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Forward 

This Learner’s Guide was created specifically for educators and practitioners to use when training on 

Screening, Brief Intervention, and Referral to Treatment (SBIRT) with an adolescent population.  This 

guide was developed in collaboration with subject matter experts and national organizations that represent 

educators and health professionals providing services to adolescents and young adults in a range of 

settings.  A list of collaborating organizations are provided in Appendix P. 

Dr. Tracy L. McPherson, Dr. Eric Goplerud, and the SBIRT Team from NORC at the University of 

Chicago (NORC) facilitate the Adolescent SBIRT Project and led the development and collaboration with 

organizations and expert consultants that produced this Learner’s Guide.  

This Learner’s Guide would not have been possible without support from the Conrad N. Hilton 

Foundation (www.hiltonfoundation.org).  

http://www.hiltonfoundation.org/
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What is SBIRT and Why Use It? 

Learning Objectives Suggested Readings 

1. Learn what SBIRT stands for and what each 

component means. 

2. Understand why SBIRT is relevant and 

important for use with adolescents and young 

adults. 

3. Understand the impact of use of alcohol and 

other substances in the lives of adolescents. 

4. Learn how alcohol use is measured—what 

constitutes one drink. 

5. Recognize the prevalence of substance use 

among youth. 

■ Babor TF, McRee BG, Kassebaum PA, 

Grimaldi PL, Ahmed K, Bray J. Screening, 

brief intervention, and referral to treatment 

(SBIRT): Toward a public health approach to 

the management of substance abuse. 

Substance Abuse. 2007; 28(3):7-30. 

■ U.S. Preventive Services Task Force. Final 

Recommendation Statement: Alcohol Misuse: 

Screening and Behavioral Counseling 

Interventions in Primary Care. Washington, 

DC: U.S. Preventive Services Task Force; 

2013.     

■ American Academy of Pediatrics Committee 

on Substance Abuse, Levy SJ, Kokotailo PK. 

Substance use screening, brief intervention, 

and referral to treatment for pediatricians. 

Pediatrics. 2011; 128(5):e1330-e1340. 

■ Substance Abuse and Mental Health Services 

Administration. White Paper on Screening, 

Brief Intervention, and Referral to Treatment 

in Behavioral Healthcare. Rockville, MD: 

Substance Abuse and Mental Health Services 

Administration; April 2011. 

 

Introduction 

This Learner’s Guide will focus on Screening, Brief Intervention, and Referral to Treatment (SBIRT) for 

youth, which includes “adolescents” age 12-17 and “older adolescents” (commonly referred to as “young 

adults”) age 18 to 21.  Throughout this Guide, the use of 

“adolescents” and “young adults” is used intentionally to draw 

attention to the appropriate use of screening tools, sample 

dialogue and interactions, role play exercises and other materials 

most applicable for these different segments of the youth 

population.  Although SBIRT for adults is not the focus of this 

Guide, information and resources are referenced throughout to provide important and relevant content that 

applies to the young adult population.  More information on adult SBIRT education is available from the 

authors and at http://www.sbirteducation.com.   

Age Group 

Adolescent 12-17 

Young Adult 18-21 

Adult 22 and older 

http://www.sbirteducation.com/
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What is SBIRT? 

SBIRT is an evidence-based practice used to identify, reduce, and prevent risky, excessive, unhealthy, 

and harmful use of alcohol, tobacco, and other substances.  The Substance Abuse and Mental Health 

Services Administration (SAMHSA) defines SBIRT as “a comprehensive, integrated, public health 

approach to the delivery of early intervention and treatment services for persons with substance use 

disorders, as well as those who are at risk of developing these disorders.”1  Through this practice, 

practitioners work to identify substance use that increases the risk of physical and emotional health 

problems, disease, and injury as well as school, work, family, and social problems, and help to reduce its 

impact.  SBIRT practice involves quickly screening people and using this information to assess degree of 

risk, conducting a brief intervention designed to help motivate people to change their behavior (typically 

organized around Motivational Interviewing (MI)), and referring people to treatment or other services, if 

necessary. 

SBIRT is an effective and efficient set of services, which can be integrated into a range of health care and 

related settings beyond substance use specific services.2 Though individuals may not self-identify or are 

not seeking treatment for substances specifically, alcohol and other drugs may still play a role in other 

issues and should be addressed. 

SBIRT is used in integrated primary and behavioral health care settings (e.g., patient-centered medical 

homes); outpatient primary care clinics; hospital emergency departments, trauma centers, and inpatient 

psychiatric units; federally qualified health centers; community mental health centers; criminal and 

juvenile justice settings; college/university counseling and health centers; school-based health clinics; 

dental clinics; HIV clinics; homeless shelters; peer and recovery support programs; faith-based settings; 

military healthcare and the Veterans Administration; addiction and mental health counseling; employee 

assistance programs; and other settings.  

Increasingly, behavioral and medical treatment and prevention/early intervention settings are building 

SBIRT into practice routines and expecting that health and affiliated professionals be skilled in SBIRT.  

Fortunately, some practitioners already implement components of SBIRT because they incorporate 

screening for substance involvement and possible problems into their practice, and routinely use MI 

techniques and referrals to other professionals.  However, for many practitioners, screening for and 

having conversations specifically about risky use of alcohol and other substances is very new.  Moreover, 

SBIRT-type tasks were not part of their formal education or training, nor incorporated into ongoing 

professional development and continuing education opportunities.   

This Learner’s Guide aims to assist youth-serving educators and practitioners with incorporating SBIRT 

education into existing curriculum, including both coursework and field placement/preceptorship 

experience.  It can also be used to train other educators, program alumni, and practitioners already in the 

workforce who work with youth and could benefit from SBIRT education and training. 

Overview from “35,000 Feet” 

There are three core components of adolescent SBIRT: 
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 Screening - the process of assessing risk.  

Screening is an important component to jumpstart the SBIRT process.  If you do not ask, adolescents 

will not tell you about their use of alcohol and other substances. 

When screening those under the age of 22, there are multiple recommended screening tools, including 

the Alcohol Use Disorders Identification Test (AUDIT), Global Appraisal of Individual Needs - Short 

Screener (GAIN-SS), Screening to Brief Intervention (S2BI), the Drug Abuse Screening Tool 

(DAST), the NIDA Modified ASSIST (Levels 1 and 2), and the NIAAA Youth Guide Screen.  

Additionally, the 6-item CRAFFT is a very accurate and popular SBIRT screening tool for 

adolescents.  Copies of screening tools are located in Appendix A of this Learner’s Guide, and 

screening is discussed in detail in Module 2. 

 Brief Intervention - a behavior change strategy focused on helping the adolescent reduce or stop 

their use of alcohol and other substances. 

Any amount of substance use (starting with mere “experimentation”) is concerning for young people 

due to potential health impacts as well as associated risky behaviors and future drug use.3  If 

screening indicates risky substance use, you may choose to provide immediate feedback on how the 

adolescent’s substance use compares to others his or her age and gender, offer simple advice, explore 

the pros and cons of substance use, and ask if he or she is willing to make a change.  A brief 

intervention can take as little as 1-3 minutes (when providing screening score feedback, normative 

behavior information, or brief advice), take the form of 15-30 minutes (expanded discussion or 

advice), or may take place in one or several full 60-minute sessions.  Substance use may be the 

adolescent’s primary problem and may become the focus of your interaction.  However, it is very 

likely that substance use is a factor that complicates a primary medical or behavioral problem.  In this 

light, as the use of SBIRT extends into a wide array of settings, it is likely that youth may not even be 

aware of how substance use issues are impacting other facets of their lives (e.g., physical or mental 

health, school or athletic performance, relationships with peers and family).  

Brief intervention can help many, but certainly not all, youth to make changes in substance use.  

Some will not be ready to change or may need specialized substance use treatment.  Further 

discussion of brief intervention and motivational interviewing strategies for promoting readiness and 

behavior change are discussed in Modules 3 and 5.  

 Referral to Treatment and Follow-up – linking the adolescent to specialized substance use 

treatment and staying with the adolescent to support sustained success. 

When substance use problems are more serious or complicated, intensive and specialized treatment 

may be a good option.  “Referral to treatment” means connecting your adolescent to a physician 

and/or other licensed mental health professional for comprehensive assessment, medical, and 

behavioral health treatment, or a specialty treatment program for substance use disorders.  “Follow-

up” means care management and coordination according to the practitioner’s organization’s protocols 

as well as supporting the adolescent during treatment and post-treatment follow-up contacts.  Follow-

up in the form of a brief contact is appropriate for all adolescents. Referral and follow-up are 

discussed in more detail in Module 4. 
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Other Adolescent Substance Use Prevention Strategies 

Parent Interventions 

SBIRT is not the only intervention designed to address adolescent substance use and it may be paired 

with other strategies that target prevention.  For instance, SAMHSA has developed a program called Talk. 

They Hear You (http://www.samhsa.gov/underage-drinking), which is designed to help parents and 

caregivers talk to their children early about the dangers of alcohol.4  The National Institute on Alcohol 

Abuse and Alcoholism (NIAAA) has developed materials for parents to support conversations with 

children about alcohol (https://pubs.niaaa.nih.gov/publications/adolescentflyer/adolflyer.htm).  Survey 

data show that children begin to have positive thoughts about alcohol between ages 9 and 13, which 

highlights the importance of starting the conversation with children early.5  Turrisi et al.6 found that 

parental communication about alcohol before college entry was more likely to prevent nondrinking 

students from transitioning to heavy drinking.  Additionally, students who started heavy drinking before 

college and then received parental advice about alcohol were almost 20 times more likely to reduce 

drinking when compared to students who did not discuss alcohol use with parents.6  Visit the websites 

listed above for materials that you can distribute to parents. 

Community-level Public Health Interventions 

SBIRT is an intervention that should be part of a broader public health strategy that includes a range of 

community-level interventions.  The Guide to Community Preventive Services recommends evidence-

based interventions such as increasing alcohol taxes, enhancement of laws prohibiting sales to minors, 

school-based peer organizing interventions, and social norming campaigns, among others.7,8  For more 

information, see https://www.thecommunityguide.org/topic/excessive-alcohol-consumption. 

Other Substance Use Prevention and Early Intervention Resources 

There are other prevention and early intervention strategies and resources available.  Many of these 

programs and tools are listed on the NORC Adolescent SBIRT website under the Resources tab at 

http://sbirt.webs.com/resource-lists.  In particular, the Trust for America’s Health (TFAH), a non-profit, 

non-partisan organization working to protect the health of communities, published a report in 2015 

documenting effective strategies to reduce teen substance misuse.  The report can be accessed at 

https://www.tfah.org/report-details/reducing-teen-substance-misuse-what-really-works/.    

Why SBIRT? 

SBIRT is simple, brief and effective.  Considerable evidence demonstrates the efficacy and cost-

effectiveness of alcohol SBIRT for adults9-13 and its effectiveness for illicit or prescription drug use is 

promising but mixed.14-17 A growing body of evidence indicates that SBIRT is also effective as a 

prevention and early identification approach to reduce use of youth substance use,18-26 underage 

drinking,25,27-31 and cannabis use.32-35 

http://www.samhsa.gov/underage-drinking
https://pubs.niaaa.nih.gov/publications/adolescentflyer/adolflyer.htm
https://pubs.niaaa.nih.gov/publications/adolescentflyer/adolflyer.htm
https://pubs.niaaa.nih.gov/publications/adolescentflyer/adolflyer.htm
http://sbirt.webs.com/resource-lists
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The U.S. Preventive Services Task Force (USPSTF)12 reviewed the research literature on screening for 

unhealthy alcohol use and brief counseling and recommended that primary care settings routinely provide 

screening to those age 18 and older. Whereas USPSTF concluded that the body of evidence for those 

under age 18 is insufficient to determine whether it should be routinely provided to adolescents in primary 

care, the use of SBIRT with teenagers is an emerging area of practice and the research literature is 

pointing to promising results.31    

Moreover, numerous medical professional associations and government agencies have endorsed screening 

and brief counseling for youth, including adolescents.  This includes initiatives to increase integration of 

SBIRT into behavioral and medical healthcare systems by the National Institutes of Health (NIH), 

SAMHSA, Health Resources and Services Administration, Agency for Healthcare Research and Quality, 

and the White House Office of National Drug Control Policy.  Also, national and international public 

health agencies and medical professional associations have made formal recommendations and in some 

cases released formal guidance calling for health professionals to conduct screening and brief intervention 

for adolescents and young adults, including the American Medical Association,36 American Academy of 

Pediatrics (AAP),37 Bright Futures,38,39 the U.S. Surgeon General,40 the World Health Organization,41,42 

NIAAA,42 the National Institute on Drug Abuse (NIDA),3 the International Nurses Society on Addiction, 

the Emergency Nurses Association, the American Public Health Association, the Society for Adolescent 

Health and Medicine, the American College of Emergency Physicians, and others.  SBIRT is part of the 

continuum of substance use care deemed “essential services” required of all health plans as part of the 

Patient Protection and Affordable Care Act43 legislation starting in 2014. Moreover, under the Early 

Periodic Screening, Diagnosis, and Treatment statute, all states are required to provide Medicaid-eligible 

children with screening, “including assessment of both physical and mental health development,” which 

includes substance use during well-child visits.44,45  

What is SBIRT? 

The overall aims of SBIRT for youth include: 

■ Increase early identification of adolescents and young adults at-risk for substance use problems. 

■ Build awareness and educate adolescents and young adults on U.S. guidelines for low risk drinking 

and the risks associated with substance use.  

■ Motivate those at-risk to reduce unhealthy, risky use and adopt health promoting behavior.  

■ Motivate individuals to seek help and increase access to care for those with (or at-risk for) a substance 

use disorder. 

■ Link adolescents and young adults at high risk to more intensive treatment services.  

■ Foster a continuum of care by integrating prevention, intervention, and treatment services.  

https://www.medicaid.gov/medicaid/benefits/epsdt/index.html
https://www.medicaid.gov/medicaid/benefits/epsdt/index.html
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Risky Youth Alcohol Use* 

To further understand the need for SBIRT, it is imperative to first explore the characteristics of  risky 

alcohol use.  According to the American Academy of Pediatrics recommendations, any amount of 

adolescent alcohol use is deemed risky.38  Yet popular models of substance use tend to focus on addiction 

(e.g., severe-end of substance use) and thus minimize attention to the early stages of substance 

involvement.  Substance use and resulting problems by youth exist on various levels, not just addiction. 

Thus, the SBIRT model seeks to expand services for youth who have not yet advanced to addiction, but 

are still engaging in risky behavioral or early stage drug involvement.  For example, more than half of the 

U.S. population over age 12 drinks alcohol,46 and for some, alcohol use leads to a range of personal and 

social problems during the teenage years.  These problems include: 

■ School problems (e.g. higher absence, poor academic performance, reduced athletic performance) 

■ Social problems (e.g. lack of participation in youth activities, fighting) 

■ Relationship problems with family and friends 

■ Legal problems (DUI) 

■ Unwanted, unplanned and unprotected sexual activity 

■ Memory problems 

■ Abuse of other drugs 

■ Death from alcohol poisoning 

■ Changes in brain development which may have life-long effects47 

■ Adverse effects on maturation of reproductive system48 

Alcohol use and developmental issues 

Alcohol and other substance use is common….  According to the 2016 Monitoring the Future (MTF) 

National Survey Results on Drug Use, 23% of 8th graders, 43% of 10th graders, and 61% of 12th graders 

report trying alcohol.  Although drug use by adolescents is a serious concern, alcohol use is more 

common than cigarette, marijuana, prescription drug, or other illicit drug use in adolescents.  The survey 

also found that one-third of high school seniors report drinking some alcohol in the last month and 85% 

say that alcohol would be fairly or very easy to get.  Moreover, despite trends showing some 

improvement in perceived risk and disapproval of binge drinking as well as the continued steady decline 

in prevalence of alcohol use, almost 10% of 10th graders and 16% of 12th graders reported “binge 

drinking” (i.e., having five or more drinks in a row on one or more occasions) within the past two 

                                                      

 
*Since SBIRT was originally developed to target alcohol and tobacco use, more research has been conducted on the 

effectiveness of SBIRT in reducing risky alcohol consumption than with other illicit substances.  For that reason, this 

section will focus predominantly on alcohol use.  Please see http://sbirt.webs.com/resource-lists for more information 

on using SBIRT to address other illicit substance misuse.  

http://sbirt.webs.com/resource-lists
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weeks.49 As illustrated in Figures A and B, alcohol use among adolescents increases into the later teenage 

years demonstrated by the increase from 8th grade to the 12th grade. 

Figure A: Alcohol use among adolescents50 

 

Figure B: Past year alcohol use among youth42 

 

… And risky. Screening for unhealthy alcohol use in adolescents is especially important because of three 

major reasons.   

■ First, alcohol use can have lasting effects on the developing adolescent brain.  Adolescent heavy 

drinkers experience impaired memory, attention and quick importation processing, and executive 

functioning.51  

■ The second factor is that studies have shown that the age of first use is inversely correlated with 

lifetime incidences of developing a substance use disorder.  According to the National Center on 
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Addiction and Substance Abuse (CASA), 9 in 10 people who meet the criteria for addiction began to 

smoke, drink and/or use other drugs before age 18.  The same CASA report found that 1 in 4 

Americans who began using any addictive substance before age 18 have a substance use disorder, 

compared to 1 in 25 Americans who started using at age 21 or older.52    

■ The third major reason is that drinking during the adolescent years is associated with other 

unhealthy behaviors.  For example, high school students who reported 

binge drinking were found to be more likely than nondrinkers and non-

binge current drinkers to report poor school performance and other 

health risk behaviors such as riding with a driver who has been drinking, 

being sexually active, smoking cigarettes or cigars, being a victim of 

dating violence, attempting suicide, and using illicit drugs.53  

Additionally, alcohol misuse is strongly associated with the leading 

causes of death among U.S. teenagers including motor vehicle crashes, unintentional injuries, 

homicides, and suicides.52,51 In summary, youth who engage in alcohol and other drug use at a young 

age are at higher risk of lifelong negative personal, social, and health consequences. 

Figure C: Alcohol Impacts Stages of Development54 

 

… And often goes undetected.  Substance use in adolescents is common but can often go undetected 

which is why screening is important.  A survey of health professionals indicated that only 33-43% of 

pediatricians and 14-27% of family practitioners routinely asked adolescent patients about alcohol use, 

and it is less often with patients 11-14 years old.42  With poor screening, it is not surprising that there is a 

Binge Drinking 

a short period of 
excessive 

consumption 
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large unmet need for treatment.  The National Survey on Drug Use and Health (NSDUH)55,56 estimates 

that in 2015 1.3 million (94%) adolescents age 12-17 and 5.4 million (92%) young adults age 18-25 

needed but did not receive substance use treatment in the past year. A series of papers explore the unmet 

treatment need among youth, its consequences, and opportunities to address the gap through expansion of 

behavioral health services and use of evidence-based approaches in school-based settings.57   

What is a Drink? 

When understanding risky alcohol use, it is important to know exactly how to measure one drink.  It may 

seem obvious what the adolescent’s answer means to the question: “How many drinks containing alcohol 

do you have on a typical day of drinking?”  But, the definition of a drink can be subjective if a definition 

is not explained to the adolescent.  Having a standardized measure of drinks will help you to understand 

the risks to which the adolescent may be exposed.58  In the United States, a "standard" drink is any drink 

that contains about 0.6 fluid ounces or 14 grams of "pure" alcohol.  Although the drinks pictured in Figure 

D are different sizes, each contains approximately the same amount of alcohol and counts as a single, 

standard drink. 

Figure D: U.S. Standard Drink Chart59
 

 
 

 

A copy of this U.S. Standard Drink Chart can be found in Appendix B. This chart can be made into a 

pocket card and used by the practitioner as a visual aid when conducting screening and brief intervention 

with an adolescent. 

A single can or glass of alcohol can be 1, 2, or many drinks.  Figure E identifies the number of standard 

drinks in many typical alcohol containers:  
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Figure E: Number of Standard Drinks by Container59 

Alcohol Type Size of Container Standard Drinks Equivalent 

Beer 

12 oz. 1 

16 oz. 1.3 

22 oz. 2 

40 oz. 3.3 

Malt liquor 

12 oz. 1.5 

16 oz. 2 

22 oz. 2.5 

40 oz. 4.5 

Wine 750 mL bottle (25 oz.) 5 

80-proof spirits/ 

“hard liquor” 

a mixed drink 1 or more* 

a pint (16 oz.) 11 

a fifth (25 oz.) 17 

1.75 L (59 oz.) 39 

 

It can be difficult to estimate the number of standard drinks in a mixed drink.  A mixed drink can contain 

from 1 to 3 standard drinks.  Resources such as NIAAA’s Rethinking Drinking† offers print materials and 

online calculators to help estimate the amount of alcohol content, calories, and the cost of one drink. 

Calculators can be found here: http://rethinkingdrinking.niaaa.nih.gov/Tools/Calculators/Default.aspx  

The number of standard drinks consumed on an occasion is used to assess engagement in binge drinking. 

Figure F illustrates how binge drinking is defined for different age groups.  

