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ORIGINAL RESEARCH

Implementing adolescent SBIRT: Findings from the FaCES project

Adam Soberay, PhDa, Lindsi DeSorrento, MPHb, Pam Pietruszewski, MAb, Marika Sitz, MAa, and
Sharon Levy, MD, MPHc

aAurora Research Institute, Aurora, CO, USA; bThe National Council for Mental Wellbeing, Washington, DC, USA; cDivision of Developmental
Medicine, Boston Children’s Hospital, Boston, MA, USA

ABSTRACT
Background: Screening, Brief Intervention, and Referral to Treatment (SBIRT) is an evidence-based
approach to early intervention of substance misuse. Methods: This mixed-methods evaluation
assessed the implementation of an adolescent SBIRT change package across 13 primary care clin-
ics. These clinics participated in an 18-month learning collaborative, during which they received
training and technical assistance on SBIRT practices. Results: Six major themes emerged around
the implementation of the change package: operational readiness of the sites, training of staff
members, factors around the screening process, factors around intervention delivery, the referral
process, and the adaptation and utilization of the electronic health record (EHR). Conclusions:
Through the guidance of the change package and the associated training and technical assistance,
the participating primary care clinics were able to implement SBIRT practices within their existing
workflows. There was also an observed reduction in reported substance use among the at-risk
adolescents served by these clinics.
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Introduction

Substance use among adolescents is an ongoing and critical
public health issue. Individuals in the United States are most
likely to start using drugs during their adolescent years.1

The 2019 Monitoring the Future report collected question-
naires from 42,531 students in 396 secondary schools to
determine the prevalence of substance use among American
youth. By the end of high school nearly 6 out of every 10
students (58.5%) have consumed alcohol (more than just a
few sips), and about a quarter (24.5%) have done so by 8th
grade.2 Overall use of illicit drugs, including marijuana was
reported by 20.4% of 8th-grade students and 47.4% of 12th-
grade students.2 Adolescents are at high risk for the adverse
effects of drug use and misuse because their brains are still
developing, specifically neurological development of their
prefrontal cortex.1 Drug use is also linked to other patterns
of risk-taking behavior. Dangers to adolescents include
altered brain development, difficulties in school, issues in
interpersonal relationships, driving while intoxicated, engag-
ing in unsafe sex, and increased risk of HIV and other sexu-
ally transmitted infections (STIs).3–5 Therefore, it is
recommended that evidence-based screening tools and inter-
ventions are used with adolescents to detect and treat sub-
stance use problems early.

Screening, Brief Intervention, and Referral to Treatment
(SBIRT) is an evidence-based practice that identifies and
responds to substance misuse through three core

components: screening, brief intervention, and referral to
treatment.6 Implementation of SBIRT, in conjunction with
motivational interviewing, in a pediatric practice was shown
to increase provider competence and rates of screening for
substance use.7 Screenings should be conducted through an
age-appropriate instrument, such as the S2BI, to detect sub-
stance use in order to prevent, reduce risk of, identify, and
treat substance use in adolescents.8 This approach of
addressing substance use along a continuum allows for ear-
lier identification and intervention than practices that focus
solely on substance use disorders.6 For adolescents whose
screens indicate alcohol, tobacco, or other drug use, a brief
intervention is delivered and, when necessary, a referral for
further assessment or treatment may be made.9 In addition
to decreasing substance use, SBIRT used with adults has
been associated with a decrease in healthcare costs ranging
from $3.81 to $5.60 for each dollar spent.10,11. As of 2015,
16 states have included SBIRT within their Medicaid reim-
bursement codes.10 SBIRT has been implemented in various
settings, including primary health care, integrated care, hos-
pitals, and federally qualified health centers (FQHCs). In its
most recent statement, the United States Preventive Task
Force (USPSTF) recommends SBIRT for alcohol and drug
use in adults.12 Similarly, the American Academy of
Pediatrics recommends SBIRT as part of routine care for
adolescents and has provided guidance on best clinical
practices.13
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While SBIRT has been implemented in primary care,
emergency rooms, school, and community-based organiza-
tions there is a need for more extensive research as the cur-
rent body of literature is scarce, particularly as it relates to
SBIRT for adolescents.12,14 In one investigation into adolescent
SBIRT, Stanhope et al. evaluated adolescent SBIRT within
community mental health centers reaching 2,873 adolescents.15

