol screening and brief intervention guidelines to
pediatric trauma centers. J Trauma Acute Care Surg. 2013;75(4 SUPPL. 3),
S301–S307. https://doi.org/https://doi.org/10.1097/TA.0b013e318292423a.

36. Muench J, Jarvis K, Gray M, Hayes M, Vandersloot D, Hardman J, Grover P
Winkle J. Implementing a team-based SBIRT model in primary care clinics. J
Subst Use, 2015;20(2):106–112. https://doi.org/https://doi.org/10.3109/14
659891.2013.866176.

37. Rieckmann T, Renfro S, McCarty D, Baker R, McConnell KJ. Quality metrics
and systems transformation: are we advancing alcohol and drug screening
in primary care? Health Serv Res 2018;53(3):1702–1726. https://doi.org/
https://doi.org/10.1111/1475-6773.12716.

38. Thomas P, Seale P, Johnson A, Dhabilwala J, Kitchens D, Okosum IS, et al.
Impact of a quality improvement intervention to increase brief alcohol and
drug interventions on a level I trauma service. Am Surgeon. 2016;82(5):468–
73. https://doi.org/10.1177/000313481608200524.

39. Whitty M, Nagel T, Ward L, Jayaraj R, Kavanagh D. Evaluation of an
intervention for patients with alcohol-related injuries: results of a mixed
methods study. Aust NZ J Publ Health, 2015;39(3), 216–221. https://doi.org/
https://doi.org/10.1111/1753-6405.12375.

40. Zimmermann E, Sample JM, Zimmermann ME, Sullivan F, Stankiewicz S,
Saldinger P. Successful implementation of an alcohol screening, brief
intervention, and referral to treatment program. J Trauma Nurs 2018;25(3),
196–200. https://doi.org/https://doi.org/10.1097/JTN.0000000000000368.

41. Sharifi M, Adams WG, Winickoff JP, Guo J, Reid M, Boynton-Jarrett R.
Enhancing the electronic health record to increase counseling and quit-line
referral for parents who smoke. Acad Pediatr 2014;14(5), 478–484. https://
doi.org/https://doi.org/10.1016/j.acap.2014.03.017.

42. Mello MJ, Baird J, Nirenberg TD, Smith JC, Woolard RH, Dinwoodie, R. G.
project integrate: translating screening and brief interventions for alcohol
problems to a community hospital emergency department. Subst Abuse, 2009;
30(3), 223–229. https://doi.org/https://doi.org/10.1080/08897070903040956.

43. Anderson P, Bendtsen P, Spak F, Reynolds J, Drummond C, Segura L,
Keurhorst M.N., Palacio-Vieira J., Wojnar M., Parkinson K., Colom J., Kłoda K.,
Deluca P., Baena B., Newbury-Birch D., Wallace P., Heinen M., Wolstenholme
A., van Steenkiste B., Mierzecki A., Okulicz-Kozaryn K., Ronda G., Kaner E.,
Laurant M.G.H., Coulton S. Gual T. Improving the delivery of brief
interventions for heavy drinking in primary health care: outcome results of
the optimizing delivery of health care intervention (ODHIN) five-country
cluster randomized factorial trial. Addiction. 2016;111(11), 1935–1945.
https://doi.org/https://doi.org/10.1111/add.13476.

44. Henihan AM, McCombe G, Klimas J, Swan D, Leahy D, Anderson R, Bury G,
Dunne CP, Keenan E, Lambert JS, Meagher D, O’Gorman C, O’Toole TP, Saunders
J, Shorter GW, Smyth BP, Kaner E Cullen W. Feasibility of alcohol screening
among patients receiving opioid treatment in primary care. BMC Fam Pract 2016;
17:153. https://doi.org/https://doi.org/10.1186/s12875-016-0548-2, 1.

45. Bendtsen P, Mussener U, Karlsson N, Lopez-Pelayo H, Palacio-Vieira J, Colom
J, … Anderson P. Implementing referral to an electronic alcohol brief advice
website in primary healthcare: results from the ODHIN implementation trial.
BMJ Open, 2016;6(6), e010271. https://doi.org/https://doi.org/10.1136/
bmjopen-2015-010271asdf.

46. Mertens JR, Chi FW, Weisner CM, Satre DD, Ross TB, Allen S, Pating D,
Campbell CI, Lu YW Sterling SA. Physician versus non-physician delivery of
alcohol screening, brief intervention and referral to treatment in adult
primary care: the ADVISe cluster randomized controlled implementation
trial. Addict Sci Clin Pract. 2015;10: 26. https://doi.org/https://doi.org/10.11
86/s13722-015-0047-0, 1.