Figure F: Estimated Binge Drinking Levels for Youth42 

 

                                                      

 
† This resource can be downloaded for free from: http://rethinkingdrinking.niaaa.nih.gov/. 

http://rethinkingdrinking.niaaa.nih.gov/Tools/Calculators/Default.aspx
http://rethinkingdrinking.niaaa.nih.gov/
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Costs of Unhealthy Drinking Patterns by Youth 

The estimated cost of adolescent drinking is greater than the cost of unhealthy drinking for the general 

population.  The U.S. Department of Justice reports estimates by the Pacific Institute for Research and 

Evaluation that the total cost of underage drinking in 2007 was $68 billion, including $7.4 billion in 

medical costs, $14.9 in work loss costs, and $45.7 billion in lost quality of life.  That amounts to a $1 cost 

for every drink that an adolescent consumes.60  Additional immediate costs of adolescent drinking include 

possible payment for alcohol treatment, medical treatment for injuries in traffic accidents, and higher 

insurance premiums from traffic accidents.  Other costs to the adolescent drinker’s family include 

possible money loss while driving the adolescent drinkers to appointments and treatment or taking time 

off work to accompany their adolescent to court dates.  Long-term costs include possible loss of future 

earnings or contributions to the workforce since adolescent drinkers may have poor academic 

performance in school and difficulty finding and sustaining jobs.60 

For the general adult population age 18 and older, which includes young adults, the federal government 

estimates that 18.7 million Americans drink alcohol in ways that are potentially unhealthy.  Their alcohol 

use puts them at risk of developing the medical illness of alcohol dependence.  Sadly, only 3 million 

people get help.61  The costs of failing to help the 15.7 million people with untreated alcohol problems are 

staggering.  According to the Centers for Disease Control and Prevention (CDC), excessive alcohol use 

costs at least $223.5 billion annually, or about $1.90 per drink.  Almost three quarters of these costs are 

associated with binge drinking.  The costs are largely due to losses in workplace productivity (72% of the 

costs), healthcare expenses (11% of total), law enforcement and other criminal justice expenses related to 

excessive alcohol consumption (9% of total), and motor vehicle crashes from impaired driving (6% of 

total).  Excessive alcohol consumption also increases dysfunction within the family system, strains social 

and romantic relationships, increases health-related problems, increases financial stress and potential 

increases the use of other substances and/or risky behaviors.  Nearly 80% of those who have a 

diagnosable alcohol use disorders are employed.62  Unhealthy drinking costs employers and employees 

approximately $552 per worker per year in excess health care use.  Alcohol use costs individuals in other 

ways too, including lost productivity due to missed work (absenteeism) or reduced or impaired work 

functioning (presenteeism); more accidents, resulting in increased workers’ compensation and medical 

claims; extra hospital, emergency and other medical costs; and higher rates of job turnover.63 

Summary 

SBIRT effectively used within healthcare and community settings can detect alcohol and other substance 

use problems early on with a proper screening and progression to treatment intervention.  Additionally, 

the use of SBIRT in all points of entry into the medical and behavioral health care systems could provide 

needed data at a point early in the person’s pattern of use that enables effective intervention strategies that 

could prevent possible longer-term problems and potential spiraling into more devastating addiction 

patterns.  Early identification of risky, excessive alcohol use can potentially save billions of dollars within 

the total scope of the economy through reduction in health related benefit costs, destruction to family 

systems, and savings within the criminal justice and legal system.  As we move towards integrated care, 
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electronic health records (EHRs), multiple screenings at multiple entry points could aid in eventual 

identification of problematic alcohol use, even if early attempts at intervention are not successful. 

The remaining modules in this Learner’s Guide provide information on how to conduct SBIRT using 

motivational strategies with adolescents.  A companion guide, The Health Professional’s Guide to 

Screening, Brief Intervention and Treatment, and other materials on conducting SBIRT with adults is also 

available at www.sbirteducation.com. 

http://www.sbirteducation.com/


 

MODULE 2:  SCREENING PAGE |  14 

Module 2:  Screening  
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Learning Objectives Suggested Readings 

1. Learn how to administer, score and 

interpret the CRAFFT, AUDIT and 

AUDIT-C, GAIN-SS, S2BI, DAST-10, 

and the NIDA Modified ASSIST Levels 

1 and 2.  

2. Practice conducting screening. 

■ Winters KC, Kaminer Y. Screening and assessing 

adolescent substance use disorders in clinical 

populations. Journal of the American Academy of 

Child & Adolescent Psychiatry. 2008; 47(7):740-

744. 

■ Winters KC. Assessment of alcohol and other drug 

use behaviors among adolescents. In: Allen, JP, 

Columbus, M, Fertig, J, eds. Assessing Alcohol 

Problems: A Guide for Clinicians and Researchers 

2nd edition. Bethesda, MD: NIAAA; 2003:101-123 

■ CRAFFT: Massachusetts Department of Public 

Health Bureau of Substance Abuse Services. 

Provider Guide: Adolescent Screening, Brief 

Intervention, and Referral to Treatment Using the 

CRAFFT Screening Tool. Boston, MA: 

Massachusetts Department of Public Health; 2009.  

■ AUDIT: Babor TF, Higgins-Biddle JC, Saunders 

JB, Monteiro MG. The Alcohol Use Disorders 

Identification Test: Guidelines for Use in Primary 

Care. Geneva: World Health Organization; 2001. 

■ S2BI: Levy S, Shrier L. Adolescent SBIRT Toolkit 

for Providers. Boston, MA: Boston Children's 

Hospital; 2014. 

 

Risky alcohol and other substance use can be effectively managed and addressed if the pattern of use is 

identified.  One of the biggest obstacles to effective screening and treatment is the failure to ask about 

substance use during screening opportunities where asking, offering brief advice and counseling can make 

a significant difference.  In this module you will learn how to introduce the topic of risky alcohol and 

drug use and what questions to ask.  In subsequent modules you will also learn about brief, solution-

focused, motivational counseling, called brief intervention, which provides the framework and techniques 

for helping adolescents choose and act to reduce risks associated with substance use.   
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Screening Tools 

Several good screening questionnaires are available for asking adolescents about alcohol and other 

substance use. In this module, we highlight a few validated tools that are most common for Screening, 

Brief Intervention, and Referral to Treatment (SBIRT).64  The screenings covered in this module include: 

Screening Tool Target Population 
Method of 

Administration Cost 

CRAFFT  
Adolescents under 

the age of 21 
Paper and 

electronic; interview 
Publically available 

AUDIT-C and AUDIT 
Adolescents, Young 
Adults and Adults 

Paper and 
electronic; interview 

Publically available 

GAIN-SS 
Adolescents and 

Adults 
Paper and 

electronic; interview 

Licensing costs $100 per 
agency and covers five years of 

unlimited use of paper 
assessments only.  See 

http://gaincc.org/instruments/ 

S2BI Adolescents 
Paper and 

electronic; interview 
Publically available 

DAST-10 
Adolescents, Young 
Adults and Adults 

Paper and 
electronic; interview 

Publically available 

NIDA Modified 
ASSIST Levels 1-2 

Adolescents, Young 
Adult and Adults 

Paper and electronic Publically available 

 

This module will introduce the above tools along with example role plays and sample dialogue that can be 

used to learn how to effectively screen. 

Risky Adolescent Alcohol Use   

There are different schools of thought about how to conceptualize and define risk.  Regardless of which 

school you adhere, it is important to understand how risk may play into an adolescent’s use.  The 

screening tools presented in this module are designed to help practitioners assess risk.  Below we present 

different conceptualizations of risk offered by the American Academy of Pediatrics (AAP) and the 

National Institute on Alcohol Abuse and Alcoholism (NIAAA). 

The AAP has identified four general patterns of substance use risk based on using the CRAFFT screening 

tool that is described in further detail later in this module: 38 

■ Low Risk (Abstinence): Adolescents who report no use of tobacco, alcohol or other drugs and report 

that they have not ridden in a car with a driver who has been using alcohol or other drugs. 

■ Driving Risk: Adolescents who report driving after alcohol or drug use or riding with a driver who 

has been using alcohol or other drugs. 

■ Moderate Risk: Adolescents who have begun using alcohol or drugs (CRAFFT score 0 or 1) 
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■ High Risk: Adolescents who use alcohol or drugs (CRAFFT score ≥2) 

 

The NIAAA assesses risk based on age and frequency of alcohol use to classify an adolescent as at 

Lower Risk, Moderate Risk, or Highest Risk. As shown in Figure G, both the number of drinking days 

in the past year and the age of the individual are taken into consideration to determine the level of risk.42  

In general, the younger the individual and the more drinking days, the higher the category of risk.  

Figure G: Assessing the Level of Risk and Appropriate Intervention Response42 

 
 

 

The approaches offered by AAP and NIAAA above are not the only approaches to assessing risk.  In this 

module, other ways of conceptualizing and assessing risk are described.  Specifically, we present different 

screening tools and how to interpret their respective “cut-off points” to determine the adolescent’s level of 

risk.  One approach is not necessarily superior to another, but rather is meant to offer practitioners a 

choice in how they determine risk.   

Knowing the level of risk helps the practitioner tailor the brief intervention to the adolescent’s needs.  For 

an adolescent at “low” or “lower” risk the brief intervention may include simple advice that provides a 

clear personalized suggestion to quit (or cut back) on use of alcohol or other substances.  For an 

adolescent at “driving” or “moderate” risk simple advice and brief motivational interviewing is used to 

engage the adolescent in a conversation about behavior change and reducing risks. At “high” or “highest” 

risk, in addition to simple advice and brief motivational interviewing, a referral to treatment or other 

health care services may be warranted.  Brief intervention, referral to treatment, and Motivational 

Interviewing (MI) are discussed in more detail in Modules 3, 4, and 5. 
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Asking about Alcohol and Drug Use 

Regardless of the screening tool used, asking about alcohol or other drug use may be especially difficult 

with adolescents who may not want to admit or discuss substance use.  Successful screening can be 

enhanced by the memorization of the tools and practice of the conversation skills required to put the 

adolescent at ease.  Whatever the tool and method of instruction, introducing the conversation about 

substance use and screening is a good skill for any nurse and social worker to practice in order to 

naturally transition into the suggested tools in this module.  The literature also suggests that self-

administered computer screening is valid and time-efficient for adolescents and that some adolescents 

may prefer this method.65,66   

How you discuss substance use with the adolescent is important.67,68 Practice the following conversations 

to introduce the topic of drinking with adolescents. To start, you may say: 

“In order to help you get the correct services, I would like to ask you some questions about your 

health that I ask all of my clients/patients. These questions will help me to get to know you and 

provide you with the services you need. Is that ok?”  

“As a way to help me get to know you, I would like to ask you some questions that I ask all of my 

clients/patients.  Is that ok?” 

If the adolescent questions why you are asking about substance use, you could respond: 

“I ask everyone about their use of alcohol, tobacco and other substances.  It helps me better 

understand your concerns and the things that may come up in any work we do together. The 

information you tell me is confidential.  I will not disclose your answers to your parent.” 

After the adolescent consents, you may say: 

“Now I am going to ask you some questions about your use of alcohol and other drugs during this 

past year.” 

Confidentiality 

Confidentiality can play a vital role in providing health care to adolescents. Research has shown that 

adolescents who are aware of confidentiality are more willing to seek health care compared to their peers 

who may not have the same confidentiality.12,42  State laws govern minor patient rights to confidentiality 

of information shared with health care providers about alcohol and drug use, but states vary as to whether 

or not a minor can confidentially receive drug treatment services.  Also, you should explain the full 

confidentiality policy regarding the disclosure of sensitive issues directly to the adolescent at the very 

beginning of the assessment.  If the adolescent is willing, it can be helpful to explain the confidentiality 

policy to both the adolescent and the parent or guardian at the same time.  
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One example of how you might convey an assurance of confidentiality is by saying: 

“Everything you tell me will be confidential unless I hear that you’re harming yourself or someone 

else, or you tell me you’ve been a victim of abuse. I will keep our conversation about your alcohol use 

between us unless you agree to include your parents. Do you have any questions for me about 

confidentiality and its limits?”  

Here is another example of how to discuss confidentiality.  

“Thank you completing the form and for your honesty on it. I’d like to tell you about our 

confidentiality policy.  I’ll keep the details of what we discuss today confidential, which means I won't 

share anything with your parents.  The limit of confidentiality is safety, so if you tell me something 

that makes me think you are at risk of hurting yourself, hurting someone else, or someone is hurting 

or abusing you I would have to share that information with proper health officials to make sure 

everyone is kept safe.  Do you have any questions about how that works?" 

There are different steps that you can take to ensure confidentiality and those include establishing a 

private time for screening and a private time for discussing the results, keeping follow-up visits 

confidential, talking about referrals, discussing any procedures that may break confidentiality 

inadvertently, and clarifying risks of releasing medical records. 12   

Screening Administration  

Substance use screening questionnaires can be verbally administered by a staff member or clinician, or 

self-administered by the adolescent using paper and pencil or electronic devices (e.g., iPad or other 

tablet).  There is no one correct approach that suits all settings and situations, but there are several 

considerations that may favor one approach over another.  Self-administered screening by the adolescent 

may save time and be most efficient because different members of a care team, such as front desk 

personnel or medical assistants, can initiate screening as part of the check-in process.  In addition, the 

adolescent could complete self-administered screening in the waiting room or the exam/meeting room 

prior to the visit with the clinician as long as it is possible to create a sense of privacy.  With self-

administered screening, it is important to inform the adolescent and parent/caregiver (if present) that the 

adolescent should complete the form on their own.  The clinician would then review and verify self-

administered responses during the visit.  Adolescents may feel more comfortable and provide more 

accurate responses using self-administered brief screening due to the sensitive nature of the topic. 

Electronic screening may be especially ideal because of the sense of privacy it confers, the widespread 

use of digital communication, and the tendency of adolescents to self-disclose quite freely via digital 

communication.  When an adolescent is responding to screening questions in a language other than 

English, self-administered screening may also be more feasible and efficient.  However, when there is 

concern about reading comprehension or literacy, staff or clinicians must be more involved to assist the 

adolescent and may need to administer the screening verbally.69,70 
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ICD-10 Codes  

There are different International Classification of Diseases (ICD-10) procedure codes that can be used 

when billing for screening. There is both a general screening code and also specific codes for alcohol, 

drug, and tobacco screening and counseling.  

Code Definition 

Z13.9 Encounter for screening, unspecified 

Z71.41 Alcohol abuse counseling and surveillance of alcoholic 

Z71.42 Counseling for family member of alcoholic 

Z71.51 Drug abuse counseling and surveillance of drug abuser 

Z71.52 Counseling for family member of drug abuser 

Z71.6 Tobacco abuse counseling 

CRAFFT 

The CRAFFT tool is the most popular alcohol and drug use screening tool for adolescents 14-21 and is 

recommended by the American Academy of Pediatrics’ Committee on Substance Abuse.71,72  The tool 

consists of six questions to screen adolescents for lifetime alcohol and other drug use disorders 

simultaneously.  The tool is brief so that it can be easily integrated into routine care.  The CRAFFT has 

been translated into several languages and is available as a pocket guide for quick reference (see 

Appendix A).  Use of the CRAFFT with an adolescent younger than 14 should proceed cautiously as 

there are no published psychometric data on this scale for younger adolescents. 

The CRAFFT is a mnemonic acronym where each first letter represents a key word in the six screening 

questions. In this way, it is easier to remember and apply in the field.  In order to ensure accuracy of the 

assessment, it is important to ask the questions exactly as they are written.  These screening tools have 

been tested using the specific wording and any deviation from the original wording may alter the type of 

response given by the adolescent.  However, you may further elaborate and explain the question if the 

adolescent does not understand the question as it is written. 

C- Have you ever ridden in a CAR driven by someone (including yourself) who was "high" or 

had been using alcohol or drugs? 

R-Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit in? 

A-Do you ever use alcohol/drugs while you are by yourself, ALONE? 

F-Do you ever FORGET things you did while using alcohol or drugs? 
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F-Do your family or FRIENDS ever tell you that you should cut down on your drinking or drug 

use? 

T-Have you gotten into TROUBLE while you were using alcohol or drugs? 

Using the CRAFFT 

The CRAFFT may be administered via interview or self- administered either electronically or in paper-

form. Begin administering the CRAFFT by saying “I’m going to ask you a few questions that I ask all my 

patients/clients. Please answer these questions honestly about your possible use of alcohol and other 

drugs. Your answers will be kept confidential.” There are two parts to the CRAFFT. The three opening 

questions to be asked prior to the six CRAFFT questions are referred to as Part A: 

1. During the past 12 months, did you drink any alcohol (more than few sips)? 

2. During the past 12 months, did you smoke any marijuana or hashish? 

3. During the past 12 months did you use anything else to get high? 

If the adolescent answers “No” to all of the three opening questions, only the “C” question of the 

CRAFFT (referred to as the “Car question”) should be asked.  If the adolescent answers “Yes” to any of 

the three opening questions, all six CRAFFT questions (referred to as Part B) should be asked.  

The self-administered CRAFFT tool in English and Spanish and is available in Appendix A.  The 

CRAFFT tool has also been translated into several languages, most of which can be found at 

http://crafft.org/. 

Scoring and Interpreting the CRAFFT 

A complete description of the CRAFFT scoring instructions is available in Appendix A.  A score of 0-1 

can indicate that there are no problems, however, a score of 2 or more can indicate that a more significant 

problem may exist and a brief intervention is indicated.  Is the 2+ cut-off score a hard and fast rule?  No.  

Whereas most of the research on the CRAFFT has identified 2+ as the optimal cut-score, some research 

suggests that a 1+ or a 3+ may be a better cutoff score.64,73,74  But since the CRAFFT serves mainly as a 

screening tool, it is best to favor a cut-score that minimizes false negatives (i.e., the teen is incorrectly 

assessed to not have a problem) compared to false positives (i.e., the teen is incorrectly assessed to have a 

problem).  Thus, using a 3+ cut-score is not recommended as a routine policy (with one exception, as 

discussed below).  What about setting the cut-score lower than 2?  The 2+ cut-score is favored given the 

weight of research evidence.  This recommended score provides a good balance between hits and misses, 

and means that you can be reasonably assured that an adolescent who scores in this range is likely to be 

appropriate for a brief intervention.  But if an adolescent scores a 0 or 1 on the CRAFFT, and you have 

additional “red flag” information about the adolescent’s substance use (e.g., drinking heavily; uses 

marijuana regularly; presence of negative consequences resulting from substance use), a brief intervention 

may also be indicated.75  
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Screening tools, including the CRAFFT, do not provide definitive information. Use of the CRAFFT 

should proceed with caution and with the recognition that other information may be useful when 

determining the suitability of a brief intervention for an adolescent.  While the 2+ cut-score for the 

CRAFFT is recommended, the decision of which cut-score to use needs to be placed in the context of 

resources available to manage positive screens.  When resources are scarce, leaning toward a higher 

cutpoint is worth considering.  

The Center for Adolescent Substance Abuse Research (CeASAR) released an updated version (2.0) of the 

CRAFFT in 2016.  

The CRAFFT Questionnaire (Version 2.0) 

In 2016, the original CRAFFT tool was updated to create a more streamlined and easy to understand 

process of self-reporting. While version 2.0 has all of the same basic questions as the original 

questionnaire, it is more clearly formatted to be easier to follow and to allow for better interpretation of 

the scope of drug and/or alcohol use.  For example, instead of asking simple yes or no questions, version 

2.0 asks how often drugs or alcohol has been used.  This enhanced item specificity is intended to allow 

health professionals to better understand which preventative measures to employ and/or which treatment 

options to offer. Just as in the original CRAFFT tool, version 2.0 has been translated into multiple 

languages, most of which can be found at http://crafft.org/get-the-crafft/. 

What is new in the CRAFFT 2.0? 

The CRAFFT 2.0 now incorporates opening questions inquiring about the frequency of past-12-month 

use of alcohol or other substances, in place of the previous opening questions that asked “yes” or “no” 

questions about prior use.  A recent study examining the validity of these opening yes/no questions found 

relatively low sensitivity in identifying youth with any past-12-month alcohol or marijuana use (62% and 

72%, respectively).76 Research suggests that yes/no questions about sensitive topics may have greater 

potential for “motivated underreporting” and social desirability bias than questions that ask “how many” 

or “how often” which implicitly convey an expectation of the behavior.77  Therefore, the opening 

questions were modified to ask about past-12-month frequency (“on how many days”), and include the 

instruction “Say 0 if none” to also normalize non-use.  Item validity was tested in a screening study of 

adolescent primary care patients. Compared to the criterion standard of a research staff-administered 

confidential Timeline Follow-Back interview, results showed that the frequency questions had improved 

sensitivity in identifying adolescent alcohol and drug use (79% and 86%, respectively) compared with 

that found for the yes/no questions in the prior study.76  For the opening questions, the highest sensitivity 

is preferred to avoid missing anyone who may be at risk.  A copy of CRAFFT 2.0 screening tool is 

included in Appendix A. 
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Previous Questions: 

During the past 12 months, did you: Yes No 

Drink any alcohol (more than a few sips)?     

Smoke any marijuana or hashish?     

Use anything else to get high?     

  

CRAFFT 2.0 Questions: 

During the past 12 months, on how many days did you: # of days 

Drink more than a few sips of beer, wine or any drink containing alcohol? Say “0” 

if none.  

  

Use any marijuana (pot, weed, hash, or in foods) or “synthetic marijuana” (like 

“K2” or “Spice”)? Say “0” if none. 

  

Use anything else to get high (like other illegal drugs, prescription or over-the-

counter medications, and things that you sniff or “huff”)? Say “0” if none. 
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Sample Interaction: Screening with the CRAFFT 

Setting: Mary, a 16 year old high school junior, was arrested for vandalism of school property when 

she was caught spray painting graffiti after school.  Because this was her first offense, she was 

instructed to participate in a school-based diversion program for one year.  During her first session in 

the program, Mary met with Steve, a social worker who conducted a risk assessment to identify any 

behavioral health issues and to connect Mary to appropriate services.  In order to identify risky 

substance use along a broader continuum, the school-based diversion program integrated the CRAFFT 

screening questions into their risk assessment, replacing the assessment’s standard substance use 

questions.   