This investigation found that 52.8% had positive results to
their alcohol and drug screens (n¼ 1,517), of those 87.3%
received brief intervention and/or referral to treatment. It has
been shown that the implementation of SBIRT with adoles-
cents increases substance misuse recognition, brief interven-
tion, and referral to treatment.16,17 However, these studies
have conflicting results on which may be the better model of
SBIRT delivery, pediatrician-delivered or behavioral health
professional-delivered. Mitchell et al. found that physician-
delivered SBIRT practices reported higher rates of brief inter-
vention delivery, while Sterling et al. found that the behavioral
health professional model demonstrated higher rates of inter-
vention delivery.16,17

Goplerud and McPherson reviewed the elements of suc-
cessful SBIRT implementation for adults in primary care
settings and found that leaders must be supportive, interven-
tions and questionnaires must be adapted to the individual
practice and needs of patients (verbal, written, time spent,
etc.), and a standardized questionnaire or form is needed
to promote consistency and ease of implementation.18

Implementation is affected by the external political, eco-
nomic, and social contexts, and in order to decrease barriers
it is advised to: standardize EHRs and substance misuse
inventories by modeling SBIRT measures after screening
measures already recorded, make brief interventions core to
patient-centered medical practice, commit greater effort to
integrate substance use services within health initiatives,
remove barriers to intra-provider communication, remove
barriers to reimbursement, and institute payer driven
accountability for services provided.18,19. Training and skills
development, including consultation with established SBIRT
providers, were also identified as key to SBIRT success.18,19

Workforce plays a large role in the delivery of SBIRT; this
can be supported through pre-professional primary work-
force development, education programs for behavioral health

personnel, and recognition of those who do an outstanding
job implementing SBIRT.18,19 Much of the work around the
factors surrounding successful implementation have focused
on clinics serving mixed populations, both adolescents and
adults. Previous studies on the implementation of SBIRT in
adolescent serving clinics have provided a less comprehen-
sive picture of the factors surrounding successful adoption.
This study aims to expand on this existing knowledge of the
key activities and organizational characteristics critical to
successful SBIRT implementation specifically for adolescents
in primary care settings.

Program description

The Conrad N. Hilton Foundation’s initiative to prevent
adolescent substance use through access to early intervention
funded a range of projects involving innovative screening
and early intervention approaches in order to advance the
field in training, implementation, and technical assistance
for adolescent SBIRT services. Grantees executed initiatives
to support the research and evaluation of adolescent sub-
stance use prevention interventions, including the National
Council for Mental Wellbeing’s (National Council)
Facilitating Change for Excellent in SBIRT (FaCES) project.

The FaCES project consisted of three phases. The first
involved the development of an evidence-informed adoles-
cent SBIRT in primary care change package, or implementa-
tion guide, with input from a national group of SBIRT
experts. The FaCES change package includes a series of
change concepts that marry clinical guidance with the actual
operational changes required for effective practice trans-
formation. The second stage was designed to test the utility
of the FaCES change package via a pilot program. Thirteen
FQHCs were selected through a request for proposal process
to participate in an 18-month learning collaborative to
implement the FaCES change package. Selected sites had a
diversity of readiness for implementation, geographic loca-
tion and setting, center size, and patient population demo-
graphics (Table 1). Sites received targeted, multi-modal, and
responsive training on a range of topics, including SBIRT
and behavioral health integration, developing and sustaining
community partnerships, navigating confidentiality, and
data-driven decision-making. The final phase consisted of
refinement of the FaCES change package based on the les-
sons gleaned from the learning collaborative.

The FaCES change package recommended that clinicians
conduct universal screening for adolescent patients using the
Screening to Brief Intervention tool (S2BI), which has dem-
onstrated high sensitivity and specificity in identifying risky
substance use.20 The S2BI also recommends a range of inter-
ventions to deliver based on response to the screening
results. The change package provides further guidance on

Table 1. Characteristics of the clinical sites involved in the learning collabora-
tive (n¼ 13).

Geographic location
Urban Rural/Frontier Suburban
9 3 1

Total number of adolescents
served annually

<1,000 1,000–5,000 >5,000
5 5 3

Percentage of clients identifying
as Hispanic/Latinxa

<25% 25–50% >50%
5 2 5

Percentage of clients identifying
as nonwhite

<25% 25–50% >50%
6 4 3

aOne clinical site did not provide information about client ethnicity.

Table 2. S2BI scoring algorithm.