Thoele et al. Substance Abuse Treatment, Prevention, and Policy           (2021) 16:42 Page 19 of 20

https://www.niaaa.nih.gov/sites/default/files/publications/YouthGuide.pdf
https://www.niaaa.nih.gov/sites/default/files/publications/YouthGuide.pdf
https://doi.org/10.1016/j.apnr.2017.11.015
https://doi.org/10.1016/j.apnr.2017.11.015
https://doi.org/10.1017/cem.2018.390
https://doi.org/10.1017/cem.2018.390
https://doi.org/10.1186/s40359-015-0089-9
https://doi.org/10.1186/s40359-015-0089-9
https://doi.org/10.1186/s12874-019-0783-z
https://doi.org/10.1186/s12874-019-0783-z
https://doi.org/10.1111/j.0887-378X.2004.00325.x
https://doi.org/10.1111/j.0887-378X.2004.00325.x
https://doi.org/10.1016/j.chc.2004.04.008
https://doi.org/10.1016/j.chc.2004.04.008
https://doi.org/10.1097/01.PHH.0000311888.06252.bb
https://doi.org/10.1097/01.PHH.0000311888.06252.bb
https://doi.org/10.1007/s10488-013-0486-4
https://doi.org/10.1186/1748-5908-8-117
https://doi.org/10.1186/1748-5908-8-117
https://doi.org/10.1186/1748-5908-8-139
https://doi.org/10.1186/s13012-015-0209-1
https://doi.org/10.1186/s13012-015-0209-1
https://doi.org/10.1186/s13012-015-0295-0
https://doi.org/10.1007/x10488-010-0319-
https://doi.org/10.2105/AJPH.89.9.1322
https://doi.org/10.2105/AJPH.89.9.1322
https://doi.org/10.5888/pcd15.170344
https://doi.org/10.1111/add.13088
https://doi.org/10.1111/add.13088
https://doi.org/10.1080/02813430500475282
https://doi.org/10.1080/02813430500475282
https://doi.org/10.1080/1364557032000119616
https://doi.org/10.1080/1364557032000119616
https://doi.org/10.1186/s12874-018-0611-x
https://doi.org/10.1097/TA.0b013e318292423a
https://doi.org/10.3109/14659891.2013.866176
https://doi.org/10.3109/14659891.2013.866176
https://doi.org/10.1111/1475-6773.12716
https://doi.org/10.1177/000313481608200524
https://doi.org/10.1111/1753-6405.12375
https://doi.org/10.1097/JTN.0000000000000368
https://doi.org/10.1016/j.acap.2014.03.017
https://doi.org/10.1080/08897070903040956
https://doi.org/10.1111/add.13476
https://doi.org/10.1186/s12875-016-0548-2
https://doi.org/10.1136/bmjopen-2015-010271asdf
https://doi.org/10.1136/bmjopen-2015-010271asdf
https://doi.org/10.1186/s13722-015-0047-0
https://doi.org/10.1186/s13722-015-0047-0


47. Salvalaggio G, Dong K, Vandenberghe C, Kirkland S, Cummings GG, McKim
R, et al. Effect of a knowledge translation intervention on physician
screening, brief intervention, and referral to treatment behaviour in a
socioeconomically disadvantaged setting. Can J Addict. 2015;6(1):7–14.

48. Sterling S, Kline-Simon AH, Satre DD, Jones A, Mertens J, Wong A, Weisner
C. Implementation of screening, brief intervention, and teferral to treatment
for adolescents in pediatric primary care: a cluster randomized trial. JAMA
Pediatr, 2015;169(11), e153145. https://doi.org/https://doi.org/10.1001/jama
pediatrics.2015.3145.

49. Lapham GT, Achtmeyer CE, Williams EC, Hawkins EJ, Kivlahan DR, Bradley
KA. Increased documented brief alcohol interventions with a performance
measure and electronic decision support. Med Care 2012;50(2), 179–187.
https://doi.org/https://doi.org/10.1097/MLR.0b013e3181e35743.

50. Egizio LL, Smith DC, Bennett K, Campbell C, Windsor L. Field supervision
training for a screening brief intervention and referral to treatment (SBIRT)
implementation project. Clin Soc Work J 2019;47, 53–60. https://doi.org/
https://doi.org/10.1007/s10615-018-0686-1, 1.

51. Bernstein E, Bernstein J, Feldman J, Fernandez W, Hagan M, Mitchell P, Safi
C, Woolard R, Mello M, Baird J, Lee C, Bazargan-Hejazi S, Broderick K,
Laperrier KA, Kellermann A, Wald MM, Taylor RE, Walton K, Grant-Ervin M,
Rollinson D, Edwards D, Chan T, Davis D, Buchanan Marshall J, Aseltine R,
James A, Schilling E, Abu-Hasaballah K, Baumann BM, Boudreaux ED, Maio
RF, Cunningham RM, Murrell T, Doezema D, Anglin D, Eliassen A, Martin M,
Pines J, Buchanan L, Turner J, D'Onofrio G, Degutis LC Owens P. An
evidence-based alcohol screening, brief intervention and referral to
treatment (SBIRT) curriculum for emergency department (ED) providers
improves skills and utilization. Subst Abuse, 2007;28(4), 79–92. https://doi.
org/https://doi.org/10.1300/J465v28n04_01.