The dialogue for the in-person CRAFFT screening is presented below.  Other areas of the risk 

assessment are mentioned in the dialogue, but are not included in this sample interaction.  The scoring 

of the CRAFFT is calculated and noted in parentheses throughout the dialogue. 

Practitioner:       Hello, Mary.   

Adolescent:   Hi. 

Practitioner:   How are you feeling today? 

Adolescent:   I’m ok.  

Practitioner:  It sounds like you aren’t feeling great, but not feeling too bad either. Is this 

correct?   

Adolescent:   Yeah, whatever. I’m ok. I just don’t feel like talking.  

Practitioner:  Well, as part of my role in this program, I ask a set of questions to everyone on 

their first day in the program.  These questions will help me learn more about 

you and help you to get the most out of this program.  The questions are about 

alcohol and drug use, anger and irritability, depression and anxiety, physical 

complaints, suicidal thoughts, and traumatic experiences.  Is it okay if I ask you 

these questions?  They won’t take too long to complete, and you’re stuck with me 

today anyway.   

Adolescent:   Are you going to share my answers with my parents? 

Practitioner:  No, everything you tell me today will be kept between us unless I feel that your 

safety, or the safety of others, is at risk. If I think I may need to share anything 

with your parents, then I will always talk with you about it first.  

Adolescent: As long as you talk with me first.  

Practitioner: Yes, I will always talk with you about it first and we would plan together exactly 

what I would share, if I were to share anything with them.  

Adolescent:  OK. I will answer the questions. 
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Practitioner: During the past 12 months, did you drink any alcohol (more than few sips)? 

Adolescent: Yes. 

Practitioner:  During the past 12 months, did you smoke any marijuana or hashish? 

Adolescent:  No.    

Practitioner:  During the past 12 months, did you use anything else to get high? 

Adolescent:  No, I have only drunk alcohol.  

Practitioner:  Thank you for sharing that information. Since you told me that you drank 

alcohol during the past year, I would like to ask you a few more questions about 

your alcohol use. Would that be alright? 

Adolescent:  Yeah. 

Practitioner:  Have you ever ridden in a CAR driven by someone (including yourself) who was 

“high” or had been using alcohol or drugs? 

Adolescent:  Yes. (1st positive answer) 

Practitioner:  Do you ever use alcohol to RELAX, feel better about yourself, or fit in? 

Adolescent:  Yes, I use it to relax and feel less anxious at school and at parties. (2nd positive 

answer) 

Practitioner:  Do you ever use alcohol while you are by yourself, or ALONE? 

Adolescent:  No.  

Practitioner:  Do you ever FORGET things you did while using alcohol? 

Adolescent:  No. 

Practitioner:  Do your FAMILY or FRIENDS ever tell you that you should cut down on your 

drinking? 

Adolescent:  No.  

Practitioner:  Have you ever gotten into TROUBLE while you were using alcohol? 

Adolescent:   I did this time. (3rd positive answer) 

Mary scored a 3 on the CRAFFT.  This is a positive screen.  Steve will review the screening score with 

Mary and conduct a brief intervention with the goal of getting her to stop or cut down on her drinking.  

Steve should conduct additional brief interventions to monitor behavior changes over the course of 

Mary’s time in the diversion program.  A dialogue of the first brief intervention, using the Brief 

Negotiated Interview technique, is provided in Module 3: Brief Intervention. 
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CRAFFT Role Play 

 
 

 

 
  

Role Play Exercise: Partner with someone to practice conducting screening.  For 

this situation, one person will act as the practitioner using the CRAFFT, and one person 

will act as the adolescent who is seeking help for some bothersome behaviors.  Use a blank 

CRAFFT located in Appendix A to complete the role play.  

Adolescent: You are a 15-year-old who is a freshman in high school and who just got 

caught coming home intoxicated after being at a party with your soccer team. Your grades 

have slipped lately and you’ve been grounded a lot for breaking curfew. 

Role Play Exercise: Partner with someone to practice conducting screening.  For 

this situation, one person will act as the practitioner using the CRAFFT, and one person 

will act as the adolescent who is seeking help for some bothersome behaviors.  Use the 

blank CRAFFT in Appendix A to complete the role play. 

Adolescent: You are a 17-year-old who has been using alcohol recently and is feeling sad 

and unhappy. You think it’s normal to feel this way but your parents do not agree. If asked, 

you might say something like: “A lot of my friends and I go out and drink on the weekends, 

maybe on Thursday nights too.  I don’t want to stop hanging out with my friends, and my 

parents would kill me if they knew how much I am drinking.”  
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AUDIT-C and AUDIT 

The Alcohol Use Disorder Identification Test (AUDIT), and the short version, AUDIT-C, are well-known 

SBIRT screening tools used in the U.S. and internationally for adults including young adults over age 18; 

the tool has also been validated for use with adolescents.78 Developed by the World Health Organization 

(WHO),79 the AUDIT is used to detect hazardous and harmful use, as well as to identify potential alcohol 

dependence.  Slightly longer than the CRAFFT, the AUDIT provides immediate information about level 

of risk for alcohol-related problems using 10 questions related to quantity and frequency of alcohol use, 

symptoms of dependence, and negative consequences of drinking.  

The first 3 questions of the AUDIT are referred to as the AUDIT-C, where the “C” stands for 

“consumption.”  These questions ask about quantity and frequency of alcohol use and generally take less 

than one minute to execute.  The AUDIT-C can also be used by itself, as part of a larger set of screening 

questions, and to track changes in consumption over time.  The score on the AUDIT-C is used to 

determine whether the remaining seven questions on the AUDIT should be administered.  

Using the AUDIT-C and AUDIT  

The AUDIT-C and AUDIT can be self-administered (paper or electronic) or administered via in-person or 

telephone interview.  To administer the AUDIT-C and AUDIT, first let the adolescent know that “With 

your permission, I am going to ask you some questions about your use of alcoholic beverages during the 

past year.” Remind them that “Alcohol” refers to any form of alcohol, and a “drink” refers to a standard 

drink (described in Module 1). Explaining verbally what a standard drink is and using the Standard Drink 

Chart as a visual aid (see Appendix B) can help generate more accurate responses about quantity of 

alcohol use.  

Here is some additional language that you could use when administering the AUDIT-C or AUDIT: 

“Because alcohol use can affect your health and can interfere with certain medications and 

treatments, it is important that we ask you some questions about your use of alcohol. Your answers 

will remain confidential, so please be honest. Place an X in one box that best describes your answer 

to each question.”42 

For more information on the development of the AUDIT, what it is used for, and how to use it with young 

adults (and adults), you can read the original manual available from the WHO at 

http://apps.who.int/iris/handle/10665/67205. The manual contains the international version of the AUDIT 

and describes how it should be adapted for use in other countries. It is important to note that in the U.S. 

the wording of question 3 (i.e., the reference to “six” drinks) is adapted to reflect the U.S. standard drink 

size (14 grams versus 10 grams of alcohol in the international version) and U.S. drinking guidelines. A 

copy of the AUDIT-C and AUDIT most commonly used in the U.S. are located in Appendix A.  

In 2017, an adaptation of the AUDIT emerged called The Alcohol Use Disorders Identification Test, 

Adapted for Use in the United States: A Guide for Primary Care Practitioners (or USAUDIT).  The 

http://apps.who.int/iris/handle/10665/67205
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adaptation of the instrument is designed to meet NIAAA’s recommended “low-risk alcohol use” 

guideline80 and the severity levels recommended by the WHO.  NIAAA defines “low-risk” as 4 drinks per 

day or 14 drinks per week for men up to age 65, and three drinks per day or seven drinks per week for 

men over 65 and all women. The adjustments in the USAUDIT include expansion of the number of 

response options in questions one to three and modifying the wording of question three (as described 

above).  The USAUDIT aims to assist primary care practitioners in identifying patients (age 18 and older) 

who may use alcohol in a risky or harmful way, and patients who may have an alcohol use disorder 

according to the International Classification of Mental and Behavioral Diseases – Tenth Revision (ICD-

10) and Diagnostic and Statistical Manual of Mental Disorders – Fifth Edition (DSM-5).  More 

information and a copy of the screening tool can be found at http://sbirt.webs.com/USAUDIT-

Guide_2016_final-1.pdf. 

Scoring and Interpreting the AUDIT-C and AUDIT 

Responses to each question have a point value.  Tally the points for each question to generate a total 

score.  To score the AUDIT-C, add the points for questions one, two, and three.  

For adolescents under age 18 who indicate any alcohol use in the first question, it is necessary to 

complete the remainder of the AUDIT.  Otherwise, no further screening is warranted.81  For young adults 

age 18 and older, an AUDIT-C score of four for men and three for women indicates increased risk of 

alcohol-related problems and the remaining seven questions should be administered.  

To score the AUDIT, add up the points for all ten questions.  For adolescents aged 14-18 years old, 

studies by Dr. John Knight and colleagues at the Center for Adolescent Substance Abuse Research 

(CeASAR) indicate a cut-off score of 2 suggests problematic use and a cut-off of 3 suggests possible 

substance use dependence.  Other studies suggest that for adolescents age 13-19 years old, a cut-off score 

of 4 or more indicates a possible substance use disorder.78   

■ Low risk = 0 to 1 

■ Moderate risk, any problematic use, potential harms = 2 

■ High risk, possible dependence = 3 or more 

 

For young adults age 18 and older, an AUDIT score of 8 or higher indicates at-risk, harmful or hazardous 

drinking. Scores also suggest risk ranges: 

■ Low risk = 0 to 7 

■ Moderate risk, potential harms = 8 to 19 

■ High risk, possible dependence = 20 to 40 

 

The risk ranges can help guide the level of brief intervention and assess possible need for treatment.  The 

risk ranges can also be useful in understanding how hazardous the drinking is and how best to proceed.   

http://sbirt.webs.com/USAUDIT-Guide_2016_final-1.pdf
http://sbirt.webs.com/USAUDIT-Guide_2016_final-1.pdf
http://ceasar.org/
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It is important to note that a score of 10 is not necessarily better than an 11, as both scores fall within the 

moderate risk range.  The individual AUDIT score is not as important as determining the level of 

risk.  Further, many cases are more complex than a single screening score can capture.  You are 

encouraged to use your clinical judgment to evaluate whether someone needs further assessment, 

especially when the AUDIT score is at the cusp of the range thresholds.  

The following interaction shows how to ask about drinking using the AUDIT.  A caring, non-judgmental, 

conversational tone when discussing alcohol and the use of motivational interviewing skills (reflection 

and affirmations) helps build rapport.  Motivational interviewing skills are discussed in Module 5. 

A video of a sample interaction between a young adult and the practitioner is located at: 

http://www.youtube.com/watch?v=RHcalohcunU.  

Below is a sample interaction between a practitioner and a young adult.  

http://www.youtube.com/watch?v=RHcalohcunU


 

MODULE 2:  SCREENING PAGE |  30 

Sample Interaction: Asking AUDIT Questions, Interpreting 
Results and Providing Brief Feedback and Advice 

The practitioner and the young adult meet in person.  The practitioner administers the AUDIT verbally. 

You will see the scoring of the screener calculated and noted in parentheses throughout the 

conversation. 

Practitioner:  Hello, Michael.  I’m Carolyn.  It’s nice to meet you.   

Young Adult:  Hi, nice to meet you too. 

Practitioner: How are you doing today? 

Young Adult: Um, not that great.  Or else I wouldn’t be here, I guess. 

Practitioner: It sounds like things have been better for you.  (Reflection)  You showed up here 

today though, and I can provide you with some support if you’d like.  This could 

be a great step toward changing things for the better.  (Affirmation) 

Young Adult:  Yeah, I guess so. 

Practitioner:  OK, well, I’d like to start out by asking you some questions about your use of 

alcohol during this past year.  I ask all of my client’s questions about alcohol 

and other substances in order to achieve the best outcomes for them.  Because 

alcohol use can affect many areas of a client’s life, it is important for me to 

know how much you usually drink and whether you have experienced any 

problems with your drinking.  This should only take a few minutes.  Would it be 

alright if I continue? 

Young Adult: Well, I don’t really think I have a problem with alcohol, but yeah, OK, that’s 

fine. 

Practitioner:  How often do you have a drink containing alcohol?  

Young Adult: Well, I don’t drink when I’m in school.  I only drink on the weekends.  Usually 

Friday and Saturday.  Sometimes Sunday too.  (2 to 3 times a week = 3 points)   

Practitioner: So, about two to three times a week.  (Reflection)  And how many drinks 

containing alcohol do you have on a typical day when you are drinking?    

Young Adult:  I don’t drink too much.  I only have a few beers, maybe four.  And then a couple 

of shots on top of that, so probably a total of six drinks.  (5 or 6 drinks = 2 

points and 5 total) 

Practitioner:  Alright, it sounds like having 6 drinks is your usual routine.  (Reflection)  My 

next question is: How often do you have 5 or more drinks on one occasion?  

Based on what you’re telling me, it sounds like this is weekly for you.  

(Reflection)  Does that sound right?   
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Young Adult: Yeah, weekly sounds about right.  (Weekly = 3 points and 8 total) 

Practitioner How often during the last year have you found that you were not able to stop 

drinking once you had started? 

Young Adult: Never.  I can always stop when I want to.  Like I said, I don’t have a drinking 

problem.  (Never = 0 points and 8 total) 

Practitioner: OK, it sounds like you can decide how much you want to drink and stick with it.  

(Reflection)  I just have a few more questions for you.  Thanks for sharing this 

information with me.  (Affirmation)  How often during the last year have you 

failed to do what was normally expected from you because of your drinking?  

Young Adult: Well, I did have to miss school one day and I called into work sick because I was 

so hung over.  I guess that’s considered failing to do what’s expected of me.  But 

it was just that one time.  (Less than monthly = 1 point and 9 total)  

Practitioner:  Drinking interfered with your school and work responsibilities that one time, 

and it sounds as though this isn’t a regular occurrence.  (Reflection)  How often 

during the last year have you needed an alcoholic drink in the morning to get 

yourself going after a heavy drinking session? 

Young Adult: Never.  I’m not an alcoholic.  (Never = 0 points and 9 total) 

Practitioner: Never.  (Reflection)  My next question is: How often during the last year have 

you had a feeling of guilt or regret after drinking? 

Young Adult: I only regretted drinking that one time, when I had to miss school and called in 

sick.  That just isn’t me.  (Less than monthly = 1 point and 10 total)  

Practitioner: It sounds like being on top of your school and work responsibilities are 

important to you.  (Affirmation)  How often during the last year have you been 

unable to remember what happened the night before because you had been 

drinking?  

Young Adult: Never.  I don’t black out.  (Never = 0 points and 10 total) 

Practitioner: That’s a good thing.  (Affirmation)  Have you or someone else been injured as a 

result of your drinking? 

Young Adult:       No, never.  Nothing crazy like that.  I keep it under control.  (Never = 0 points 

and 10 total) 

Practitioner:  Keeping your drinking under control seems to be important to you.  You don’t 

want it to affect your life negatively.  (Reflection)  

Young Adult: Yeah, that’s right.  

Practitioner: OK, I have one last question for you.  Has a friend, doctor or other health 

worker been concerned about your drinking or suggested you cut down? 
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Young Adult: Well, my girlfriend has bugged me about it.  I think she makes too big of a deal 

of it though.  I know when it’s time to be serious and when it’s time to let loose 

and have fun.   

Practitioner: You like to keep a healthy balance of school and fun.  (Reflection)  And when 

was it that your girlfriend last expressed concern about your drinking?  

(Clarifying question) 

Young Adult:  A month or so ago.  That’s when I missed school and called in sick to work that 

one time.  (Yes, during the last year = 4 points and 14 total) 

The client/patient scored 14 on the AUDIT.  For a young adult age 18 and older, when the AUDIT 

score is between 8 and 19, such as this one, a brief intervention focused on the reduction of hazardous 

drinking using simple advice and motivational enhancement techniques is most appropriate. For 

adolescents, this score indicates high risk, possible dependence and should be referred for further 

evaluation. 

AUDIT-C and AUDIT Role Play 

 
 

 Role Play Exercise:  Partner with someone to practice some of the  

  techniques that you are learning.  For this situation, one person will act as the 

practitioner using the three questions of the AUDIT-C, and one person will act as the 

adolescent who is seeking help for some bothersome behaviors.  Use the blank AUDIT-C 

in Appendix A to complete the role play. 

Adolescent: You are a 15-year-old adolescent who was recently kicked out of the school 

play for misbehaving.  Your dad suggested that you talk to a counselor because you have 

been “moody” and “unmotivated to do your schoolwork.”  You are angry that they might 

kick you out of the house if they found out that you are taking Xanax recreationally and 

drinking a lot (even on the weekdays).  If asked, you might say something like: “A lot of 

my friends and I go out and drink on the weekends, maybe on Thursday nights too.  I don’t 

want to stop hanging out with my friends, and my parents would kill me if they knew how 

much I am drinking.”  
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GAIN-SS 

The Global Appraisal of Individual Need – Short Screen (GAIN-SS) is another screening tool 

recommended for adolescents, young adults, and adults.82  It takes approximately 3-5 minutes to 

administer and assesses level of risk for mental health and conduct problems, alcohol and/or drug use and 

crime or violence.  

Using the GAIN-SS 

The GAIN-SS tool includes the introduction paragraph below that should be read to the adolescent:  

“The following questions are about common psychological, behavioral, and personal problems. 

These problems are considered significant when you have them for two or more weeks, when they 

keep coming back, when they keep you from meeting your responsibilities, or when they make you feel 

like you can’t go on.  After each of the following questions, please tell us the last time that you had 

the problem, if ever, by answering. “In the past month” (3), “2-12 months” (2), “1 or more years 

ago” (1), or “Never” (0).”    

Each question should be asked, in order with the appropriate answer recorded.  The stem for each section 

should be read for every individual item (ex. “When was the last time…”).  The GAIN-SS may be 

administered in interview form or self-administered. The GAIN-SS tool is in Appendix A. 

 Role Play Exercise:  Partner with someone to practice some of the 

   techniques that you are learning.  For this situation, one person will act as the 

practitioner using the AUDIT, and one person will act as the young adult who is seeking 

help for some bothersome behaviors.  Use the blank AUDIT in Appendix A to complete the 

role play. 

Young Adult: You are a 19-year-old woman/man who is living with her/his parents after 

dropping out of college three months ago.  Your mom suggested that you contact someone 

to talk to because you have been “moody” and “unmotivated to get a job.”  You are scared 

that they might kick you out of the house if they found out that you are drinking a lot and 

taking Adderall recreationally.  If asked, you might say something like: “A lot of my 

friends and I go out and drink on the weekends, sometimes on Wednesday nights too.  I 

don’t want to stop hanging out with my friends, and my parents would kill me if they knew 

I was drinking so much and taking my little brother’s Adderall. I don’t think they even 

know that I smoke.” 



 

MODULE 2:  SCREENING PAGE |  34 

Scoring the GAIN-SS 

The GAIN- SS is scored by adding up to the number of 2s and 3s for each section and then by completing 

the section at the end.82   

Below is some example language that you can use when administering the GAIN-SS. 

“To help us get a better understanding of any problems you might have, how they are related to each 

other, and what kind of services might help you the most, I would like to spend about 5 minutes 

asking you some questions that we use with many of our clients. Your answers are private and will be 

used only to assess how to best serve you and meet your needs. If you are not sure about an answer, 

please give us your best guess. Please ask if you do not understand a question or a word. At the end 

of the interview, I will check to make sure that everything is complete, and I’ll answer any additional 

questions. Do you have any questions before we begin?” 

The GAIN-SS is part of a family of GAIN instruments developed by Chestnut Health Systems.  More 

extensive information about the GAIN-SS, including the administration and scoring manual, population 

norms, and training is available on the GAIN website at: http://www.gaincc.org/GAINSS.  

S2BI 

Created by Boston’s Children’s Hospital and introduced in 2014, Screening to Brief Intervention (S2BI) 

is a brief, validated electronic and paper screening tool for youth aged 12-17 years.83  The S2BI can be 

self-administered or conducted as an interview.  

This relatively new tool begins with a single question to assess the frequency of substance use in the past 

year.  The substances screened in S2BI are categorized into eight categories including alcohol, marijuana, 

cocaine and prescription drugs. The tool is based off of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-5) diagnoses for Substance Use Disorders available in Appendix C. 

Using the S2BI 

The brevity of the tool enables it to be easily integrated into routine care for adolescents with little burden 

to the practitioner.  It should be administered to the adolescents during each visit in whichever form that 

is most convenient to the healthcare settings.  A copy of the S2BI is available in Appendix A. 

Before administering the questions, begin by reading the following statement. 

“The following questions will ask about your use, if any, of alcohol, tobacco, and other drugs. Please 

answer every question by clicking on the box next to your choice.” 

The S2BI begins with three initial questions that ask about how many times the adolescent has used 

tobacco, alcohol, and marijuana in the past year. If the answer to all three questions indicates they have 

“Never” used any of these substances, the practitioner stops the screen.  If the answer to any of the three 

http://www.gaincc.org/GAINSS
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initial questions indicates use in the last year, the practitioner should ask the remaining four questions 

about use of prescription drugs, illegal drugs, inhalants, herbs or synthetic drugs then provide brief 

intervention based on level of use as follows: 84 

No Use on Initial Questions – Provide positive reinforcement. 

Once or Twice – Provide brief advice. 