Patient response No use Once or twice Monthly use Weekly use

Scoring Lowest risk Low risk Moderate risk High risk
Recommended

intervention
Anticipatory guidance:

positive reinforcement
Abbreviated brief intervention:

provide cessation advice
Full brief intervention: explore

reducing use and risky behavior
Full brief intervention and assess

for referral need
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how providers should respond to patients based on the
results of the screening instrument (Table 2).

The purpose of this paper is to summarize evaluation
findings regarding the experience with, and progression of
SBIRT implementation among the FQHCs utilizing the
FaCES change package created by the National Council.
This study has received appropriate Institution Review
Board approval.

Method

This evaluation assessed learning collaborative participants on
organizational readiness, capacity, and implementation out-
comes to examine the facilitators, barriers, and successes expe-
rienced when implementing SBIRT in their clinic. A key
aspect in assessing the success of the FaCES change package
was to oversee the organizational changes of the clinics as
they implemented SBIRT into their workflows. This included
an organizational self-assessment (OSA), an implementation
survey, and the feedback received during site visits.

The National Council designed the OSA as a perform-
ance improvement tool for organizations to integrate sus-
tainable and effective SBIRT into their services delivery. The
instrument was completed electronically by clinical leader-
ship at participating FaCES sites at the beginning of the
learning collaborative, approximately 12months in, and
again at the end of the learning collaborative. The OSA con-
tains multiple scales and items related to SBIRT implemen-
tation, including commitment from senior leadership,
formation of a multidisciplinary core implementation team,
developing procedures and tools for continually tracking
and analyzing data, and practicing continual process
improvement. The scores on the OSA represent how well
the site meets that standard, ranging from 0 representing
not meeting the standard at all to 4 representing being
exemplary on that standard. The OSA also contains an item
asking sites to approximate the time it takes to deliver a
brief intervention (BI) and assess what staff is responsible
for the screening and intervention procedures and how sites
were funding SBIRT activities.

An implementation survey developed by Friends
Research Institute (FRI) was electronically distributed at the
beginning and again at the end of the learning collaborative
to develop a broader picture of the breadth and depth of
training received, as well as barriers and facilitators to
SBIRT implementation. The implementation survey assessed
clinic functioning across multiple domains, including organ-
izational readiness, organizational capacity, training of staff,
acceptance of SBIRT practices, and adherence to SBIRT
practices. The survey assessed these elements of implementa-
tion across various clinical positions. The survey was tail-
ored to the type of respondent, based on role within the
organization, and only questions pertinent to that role were
asked in each branching survey.

Evaluation site visits with each clinic participating in the
learning collaborative were conducted by FRI. These visits
took place mid-way through the learning collaborative process.
During the site visits, formal and informal interviews were

conducted with various staff members, including clinical lead-
ership and clinical staff. Overall, the site visits focused on col-
lecting data on screening procedures, intervention processes,
referral networks, and general clinic workflows.

EHR data were also collected from the participating FaCES
sites on a monthly basis. The National Council provided sites
with a standardized set of SBIRT data points to assist them in
tracking population health and quality improvement elements.
This data fell into several categories: client demographics,
screening process, screenings results, interventions delivered,
and referral information. Throughout the learning collabora-
tive, the EHR data were turned into Tableau dashboards,
which were returned to the sites following each data submis-
sion. The data were also analyzed to assess fidelity to the
SBIRT model.

Analysis

Quantitative analysis

OSA data was analyzed only from the sites that submitted
results for each of the 3 time points to give an unbiased pic-
ture of how sites changed over time. Means and standard
deviations were calculated for each scale across sites at each
time point. Effect sizes (Cohen’s d) were calculated to assess
the magnitude of the change between baseline and the final
time point. Values for d were interpreted as 0.2 representing
a small effect, 0.5 representing a medium effect, and 0.8 rep-
resenting a large effect.21 For the OSA item asking sites to
endorse how long their average BI takes, a Spearman’s Rho
was calculated to determine if average time of BI changed
through the 3 time points. This value was interpreted as 0.1
representing a small effect, 0.3 representing a medium effect,
and 0.5 representing a large effect.21

Implementation survey results were disaggregated by pos-
ition within the clinic (e.g., nurse, primary care physician
[PCP]) to understand how implementation may have varied
across the different clinical roles. Means and standard devia-
tions were calculated for each scale across sites and across
administrations of the instrument. Effect sizes (Cohen’s d)
were calculated for each clinical position comparing scores
on each item from baseline to follow-up. The barriers to
screening and implementation were summarized as percent-
age of each role that endorsed a particular barrier, at each
time point.

