
Screening, Brief Intervention and 
Referral for Treatment (SBIRT)



Why screen?

• Is the condition serious?

• Is it prevalent?

• Are effective screening methods available?

• Are effective interventions available?



Alcohol-attributable fraction (AAF)

• Chronic pancreatitis .84
• Homicide .47
• GI hemorrhage .47
• Fire injuries .42
• Hypothermia .42
• Liver cirrhosis .40
• Drowning .34
• Fall injuries .32
• Suicide .23
• Epilepsy .18
• Firearm injuries .18
• Child Maltreatment .16

CDC, 2011



Spectrum of Alcohol Use

AUD, mild

At-risk Use

Moderate Use

Abstinence

Use Risk

AUD, mod-severe



Alcohol use in primary care patients >18 y/o

Dep 5%

Abuse  7% 

At-risk  8%

Moderate   45%

Abstinence  35%

Use Problems



At-risk drinking
(National Institute on Alcoholism and Alcohol Abuse)

Men

> 14 drinks per week and/or

>  4 drinks per occasion

Women

>  7 drinks per week and/or

>  3 drinks per occasion

Persons > 65 years old

>  7 drinks per week
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What’s a “drink”?



Standard drink (U.S.)

13.6 g alcohol

• Beer or wine cooler 12    ounces

• Wine 5    ounces

• Spirits (80 proof) 1.5    ounces



Alcohol Use Disorders Identification Test

(AUDIT)

• Replaced CAGE as recommended screen.

• As sensitive as CAGE for detecting dependence.

• More sensitive for detecting “at-risk” drinking 
and alcohol abuse. 

• 10 items, can be administered by doctor or 
nurse, medical assistant, or self-completed by 
patient. 



AUDIT-C

• Includes only the 3 consumption questions.

• Performs similarly to the full AUDIT.

• More efficient for universal screening. 

• Required annually for all patients in VA 
healthcare nationally. 





AUDIT Scoring

positive screen

Women > 4  

Men < 60 years old > 8

Men > 60 years old > 4
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A positive AUDIT score:

• Does not constitute a diagnosis.

• Does warrant further assessment for:

– at-risk drinking vs alcohol use disorder

– acute indicators: intoxication, withdrawal, 
suicidality, other medical and psychiatric 
complications

– readiness for change, treatment preferences



If AUDIT-C is positive,

assess for 

Alcohol Use Disorder

Stein RM/Practice 2013/SBIRT



Substance Use Disorder (DSM5)

1. Uses more than intended (no brakes).

2. Unsuccessful efforts to quit or cut down. 

3. Craving for the substance. 

4. Tolerance

5. Withdrawal

6. Excessive time devoted to obtaining, using, recovering…

7. Relationships/activities given up due to use.

8. Relationship problems due to use

9. Impaired role function due to use.

10. Continued use despite adverse physical or psychological 
effects. 

11. Use that poses high risk of physical harm to self or others.



DSM5 Substance Use Disorder

• Mild:   2-3 positive criteria

• Moderate: 4-5 positive  

• Severe: 6 or more positive  

• For a prescribed drug (e.g., opioids or 
benzodiazepines) tolerance and withdrawal do 
not count toward diagnosis. 



Moderate drinking

Abstinence

At-risk drinking

AUD, 

mild 

AUD, mod/severe

Abstain

Refer to Tx

Detoxify?

Medications

AA

Reinforce

Reduce or Abstain

Brief Intervention

(FRAMES)



Brief alcohol intervention (BAI)

• Appropriate as stand-alone intervention for 

– at-risk drinkers

– problem drinkers (alcohol abuse)

• Useful as first step in making referral for treatment of 
alcohol dependence.   

• Delivered by physician or clinic staff

• < 15 minute initial session  

• one or more follow-up sessions
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FRAMES 
for brief alcohol intervention 

• Feedback
• Responsibility
• Advice
• Menu of options
• Express empathy
• Support self-efficacy



Feedback

• On the specific adverse effects resulting from this 
patient’s drinking.

• The specific hazards of drinking given this
patient’s health concerns and problems. 

• Express with tone of concern, not admonishment
• Not a general litany of risks and warnings.

“I’m particularly concerned about the effect of your 
drinking on your blood pressure and the risk of 
another stroke.”



Responsibility

• Acknowledge the patient’s autonomy, that 
only he or she can make the decision and take 
action to change. 

• Change cannot be imposed by others.

• With autonomy comes responsibility for 
outcomes.



Advice

• Clear and specific. 

• “As your physician, I believe it would be in 
your best interest to… 

– abstain completely

– consume no more than __ drinks per day, week.

– participate in a formal treatment program or 
support system”



Advice

• For at-risk drinking and mild AUD, options may 
include abstinence or adhering to specific 
drinking limits.

• For moderate-severe AUD, advise abstinence 
and formal treatment and/or support 
program. 



Menu of options

• Offer a menu of reasonable options, e.g., 
outpatient treatment, inpatient 
rehabilitation, medication, AA, SMART 
Recovery, religiously-based programs

• Be prepared to negotiate if the patient is 
unwilling to accept your primary 
recommendations. 
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Express empathy

Examples:

“I understand this is a difficult issue to discuss.”

“I understand that you have mixed feelings 
about changing your drinking pattern. It’s 
really common for people to feel that way.”

“I can see that it’s hard for you to think about 
giving up alcohol completely.”



Support self-efficacy

• Support the patient’s sense that he or she 
is capable of making a change.

• Point out the patient’s strengths and past 
successes as evidence of his/her ability to 
succeed in making this change.