Monthly Use or Weekly Use – Provide brief motivational intervention (assess for problems, advise 

to quit, make a plan) to reduce use and risky behaviors; for weekly use provide referral to treatment. 

 

The following table summarizes the risk level and recommended interventions based off of the 

adolescent’s answers to the S2BI: 84 

Frequency of using tobacco, 
alcohol, or marijuana 

Risk Level Brief intervention 

Never No use Positive Reinforcement 

Once or Twice No Substance Use Disorder Brief Advice 

Monthly 
Mild/Moderate Substance Use 

Disorder 
Further assessment, brief 
motivational intervention 

Weekly or more Severe Substance Use Disorder 
Further assessment, brief 

motivational intervention, referral 

 

S2BI Role Play 

 
 

 

Role Play Exercise:  Partner with someone to practice administering the S2BI.  

 One person will act as the practitioner and the other will act as an adolescent 

seeking help for some bothersome behaviors.  Use the blank S2BI in Appendix A to 

complete the role play. 

Adolescent: You are a 13-year-old who has recently been using alcohol on the weekends 

and has been struggling with your new school. You don’t want to talk with someone but 

your parents think it could be helpful, especially since you have transitioned to a new 

school this year. 
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DAST 

The Drug Abuse Screening Test (DAST-10) is a 10-item brief screening tool that can either be 

administered by a clinician or self-administered.  Each question requires a yes or no response, and the tool 

can be completed in less than 8 minutes.85 The DAST-10 was designed to provide a brief instrument for 

clinical screening and treatment evaluation and can be used with adults and older youth.86 

Using the DAST-10 

The DAST-10 can be self-administered (paper or electronic) or administered via in-person or telephone 

interview.  To administer the DAST-10, first let the adolescent know that: 

“I’m going to read you a list of questions concerning information about your potential involvement 

with drugs, excluding alcohol and tobacco, during the past 12 months.  When the words “drug 

abuse” are used, they mean the use of prescribed or over‐the‐counter medications/drugs in excess of 

the directions and any non‐medical use of drugs. The various classes of drugs may include: cannabis 

(e.g., marijuana, hash), solvents, tranquilizers (e.g., Valium), barbiturates, cocaine, and stimulants 

(e.g., speed), hallucinogens (e.g., LSD) or narcotics (e.g., heroin). Remember that the questions do 

not include alcohol or tobacco. If you have difficulty with a statement, then choose the response that 

is mostly right. You may choose to answer or not answer any of the questions in this section.”  

You should remind the adolescent that the term "drug abuse" refers to the use of medications at a level 

that exceeds the instructions, and/or any non‐medical use of drugs.  In their article Language, Substance 

Use Disorders, and Policy: The Need to Reach Consensus on an "Addiction-ary," Kelly et al. (2016) 

stress the importance of appropriate language and terminology to reduce stigma and discriminatory social 

and public health policies with regards to substance use.87  Along these lines, multiple providers have 

altered question 2 of the DAST-10 to replace the word "abuse" with "use."  

A copy of DAST-10 is located in Appendix A. 

Scoring and Interpreting the DAST-10 

Patients receive 1 point for every "yes" answer with the exception of question #3, for which a "no" answer 

receives 1 point.  Below is a table with scores and suggested actions.85 

DAST-10 
Score 

Degree of Problems 
Related to Drug 

Abuse 
Suggested Action 

0 No problems reported Encouragement and education 

1–2  Low level Brief intervention, monitor, and re‐assess at a later date 

3–5  Moderate level Further investigation, brief intervention plus brief therapy 

6–8  Substantial level Intensive assessment, brief intervention plus referral to treatment 

9–10  Severe level Intensive assessment, brief intervention plus referral to treatment 
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Below is a sample interaction between a practitioner and a young adult using both the AUDIT and DAST-

10. 

Sample Interaction: Screening with the AUDIT and DAST-10  

Setting: Tim is a 20 year old college student who is visiting an outpatient mental health center for 

possible depression.  He was referred to this program by the physician at the college health center 

whom he was mandated to see after getting caught drinking in his dorm room by the Resident 

Assistant.  During this first session, the practitioner (Carl) conducted assessments to determine if a 

clinical problem exists and, if necessary, to develop an appropriate treatment plan for Tim.  The 

practitioner used the AUDIT and DAST-10 screening instruments to assist in identifying if an alcohol 

problem or drug problem existed.   

The dialogue for the in-person AUDIT and DAST-10 screening is presented below.  The scoring of the 

instruments are calculated and noted in parentheses throughout the dialogue. 

Practitioner:       Hi, Tim.   

Young Adult: Hi. 

Practitioner: How are you feeling today? 

Young Adult: Not great.  That’s why I’m here.  

Practitioner: We’re going to discuss that.  I’m glad you’re here.  This is the first step.     

Young Adult: Okay.  

Practitioner: To start, I’d like to have a discussion with you so you can help me learn more 

about you and how we can work together on helping you feel better.  I’m going 

to ask you about various emotions, feelings and experiences, including anger 

and irritability, depression and anxiety, physical complaints, alcohol and drug 

use, and suicidal thoughts.  Is that okay?   

Young Adult: Sure. I fell pretty low. Maybe this will help somehow. 

Practitioner: I’m first going to ask you a set of questions about your alcohol use.  Is that 

okay? 

Young Adult: Sure, why not? 

Practitioner: Thanks Tim.  Okay.  How often do you have a drink containing alcohol? 

Young Adult: Almost every day. (4)  

Practitioner: How many standard drinks containing alcohol do you have on a typical day 

when you are drinking?  By standard, I mean a regular beer, a glass of wine or a 

typical hard liquor drink. 
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Young Adult: Umm, three, maybe four. (1) 

Practitioner: How often do you have five or more drinks on one occasion? 

Young Adult: On weekends.  I guess once or twice a week. (3) 

 Tim scored an 8 on the AUDIT-C, the first three questions of the AUDIT, which 

serves as a pre-screen.  Because this is a positive pre-screen score, Carl 

continues with the full AUDIT. 

Practitioner: How often during the last year have you found that you were not able to stop 

drinking once you had started? 

Young Adult: Multiple times.  A lot. 

Practitioner: Would you say weekly, or more than that? 

Young Adult: Yeah, probably weekly. (3) 

Practitioner: How often during the last year have you failed to do what was normally expected 

of you because of drinking? 

Young Adult: A bunch of times. 

Practitioner: Weekly or more like monthly? 

Young Adult: Monthly is about right. (2) 

Practitioner: How often during the last year have you needed a first drink in the morning to 

get yourself going after a heavy drinking session? 

Young Adult: Never. (0) 

Practitioner: How often during the last year have you had a feeling of guilt or remorse after 

drinking? 

Young Adult: I feel that way sometimes. 

Practitioner: About monthly?  Or less often? 

Young Adult: Monthly. (2) 

Practitioner: How often during the last year have you been unable to remember what 

happened the night before because you had been drinking? 

Young Adult: Monthly. (2) 

Practitioner: Have you or someone else been injured as a result of your drinking? 

Young Adult: No. (0) 

Practitioner: Has a relative or friend or a doctor or other health worker been concerned 

about your drinking or suggested you cut down? 

Young Adult: Yes. 
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Practitioner: Was this in the past year? 

Young Adult: Yes. (4) 

 Tim scored a 21 on the AUDIT.  This places Tim in the high risk range which 

warrants a referral to a treatment program for a diagnostic evaluation for 

alcohol dependence.  Before conducting a brief intervention, Carl continues with 

the DAST-10 screening for drug use. 

Practitioner: Thanks for being patient Tim. The last set of questions I have for you are about 

drugs.  Is it okay for me to continue? 

Young Adult: Sure. 

Practitioner: Okay, thanks.  These questions refer to the past 12 months.  Have you used drugs 

other than those required for medical reasons? 

Young Adult: Yes. (1) 

 Tim responded with a yes to the first question of the DAST-10, or the DAST-1 

pre-screen.  A yes response to the DAST-1 is a positive pre-screen.  Carl 

continues with the full DAST-10. 

Practitioner: Do you use more than one drug at a time? 

Young Adult: Yes. (1) 

Practitioner: Are you ever unable to stop using drugs when you want to? 

Young Adult: Yes. (1) 

Practitioner: Have you had “blackouts” or “flashbacks” as a result of drug use? 

Young Adult: No. (0) 

Practitioner: Do you ever feel bad or guilty about your drug use? 

Young Adult: Yes. (1) 

Practitioner: Do your parents ever complain about your involvement with drugs? 

Young Adult: Yes. (1) 

Practitioner: Have you ever neglected your family because of your drug use? 

Young Adult: Yes. (1) This is starting to make me look pretty bad. 

Practitioner: Well, Tim, your honesty is very helpful here. Shall we keep going? 

Young Adult: Sure. 

Practitioner: Have you ever engaged in illegal activities in order to obtain drugs? 

Young Adult: No (0) 
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Practitioner: Have you ever experienced withdrawal symptoms (felt sick) when you stopped 

taking drugs? 

Young Adult: Yes. (1) 

Practitioner: Have you had medical problems as a result of your drug use, such as memory 

loss, hepatitis, convulsions, or bleeding? 

Young Adult: No. (0) 

Tim scored a 7 on the DAST-10.  He also scored a 21 on the AUDIT.  These are both positive screen 

scores (“red flag”) and place Tim in in the high risk range, which warrants a referral to a treatment 

program for a diagnostic evaluation for alcohol dependence. This means that Tim should receive a 

referral to a substance use disorder treatment program so that he can be further evaluated.  Carl will 

review the screening score with Tim and conduct a brief intervention with the goal of getting him to 

accept the referral and attend the treatment program.  Carl should continue to monitor the alcohol and 

drug use when Tim comes in to the mental health center. A dialogue of the brief intervention, using the 

Brief Negotiated Interview technique, is provided in Module 3: Brief Intervention. 

NIDA Modified ASSIST: Level 1 and Level 2 

In 2015, the American Psychiatric Association (APA) revised a set of screening tools known as 

“emerging measures” for use in research and clinical evaluation.  The measures include self-administered 

screening tools for adults, adolescents (ages 11-17), and a set of screening tools for parents/guardians to 

administer with their children (ages 6-17).  For adults, adolescents, and parents/guardians, the APA 

provides a pre-screening or general screen (i.e., Level 1) that asks how much certain influences are 

impacting the patient/client (e.g., feelings of sadness or depression, worrying, alcohol and substance use).  

Both the adolescent and the adult measures assess mental health domains that are important across 

psychiatric diagnoses and are intended to help clinicians identify additional focus areas for therapeutic 

interventions. These patient assessment measures were intended for administration at the initial patient 

interview and/or to monitor treatment progress and symptom presentation over time.88  

The NIDA-Modified ASSIST Level 1: Pre-screen/General screen89 was adapted from the WHO’s 

Alcohol, Smoking and Substance Involvement Screening Test (ASSIST), Version 3.0. It can be used to 

assess use of alcohol, tobacco, drugs, and prescription medications for non-medical reasons. A rating of 

mild (i.e., 2) or greater on any item within a domain that is scored on a 5-point scale may serve as a guide 

for additional inquiry and follow-up to determine if a more detailed assessment for that domain is needed. 

The NIDA Modified ASSIST Level 2: Substance Use Screen was adapted from the NIDA Modified 

ASSIST and asks specifically about alcohol and substance use during the past two weeks.  Each of the 15 

items are rated on a 5-point scale (0=none or not at all; 1=less than a day or two; 2=several days; 3=more 

than half the days; and 4= nearly every day).  The rating of multiple items at scores greater than 0 
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indicates greater severity and complexity of substance use.  Scores on the individual items should be 

interpreted independently because each item asks about the use of a distinct substance.   

Both Level 1 and Level 2 tools can be found in Appendix A and accessed at: 

http://www.drugabuse.gov/nidamed-medical-health-professionals/tool-resources-your-practice/screening-

assessment-drug-testing-resources/american-psychiatric-association-adapted-nida. 

Other Screening Tools 

As noted at the beginning of this module, the tools previously introduced do not represent all validated 

screening tools available for SBIRT.  These tools are only the featured tools often recommended for 

adolescents. Other tools that may be used for screening include: 

■ NIAAA Youth Screening 42 – this simple, quick, empirically derived tool is used to identify risk for 

alcohol-related problems in adolescents ages 9-18 years.  A copy of the NIAAA Youth Guide is 

available at: 

http://www.niaaa.nih.gov/Publications/EducationTrainingMaterials/Pages/YouthGuide.aspx  

■ NIDA Quick Screen – this is a free, online screening tool for health professionals to assess risk of use 

of alcohol, tobacco, prescription drugs, or illegal drugs. More information is available at: 

https://www.drugabuse.gov/publications/resource-guide-screening-drug-use-in-general-medical-

settings/nida-quick-screen 

■ A summary of adolescent screening tools are included in the NIAAA published resource, Assessing 

Alcohol Problems: A Guide for Clinicians and Researchers.90 See Chapter 5 for adolescent measures. 

http://pubs.niaaa.nih.gov/publications/AssessingAlcohol/index.pdf.  

 

http://www.drugabuse.gov/nidamed-medical-health-professionals/tool-resources-your-practice/screening-assessment-drug-testing-resources/american-psychiatric-association-adapted-nida
http://www.drugabuse.gov/nidamed-medical-health-professionals/tool-resources-your-practice/screening-assessment-drug-testing-resources/american-psychiatric-association-adapted-nida
http://www.niaaa.nih.gov/Publications/EducationTrainingMaterials/Pages/YouthGuide.aspx
https://www.drugabuse.gov/publications/resource-guide-screening-drug-use-in-general-medical-settings/nida-quick-screen
https://www.drugabuse.gov/publications/resource-guide-screening-drug-use-in-general-medical-settings/nida-quick-screen
http://pubs.niaaa.nih.gov/publications/AssessingAlcohol/index.pdf
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Module 3:  Brief 
Intervention 
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Learning Objectives Suggested Readings 

1. Learn the steps of brief intervention 

based on the Brief Negotiated Interview 

Model. 

2. Practice conducting a brief intervention. 

■ Levy S, Winters K, Knight J. Screening, 

assessment and triage for treatment at a primary 

care setting. Clinical Manual of Adolescent 

Substance Abuse Treatment. 2010:65-82. 

■ Monti PM, Colby SM, O'Leary TA. Adolescents, 

Alcohol, and Substance Abuse: Reaching Teens 

through Brief Interventions. New York: Guilford 

Press; 2012. 

■ Myers MG, Brown SA, Tate S, Abrantes A, 

Tomlinson K. Toward brief interventions for 

adolescents with substance abuse prevention and 

comorbid psychiatric problems. In: Monti PM, 

Colby SM, O’Leary TA, eds. Adolescents, 

Alcohol, and Substance Abuse: Reaching Teens 

through Brief Interventions. New York: Guilford 

Press;  2001:275-296. 

■ Tanner-Smith EE, Lipsey MW. Brief alcohol 

interventions for adolescents and young adults: A 

systematic review and meta-analysis. Journal of 

Substance Abuse Treatment. 2015;21:1-18. 

■ National Institute on Alcohol Abuse and 

Alcoholism. Alcohol Screening and Brief 

Intervention for Youth: A Practitioner's Guide. 

Bethesda, MD: U.S. Dept of Health and Human 

Services; 2011. 

 

Brief Intervention Defined 

If screening indicates alcohol use, tobacco use, or use of illicit drugs or prescription drugs for non-

medical reasons, brief, solution-focused motivational interventions can 

be very effective in helping the adolescent or young adult reduce or 

stop alcohol or other substance use involvement.  Usually, brief 

interventions (BIs) immediately follow screening.  While a gap of a 

few days or a week may not dilute the effectiveness of the brief 

intervention, it is desirable to avoid delays.  The likelihood that 

adolescents or young adults will not show for their next scheduled 

appointment is increased if the time interval between a screening and 

the BI is too great.   

Brief Intervention (BI) 

a behavioral change 
strategy that is short in 
duration and that is 
aimed at helping a 
person reduce or stop 
a problematic behavior 
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BIs usually include feedback about the screening score generated from 

administering a validated and standardized screening tool such as the 

CRAFFT, AUDIT, S2BI or other tools as discussed in Module 2.  BIs 

also typically include discussions of these issues: how the youth’s level 

of use compares to national averages or to teenagers of the same gender 

or age group; concerns about the potential effects of substance use 

during adolescence or young adulthood; pros and cons of use; 

negotiating goals, including a commitment to cut back or stop use; and 

commitment to action. 

A BI can take as little as 5 minutes or stretch to several full-length 

sessions.  Use your best judgment to determine how to best integrate a 

BI into your clinical encounters.   

The skills necessary to provide effective BIs for adolescent substance use are not new.  Some 

practitioners already know and use Motivational Interviewing (MI) skills in their work.  The information 

in this Learner’s Guide may simply organize and sharpen existing skills to help adolescents and young 

adults who use alcohol and other substances.  For practitioners early in their professional development, 

the information may be new and will complement other course work or field experience received as part 

of your training. 

The use of Screening, Brief Intervention and Referral to Treatment (SBIRT) for adolescent alcohol and 

other substance use is growing across a range of medical and behavioral health settings.  The SBIRT 

model for teenagers is attractive, given that it is an efficient and cost-conscious approach that can be 

taught to a wide range of service providers.  Moreover, SBIRT is particularly fitting for adolescents 

because: the content can readily be organized around a developmental perspective; many substance-using 

teenagers do not need intensive, long-term treatment; and the client-centered, non-confrontational 

interviewing approach common to SBIRT is likely appealing to youth.  

A large body of research shows the effectiveness of the BI components of the SBIRT model for adults in 

medical settings and the evidence for this model for youth is growing.  A meta-analysis31 of 45 brief 

alcohol interventions (reported in 24 studies) found that relative to no treatment or treatment as usual, 

brief alcohol interventions were associated with significant reductions in alcohol use and alcohol-related 

problems.  These favorable results were also relatively consistent across the different therapeutic 

approaches, delivery sites, delivery formats, and intervention length.  Other meta-analyses and one 

systematic review found small but significant effect sizes for substance use outcomes resulting from BI 

and MI.19,27  A randomized control trial found that a computerized screening and brief advice protocol 

reduced substance use at three and twelve months following the intervention and also prevented initiation 

among those who had not started using substances.91 

The U.S. Preventive Services Task Force (USPSTF) reviewed the research on screening for unhealthy 

alcohol use in primary care and providing brief, problem-solving counseling (brief intervention).  It 

recommended that screening and brief intervention (SBI) be a routine practice for individuals aged 18 and 

Motivational 
Interviewing (MI) 

a communication method 
that is focused on the 
adolescent or young 
adult’s concerns and 
perspectives and works 
to enhance their internal 
desire, willingness and 
ability to change by 
exploring and resolving 
co-existing and opposing 
feelings about changing 
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older.  However, the USPSTF’s review of the literature with individuals under the age of 18 indicated 

that, though findings were promising, there was not enough published peer-reviewed literature to 

determine whether SBI should be recommended as routine practice for adolescents.  Nonetheless, despite 

no formal recommendation from the USPSTF for adolescent SBI, the American Academy of Pediatrics 

(AAP) and other professional medical associations and government agencies recommend incorporating 

SBI, and when possible a referral to treatment (RT), into routine care for adolescents.92  Figure H shows 

results from BI and SBIRT studies and literature reviews: 3 
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Figure H: Studies and Literature Reviews 

Adolescent BI and SBIRT Studies 

Study Results- conclusions Reference 

Meta-
analysis 

■ Brief interventions reduced drug and alcohol use as well as 
problem and criminal behaviors related to substance use in 
adolescents 

Carney & 
Myers, 201227 

Meta-
analysis 

■ Brief interventions to address alcohol misuse was associated with 
reduced alcohol use and presence of alcohol-related problems 

Tanner-Smith & 
Lipsey, 201531 

Meta-
analysis 

■ School-based individually-delivered (but not group-delivered) 
brief alcohol interventions were associated with significant 
improvements in alcohol consumption among adolescents 

Hennessy & 
Tanner-Smith, 
201593 

Literature 
review 

■ SBIRT may be effective with adolescents but further study is 
needed 

Mitchell et al, 
201394 

Literature 
review 

■ SBIRT may be effective with adolescents in acute care settings, 
but further study is needed particularly around intervention and 
implementation 

Yuma-Guerrero, 
et al., 201295 

Primary care 
computerize
d screening 
and brief 
advice 

■ Lower past-90-day alcohol use and any substance use at 3 and 
12 months 

■ 44% fewer adolescents who had not yet begun drinking had 
started drinking during the 12 month study period 

Harris et al, 
200291 

Community 
health center 

■ Decrease in marijuana use 
■ Lower perceived prevalence of marijuana  use and fewer friends 

using marijuana 

D’Amico et al., 
200832 

Emergency 
department 

■ Decrease in marijuana use and greater abstinence at 12 months Bernstein et al., 
200596 

BI and SBIRT Studies with Individuals Age 18+ 

Emergency 
department 

■ Reduced DUI arrests 
■ 1 DUI arrest prevented for 9 screens 

Schermer et al, 
200697 

Meta-
analysis 

■ Adaptation of motivational interviewing reduced alcohol, drug use 
■ Positive social outcomes: substance-related work or academic 

impairment, physical symptoms (e.g., memory loss, injuries) or 
legal problems (e.g., driving under the influence) 

Burke et al, 
200398 

Meta-
analysis 

■ Brief alcohol intervention was effective in reducing alcohol 
consumption in primary care setting 

Bertholet et al, 
200599 

Meta-
analysis 

■ Single-session brief alcohol interventions reduced consumption 
among heavy drinking college students 

Samson & 
Tanner-Smith, 
2015100 

Meta-
analysis 

■ Behavioral counseling interventions improve behavioral outcomes 
for adults with risky drinking 

Jonas et al, 
2012101 

Literature 
review    

■ Interventions can provide effective public health approach to 
reducing tobacco and unhealthy alcohol use 

Goldstein et al, 
2004102 

Meta-
analysis 

■ Brief interventions for alcohol use disorders generally found to be 
effective compared to control conditions and to extended 
treatment 

Moyer et al, 
2002103 

Trauma 
center 

■ 47% fewer re-injury (12 months) 
■ 48% less likely to re-hospitalize (36 months) 

Gentilello et al, 
1999104 
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This module presents the Brief Negotiated Interview (BNI) which is an example of an interviewing 

approach when implementing the BI model.105  The BNI was originally developed to be used in 

emergency departments.  Its use has expanded into a wide range of medical and behavioral health 

settings.  We present a version of BNI developed by the BNI-ART Institute at the Boston University 

School of Public Health.105  The BNI-ART Institute website (www.bu.edu/bniart) offers a number of 

supplemental resources in the public domain. 