The EHR data were descriptively summarized to assess
the characteristics of the patients served through this pro-
ject. Additionally, the EHR data were used to assess whether
sites were able to more consistently record completed
screening results over time and if staff improved in match-
ing screening results to the intervention delivered. This time
was then put into binary logistic regression models to see if
time predicted whether a complete screening result was
recorded for that clinical record and, separately, if time pre-
dicted whether the intervention indicated matched the risk
level of the S2BI screen. The EHR data were also analyzed
to assess decreased S2BI scores among patients who
screened as having used substances in the past year at their
initial appointment and received at least one follow-up
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screening. For patients with multiple records, each subse-
quent record was coded for days since their baseline screen.
Changes on risk level over time were assessed through
multi-level regression modeling to determine if substance
use decreased over time.

All quantitative analyses were conducted through SPSS
version 23 software.

Qualitative analysis

The qualitative interview and observational data produced
through the FRI site visits were mapped onto core compo-
nents of SBIRT implementation. The site visit summaries
produced for each individual FaCES site were inspected for
themes that emerged across sites.

Results

Over the course of the FaCES change package implementa-
tion evaluation, 6 key themes emerged as major contributors
or barriers to the overall success of the implementation:

Operational readiness

Site visits indicated the importance of having team cohesion
and a dedicated core implementation team. Communication
and cohesion of the team emerged as a factor in implement-
ing the new system. This presented itself in four sub-themes:
core implementation team cohesiveness, effective communi-
cation, engaged staff, and well-functioning preexisting sys-
tems for delivering care. The site that was noted during the
site visit to experience the most resistance from staff in
implementing SBIRT was also noted during the site visit to
exhibit a lack of trust, communication, and cohesion
between the organizational leadership and the project
implementers.

The results of the OSA show a generally strong commit-
ment from senior leadership, starting at baseline (Table 3).
Sites rated their commitment from senior leadership rela-
tively high at baseline (3.17). On this outcome there was a
marginal to small increase observed through the course of
the learning collaborative (d¼ 0.17). The core implementa-
tion team was rated less strongly at baseline (2.87) but
increased with a moderate to large effect over time
(d¼ 0.73). For both these scales, the largest increase was
observed between baseline and the midpoint assessment.
Overall, sites began the learning collaborative relatively
lower in their readiness to track and analyze data, as well as
practice continual quality improvement. However, over the
course of the learning collaborative, sites reported large

effects in increasing both data (d¼ 0.90) and quality
improvement (d¼ 1.65) capabilities.

A barrier indicated by several sites, through the OSA,
was the difficulty of funding due to lack of billing codes and
a reliability on grants. Sites reported relying on embedding
SBIRT services within other billable services and/or being
reliant on grant funding.

Training

The need to train staff on SBIRT practices emerged as a
theme through the site visits that, while it had many differ-
ent methods of execution, was consistently presented as
being connected to implementation. Sites viewed adequate
training as directly related to successful program implemen-
tation. The change package instructs sites to have initial and
ongoing training opportunities for staff involved in SBIRT
delivery but allows individual sites to determine what mode
of instruction aligns most closely with their needs and cap-
acity. Trainings consisted of external efforts of the National
Council and internal efforts. Throughout the learning collab-
orative, an array of training and technical assistance options
were made available by the National Council to each clinical
site. However, the specific training provided to each site was
dictated by site needs. Sites varied in how they utilized the
provided training opportunities. Some organizations trained
all staff, while others trained select staff only. Other sites uti-
lized trained staff to facilitate the training of other and
future staff. Helping staff understand how to fit SBIRT activ-
ities into their existing clinical workflow was another
issue raised.

The results of the OSA align with site visit feedback indi-
cating sites faced substantial need for training. (Please see
Table 3.) At baseline, approximately half of screeners and
interventionists had received training in SBIRT. By the final
time point, both figures were above 85%, constituting large
effects (d¼ 0.78 and d¼ 0.73, respectively).

The implementation survey assessed training needs across
different staff positions. At the beginning of the learning
collaborative, behavioral health counselors (BHCs) and PCPs
reported high levels of formal training specifically for the
screening of substance use, at 87% and 79%, respectively.
Nurses had lower proportions who received training in
screening, at 56%. This finding is taken in the context of the
OSA result that nurses and medical assistants (MAs) are the
most commonly used staff positions for administering
screens. BHCs also had the highest proportion of formal
training in delivering BIs for substance use, at 87%. PCPs
had the second-highest proportion of formal training in BIs
(72%), followed by nurses (61%), care coordinators (44%),

Table 3. Results from the organizational self-assessment, means (SD) and effect size (d) (n¼ 9).