52. American College of Surgeons Committee on trauma. Alcohol screening
and brief intervention (SBI) for trauma patients: COT quick guide. 2007.
https://www.facs.org/~/media/files/quality%20programs/trauma/publica
tions/sbirtguide.ashx Accessed 15 Feb 2020. February 15, 2020.

53. U.S. Preventive Services Task Force. Screening and behavioral counseling
interventions to reduce unhealthy alcohol use in adolescents and adults: US
preventative services task force recommendation statement. JAMA, 2018;
320(18), 1899–1909. https://doi.org/https://doi.org/10.1001/jama.2018.16789.

54. Center for Health Information and Analysis. Behavioral health &
readmissions in Massachusetts acute care hospitals. 2019. http://www.chia
mass.gov/assets/docs/r/pubs/19/Behavioral-Health-Readmissions-2019.pdf.
Accessed 7 Feb 2020.

55. McQueen J, Howe TE, Allan L, Mains D, Hardy V. Brief interventions for
heavy alcohol users admitted to general hospital wards. Cochrane Database
Syst Rev, 2011, Issue 8. Art. No.: CD005191. https://doi.org/ https://doi.org/1
0.1002/14651858.CD005191.pub3

56. The Joint Commission. Specifications manual for Joint Commission national
quality measures (v2020A2). 2019. https://manual.jointcommission.org/relea
ses/TJC2020A2/. Accessed 15 Feb 2020.

57. McNeely J, Kumar PC, Rieckmann R, Sedlander E, Farkas S, … Rotrosen J.
Barriers and facilitators affecting the implementation of substance use
screening in primary care clinics: a qualitative study of patients, providers,
and staff. Addict Sci Clin Pract 2018;13:8. https://doi.org/https://doi.org/10.11
86/s13722-018-0110-8asdf, 1.

58. Broyles LM, Rosenberger E, Hanusa BH, Kraemer KL, Gordon AJ. Hospitalized
patients’ acceptability of nurse-delivered screening, brief intervention, and
referral to treatment. Alcohol Clin Exp Res 2012;36(4), 725–731. https://doi.
org/https://doi.org/10.1111/j.1530-0277.2011.01651.x.

59. Aarons GA, Hurlburt M, Horwitz SM. Advancing a conceptual model of
evidence-based practice implementation in public service sectors. Admin
Pol Ment Health 2011;38(1), 4–23. https://doi.org/https://doi.org/10.1007/s1
0488-010-0327-7.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Thoele et al. Substance Abuse Treatment, Prevention, and Policy           (2021) 16:42 Page 20 of 20

https://doi.org/10.1001/jamapediatrics.2015.3145
https://doi.org/10.1001/jamapediatrics.2015.3145
https://doi.org/10.1097/MLR.0b013e3181e35743
https://doi.org/10.1007/s10615-018-0686-1
https://doi.org/10.1300/J465v28n04_01
https://www.facs.org/%7e/media/files/quality%20programs/trauma/publications/sbirtguide.ashx
https://www.facs.org/%7e/media/files/quality%20programs/trauma/publications/sbirtguide.ashx
https://doi.org/10.1001/jama.2018.16789
http://www.chiamass.gov/assets/docs/r/pubs/19/Behavioral-Health-Readmissions-2019.pdf
http://www.chiamass.gov/assets/docs/r/pubs/19/Behavioral-Health-Readmissions-2019.pdf
https://doi.org/10.1002/14651858.CD005191.pub3
https://doi.org/10.1002/14651858.CD005191.pub3
https://manual.jointcommission.org/releases/TJC2020A2/
https://manual.jointcommission.org/releases/TJC2020A2/
https://doi.org/10.1186/s13722-018-0110-8asdf
https://doi.org/10.1186/s13722-018-0110-8asdf
https://doi.org/10.1111/j.1530-0277.2011.01651.x
https://doi.org/10.1007/s10488-010-0327-7
https://doi.org/10.1007/s10488-010-0327-7

	Abstract
	Background
	Methods
	Results
	Discussion

	Background
	Methods
	Identifying a research question
	Identifying and selecting studies
	Extracting data
	Collating and summarizing results

	Results
	Study characteristics
	Implementation strategies
	Implementation outcomes
	Screening
	Brief intervention
	Referral to treatment
	Brief intervention/referral to treatment
	SBIRT


	Discussion
	Limitations

	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