The steps of the BNI are clearly laid out in Figure I along with example dialogue that you can use when 

discussing alcohol or other drug use with adolescents and young adults.  This resource is commonly 

referred to as the BNI Adolescent Algorithm.

http://www.bu.edu/bniart
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Figure I: BNI Adolescent Algorithm 

BNI 

Steps 
Elements Example Dialogue 

E
n

g
a

g
e

m
e

n
t 

■ Build rapport “Before we start, I’d like to know a little more about you. Would you mind telling me a little bit about 
yourself?” 

“What is a typical day like for you?” 

“What do you like to do for fun?” 

“What are the most important things in your life right now?” 

“Tell me about when you first used alcohol.  What was it like for you?” 

P
ro

s
 a

n
d

 C
o

n
s
 ■ Explore pros and cons 

■ Use reflective listening 

■ Reinforce positives 

■ Summarize  

“I’d like to understand more about your use of (X). What do you enjoy about (X)? What are the good things 
about using(X)? What else?” 

“What do you enjoy less about (X) or regret about your use?” 

“What is not so good about using (X)?” 

If NO con’s: Explore problems mentioned during the screening. “You mentioned that… Can you tell me 
more about that situation?” 

“So, on one hand you say you enjoy (X) because… And on the other hand you say….” 

F
e
e
d

b
a
c
k

 

■ Ask permission 

■ Provide information 

■ Elicit response  

“I have some information about the guidelines for low-risk drinking, would you mind if I shared them with 
you?” 

“We know that for adolescents drinking alcohol and using other substances such as marijuana, 
prescription and over-the-counter medications can put you at risk for problems in school, accidents, and 
injuries especially in combination with other drugs or medication. [Insert medical information.] It can also 
lead to problems with the law or with relationships in your life.” 

“What are your thoughts on that?” 

“In what ways is this information relevant to you?” 
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BNI 

Steps 
Elements Example Dialogue 

R
e

a
d

in
e

s
s

 R
u

le
r ■ Readiness scale 

■ Reinforce positives  

■ Envisioning change 

“To help me better understand how you feel about making a change in your use of (X), [show readiness 
ruler]… On a scale from 1-10, how ready are you to change any aspect related to your use of (X)?” 

“That’s great! It mean’s your ___% ready to make a change.” 

“Why did you choose that number and not a lower one like a 1 or a 2?” 

“What would have to be different for you to choose a higher number?” 

“It sounds like you have reasons to change.” 

N
e

g
o

ti
a

te
 A

c
ti

o
n

 
P

la
n

 

■ Write down Action Plan 

■ Envisioning the future 

■ Exploring challenges 

■ Drawing on past 
successes 

■ Benefits of change 

“What are you willing to do for now to be healthy and safe? ...What else?” 

(If more than one goal is identified): “What is the most important goal?” 

“What are some challenges to reaching your goal?” 

“Who could support you with this goal?” 

“How does this change fit with where you see yourself in a year? In five years?” 

“If you make these changes, how would things be better now? In five years?” 

S
u

m
m

a
ri

z
e

 a
n

d
 T

h
a

n
k
 ■ Reinforce resilience 

and resources 

■ Provide handouts 

■ Give action plan 

■ Thank the patient 

■ Schedule follow up 

“Let me summarize what we’ve been discussing, and you let me know if there’s anything you want to add 
or change…” [Review action plan.] 

[Present list of resources, if more services are warranted]: “Which of these services, if any, are you 
interested in?” 

“Here’s the action plan that we discussed, along with your goals. This is really an agreement between you 
and yourself.” 

“Thanks so much for sharing with me today!” 

“Would you mind if we went ahead and set up a follow up appointment in [X] weeks so I can check in with 
you to see how things are going?”  

 

Additional information about each of the BNI steps and the elements that comprise the steps can be found below. 
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Engagement 

Build rapport 

Building rapport with adolescents and young adults is vital to the brief intervention.  The first step in 

building rapport is to make sure the teenager is informed that what is talked about in the counseling 

session will be confidential, except if mandated reporting is required.  Then, follow with a general 

conversation to get to know the adolescent which includes relatively benign (but still informative) topics. 

You can start by getting to know the adolescent and asking questions.  For example, “What is a typical 

day like for you? What’s the most important thing in your life right now?”  

Then the topic can move to substance use. It is important to ask permission to talk about their use of 

substances. You can ask:  

“Would you mind taking a few minutes to talk about your [X] use? Where does your [X] use fit in 

your life right now?”  

“Would you mind taking a few minutes to talk about your answers to your [questionnaire/form/health 

health screen]?” 

Additionally it is important to reinforce how important it is for them to feel like they can speak with you 

about their substance use and ask questions at any time.  Saying “That’s great. You are showing great 

courage in talking about this.” is a good way to build rapport and to also encourage open dialogue. After 

spending some time building rapport, you may want to ask, “Do you have any questions for me?”  

Pros and Cons 

Explore pros and cons 

The next step in the BNI is to explore the pros and cons specific to their individual substance use. 

Exploring both positive and negative aspects about alcohol and drug use can help you further comprehend 

why the adolescent or young adult is using that particular substance.  You should ask them about their use 

and what they enjoy about that specific drug.  For example, “I’m curious, what do you like about drinking 

alcohol? ... So it sounds like you feel relaxed and you have fun when you’re drinking with friends, and 

you like the taste….”  

Among adolescents and young adults, alcohol can be tied to social situations, and understanding what 

they like and don’t like about their alcohol, marijuana, and other substance use is important.  For 

example, “I’m also curious if there is anything you don’t like about drinking alcohol? ...”  
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Additional example questions you can ask are:  

“I’d like to understand more about your use of [X]. What do you enjoy about [X]? 

“What is not as “good” about your use of [X]? What else?” 

“What are the less desirable things about your use of [X], like getting into trouble with your mom or 

being late for class at school because of your hangover…?” 

Use reflective listening  

Respond to the adolescent with a statement that guesses at what the adolescent has said.  It is especially 

important to use reflective listening after an adolescent responds to an open-ended question.  Be 

wary of falling into the question-answer trap which can make the adolescent defensive.  This skill 

demonstrates that you are listening and also provides an opportunity to clarify your understanding 

of what the adolescent has conveyed.  Try to offer an average of one or two reflections per question. 

These statements can vary from a simple repetition of what the adolescent has said to more complex 

reflections that attempt to continue with the adolescent’s line of thought.  Using reflective listening can be 

especially important with adolescents and young adults. If it feels like your conversation is repetitive 

and not progressing, your reflections are probably too simple.106  Module 5 discusses reflective 

listening in more detail and provides sample dialogue illustrating this skill (see Motivational Skill #3). 

Reinforce positives 

Accentuate the adolescent’s strengths.  Notice and acknowledge the positive in the adolescent’s intentions 

and actions.  Affirming the adolescent helps with engagement and can increase openness.  Not all 

affirmation needs to come from the practitioner.  You can ask the adolescent to describe his or her own 

strengths, successes and good efforts.  Affirmation is not equivalent to praise. Avoid using the word “I” in 

phrases such as “I am proud of you,” which can come across as parental.106  Instead, try phrases such as 

“Thank you for meeting with me and arriving early.” or “Even though your test didn’t go as well as you 

had hoped, you studied hard and even turned down a party in order to focus on your coursework” or 

“Thank you for being so open and willing to discuss a difficult subject.” 

Summarize 

Summarize the pros and cons of change that the adolescent mentions, emphasizing both sides equally. 

This strategy allows the adolescent to understand the dilemma and make a decision while maintaining 

neutrality of the practitioner.  Practitioners need to check with the client as to the accuracy of the 

summary.  Start with something like, “What I have heard so far is… So on the one hand you said 

<PROS>, and on the other hand <CONS>. Did I get that right? What are your thoughts about this?" 106 

Module 5 discusses summarizing in more detail and provides sample dialogue illustrating this skill (see 

Motivational Skill #4). 
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Feedback 

Ask permission 

The next step in the BNI model is to give feedback.  Prior to giving feedback, it is important that you 

always ask for permission to ensure that the individual is open to hearing some feedback.  Asking 

permission helps build rapport, e.g.  

“Would you mind if I provided you with some feedback about your use of alcohol?” or “As your 

provider, I want you to know that I’m concerned about your drinking. Would you mind if I shared 

some of my thoughts with you?”  

Another option is to focus on sharing guidelines instead of feedback specific to their drinking. “I have 

some information on low‐risk guidelines for drinking, would you mind if I shared them with you?” 

Provide educational information 

This step can also be used to share important educational information with the adolescent or young adult 

about the dangerous side effects or complications that can occur when they choose to drink, use other 

substances, or drive.  “When teens drink – things can go wrong, like injuring yourself….” Education 

about alcohol and other substance use should be given regardless of the quantity and frequency of use.  

Even though individuals over the age of 18 are considered legal adults, it is important to remember that 

their brain, including the prefrontal cortex which is responsible for making decisions, is not fully 

developed until age 25.  When the prefrontal cortex is not fully developed, adolescents or young adults 

may make riskier choices which can be confounded by alcohol and other substance use.  

An example of this is:   

“We know that drinking 3 or more drinks in 2 hours, or that drinking [X] alcoholic drinks and/or use 

of illicit drugs can put you at risk for illness and injury. It can also cause problems with parents or 

friends, and school problems such as missing class or doing poorly on a test or an assignment. What 

do you think about this?” 

This is also the step when you can utilize the screening tool to give feedback about how the adolescent or 

young adult’s alcohol or other substance use is putting them at risk for additional issues.  The table below 

illustrates risks related to adolescent and young adult substance use: 
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Substance Use Increases Risks 

Risks Associated with Adolescent Alcohol, Tobacco, and Other Substance Use 

Substance use increases the risk of: 

■ Sexually transmitted diseases/infections 

■ Unwanted pregnancies 

■ Poor school performance  

■ Violence  

■ Falls 

■ Depression 

■ Suicide 

■ Alcohol poisoning 

■ Drug overdose  

■ Alcohol has harmful effects on developing brains and bodies 

■ Alcohol is implicated in more than a third of driver fatalities resulting from automobile accidents  

■ Alcohol is implicated in about two-fifths of drownings    

■ Alcohol use interferes with good judgment, leading into risky behavior and vulnerability to sexual 
coercion 

■ Alcohol and tobacco use increase risk of using other drugs 

■ Alcohol use increases risk of developing  behavioral problems, including fighting, stealing, and 
skipping school  

 

Educating adolescents and young adults about their risks of health and other problems can help them 

decide to change, however, it can be especially helpful to focus on the social and family impacts that the 

alcohol use may have on the individual rather than just the physical long-term health effects.  It is also 

important to provide normative feedback.  Adolescents and young adults tend to think that their peers use 

more than they actually do.  Practitioners should be sure to become familiar with prevalence rates and 

patterns of substance use in your area (substance use norms) so that you can provide this information 

during the BI and compare their use to that of their peers.  Fact sheets are available at 

http://sbirt.webs.com/fact-sheets. 

Elicit response 

Continuing a dialogue with the adolescent or young adult is very important.  Asking simple, open-ended 

questions after you provide feedback is an easy way to elicit thoughts and feelings about your feedback.  

Some examples include, “What are your thoughts on that?”, “What reactions do you have to the 

information I have just shared?”, and “How useful is this information?” 

One of the greatest defenses of adolescence is denial.  Do not ask, “Do you have any questions about 

what I have just shared?”  The easiest answer for a resistant adolescent to this question is “No.”  It is 

more important to explore the feelings behind the thoughts.  Asking more open-ended questions about 

feelings or reactions will make it easier to continue the conversation than asking about thoughts. “What, if 

anything, we have discussed concerns or upsets you?” or “What thoughts or feelings do you have about 

the information we just discussed?” 

To transition from this feedback stage to negotiate an action plan, it is time to assess the adolescent’s 

readiness to change. 

http://sbirt.webs.com/fact-sheets
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Readiness Ruler 

Readiness scale 

The readiness scale is used to quantify the adolescent’s or young adult’s readiness to change.  When 

introducing the readiness scale, you should first define what the scale is and how it is used.  An example 

of this is, “The Readiness Ruler is a simple 1-10 scale we use to determine your readiness to change your 

(X) behavior, with 1 being not ready at all and 10 being completely ready.”  The BI is tailored to the 

individual’s readiness.  

Reinforce positives  

Regardless of the number the chosen, it is imperative that you are positive and encouraging of whatever 

stage of change they are in.  Especially for those who express a higher score on the Readiness Ruler, you 

could say, “You marked [X]. That’s great. That means you’re [X] % ready to make a change.”  

Envisioning change 

After reinforcing that any change is good change, you should then investigate “Why did you choose that 

number and not a lower one like a ‘1’ or ‘2’?” “What would it take for you to have chosen a higher 

number?”  Asking for a lower number can encourage more “change talk” than asking for a higher 

number.  Change talk is covered in more detail in Module 5.  This is a good step in the BNI process to 

discuss what peers may be doing and what the adolescent or young adult may be able to do.  An example 

of language you could use is “What some people your age decide to do is to stop drinking to see what it 

feels like.”  Or even “How do you feel about not drinking for two months?” 

Negotiate Action Plan 

The next step in the BNI is to negotiate the action plan.  This includes creating options and steps that the 

adolescent or young adult feels are realistic and obtainable.  

Ask the adolescent if they can think of ways to reduce their risk of alcohol-related problems, ways that 

make sense to them and that they could see themselves trying.  Some of the options the adolescent might 

suggest (or you could prompt) include: 

■ reducing drinking by 1 drink per day; 

■ setting a limit on the number of drinking days per week; 

■ counting drinks; 

■ not driving after drinking; 

■ avoiding triggers for excessive drinking, such as starting early at happy hours or engaging in drinking 

contests; 
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■ developing activities that are alternatives to drinking; 

■ eating while drinking so the alcohol is absorbed more slowly; 

■ going for a walk or exercise when feeling stressed instead of having a drink;  

■ not giving in to social pressures to drink; 

■ drinking only during evening meals; and 

■ alternating alcoholic beverages with non-alcoholic beverages.  

 

For adolescents whose drinking puts those in the moderate or high risk categories, simple advice to 

reconsider their drinking patterns, cutting back or abstaining from alcohol can be powerful.  Non-

confrontational advice expressed with concern can motivate many people to change or rethink their use.  

You might say, “Have you considered cutting back your drinking?  Reducing your alcohol use could 

reduce your risk of problems, and cutting back could really help you concentrate on the issues that led 

you to come in today.  I am concerned that your continued drinking at this level may make things worse.  

I think following the recommended drinking guidelines would help make things better.  If you are not 

ready to change, you might consider doing one or more of these things…:” 

■ keep track of how often and how much you are drinking. 

■ notice how drinking affects you. 

■ list pros and cons of changing your drinking. 

■ deal with things that may get in the way of changing. 

■ ask for support from your doctor, a friend or someone else you trust.59 

You can use the Setting Goals for Change Exercise, which is located in Appendix D of this Learner’s 

Guide, and the Change Plan Worksheet, located in Appendix E, to help develop cutting back goals with 

the adolescent. 

Write down Action Plan 

As you discuss what the action plan could include, it is always a good idea to write down the steps and 

ideas you discuss.  Some example dialogue that you can use is “Those are great ideas! Is it okay for me to 

write down your plan, your own prescription for change, to keep with you as a reminder?” 

Envisioning the future  

The action plan should be focused on steps for the future and be action-oriented. Example language could 

be, “What do you think you can do to stay healthy and safe?” or “What will help you to reduce the things 

you don’t like about using (x, y, z)?” or “Who can help or support you with the goal?”  While the action 

plan should be focused on the future, it should include some immediate steps to help the adolescent or 

young adult achieve their goals.  
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Exploring challenges and drawing on past successes 

Identifying challenges that the adolescent or young adult have already faced can help to both build 

confidence and to come up with contingency plans in case those situations may arise again.  “What are 

some of the challenges to reaching your goal?” “What situations may be difficult for you to maintain the 

goal of reducing drinking?” “How can you address these challenges? 

Past successes in dealing with challenges may reinforce new challenges.  “Tell me about a time when you 

overcame challenges in the past. What kinds of resources did you call upon then? Which of those are 

available to you now?”  

If the adolescent or young adult does not come up with any challenges, you can inquire about challenges 

in other aspects of their life and how they overcame those challenges. “What have you planned/done in 

the past that you felt proud of?” “What challenges do you face?” “Who/what has helped you overcome 

these challenges and succeed? How can you use that (person/method) again to help you with that 

challenges of changing now?” Ask the adolescent, “What things would make it easier for you to not 

drink?” and make sure to enquire “Is there anybody in your life who could support you in not drinking?”   

Benefits of change 

Start by asking the adolescent to identify the possible benefits of change.  For example, “If you make 

these changes, in what ways would things be better?” Remind the adolescent or young adult about all of 

the benefits of changing their behavior, regardless of their individual action plan. Ask, “How will some of 

the ‘cons’ you noted be reduced or eliminated?” or “What will be the signs of change that you, your 

family or friends might notice?”   

Summarize and Thank 

The brief intervention should end with summarizing and reviewing what was discussed, going over the 

action plan and ensuring that all questions have been answered.  Reinforce resilience by summarizing the 

discussion and in particular focusing on the adolescent’s strengths, their interest in problem solving, and 

their openness to engage in a difficult discussion.   

Summarize Action Plan 

“Will you summarize the steps you will take to change your [X] use?”  

“Let’s summarize the steps you will take to change your [X] use?” “I’ve written down your plan, a 

prescription for change, to keep with you as a reminder...Do we have this correct?”  

“And we talked about possible challenges and way to address them.” 
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Reinforce resilience and resources 

At the end of the brief intervention, it is important to reinforce resilience and remind the adolescent or 

young adult of the resources they have available while making this change. These resources may include 

friends, teachers, parents, school or community–based groups, further assessment, intensive substance use 

treatment, mental health treatment, or self-help groups, among others. Through the assessment, you 

should gain an idea of the quality of the adolescent’s relationships, and whether they are a resource or 

obstacle to change. As a practitioner, you should become familiar with each type of resource so that you 

can discuss what these options are with the adolescent. This is done by focusing on the adolescent’s 

strengths for making this change.  You might ask, “Which of these services, if any, are you interested in?” 

Provide handout 

Provide the adolescent with handouts or additional information on outpatient counseling, self-help groups 

including Alcoholics Anonymous, Narcotics Anonymous, SMART Recovery, primary care or mental 

health providers.  If a referral is part of the plan, conduct a warm hand-off to the referral source.  Set a 

follow-up appointment to check in with the adolescent at a later date.  For more information on referrals, 

conducting warm hand-offs, and effective treatment approaches for adolescents, see Module 4.  

Additional information about mutual support groups can be found in Appendix F. You might ask, “Which 

of these services interest you at this point?” 

Give an Action Plan 

One of the final steps of the BNI is to hand the adolescent or young adult a copy of the finalized Action 

Plan. You might say, “Here’s the action plan we discussed along with your goal.  This is really an 

agreement between you and yourself.” 

Thank the adolescent 

Finally, thank the adolescent or young adult for taking the time to speak with you and, if applicable, 

notify the adolescent that you are a resource that they can feel free to contact in the future.  For example, 

“Thanks so much for sharing with me today!  I would like to follow up with you in a few weeks and check 

in on your progress towards reaching your goals.” The offer of follow-up is often seen as an offer of 

continued support. 

Brief Intervention Observation Sheets 

Brief Intervention Observation Sheets (BIOS), such as the BNI-ART Institute BIOS below, can be used 

by an observer to assess the use of brief intervention using key motivational interviewing skills 

throughout a role play.  The observer listens for examples of each element of the brief intervention and 

places a check mark in the appropriate box.  The observer also rates specific skills.  The information 

recorded by the observer is used to provide helpful feedback following the role play or during simulated 

exercises.  A BIOS for Kognito’s SBI with Adolescents Simulation Program is also presented. This BIOS 
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is designed for observers to use with Kognito’s online simulation program. The BNI-ART and Kognito 

BIOS are based on the BNI model.   

Alternative BIOS are offered in Appendix G.  These BIOS are based on the BI Adherence/Competence 

Scale, created by D’Onofrio et al.107 for Project ED Health, and the Oregon Brief Intervention 

Observation Sheet.  