Baseline Midpoint Final BL to Final d

Senior leadership 3.17 (0.73) 3.37 (0.56) 3.30 (0.58) 0.17
Core implementation team 2.87 (0.79) 3.43 (0.54) 3.50 (0.49) 0.73
Training of screeners (%) 50.69 (47.65) 70.44 (41.61) 86.22 (29.45) 0.78
Training of interventionists (%) 52.63 (46.45) 65.44 (30.38) 87.67 (28.96) 0.73
Data 2.24 (1.17) 3.18 (0.64) 3.13 (0.57) 0.90
Quality improvement 1.37 (1.02) 2.87 (1.17) 3.08 (0.60) 1.65
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and front desk staff (42%). This is also taken in the context
of the OSA finding that PCPs were the most common staff
administering the BIs, but that most sites used a combin-
ation of positions, including BHCs and nurses.

Screening process

Through the site visits, several issues around screening arose
that the individual clinics had to navigate. A period of time
was required to refine the screening process, including
incorporating the S2BI into their workflow. Sites also had to
determine what additional screenings they would conduct.
There was also the matter of who was to administer the
screen and how it would be administered (electronic or pen-
cil-and-paper). What emerged was that sites were tailoring
the screening guidance from the FaCES change package to
best fit within their individual clinics.

The implementation survey found there was increased
confidence in delivering screenings for some clinic positions,
but not for others (Table 4). Moderate increases in screening
confidence were observed for nurses and PCPs (d¼ 0.42 and
d¼ 0.49, respectively). MAs/front desk staff, care coordina-
tors, and BHCs showed negligible increases in confidence,
though BHCs had the highest level of confidence to begin
with. In addition to this increased confidence, there was an
observed increase over time in the proportions of clients
with recorded complete screening results within the clinical
records (Wald(1) ¼ 65.48, p< 0.001).

The implementation survey also identified barriers, by
position, associated with administering screens (Table 5).
The 3 most common barriers were insufficient time, lack of
trust that the patient would be truthful about their substance
use, and lack of privacy to administer the screen. However,
the EHR data indicated that despite these barriers, sites were
routinely screening patients. Of the total number of clients

encountered, 89.6% had substance screening information in
their records.

Intervention delivery

The implementation survey contained multiple items related to
intervention delivery. (Please see Table 4.) For confidence in
counseling patients on substance use, both BHCs and PCPs
rated their baseline confidence higher than care coordinators,
but only BHCs reported increased confidence at follow-up
(d¼ 0.24). When assessing for the belief that BIs were effective,
only marginal differences existed among staff positions at base-
line. Small to medium increases in this belief were observed
among care coordinators (d¼ 0.42), nurses (d¼ 0.58), and
PCPs (d¼ 0.28). Interestingly, there was a small decrease in
this belief among MAs/front desk staff (d¼ 0.23). There was
no change in this belief among BHCs, though they did have
the highest rating at baseline. When assessing for familiarity
with BI procedures, BHCs reported the highest level of baseline
familiarity, followed by PCPs, then by care coordinators.
Among these three groups, small to medium increases in
familiarity were observed among the BHCs (d¼ 0.34) and care
coordinators (d¼ 0.29). These findings would also be taken in
the context of the OSA finding that PCPs were the staff most
commonly reported as delivering the BIs.

The implementation survey also assessed for barriers to
providing BIs. (Please see Table 5.) The top three barriers
were the same as identified around screening: insufficient
time, lack of trust that the patient would be truthful about
their substance use, and a lack of privacy to administer the
screen. The constraint around time was particularly pro-
nounced among PCPs, with 81% reporting this barrier at
baseline. This is again in light of the OSA finding that the
most common position delivering BIs are PCPs. The OSA
assessed for the approximate average time that was being
spent on a BI (Figure 1). The results indicate that there was

Table 4. Results from the implementation survey by clinic position, means (SD) and effect size (d).