Other BIOS are available such as the Clinical SBIRT Proficiency Checklist (CSPC) which assesses 

competency.108,109 A copy of the Proficiency Checklist can be found in Appendix O: Resources. Also, the 

SBIRT Checklist for Observation in Real-time (SCORe) which assesses adherence based on the 

FRAMES model can be found at http://onlinelibrary.wiley.com/doi/10.1111/add.13657/full.110 

 

 

http://onlinelibrary.wiley.com/doi/10.1111/add.13657/full
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Sample Interaction: Screening and Brief Intervention with 
CRAFFT Questions 

Setting: Mary, a 16 year old high school junior, was arrested for vandalism of school property when 

she was caught spray painting graffiti after school.  Because this was her first offense, she was 

instructed to participate in a school-based diversion program for one year.  During her first session in 

the program, Mary met with the practitioner (Steve) who conducted a risk assessment to identify any 

behavioral health issues and to connect Mary to appropriate services. The practitioner conducted a 

screening using the CRAFFT questions and Mary scored positive, indicating the need for further 

intervention.  

The dialogue below presents the brief intervention. 

Practitioner:       Thanks for bearing with me and answering all of those questions.  Now, I’d like 

to learn a little more about you.  What is a typical day like for you? 

Adolescent:         It’s boring.  I wake up, go to school, and sit through very long classes.  Then I go 

home and watch TV. Some days I stay after school for my art class. My mom 

comes home at some point.  After dinner I do my homework.  Then it starts all 

over again the next day. 

Practitioner: That sounds like a typical day for a high school student.  What’s the most 

important thing in your life right now? 

Adolescent: My grades.  I really want to get into art school.  That is why I sometimes stay 

after school.  To continue working on my assignments.  My teacher also lets me 

work on some new projects if I finish the assigned ones early. 

Practitioner: So you’re interested in art.  What kind is your favorite? 

Adolescent: My painting and drawing class. 

Practitioner: That sounds like fun.  I’m glad you enjoy that.  Based on your responses to some 

of my questions, I was wondering if you’d mind taking a few minutes to talk 

about your alcohol use? How does your use fit into your typical day? 

Adolescent: Well I don’t drink every day.  As I said, my days are usually same old same old.  

I focus on my studies and don’t have much of a life outside of school.  My mom 

noticed that something was bothering me and encouraged me to spend time with 

friends.  But I’m not that comfortable socially.  So, I went to a party with a 

couple of friends from my class and there was drinking.  I drank as well, so I’d 

fit in.  I met some new friends who showed me some of their awesome graffiti art 

when I was there.  So I like to drink when I’m with these friends because we have 

the same interest in art and we can share ideas.   
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Practitioner: How much do you drink when you’re with your friends? 

Mary: Three or four drinks.  Just something sweet, like Smirnoff Ice or hard lemonade.  

Beer doesn’t taste good.  And, it’s just on the weekends, two or three days a 

week. 

Practitioner: Is that every weekend, or just on some? 

Adolescent: Not every weekend! Just 2 or 3 weekends a month. 

Practitioner: I’d like to understand more about your alcohol use.  What do you enjoy about 

drinking? 

Adolescent: I’m a whole different person when I drink.  I can let loose and I’m much more 

fun.  It is easy for me to be social when I’m drinking.  I’m in the moment and I’m 

having fun.  I’m not just the studious one anymore.  I fit in. 

Practitioner: What is not as good about your drinking? 

Adolescent: Oh, I don’t know. Sometimes the day after I drink, I have a bad headache and I 

spend a lot of time sleeping.  I’ve had less time and energy to study and to do my 

homework.  When we drink on a Sunday and I have school the next day, I can be 

very tired and can’t concentrate in class.  My grades have dropped.   

Practitioner: Anything else? 

Adolescent: I haven’t felt like working on my paintings.  I had a good friend in that class, and 

we used to stay after together to work on assignments.  We’re not really friends 

anymore.  She doesn’t fit in with my group. 

Practitioner: So on the one hand you said that drinking relaxes you, makes you feel more 

social, and helps you to fit.  On the other hand it is having an impact on you 

academically.  Your grades are dropping because you’re less able to 

concentrate on studying and doing your homework.  You also have lost some 

interest in your painting and drawing and lost a good friend of yours as a result.  

What do you think about that? 

Adolescent: If I don’t drink I won’t be welcomed in my group of friends.  There’s not really a 

choice.  My choice is whether I want to have friends or whether I want to do well 

in school and get into a good college.  It’s hard not having friends. 

Practitioner: What about the friend in your painting class?  This friendship didn’t require you 

to drink.  

Adolescent: Right. We spent time after school working on our projects.  And we talked. I 

guess I could be myself. I didn’t get into trouble trying to fit in. 

Practitioner: I have some information on drinking. Would you mind if I shared it with you? 

Adolescent: What, that I should stop?  Okay, what is it? 
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Practitioner: Drinking three or four alcoholic drinks at one time is binge drinking. It can 

impair your judgment.  It has been associated with risky behaviors.  In fact, 

teens who drink in excess are more likely to have unwanted pregnancies or to 

contract a sexually transmitted disease.  They have also gotten into car 

accidents.  Of course, drinking also has a negative impact on grades. Not to 

mention, extended use will put you at risk for illness.  What are your thoughts on 

that? 

Adolescent: I was really just focusing on the fitting in part of drinking.  And I didn’t think 

much of the number of drinks I was having.  They’re just sweet drinks   I guess 

vandalizing the school was pretty stupid.  The drinking must have “impaired my 

judgment.” 

Practitioner: You may be surprised to hear that your peers are drinking less than you think.  

Only 10% have had three or more drinks at one time.  Less than 30% have had 

any alcohol in the past 30 days.  What do you think about that? 

Adolescent: Really?  I thought most of the people in my school drink.  Everyone was drinking 

at the party.  We drink every time my friends and I get together.  I drink so that I 

fit in.  But really most people my age don’t drink? 

Practitioner: That’s right.  Teens often think that their peers are drinking more than they 

really are.  They’re always surprised when I provide them this information.   

Adolescent: So my drinking is actually making me less like my peers? 

Practitioner: That’s a good way to look at it.  Let’s talk a bit about how you want to address 

your drinking. This readiness ruler is like the pain scale that many doctors use in 

their offices.  On a scale from one to ten, with one being not at all ready and ten 

being completely ready, how ready are you to change your alcohol use? 

Adolescent: Um, I don’t know.  Maybe a 5? 

Practitioner: 5?  That’s good.  You’re 50% ready to make a change.  Why a 5 and not a lower 

number like a 3? 

Adolescent: Well my peers aren’t really drinking like I thought they were.  I was more like 

everyone else than I thought.  Plus, I really did something stupid when I was 

drinking and I got in trouble.  I never would have done those things if I weren’t 

drinking or hanging out with this group of friends.  The only problem is that I 

was pretty lonely before I started drinking.  It’s really tough to feel like an 

outsider.   

Practitioner: I understand what you’re saying.  But you did have a friend in your painting 

class – with similar interests.  And you could be yourself with this friend.  And 

you certainly have goals and interests – like your grades and getting into art 

school. 
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Adolescent: That’s true. 

Practitioner: So, let’s make a plan to help you reduce, and possibly stop, your drinking.  What 

will help you reduce the things you don’t like about drinking? 

Adolescent: Well, not going out to the parties.  But I don’t know about my friends.  They all 

drink. 

Practitioner: Are there alternative things to do?  Or places to go?  And what about the friend 

in your painting class? 

Adolescent: I can try to see if she would go to the movies or to the mall, or just get together 

to paint.   

Practitioner: That’s a good idea.  Anything else? 

Adolescent: Well I’m not sure.  Maybe I can tell my other friends that I’m not drinking so 

that I can do well on the SAT and get into my top choice for art school.  I could 

try to do something with my art friend outside of school.  I just don’t like being 

alone all the time after school and on weekends. 

Practitioner: These are all good ideas. What can help you to carry out this action plan?  

Sometimes, looking at what worked well in other situations can help us figure 

out how to be successful in new ones. Tell me about a time when you overcame a 

challenge in the past.  What kinds of resources did you call upon then? 

Adolescent: When my parents got divorced it was really hard.  My dad moved out and then 

moved across the country to be closer to his brother.  He’s remarried now and 

has a whole new family.  My mom was very supportive then.  So was my aunt, 

her sister.  My teacher at the time was understanding and took extra time with 

me to make sure everything was okay and to support me in the classwork.   

Practitioner: Which of these supports are available to you now? 

Adolescent: My mom is, but she doesn’t know about my drinking.  She just found out about 

my getting caught vandalizing school property.  She was surprised and very 

angry.  Before, she just thought it was great that I was socializing and had a new 

group of friends.  I don’t think she realizes my grades have dropped.  My aunt is 

cool though.  Maybe I can tell her.  And my painting and drawing teacher is 

pretty supportive, too.  It is usually pretty quiet in the classroom after school. 

Practitioner: So it sounds like you do have some people you may be able to count on.  And 

your mom may be understanding if you talk openly to her.   

Adolescent: Right…maybe.  



 

MODULE 3:  BRIEF INTERVENTION PAGE |  66 

Practitioner: Let me summarize what we’ve been discussing, and you let me know if there is 

anything else you want to add or change.  Your goal is to do well on the SATs 

and get into the art school of your choice.  But you feel that your life is pretty 

dull and you don’t have friends to socialize with.  You feel uncomfortable 

socializing.  You started drinking to make socializing easier and to fit in.  

However, you got caught vandalizing the school, which you related to your 

drinking and how it might have impaired your judgement.  You said that you’d 

try to explain to your friends that you’re not drinking to improve your chances 

on the SAT, and to suggest going to the mall or to the movies instead of to 

parties.  You also said you can ask your friend from painting class to do things 

outside of school.   

Adolescent: That sounds about right. 

Practitioner: Good.  You’re scheduled to attend this program once per week.  Let’s touch base 

again in two weeks to see how you’re doing. 

Adolescent: Okay, that sounds like a plan. 

Practitioner: Thank you Mary.  
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Brief Intervention Role Play 

 
 

 

 
 

 

 Role Play Exercise:  Partner with someone to practice conducting a brief  

 intervention.  One person will act as the young adult and the other as the 

practitioner who has administered the AUDIT and determined, based on an AUDIT score 

of 25 that the young adult is at high risk of alcohol-related problems.  Practice 

engaging/establishing rapport, exploring pros and cons, giving feedback, using the 

readiness ruler, negotiating an action plan, summarizing and thanking the adolescent.   

Young Adult: You are a 18-year-old young adult who seeks some help because you feel 

like you have very little energy and feel depressed and blue.  If asked about alcohol use, 

you might say something like: “I drink 4 or 5 drinks most days after school at my friend’s 

house and a few more on the weekends at parties.  It is really the only way I relax.  I have a 

lot of stress in my life, and it is just my release.  I don’t see any problem with it.” 

 Role Play Exercise:  Partner with someone to practice conducting a brief  

 intervention.  One person will act as the adolescent and the other as the 

practitioner who has administered the CRAFFT and the adolescent scored a 4. Practice 

engaging/establishing rapport, exploring pros and cons, giving feedback, using the 

readiness ruler, negotiating an action plan, summarizing and thanking the adolescent.   

Adolescent: You are a 16-year-old adolescent who is worrying all the time about failing 

out of school.  You have had several acute feelings of panic and doom, which also worries 

you a lot.  You know that your teacher has contacted your parents about performing poorly 

on recent assignments and tests.  Sometimes you just feel like blowing up, the pressure of 

school gets so high.  You feel you have to work harder in school than your friends.  If asked 

about your drinking, you might say something like: “I don’t think I need to stop drinking.  I 

only have a couple of shots of vodka or maybe a beer or 2.  My health is good and besides, 

you’re only young once.” 
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Case studies included in Appendix H can be used for additional role play exercises.

 Role Play Exercise: Partner with someone to practice conducting a brief  

 intervention. One person will act as the practitioner and the other will act as an 

adolescent seeking help for some bothersome behaviors.  The adolescent has scored at risk 

on the S2BI. 

The practitioner can assume for this role play that the adolescent has been handed off to 

you by another professional (e.g., medical assistant, physician, nurse, office staff, and 

health educator). 

You might start providing feedback about screening, by saying: 

“Hi, my name is _____________ and I am a <job title> here. Is it okay if I took 

about 10 minutes of your time to discuss the results of the screen you just 

completed? Let’s start by talking about your responses on the screen and exploring 

more about your experiences with alcohol or other drugs. I’m not going to lecture 

you or tell you what to do about alcohol and drugs; you’re in charge of you and 

only you can make those decisions. I just want to think with you about your use and 

how it fits into your life. Would this be okay?” 

Adolescent: You are a 13-year-old adolescent who has recently been using alcohol on the 

weekends and has been struggling with your new school. You don’t want to talk with 

someone but your parents think it could be helpful especially since you have transitioned to 

a new school this year. 



 

MODULE 4:  REFERRAL TO TREATMENT AND FOLLOW-UP PAGE |  69 

Module 4:  Referral to 
Treatment and Follow-up  
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Referral to Treatment  

Learning Objectives Suggested Readings 

1. Learn which substance use disorder 

treatment options are best suited to 

address the needs of adolescents. 

2. Understand unique challenges that you 

will encounter when referring 

adolescents to treatment, relating to 

confidentiality and push back. 

3. Recognize what constitutes a warm 

hand-off when referring adolescents to 

treatment. 

4. Understand the importance of follow-up 

and learn what to cover during these 

encounters. 

■ National Institute on Drug Abuse. Principles of 

Adolescent Substance Use Disorder Treatment: A 

Research-based Guide. Bethesda, MD: NIDA; 

2014. 

■ Williams RJ, Chang SY. A comprehensive and 

comparative review of adolescent substance abuse 

treatment outcome. Clinical Psychology: Science 

and Practice. 2000;7(2):138-166. 

■ Meyers K, Cacciola J, Ward S, Kaynak O, 

Woodworth A. Paving the Way to Change: 

Advancing quality interventions for adolescents 

who use, abuse or are dependent upon alcohol and 

other drugs. Philadelphia, PA: Treatment Research 

Institute; 2014.  

■ Winters KC, Tanner-Smith EE, Bresani E, Meyers 

K. Current advances in the treatment of adolescent 

drug use. Adolescent Health, Medicine and 

Therapeutics. 2014;5:199. 

 

A very small number of adolescents will require a level or intensity of treatment beyond that of which you 

may be able to provide.  Those adolescents may be referred to a treatment facility that offers inpatient 

and/or outpatient treatment programs.  Adolescents who enter treatment are referred from a variety of 

sources.  The 2016 Treatment Episodes Data Set (TEDS) reports that 78,018 adolescents aged 12-17 were 

admitted to treatment centers in 2014. Of those admitted, 44% were referred from the court/criminal 

justice system, but nearly 20% of admissions were self-referred (see Figure J).111  This percentage of self-

referred admissions underscores the importance of the brief intervention, which encourages youth to take 

positive actions around their alcohol and/or substance use. Through SBIRT, adolescents in need of 

treatment can be identified and given the information they need to enter treatment from school, medical 

and community sources. 

  



 

MODULE 4:  REFERRAL TO TREATMENT AND FOLLOW-UP PAGE |  71 

Figure J: Adolescent Substance Use Treatment by Referral Source 

 

SOURCE: 2004-2014 Treatment Episode Data Set111 

Of course, the adolescent must be agreeable to participating in treatment.  How you broach and discuss 

referral contributes to the likelihood of successful treatment.  In contrast to adults, adolescents are less 

likely to feel that they need help or seek treatment on their own.  Developmentally, adolescents have a 

harder time recognizing their own behavior patterns than adults.  Since they are young, they have shorter 

histories of substance use and therefore are unlikely to have experienced as many adverse consequences 

from their use as adult users. Fewer adverse consequences can mean less of an incentive to change or 

begin treatment.42  Engaging adolescents requires patience, and an open and empathetic therapeutic 

stance. 

Depending on the age of the adolescent, the degree of acute risk, and state regulations regarding access to 

health care by a minor, it may be necessary to involve the parents/guardians of the adolescent regardless 

of whether the adolescent consents.42  Resistance and denial (lack of insight) are characteristic of 

substance use disorders at this stage of the disease, therefore the adolescent and/or family may be 

unwilling to pursue treatment even when it is clearly indicated38,42  Though breaking confidentiality in 

this situation can be challenging, it is important for you as the practitioner to be supportive during 

conversations with the family about the adolescent’s care options. Motivational Interviewing (MI) 

strategies (see Module 5) can be used to encourage an adolescent and/or family to accept a referral.38 See 

Confidentiality section later in this module for a discussion of legal issues associated with maintaining 

and breaking confidentiality. 

When considering referring an adolescent to treatment, keep in mind that the National Institute on Drug 

Abuse (NIDA) indicates that adolescents can benefit from substance use intervention even when they are 

not revealing a severe substance use disorder.3  Any amount of substance use (starting with mere 
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“experimentation”) is concerning for young people, due to the increased risk of motor vehicle accidents, 

other injuries, and unwanted pregnancy and contraction of sexually transmitted diseases (STDs) as a 

result of sexual risk taking, all of which can be a consequence of first time use.  Adolescent use is also 

associated with increased risk of chronic disease, poor school performance, depression, suicide and future 

dependence.3 112-114 

Referrals, or “hand-offs,” for a level or intensity of treatment beyond that of which you can provide are 

challenging in virtually any endeavor, particularly when working with individuals with substance use 

problems.  David Gustafson has studied the characteristics of handoffs in activities as diverse as daycare 

drop-off and pick-up, surgery and post-operative care, air traffic control, relay races, 911 calls, railroad 

dispatch, professional football and automobile racing.  These studies found that all situations require a 

smooth hand-off, and a failed hand-off disrupts service delivery and introduces errors, sometimes with 

disastrous consequences.115  

According to a 2004 Treatment Episode Data Set (TEDS) analysis of adult populations (age 18 and 

older), only 16% of clients discharged from detoxification programs start a new level of care.  Only 30% 

of clients discharged from residential care start a new level of care, and only 50% of those who start 

outpatient care complete their regimen.116  Far too many clients are lost to the system during hand-offs 

from one level of care to another.   

Data on referral patterns for adolescents are not available in the literature.  However, recent TEDS data 

provides information on referral sources for adolescents entering substance use treatment. Figure J 

demonstrates the number of adolescents admitted to substance use treatment grouped by referral sources, 

according to the 2008 TEDS data. 

Gustafson suggests eight principles, that if followed could dramatically improve the transition of clients 

with substance use disorders between levels of care.115  Also, given the unique situation with adolescents 

and parents with respect to health care access, it is likely that a hand-off involving an adolescent will 

require that both the adolescent and parent mutually agree to the referral decision. 

1. Commitment - The practitioner who makes referrals must believe that handoffs are essential for each 

patient/client and for the organization as a whole.  As a practitioner, you play a critical role in 

successful handoffs, but this commitment must be felt throughout the entire process.     

2. Responsibility - Adolescents do not always follow instructions.  Many patients/clients do not follow 

doctors’ instructions for other types of medical treatment either.  However, we do not blame a failed 

hand-off in a relay race on the baton.  Noncompliance is the reason we should devote more attention 

to successful handoffs, not an excuse for failing to do so.  It is your responsibility to ensure that 

patients/clients with complicated chronic diseases, such as alcohol or drug dependence, transfer to the 

appropriate care. 

3. Understanding the client - We are not handing off an inanimate object, such as a football or an 

airplane.  We must respect and incorporate both the unique needs and circumstances of 

patients/clients in managing the referral. 
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4. Designation and clearly defined roles - For a successful hand-off, responsibilities of the individual 

“giving” the patient/client to the next level of care and the person “receiving” the patient/client are 

clearly defined.  In a smooth hand-off, the receiver is fully informed of the patient/client and 

demonstrates that they have understood what the patient/client has experienced before responsibility 

can be passed on. 

5. Presence – Patients/clients are not “sent” but are “delivered.”  They could be viewed in the same way 

as unaccompanied minors are in the airline industry - they need to be “handed off” by one supervising 

airline employee to another when boarding, making a connection and arriving at the final destination.   

6. Common language for handoffs - A common language is crucial to activating any successful hand-

off process.  Organizations in virtually every field have specific, unequivocal, highly clarified 

language that all “players” understand. Make sure that you understand each other’s language. 

7. Practice - A smooth handoff is standardized, synchronized and practiced over and over again.  Every 

field that performs good hand-offs engages in incredible amounts of practice to make them happen.  

Handoffs can be hard to practice in a setting where they are done infrequently. All clinicians who 

encounter these types of referrals, on a frequent or infrequent basis, are encouraged to keep abreast of 

the changes in providers and treatment services in their area, so that they have a current set of 

information when the need arises. 

8. Monitoring, evaluation and improvement - In sports, team members are constantly graded on how 

well they are playing their roles, and they retain or lose their spots in the line-up based on 

performance.  Grading also identifies areas where teaching can improve performance.  When 

integrating SBIRT into practice, we need to establish mechanisms for monitoring the success of our 

handoffs from one level of care to another and use those results to improve. 

Discussing Treatment Options  

For adolescents and young adults who score at high risk on the CRAFFT, AUDIT, S2BI or other 

validated screening tool, you may wish to suggest that they seriously consider more intensive treatment 

than can be provided in your practice settings.  Additionally, it may be advisable to pursue more intensive 

treatment when a co-occurring medical or mental health problem (e.g., PTSD, ADHD) exist.  As you 

work with adolescents and their families to develop the steps of a plan, options for treatment will 

probably come up.  After gaining permission from the adolescent and/or family to do so, suggest and 

describe some treatment options that best fit the adolescent’s situation.   

The American Society of Addiction Medicine (www.asam.org) suggests the following guidelines to 

determine the appropriate intensity and length of treatment for adolescents with a substance use disorder: 

1. Level of intoxication and potential for withdrawal, currently and in the past. 

2. Presence of other medical conditions, currently and in the past. 

3. Presence of other emotional, behavioral or cognitive conditions. 

4. Readiness or motivation to change. 

5. Risk of relapse or continued drug use. 

6. Recovery environment (e.g. family, peers, school, legal system)117. 

http://www.asam.org/
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Other Associated Risky Behaviors 

Take the time to find out about the adolescent’s level of risk.  Risk factors may include individual, family 

and environment.  Violence, physical or emotional abuse, mental illness or drug use in the 

neighborhood and household can all contribute to an increased likelihood that an adolescent will use 

drugs.3  Based on the National Survey on Drug Use and Health (NSDUH) in 2013, 1.4% of adolescents 

age 12 to 17 experienced substance use disorder (SUD) and major a depressive episode. The 

prevalence rises to 3.2% for those 18 and older experiencing SUD and any mental illness.118 Consider 

screening for Attention Deficit Hyperactivity Disorder (ADHD), Conduct Disorder, Suicide/Depression, 

Anxiety and Post-Traumatic Stress Disorder (PTSD). Taking into consideration the adolescent’s family 

environment, known co-occurring disorders, and results from screening for other behavioral health 

conditions can help you make the most appropriate referral(s). 

Additional resources regarding co-occurring mental health and substance use problems in 

adolescents: 

■ Concurrent Disorders Knowledge Exchange Area. Screening for Concurrent Substance Use and 
Mental Health Problems in Youth. 2009. https://www.porticonetwork.ca/web/knowledgex-
archive/amh-specialists/screening-for-cd-in-youth 

■ Substance Abuse and Mental Health Services Administration. (2011). Identifying mental health and 
substance use problems of children and adolescents: A guide for child-serving organizations (HHS 
Publication No. SMA 12-4670). Rockville, MD: Author. https://store.samhsa.gov/product/identifying-
mental-health-substance-use-problems-children-adolescents-guide-child-serving  

Possible screening tools: 

■ HEADSS Psychosocial Interview for Adolescents.  
http://www.bcchildrens.ca/Youth-Health-Clinic-site/Documents/headss20assessment20guide1.pdf119 

■ Patient Health Questionnaire modified for Adolescents (PHQ-A)  
https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/assessment-measures 

■ Child Measures of Trauma and PTSD 
http://www.ptsd.va.gov/PTSD/professional/assessment/child/index.asp 

■ Massachusetts Child Psychiatry Access Project (MCPAP) Toolkit for Primary Care Providers 
https://www.mcpap.com/pdf/PCCScreeningToolkitFINAL331909.pdf 

Treatment Settings 

The most common Treatment Settings in which adolescent substance use treatment occurs includes: 

■ Outpatient/Intensive Outpatient -- The most commonly offered treatment setting for adolescent 

drug abuse treatment.  It can be highly effective and is traditionally recommended for adolescents 

with less severe addictions, few additional mental health problems and a supportive living 

environment.  Studies have demonstrated that more severe cases can be treated in outpatient settings 

as well.  

■ Partial Residential -- Suggested for adolescents with more severe substance use disorders who can 

be safely managed in their home living environment.  Adolescents participate in 4-6 hours of 

treatment per day at least 5 days a week in this setting while still living at home. 

■ Residential/Inpatient Treatment -- Offered to adolescents with severe levels of addiction, mental 

health and medical needs and addictive behaviors, which require a 24-hour structured environment. 

Treatment in a residential setting can last from one month to one year.120 

http://www.bcchildrens.ca/Youth-Health-Clinic-site/Documents/headss20assessment20guide1.pdf
https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/assessment-measures
http://www.ptsd.va.gov/PTSD/professional/assessment/child/index.asp
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Treatment Approaches 

Research evidence supports the effectiveness of various behavioral-based substance use Treatment 

Approaches for adolescents. One or more of the options below could form a reasonable action plan.3 

Under treating a substance use disorder will increase the risk of relapse. Medication-assisted treatment for 

substance use disorders has proven effective with adults, but are not approved for adolescents.  A review 

of effective treatment approaches for adolescents are available elsewhere.3 Most adolescent treatment 

program use an eclectic treatment approach employing multiple therapeutic models listed below. 120 

■ Behavioral Approaches work to address adolescent substance use by strengthening the adolescent’s 

motivation to change. The following behavioral interventions help adolescents to actively participate 

in their recovery from alcohol and/or drug abuse and addiction and enhance their ability to resist 

alcohol and/or drug use: 

► Adolescent Community Reinforcement Approach (A-CRA) 

► Cognitive-Behavioral Therapy (CBT) 

► Contingency Management (CM) 

► Motivational Enhancement Therapy (MET) 

► Twelve-Step Facilitation Therapy (12-Step) 

■ Family-based Approaches seek to strengthen family relationships through improving 

communication and developing family members’ ability to support abstinence from alcohol and/or 

drugs.3 Involving the family can be particularly important in adolescent alcohol and/or substance use 

treatment. These approaches include: 

► Brief Strategic Family Therapy (BSFT) 

► Family Behavior Therapy (FBT) 

► Functional Family Therapy (FFT) 

► Multidimensional Family Therapy (MDFT) 

► Multisystemic Therapy (MST) 

■ Addiction Medications are shown to be effective in treating addiction to opioids, alcohol and 

nicotine in adults.  Some preliminary evidence indicates effectiveness and safety for use with minors.   

The only FDA approved medication for use with this population in treating opioid addiction is 

Buprenorphine which is approved for use with 16-65 year olds. 

► Opioid Use Disorders 

► Alcohol Use Disorders 

► Nicotine Use Disorders  

■ Recovery Support Services aim to improve quality of life and reinforce progress made in treatment. 

► Assertive Continuing Care (ACC) 

► Mutual Help Groups 

► Peer Recovery Support Services 
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► Recovery High Schools 

 

Resources to Find Substance Use Recovery Help for Teens and Young Adults: 

■ Recovery high school resources : https://www.recoveryschools.org/ 

■ Recovery schools for higher education: http://collegiaterecovery.org/programs/ 

■ Substance Abuse and Mental Health Services Administration’s Guide to Peer Recovery Support 

Services:  https://store.samhsa.gov/system/files/sma09-4454.pdf 

■ Mutual Support Groups: 12-step programs such as Alcoholics Anonymous (AA) and Narcotics 

Anonymous (NA) for teens, and non-12-step programs such as SMART Recovery Teen & Youth 

Support Program  age 14-22 (http://www.smartrecovery.org/teens/) 

 

For additional information about different treatment options, please review the following:  

National Institute on Drug Abuse. Principles of Adolescent Substance Use Disorder Treatment: A 

Research-Based Guide; 2014.38 http://www.drugabuse.gov/publications/principles-adolescent-

substance-use-disorder-treatment-research-based-guide/acknowledgements  

HBO Addiction: Drug Treatment for Adolescents 

https://www.hbo.com/addiction/treatment/35_treatment_for_adolescents.html  

Starting the conversation 

When discussing these options with the adolescent, set the tone by displaying a non-judgmental demeanor 

and explain your role and concern.  Also, connect the adolescent’s screening results and current visit to 

the need for specialized treatment.   

Here are some examples of what you might say: 

“Stacy, we have talked a bit about your struggles at home, at school and with your health, and I think 

some changes around alcohol could help with the issues you identified.  Your score of 13 out of 40 on 

the AUDIT indicates that you might benefit from some help with cutting back on drinking. Working 

on this through outpatient counseling with a counselor or other health professional like myself could 

be really helpful.  What do you think of this idea?” 

“I’m glad that you want to make significant changes in your health by decreasing the amount you 

drink.  You know, adolescents in your situation are often more successful if they also see a counselor 

who specializes in this topic.  We have some excellent programs in our area that have helped many 

people in exactly your situation.  Would you be willing to see one of these counselors to assist you 

with your plan of recovery?”  

“Your score of 32 out of 40 on the AUDIT indicates that you are at great risk of developing alcohol 

dependence.  I am very concerned for you and your health.  I understand your desire to want to quit 

drinking on your own and applaud your determination. However, your heavy use of alcohol can be 

dangerous and you might have problems with alcohol withdrawal too.  The best response is to admit 

you to a residential program that can safely manage your possible withdrawal and help you deal with 

https://www.recoveryschools.org/
http://collegiaterecovery.org/programs/
http://www.smartrecovery.org/teens/
http://www.drugabuse.gov/publications/principles-adolescent-substance-use-disorder-treatment-research-based-guide/acknowledgements
http://www.drugabuse.gov/publications/principles-adolescent-substance-use-disorder-treatment-research-based-guide/acknowledgements
https://www.hbo.com/addiction/treatment/35_treatment_for_adolescents.html
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your alcohol abuse.  I would be really worried if you were to just stop drinking (go “cold turkey”) on 

your own without the care of a health professional.  This could be dangerous to your health” 121 

“John, we’ve talked about the impact that the use of marijuana has had at school and playing sports, 

and I think some changes around marijuana could help with the issues you’ve identified. Your score 

indicates that you might benefit from some help reducing your marijuana use. Working on this with a 

counselor or a nurse like myself could be really helpful. What do you think of this idea?” 

Confidentiality 

Federal Confidentiality Regulations: SAMHSA Guide to Screening and  
Assessing Adolescent Substance Use Disorders 

Information that is protected by the Federal confidentiality regulations may always be disclosed after 

the adolescent has signed a proper consent form. (Parental consent must also be obtained in some 

States.) The regulations also permit disclosure without the adolescent’s consent in situations such as 

medical emergencies, child abuse reports, program evaluations, and communications among staff. 

Any disclosure made with written client consent must be accompanied by a written statement that the 

information disclosed is protected by Federal law and that the person receiving the information cannot 

make any further disclosure of such information unless permitted by the regulations (§2.32). 

When a program that screens, assesses, or treats adolescents asks a school, doctor, or parent to 

verify information it has obtained from the adolescent, it is making a client-identifying disclosure that 

the adolescent has sought its services. The Federal regulations generally prohibit this kind of 

disclosure unless the adolescent consents. 

Programs may not communicate with the parents of an adolescent unless they get the adolescent’s 

written consent. The Federal regulations contain an exception permitting a program director to 

communicate with an adolescent’s parents without her consent when: 

1. The adolescent is applying for services. 

2. The program director believes that the adolescent, because of an extreme substance use disorder 

or a medical condition, does not have the capacity to decide rationally whether to consent to the 

notification of her guardians. 

3. The program director believes the disclosure is necessary to cope with a substantial threat to the 

life or well-being of the adolescent or someone else.  

Other exceptions to the Federal confidentiality rules prohibiting disclosure regarding adolescents 

seeking or receiving substance use disorder services are: 

■ Information that does not reveal the client as having a substance use disorder  

■ Information ordered by the court after a hearing  

■ Medical emergencies 

■ Information regarding crimes on program premises or against program personnel 

■ Information shared with an outside agency that provides service  

■ Information discussed among people within the program  

■ Information disclosed to researchers, auditors, and evaluators with appropriate Institutional Review 

Board review and approval to ensure the protection of program participants 
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The issue of client-therapist confidentiality when a client is a minor is complicated.  Whereas clinical 

practice and ethics are relevant,122,123 practitioners must be conversant with state laws in this area.  States 

vary as what age defines a minor and what type of information is or is not considered confidential.  Most 

state laws give the parent access to the child’s treatment until the child is age 18 years but exceptions 

exist (e.g., some states allow those age 16 or older to seek health care services without parental consent). 

Effective Treatment Approaches 

Just as timing is important for adolescents to initiate treatment, the methods used to introduce their 

options are equally important.  Meta-analyses demonstrate that established treatment options are effective 

for adolescents, but not enough treatments have been evaluated for a comparative effectiveness study to 

rank these options.124 For example, brief alcohol interventions lead to significant reductions in drinking 

and alcohol-related problems for adolescents and young adults, the effects of which lasted for up to one 

year after the intervention.19,24,27,31  Motivational interviewing has been shown to have a larger effect on 

alcohol consumption than other brief interventions for this age group.31 Motivational interviewing has 

also been shown to be effective for adolescents across a variety of substance use behaviors with its effect 

retained over time.25  Module 5 provides greater detail on Motivational Interviewing.  

When brief interventions were delivered to adolescents individually over multiple sessions, they were 

found to be the more effective in reducing the frequency of alcohol and cannabis use as well as reducing 

associated criminal behaviors (compared to group and single session brief interventions).27 Compared to 

various outpatient substance use treatment, adolescents showed greatest improvements from family 

therapy, mixed and group counseling.125 

The American Academy of Pediatrics (AAP) recommends that practitioners manage adolescents with 

alcohol or other drug use disorders collaboratively with adolescent mental health or addiction 

specialists.38  They also recommend that practitioners schedule medical home office visits throughout the 

recovery process whenever possible.38    

  

Self-assessment Exercise: What are the treatment approaches most frequently  

used in the settings in which you would work as a health professional? 
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Considerations for the Referral Process 

Typically, the referral process includes: 

1) Determining the specific needs of the client to 

determine the most appropriate referral sources.  

Every adolescent is different and has varying needs 

when obtaining assistance.  Practitioners consider the 

many multicultural factors that impact the treatment 

process, such as race, gender, religion/spirituality and 

primary language spoken, as well as geographical 

constraints and financial factors, such as insurance 

coverage and out-of-pocket expenses, when making a 

recommendation so the adolescent can be matched with 

the most appropriate referral resource for his or her 

needs.  SAMHSA offers online sources of information 

for persons seeking substance use and/or mental health 

treatment services in the United States or U.S. 

Territories including the Behavioral Health Treatment 

Services Locator, Buprenorphine Physician & Treatment 

Program Locator, and Opioid Treatment Program 

Directory (see 

http://www.samhsa.gov/treatment/index.aspx). 

Practitioners should become acquainted with the 

available local community options for teenagers, including mental health services because for some 

communities, specialized drug treatment programs may not be available. 38 Contact your state agency 

for substance use to identify adolescent-specific treatment programs near you. Education and 

prevention programs for youth in the early stage of substance use should also be considered when 

locating services and resources. Practitioners who work with substance us issues would do well to 

create and maintain a current list of substance use treatment options available in their local and 

surrounding area. Creating personal connections with intake personnel, and taking tours of treatment 

facilities will ease the referral process and enhance the practitioner’s credibility with the client and the 

treatment program. 

2) Evaluating and, whenever possible, removing potential barriers to successful engagement with 

the helping resource.  Potential barriers can include lack of insurance or financial resources, 

transportation needs, fear that others will find out, lack of family support, parent/guardian’s lack of 

access to child care or elder care, legal complications, and/or medical needs, to name a few.  

Identifying and addressing these barriers can help ensure the adolescent accesses the assistance or 

treatment resource available to them. 

 

Treatment Referral Resources 

■ Substance Abuse and Mental Health 
Services Administration (SAMHSA) 
Treatment Locator: 1-800-662-HELP 
or search: 
https://www.findtreatment.samhsa.go
v/    

■ The Physician Locator of the 
American Society of Addiction 
Medicine (ASAM):  
https://www.asam.org/resources/patie
nt-resources  

■ The Patient Referral Program of the 
American Academy of Addiction 
Psychiatry:  
https://www.aaap.org/patients/find-a-
specialist/   

■ The Child and Adolescent 
Psychiatrist Finder of the American 
Academy of Child and Adolescent 
Psychiatry:  
https://www.aacap.org/AACAP/Famili
es_and_Youth/Resources/CAP_Find
er.aspx   

http://www.samhsa.gov/treatment/index.aspx
https://www.findtreatment.samhsa.gov/
https://www.findtreatment.samhsa.gov/
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3) Explaining to the adolescent in clear and specific language the necessity for and process of 

referral to increase the likelihood of understanding and follow through with the referral. 

Listening and responding openly to client questions and concerns will help minimize denial and 

resistance. 

4) Arranging referrals to other professionals, agencies, community programs, support groups or 

other appropriate resources to meet the adolescent’s needs.  The American Academy of Pediatrics 

recommends that practitioners establish working relationships with alcohol and other drug treatment 

providers in their communities to ensure their adolescents have treatment options that are 

developmentally appropriate.38 It is preferable for the referral to be arranged immediately using a 

“warm transfer” where the addiction professional connects the adolescent directly with the treatment 

provider by telephone while the adolescent is still in the office.  However, if impossible, the 

practitioner must contact the adolescent within 24 hours to arrange the referral.  At a minimum, the 

adolescent, and in most instances the parent, must be provided with a written referral with the 

treatment provider’s contact information, address and date and time of the first appointment or 

meeting.   

The speed at which you can link an adolescent to treatment dramatically impacts their likelihood to show 

up, remain in treatment and experience positive outcomes.  Offering a treatment appointment date 

immediately126 and reminding the adolescent of their initial scheduled appointment usually improves the 

rate at which adolescents will begin treatment.127 The first 24 hours after an adolescent’s initial contact is 

a critical period in initiating treatment.128 Research shows that if the gap between your session and first 

appointment for a different level of care is more than 14 days, failure is virtually certain.129-131    

Motivation and Referral 

For adolescents who express little motivation to go into more intensive treatment, the primary task is to 

engage them in a discussion that allows you to get a good understanding of how they see substance use 

which explains their decision not to choose treatment.  When adolescents hear themselves describe their 

thoughts and feelings about their substance use to a non-judgmental listener, they are more likely to 

understand their mixed feelings, which serve to increase their level of motivation for treatment.  You can 

facilitate this process by asking open-ended questions, making empathic reflections and using summary 

statements.  The following is an example that shows how these three strategies can be used together: 

“So you’re saying that you know that drinking is bringing you down and messing up your 

relationships with your family, but you are just so tired and you feel like ‘what is counseling gonna 

do for me?’  You think it’s possible that it’s partly the drinking itself that’s got you feeling this way, 

but you just don’t feel ready to commit to treatment yet.  Is that what you’re saying?” 
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After you make reflective listening statements that express an understanding of why the adolescent does 

not want to go to treatment, then you can move on to the next steps.  You might ask what would need to 

happen to raise their level of motivation. If the initial response is something vague or noncommittal like 

“I don’t know,” try saying something like: 

“It’s hard to know what could happen that could make you feel more motivated for counseling.  

Sometimes people get more motivated because some things in their life get worse, like health 

problems or getting poor grades in school.  Sometimes people get more motivated to go into 

counseling because something good happens that makes it easier for them, like they find out that they 

can get transportation there or their parents are supportive.  Do you relate to any of these?” 

If the adolescent is willing to consider treatment options at this point, you could move to discussion of 

barriers to treatment and linkage to treatment.  If the adolescent is not willing, you might close the 

discussion with a summary statement that conveys that the option is open for more intensive treatment in 

the future. 

“You’re saying that you know that counseling can help people, and has even been helpful to you, but 

you just don’t want to go back to it at this time in your life because you don’t feel ready to give up 

drinking yet.  You feel like you’ll know when you’re ready, and you’ll get treatment then.  Did I get 

that right?” 

For an adolescent who expresses moderate motivation to go into more intensive treatment, the primary 

task is to express understanding of their ambivalence and elicit change talk that will tip the balance in 

favor of the adolescent agreeing to treatment.  This can be done by exploring ambivalence, expressing 

empathy and reflecting: 

“Tell me about some of the reasons why you would be motivated to get counseling.” 

“Tell me about some of the reasons why you would not be motivated to get counseling.” 

“What would need to be different for you to go to counseling?” 

Use reflections to express empathy toward their responses.  For example: 

“So, you’re saying that you want to go to treatment because you’re sick of being tired and grouchy.  

You really sound tired of that life.” 

“I see the way you light up when you talk about how you’d like to be a better friend.” 

You will experience more success by accepting the fact that the adolescent is ambivalent and that 

sometimes they will not feel like acknowledging the potential benefits of treatment.  Always remain 

patient and express empathy.  Double-sided reflections that include both sides of the adolescent’s 

ambivalence show that they are understood: 
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“So, what I’m hearing is that you don’t really feel like getting counseling now because of how much 

work it is, even though you think it would make things better for you and your family.” 

Ask questions that invite the adolescent to describe the potential benefits of treatment: 

“How do you think it would affect your life if you got counseling?” 

“It sounds like you feel that going to treatment could help your health.  Tell me more about what 

causes you to say that.” 

For adolescents who express high motivation, avoid trying to convince them that they are making a good 

choice, because such a response could run the risk of raising pushback in someone already motivated.  

Instead, allow the adolescent to explain their reasons for that motivation: 

“You indicated quite a bit of motivation to get treatment for your alcohol use right now.” 

“Tell me some of the main reasons for that...  You mentioned some health concerns.” 

“Is that also related to why you want to get treatment?  How so?”    

Explore possible ambivalence.  This is helpful because it allows the adolescent to know it is OK to talk 

about their reservations.  A motivated adolescent may not know it is OK to have such concerns, and may 

deny them to please the counselor or parents. The reason to discuss ambivalence is to decrease the 

likelihood that these reservations will result in not following through.  You might approach discussing 

ambivalence in a highly motivated adolescent by saying: 

“You’re describing a lot of reasons why it would be a good idea for you to get counseling for your 

alcohol dependence.  Sometimes even when someone is really motivated to get treatment, they might 

have some negative feelings or concerns about doing that.  How do you feel about it?” 

Support change talk, expressing recognition and appreciation that the adolescent is committing to do 

something that a) is not easy; b) is a positive step to improve their life; and c) is taking this step willingly 

and openly. 

“I appreciate that you’ve been so open in looking at the ways alcohol has been complicating things 

for you.  Now you’re planning to take back control of your life by going to treatment (or involvement 

in a support group).  That’s a really positive step you’re taking, and I know it’s not easy.” 