MA/Front desk Nurse Care coordinator PCP BHC

Pre
n¼ 30

Post
n¼ 44 d

Pre
n¼ 18

Post
n¼ 16 d

Pre
n¼ 24

Post
n¼ 19 d

Pre
n¼ 47

Post
n¼ 49 d

Pre
n¼ 33

Post
n¼ 33 d

Confidence in
screening

3.77 (1.33) 3.66 (1.43) 0.08 4.00 (1.19) 4.38 (0.62) 0.42 3.52 (1.43) 3.58 (1.39) 0.04 3.96 (1.01) 4.30 (0.80) 0.49 4.51 (0.76) 4.45 (0.86) 0.07

Confidence in
counseling

3.2 (1.34) 3.02 (1.70) 0.12 3.91 (0.92) 3.98 (1.05) 0.08 4.07 (0.92) 4.26 (0.85) 0.24

BIs are effective 4.06 (0.84) 3.86 (0.88) 0.23 3.78 (1.06) 4.31 (0.79) 0.58 3.88 (0.73) 4.16 (0.60) 0.42 3.86 (0.94) 4.10 (0.80) 0.28 4.30 (0.66) 4.40 (0.72) 0.14
Familiar w/ BI 3.28 (1.10) 3.58 (0.96) 0.29 3.79 (0.91) 3.81 (1.69) 0.02 4.20 (0.86) 4.46 (0.70) 0.34

Table 5. Primary barriers identified through the implementation survey by clinic position.

MA/Front desk Nurse Care coordinator PCP BHC

Pre
(n¼ 30) Post (n¼ 44)

Pre
(n¼ 18)

Post
(n¼ 16)

Pre
(n¼ 24)

Post
(n¼ 19)

Pre
(n¼ 47)

Post
(n¼ 49)

Pre
(n¼ 33)

Post
(n¼ 33)

Barriers to screening
Lack of time 50% 42% 39% 56% 46% 32% 81% 73% 63% 54%
Truth from the patient 59% 66% 44% 50% 50% 47% 48% 55% 33% 31%
Lack of privacy 56% 48% 50% 38% 31% 26% 42% 42% 33% 23%

Barriers to intervention
Lack of time 48% 37% 81% 79% 54% 37%
Truth from the patient 48% 47% 44% 56% 20% 33%
Lack of privacy 40% 26% 44% 37% 28% 23%
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a large effect toward reducing the amount of time being
spent on delivering each BI (q ¼ �0.51). In addition to
becoming more efficient in delivering BIs, analysis of the
EHR data revealed that clinic staff improved in matching
screening results with the appropriate intervention over time,
per the algorithm contained in Table 2 (Wald(1)¼ 19.45,
p< 0.001). Among the 3,811 clinical records that had both
screening and intervention detail, 3,510 (92.1%) received the
appropriate intervention (Please see Table 2). Table 6 outlines
the proportions of cases with an appropriately matched inter-
vention through the course of the learning collaborative.

Referral process

The change package provides information on the importance
of appropriate referral sources and guidance on establishing
partnerships with outside organizations when needed.
However, the change package does not dictate whether sites
should establish internal capacities to provide substance use
services or whether they should prioritize external networks.
Site visit summaries showed that sites varied in terms of their
capacity to make internal referrals. The organizations that had
integrated behavioral health or substance use services would
treat appropriate cases with internal referrals. These internal
referrals may be to different individuals or programs within
the organization based on the needs of the patient and the
scope of practice of the integrated clinician(s). Those that did
not have this internal capacity would refer patients to appro-
priate external services.

All but one site indicated, through the OSA, a network of
substance use treatment providers at the outset of the learn-
ing collaborative, with most sites indicating the ability to
provide both internal and external referrals for substance
misuse. Referral capacities and sources remained stable over
time. The biggest difference revealed through this evaluation
was the ability to track the referral. Analysis of the EHR
data indicated that internal referrals were far more likely to
have an indication of whether the referral was attended by
the patient, compared to external referrals.

Electronic health record

Site visit summaries uncovered stark differences in the actual-
ization of modifications to their respective EHR systems and
how this impacted their implementation, reporting, and work-
flows. Across sites, records were either stored directly in the
EHR, existed as scanned files, paper files, or some combin-
ation of the three. The double documentation cited among
sites without a modifiable EHR was identified as a substantial
barrier to integrating SBIRT practices into their workflow.
Several sites identified this as a drawback due to extra staff
time as well as the fact that the results could not be run as a
report or used to determine follow-up timelines, which had a
negative impact on quality improvement efforts.

Though the OSA showed overall large effects for increases
in both having procedures and tools for continually tracking
data (d¼ 0.90) and practicing continual process improvement
(d¼ 1.65; Please see Table 3), the individual scores provided
by sites indicated that several sites struggled with these com-
ponents. Only one site identified themselves as being exem-
plary (4.0) at tracking and analyzing data at the final time
point. No site had an exemplary rating for continual process
improvement at the final time point, and two sites rated
themselves as not meeting this standard at all (0.0) at baseline.
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Figure 1. Organizational self-assessment results for number of sites endorsing their average time spent delivering a brief intervention at each time point (n¼ 9).

Table 6. Proportions of cases with intervention matching screening results
over time.

Time from start of collaborative

First 6 months
(n¼ 1,080)

6–12 months
(n¼ 1,426)

>12 months
(n¼ 1,305)

Not matched 108 113 80
10.0% 7.9% 6.1%

Matched 972 1,313 1,225
90.0% 92.1% 93.9%
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Patient outcomes

Among the patients who initially screened as having used
substances in the past year and who had at least one follow-
up screen, there was a significant trend toward reduced sub-
stance use over time (F(1,547) ¼ 64.58, p< 0.001). Table 7
contains the proportions of patients in each risk category at
baseline and at 90þ day follow-up, among those patients
who screened to be at least low risk at baseline.

Client characteristics

The EHR data submitted by the participating FaCES sites
was compiled and a total of 12,126 unique patients within
the eligible age range were identified as having engaged in
clinic services. Table 8 contains the demographic and sub-
stance use characteristics of these patients.

Missing values

Several of the indicators had missing values. For the OSA 9
of the 13 sites provided data at all 3 time, which represents
a significant number of clinics missing data on at least one
OSA assessment.

Not all sites provided EHR data each month. One site
left the learning collaborative near the end of the project
and, therefore, did not provide EHR data for the final
months of the collaborative. The EHR data also had signifi-
cant amounts of missingness, particularly related to tracking
interventions. Overall, approximately half the client records
submitted did not have any indication of what, if any, inter-
vention was delivered. It could not be determined if this was
indicative of a lack of interventions being delivered or if it
related to the difficulty in tracking this data.

For the implementation survey, the overall response rate
was approximately 61%, 55% at baseline and 66% at follow-
up. The survey was also unidentified; therefore, it could not
be determined if the individuals providing data at the base-
line were the same individuals who responded to the follow-
up administration.

Discussion

The findings of this evaluation support that sites were able
to successfully implement SBIRT through the utilization of
the FaCES change package, training and technical assistance
during the learning collaborative. Sites demonstrated mean-
ingful growth during the learning collaborative on most
metrics of organizational readiness and practice implementa-
tion. The findings also support the effectiveness of SBIRT
practices in addressing adolescent substance misuse.

On most indicators of operational readiness, the partici-
pating sites began the learning collaborative with varying
levels of readiness to implement SBIRT practices. Though
variation existed in progress, most gains in operational
readiness were observed in the first half of the learning col-
laborative. This indicates that many of the elements of the
change package were able to be adopted within the first
9months of implementation.

A critical task that sites faced at the outset of the learning
collaborative was training key staff in the implementation of
SBIRT. This was particularly important for nursing staff, as
they had large proportions who indicated training needs for
both screening and intervention. Nursing staff were also a
position reported as often being involved in the screening
and/or intervention process. To meet these training needs,
sites were able to utilize training and technical assistance
from the National Council in addition to utilizing the
change package itself.

Several findings emerged around the process of screening
patients. Sites had to navigate the process of tailoring their
screening workflow to meet clinic and patient needs. Per the
change package, each site began administering the S2BI but
also had to take a critical look at what else they were cur-
rently screening for and how to best streamline workflows
for their clinic, as well as train staff on proper screening
procedures. Ultimately, sites employed tailored solutions for

Table 7. Screening results at baseline and follow-up for patients reporting
substance use (n¼ 245).

Baseline Follow-up

Lowest risk 46 (18.8%)
Low risk 201 (82.0%) 156 (63.7%)
Moderate risk 14 (5.7%) 11 (4.5%)
High risk 30 (12.2%) 32 (13.1%)

Table 8. Demographic and substance use characteristics of patient served
through the FaCES initiative.

Total patients 12,126

Age
12–14 years 4,416
15–17 years 4,822
18–21 years 2,888

Gender identity
Male 3,696
Female 5,096
Transgender male 17
Transgender female 7
Other 7
Unknown/Unreported 3,303

Ethnicity
Hispanic or Latino 3,962
Not Hispanic or Latino 6,910
Unknown 1,254

Race
American Indian or Alaska Native 63
Asian 101
Black or African American 2,962
Multiracial 159
Native Hawaiian or Pacific Islander 66
White 6,932
Other 1,397
Unknown/Unreported 446

Sexual orientation
Straight 7,670
Lesbian or gay 103
Bisexual 198
Other 47
Unknown/Unreported 4,108

Baseline S2BI risk level
Lowest risk 8,948
Low risk 1,189
Moderate risk 218
High risk 458
Missing screen 1,313
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this process to best meet their patients’ needs and fit the
process within their workflow capacity. For instance, some
sites reported asking parents to leave the room when the
adolescent filled out the screen. Another site was able to
administer the S2BI via electronic tablet, which removed the
step of needing to manually enter data from a paper form.
Overall, sites were able to screen a high proportion of
patients through the course of the collaborative.

Delivering the BIs constituted a major shift for the practi-
ces, particularly medical professionals. In general, the mental
health professionals (BHCs) began the learning collaborative
with higher levels of familiarity and comfort with SBIRT
practices than medical professionals (e.g., nurses, PCPs).
However, during the learning collaborative, staff reported
becoming more confident and competent in delivering the
BIs. Over time, staff also improved at matching the correct
intervention for a patient’s particular risk level. Staff
reported requiring shorter periods of time to deliver a BI,
indicating that they became more efficient with the practice
and were able to tailor the BI delivery approach to fit within
the time constraints that exist in the primary care setting.
The majority of sites reported on the OSA that at the final
assessment, their brief interventions, on average, were taking
5–15min corresponds with the extant literature’s recommen-
dation of how much time a typical BI should require.22–24

There was also an observed increase in the perception that
BIs are effective, among most providers.

At the beginning of the learning collaborative, almost all
the sites reported having a network of substance use providers
to refer to. What separated the referral process was whether
the organization had the capacity to provide internal referrals.
Sites indicated a preference for making internal referrals
because they were able to directly “hand off” the patient to
the substance use treatment provider. The finding that sites
documented follow-up for internal referrals at a higher pro-
portion indicates that an integrated care setting may better
facilitate care coordination. Sites that did not have the capacity
for internal referrals reported lacking the capacity to managing
ongoing care past the intervention phase.

Another major challenge for sites was being able to tailor
their EHRs to store relevant SBIRT indicators, including the
screening results, intervention, and referral data. The sites
varied in their ability to store data, with some sites being
able to update their EHRs relatively quickly. Other sites
reported being unable to modify their record system, in
some instances relying on paper records, which created a
burden upon workflow, as well as inhibited the ability to
generate reports and conduct quality improvement activities.
The largest deficits were observed in intervention delivery
data. This suggests that the field could benefit from a stand-
ardized set of SBIRT metrics that can be more universally
incorporated into primary care medical record systems.
Such integration into standard medical recording would
remove the often onerous task of manually tracking SBIRT
data points. To this end, the National Council developed
specific guidance within the change package regarding what
metrics are most useful for practices to monitor.

In addition to the factors around implementation, the
data showed a reduction in S2BI risk level over time for
those patients who indicated substance use on their initial
screen. This finding provides further support for the effect-
iveness of adolescent SBIRT.

There were limitations to this evaluation related to miss-
ing data. This missingness came both in the form of com-
plete non-response, as was observed with the OSA and the
implementation survey, as well as in the form of missing
values within submitted data. The latter being a larger factor
with the EHR data. In either case, this missingness posed
limitations in the analysis and interpretation of the data.

Another limitation of the study was the lack of fidelity
monitoring of the interventions being delivered. Providers
were given guidance and training on delivering the brief
interventions for each risk level. However, there was no for-
mal fidelity checking.

Through the course of the learning collaborative, the
National Council received feedback on the change package
from the participating sites. This feedback was used to refine
the content of the change package. For instance, the refined
version contains nuanced guidance for delivering shorter
brief interventions. For referral to treatment, elements were
added to emphasize the long-term management of substance
in primary care. Additional guidance was also added about
managing the EHR, including developing data point guid-
ance and providing sample data dashboards.

Future research needs to continue investigating best prac-
tices in adolescent SBIRT and what organizational character-
istics contribute most strongly to successful implementation.
SBIRT sustainability is another issue that needs continued
focus and efforts. The next extension of this work by the
National Council will focus on broader dissemination of the
refined change package. Through continued support from
the Conrad N. Hilton Foundation, further evaluation will
look at how SBIRT practices are adopted in primary care
associations, as well as individual clinical settings.
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