There are several barriers to seeking treatment. A SAMHSA survey found that the most often reported 

reason for not receiving treatment among adults and adolescents who felt a need for treatment and made 

an effort to receive treatment was not being able to afford it (37%).132 Among individuals 18 and older, 

9% feared that seeking treatment would negatively impact their jobs.118 When discussing treatment 

options, explore insurance coverage, and concerns about costs and take care to discuss resources that are 

free or have a sliding fee scale.   
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SAMHSA’s online treatment locator is available at https://www.findtreatment.samhsa.gov/ and National 

Help Line 800.662.HELP (4357) offers confidential, free, 24-hour-a-day, 365-day-a-year, information 

services in English and Spanish for individuals and family members facing substance use and mental 

health issues.  The Help Line service provides free referral to local treatment facilities, support groups and 

community-based organizations.  If the adolescent has no insurance or is underinsured, provide a referral 

to the local state office responsible for state-funded treatment programs, as well as offer referral to 

facilities that charge on a sliding fee scale or accept Medicare or Medicaid.  In areas that experience a 

geographic shortage of providers, such as rural areas, practitioners should become knowledgeable about 

proximate alternative solutions. 

If the adolescent simply is not interested in treatment at this time, rather than push them and jeopardize 

future opportunities, it is important for you to accept and respect their decision in a non-judgmental 

manner.  They may be more willing to accept the notion of treatment during future sessions or at some 

later time.  A follow up conversation with the reluctant adolescent (and perhaps include the parent) is 

essential, as your initial conversation could have ignited some thoughts of change.    

Scheduling Treatment Appointments 

When a referral to another health professional, behavioral health practitioner or treatment program is 

appropriate, there are several steps you can take to facilitate a successful link.  Consider making a three-

way call involving you, your patient/client, parents/guardians (as appropriate), and the treatment program 

or provider immediately after the adolescent consents to treatment.  The purpose of the call is to: 

■ inform the treatment staff or clinician of the adolescent’s substance use, treatment barriers or 

ambivalence;  

■ agree on whether the program or some other treatment option is best; 

■ gain support from the program to solve or remove some of the treatment barriers (e.g., transportation, 

cost, insurance coverage, child care, evening appointment); and  

■ schedule an appointment.   

 

  

https://www.findtreatment.samhsa.gov/
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As noted earlier, it is important to have this call 

within three days of gaining the adolescent’s 

consent is best; after that, no show rates climb 

steeply.  After 14 days, about 50% of clients 

will not show for treatment, regardless of their 

motivation.  Making a referral that adolescents 

do not reach wastes their time and yours.   

Communicating with Referral 
Sources 

It is essential that you and the treatment 

program or provider be able to share 

information and share responsibility for helping 

the adolescent.  A Sample Release of 

Information form is included in Appendix I of 

this Learner’s Guide.  These are only examples.  

Make sure that your release forms comply with 

your state and federal substance use medical 

record confidentiality laws and The Health 

Insurance Portability and Accountability Act 

(HIPAA).  A Sample Client Update Report is 

also located in Appendix J of this Learner’s 

Guide to help facilitate quick communication 

between professionals so everyone involved 

can stay informed of the adolescent’s progress, 

status and additional needs.   

 

 

Video Resources 

■ Boston University’s BNI-ART Institute produced 

several excellent brief videos that might be helpful 

to you when discussing referral.  These videos are 

located at: http://www.bu.edu/bniart/sbirt-in-health-

care/sbirt-educational-materials/sbirt-videos/ 

 Video 1 - insensitively confronting a young adult 

with an alcohol-related injury 

 Video 2 - an alternate, respectful brief 

intervention with the same young adult  

 Video 3 - an exceptionally sensitive video of a 

clinician helping an ambivalent patient/client 

make his own decisions and plan to get intensive 

treatment   

 Video 4 – SBIRT for alcohol use with a college 

student 

■ SBIRT Oregon produced several other strong 

examples of SBIRT in practice, including a video 

entitled “Clinical workflow with behavioral health 

specialist” which demonstrates a warm hand-off.  

These videos are located at: 

http://www.sbirtoregon.org/video-demonstrations/ 

■ University of Florida Institute for Child health Policy 

& Cherokee National Behavioral Health produced 

a video entitled “The Effective School Counselor 

With a High Risk Teen: Motivational Interviewing 

Demonstration.”  The video is located at: 

https://www.youtube.com/watch?v=_TwVa4utpII 

http://www.bu.edu/bniart/sbirt-in-health-care/sbirt-educational-materials/sbirt-videos/
http://www.bu.edu/bniart/sbirt-in-health-care/sbirt-educational-materials/sbirt-videos/
https://www.youtube.com/watch?v=_TwVa4utpII
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Sample Interaction: A parent struggling to get their 
teenager to seek help for drug use 

Setting: A single mom, Sheila, has discovered that her 16-year-old son, Tom, is using drugs.  Her 

efforts to get help for Tom have not been fruitful.  She does not know where to turn.  Sheila ruminates 

about these issues: ‘Does my son have a drug problem?  Maybe he is going through a phase and will 

grow out of it?’ She is asking the kinds of questions typical of most parents. Her health care provider 

recommends that she call a local adolescent drug treatment program and talk to an intake worker. 

Practitioner (Intake Staff - Carrie):  Hello, this is Carrie from the Adolescent Treatment Center. 

How can I help? 

Parent (Mom):    Hi, I am Sheila. I am concerned and worried.  I think my son, Tom, is using 

marijuana. Lately he’s been coming home smelling like weed. Every time I enter 

his room I can smell weed.  Do you think he needs treatment? 

Practitioner:   I can see why you are concerned.  It’s good that you gave us a call.  Maybe we 

can help. But before we talk about next steps, tell me more about your concerns. 

Parent:   He doesn’t seem to be very conscious every time I talk to him.  It seems like he’s 

high and not alert.  And I am worried about him driving under the influence, 

which might cause danger to him and other people. 

Practitioner:  Sheila, this must be very frustrating for you.  It sounds like you want to take steps 

to stop what you see is happening.   

Parent:   Yes, I am!   What makes it so frustrating is that he doesn’t think using marijuana 

is a problem.  I get no sign from him that there is anything wrong here.  He even 

tries to convince me that marijuana is not addictive.  Is this true? 

Practitioner:  That’s a common myth by teenagers – and even many adults.  Marijuana can be 

addictive, like all other drugs that get a person high. Does Tom also say this to 

you?  ‘All my friends do it. I’m just having fun.’     

Parent:   Yes.  All the time.  (Eyes roll.) 

Practitioner:  I understand!  How about this one?  ‘Weed is not harmful.’ 

Parent: Yea.  He throws that at me all the time.  ‘Marijuana is safer than alcohol.’  Is 

that true? 

Practitioner: I do not want to over-state things – it is unlikely that a person would get addicted 

if they used just a little and very infrequently.  But anyone who is a regular user 

is at great risk of becoming addicted.  And it’s not safer than alcohol. 

Parent:  I hope Tom is just experimenting with it. 
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Practitioner: You are worried that he might be a regular user. 

Parent: Yea - definitely.  It’s so difficult to know about Tom.  I cannot be sure what he is 

doing during most hours of the day. So much of his free time is outside what I 

see. 

Practitioner:  Sheila, it is to your credit that you are concerned about Tom and his marijuana 

use.   Your efforts to seek help show me that you are a caring parent.  I also hear 

from you that you are frustrated because Tom is not taking this issue seriously, 

despite your efforts. 

Parent:  Exactly. I feel like I am dealing with a younger version of my ex.  

Practitioner:  (laughs) Well, it can be quite normal for a teenager to minimize drug use and to 

reject parents’ efforts to reach out. 

Parent:  So it’s normal for a teen to basically say, ‘leave me alone and to ignore me when 

I want to discuss an important topic?’.  

Practitioner:  In many ways, yes. This does not mean that you stop trying.  Many parents do 

not realize that even when it seems futile, teenagers typically appreciate that 

they have a parent who cares.  But it would help me to know more about what 

it’s like when you try to talk to Tom. 

Parent:  He doesn't listen.  Or he swears at me. It seems every time I try to talk to him, we 

just argue.   

Practitioner:  Sounds like a common experience for parents.  But you try – that’s important. 

Describe where you have these chats.  

Parent:  Usually in his room.  I can’t find time when he’s not playing video games or has 

headphones on.   

Practitioner:  This is excellent to hear that you are trying!! Even if you are not getting any 

clues, Tom knows you care.  And this is important role of a parent – give 

continuous signs to your teenager that you care. 

Parent:  But what do you think – does my kid have a problem?  What do you suggest? 

Practitioner:  Okay, allow me to offer some guidelines.  What I am suggesting is that you try 

another talk.  This can be… (interrupted). 

Parent:  Are you sure?  I have already tried this!    

Practitioner:  I know.  But I am going to offer some Tips that are important when having a 

heart-to-heart talk with a teenager. You may have already tried them, but let’s 

see. First thing – or Tip #1. You need a proper setting. Avoid his room – that 

gives him too many ways to ignore you.  A great opportunity is at meal time or 

when you both are running an errand in the car. 
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Parent:  The one thing we still do is have dinner together.  That might work. 

Practitioner:  Okay.  What does small talk at dinner go like? 

Parent:  (Sarcastically) It’s great bonding!   He opens up about his many private 

thoughts - he needs more money, has to use the car that night, and to tell me that 

he won’t be home much!   Then we really get close when we share our wonderful 

views about him wanting to spend more time with his Dad.    

Practitioner:  (Laughing).  Great!  So after you have settled in and enjoyed some of this 

enjoyable small talk, you will want to try Tip #2: Tell Tom that you care about 

him.  It might go something like this. ‘Tom, I have something important to talk to 

you about.  Let me start first and then I will listen to you.  My concern is that I 

am worried about your use of marijuana.  I care about your health and well-

being.  This is not about my personal view of marijuana – it’s about me caring 

about you.’ 

Parent:   Hmmm.  I see.  I am to emphasize that I care about him.  Hey I am his Mom, 

after all!! 

Practitioner:  Yes, by starting this way you hopefully avoid Tom getting defensive.  You remind 

him that there is a reason for this chat and that you are not trying to be the fun 

police. Next up is Tip #3:  You give Tom permission to talk and you just listen.   

Parent:   Okay, I can do that.  

Practitioner:  Let him talk.  Just listen. You can even affirm what he says.  Something like this: 

‘I understand your point of view.  I do not agree with everything you said it but I 

understand.’? 

Parent:   This sounds like I am approving of using.  

Practitioner:  No, showing understanding is not approval.  It shows that you respect his point 

of view. 

Parent:   Okay, then I assume the next thing from his mouth is “Mom, drive me to rehab!” 

Practitioner:  (Laughing).  Yes, it always works like that!  Seriously, here is Tip #4:  Ask him to 

consider the idea of getting an assessment from a professional.  Describe the 

request this way:  ‘What I would like you to consider is a small commitment on 

your part. I want you to agree to get an assessment from a professional.  This is 

not treatment. It’s an opportunity in a no-pressure situation where you can talk 

about your life and to learn a little about yourself.  If there is a recommendation 

that it’s best that you get treatment, that decision will be yours.  I cannot tell you 

what to do.’   



 

MODULE 4:  REFERRAL TO TREATMENT AND FOLLOW-UP PAGE |  88 

Parent:   Interesting.  Perhaps this will work – I will give it a try.  This is a new approach 

for me. My son had always been a good kid. He is a great student who finishes 

his homework.  He has a big heart.  I think he is popular with his friends.  

Practitioner:  You are hopeful and you have good reason to be.  You have some next steps to 

try.  Also, perhaps you will want to discuss these issues with your ex.  He might 

be an important ally in this effort.  And feel free to call me after the talk.   

Perhaps we will see you and Tom if he agrees to an assessment. 

Parent:   Thanks, you have been very helpful. 

 

Referral Role Play  

 
 

   

Application Exercise: What treatment options would you recommend to the  

adolescent?   

 

Role Play Exercise: You are a 16-year-old adolescent who is worrying all the time about 

failing in school.  You have had several acute feelings of panic and doom, which also worry 

you a lot.  You know that the school has notified your parents that you are on academic 

probation due to your low performance.  Sometimes you just feel like blowing up, the 

pressure gets so high.  You feel you have to work harder than other students your age.  If 

asked about your marijuana use, you might say something like: “I don’t think I need to stop 

smoking.  I only smoke weed a few times a week with my friends.  My health is good and 

besides, I’m only 16, it can’t hurt.”  

CRAFFT score of 5 

S2BI score of Weekly Use of Marijuana 

 

Role Play Exercise: You are a 20-year-old young adult who seeks some help because you 

feel like you have very little energy and feel depressed and blue.  If asked about alcohol 

use, you might say something like: “I drink four or five drinks most days after classes and 

a few more on the weekends.  It is really the only way I relax.  I have a lot of stress in my 

life, and it is just my release.  I don’t see any problem with it.” 

AUDIT score of 25 

S2BI score of Weekly Use of Alcohol 
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Working with Physicians in Ongoing Care Coordination133,134 

Adolescents who are identified as having risky alcohol, tobacco and other substance use patterns and/or 

are in need of mental health services may need to be referred to a physician for additional care.  The need 

for medical services for an adolescent that are identified during the SBIRT protocol could be related to: 

■ alcohol-related physical illnesses or impairments; 

■ detoxification necessity;  

■ psychiatric conditions; and/or 

■ pharmacotherapy options. 

Maintaining Communication with the Physician135 

It is imperative for you to coordinate these services with the physician, follow-up with the adolescent or 

young adult to ensure services are being received and share information so that you and the physician are 

working together (with a signed Release of Information, of course - A Sample Release of Information 

form is included in Appendix I of this Learner’s Guide).  Below are some tips for you when referring to a 

physician to ensure that needed care is effective and consistent: 

■ Locate a knowledgeable prescriber.  It is not uncommon for an adolescent or young adult to not have 

a primary physician.  If the adolescent does not already have a relationship with a qualified physician 

who is knowledgeable about addiction medicine, you can recommend one.  The American Academy 

of Addiction Psychiatry (AAAP) and the American Society of Addiction Medicine (ASAM) are 

organizations of medical professionals who have been specially educated and trained in the field of 

addiction medicine.  You and the adolescent can contact either of these organizations to locate a 

physician in your client’s area. The American Academy of Addiction Psychiatry’s (AAAP) physician 

locator program is located at https://www.aaap.org/patients/find-a-specialist/.  The American Society 

of Addiction Medicine’s (ASAM) physician locator system is at http://www.asam.org/. 

Role Play Exercise: Partner with someone to practice conducting referral.   One 

person will act as the practitioner who has administered the AUDIT.  Your partner 

will act as the young adult who scored a 17 on the AUDIT and has sought help for 

stress and depression.   

Young Adult: You are an 18-year-old adolescent who called with concerns about feelings 

of stress and depression.  You are concerned about poor performance at school.  If asked 

about your alcohol use, you might say something like: “I stopped going out to drink with 

my friends as much as soon as I started getting D’s at school.  Sometimes I will have a 

beer, never more than two and I don’t do it every night.  I heard that beer is okay. It’s not 

the hard stuff. I don’t smoke. I don’t do drugs. I wouldn’t do anything that would get me 

into trouble.”  

http://www.asam.org/
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■ The Substance Abuse and Mental Health Services Administration (SAMHSA) maintains a searchable 

directory of drug and alcohol treatment programs.  It shows the location of specialty substance use 

treatment programs around the country that treat alcohol use disorders and drug use disorders.  The 

SAMHSA Locator includes more than 11,000 addiction treatment programs, including residential 

treatment centers, outpatient treatment programs and hospital inpatient programs for drug addiction 

and alcoholism.  The SAMHSA Locator does not list individual physicians, advance practice nurses, 

psychologists, social workers or other addictions specialists who do not practice within licensed 

treatment programs.  This service is located at: http://findtreatment.samhsa.gov/. SAMHSA maintains 

a list of state agencies in the Directory of Single State Agencies (SSA) for Substance Abuse Services 

https://www.samhsa.gov/sites/default/files/sites/default/files/ssa_directory_4-9-2018.pdf. It is a good 

idea to develop a list of addiction-focused physicians and other specialists in your area who provide 

specialized behavioral and mental health services for adolescents, especially if your clientele lives in 

a small community or rural area where knowledgeable physicians are scarce.  Local services may 

specialize in substance use treatment for adolescents, but in many communities, this type of care only 

occurs in a mental health setting. The more familiar that you are with these physicians and with their 

practices, the more smoothly your handoffs will be and the better the treatment will be for the 

adolescent.    

■ Send a written report.  Maintain consistent communication with the adolescent’s physician so any 

concerns that arise during a session with you can be addressed by the physician (or vice versa).  

Significant clinical issues encountered or addressed by either you or the physician need to be included 

in the adolescent’s medical record.  When information is in a medical record, it is more likely to be 

acted on.  The most efficient way to update a physician on the status of the adolescent or significant 

changes potentially impacting care is to submit a written report to the physician’s office.  This report 

can be submitted via fax, mail or email, depending on the communication preferences of the 

prescriber and must be in accordance with 42 C.F.R. § 2 The Confidentiality of Alcohol and Drug 

Abuse Patient Records at http://www.gpo.gov/fdsys/pkg/CFR-2010-title42-vol1/pdf/CFR-2010-

title42-vol1-part2.pdf. Making your release of information mutual, allows the physician to 

communicate back to you on the client’s progress as appropriate. You may still have to contact the 

physician’s office to obtain such feedback. 

■ Make it look like a report - and be brief.  Since physicians maintain caseloads of hundreds of clients 

at a time, it is important that your written report be brief, concise and official.  A report should 

include the date, the adolescent’s name and date of birth, your contact information and any relevant 

information that needs to be conveyed to the physician so he/she may remain informed of the 

adolescent’s progress and current status.  Adolescent update reports should not be longer than one 

page.  Reports that include extensive details and are longer than one page will probably not be read.    

■ Keep the tone neutral.  You can provide brief detail about the adolescent’s use or abuse of alcohol, 

prescription medications or illicit drugs.  Avoid making direct recommendations about prescribing 

medications, as doing so could be practicing beyond the scope of your license/credential.  The 

physician will use their clinical judgment to draw their own conclusions.  Providing “just the facts” 

will enhance your alliance with the adolescent’s physician and make it more likely that he/she will act 

on your input. 

http://findtreatment.samhsa.gov/
http://www.gpo.gov/fdsys/pkg/CFR-2010-title42-vol1/pdf/CFR-2010-title42-vol1-part2.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2010-title42-vol1/pdf/CFR-2010-title42-vol1-part2.pdf
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Follow-Up and Support 

From your first encounter with the adolescent, discuss that you would like 

to follow-up with them, regardless of their decisions about continuing to 

meet with you, cutting down or abstaining from unhealthy drinking or 

other substance use, or getting additional treatment.  Adolescents and 

adults generally do not know what to expect from counseling or 

treatment.  If follow-up is presented as the standard of care and what you 

do for all of your adolescents and adults, very few will refuse.   

Reconnect with the adolescent after a couple of weeks to see if she got what she needed from you, to ask 

how things are going and to check-in to see if any additional services are needed.  Treat relapse as an 

opportunity to engage in additional or different treatment rather than a failure.3  There are two 

overlapping types of follow-ups that are distinguishable mainly by how soon they occur after your session 

and the amount of information that you collect: 

■ Booster and linkage follow-up – Controlled research studies have shown that a brief telephone call 

within a few days or weeks to an adolescent who received a brief intervention for unhealthy alcohol 

use dramatically reduces alcohol intake, unhealthy drinking practices, alcohol-related negative 

consequences and alcohol-related injury frequency.136-138 The booster and linkage follow-up 

reinforces the action plan made, demonstrates your concern for the adolescent’s health and well-

being, and gives you both an opportunity to resolve barriers or ambivalence through additional brief 

intervention.  A booster follow-up also gives you an opportunity to re-administer the CRAFFT, S2BI, 

AUDIT-C, AUDIT or other screening tools to assess change in alcohol use consumption and other 

substance use since the last interaction.   

■ Recovery management follow-up – This type of follow-up generally occurs several months after your 

last interaction with the adolescent. These are primarily booster and linkage reconnections that give 

you and the adolescent opportunities to assess whether issues have been resolved, assess need and 

motivation for additional services, and to reinforce changes that have been made since your first 

contact. They also give you an opportunity to measure change and gather feedback for improving 

your services. These follow-ups can occur quarterly or six months after the initial contact with the 

adolescent.139-142   

Making Phone Contact 

Follow-ups are brief contacts, generally not more than 15 to 20 minutes and should always utilize 

Motivational Interviewing techniques outlined in Module 5.  The follow-up may begin with a brief, casual 

conversation as a way to get reacquainted.  You could also remind the adolescent that you had told them 

you planned to follow-up.   

Follow-up 

contacting the adolescent 
at a later time to provide 
additional support, if 
needed 
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If you reach the adolescent, you might say: 

“Hi, [name of adolescent].  This is [your name], and I’m following up on the conversation we had on 

[date].  This will only take a few minutes.  Is this a good time to talk?”  If yes, continue; if no: “OK, 

that’s not a problem.  We can schedule an appointment to talk another time.  I am available [day, 

times].  Which time would work best for you?”   

“You may recall that when we spoke some time ago, I stated that I would try to check back in with 

you to see how you are doing.  Is this OK with you?  Do you have any questions?”   

Confidentiality is an essential element of any outreach to an adolescent.  If you call and get voicemail, 

you might say: 

“Hello.  This message is for [the adolescent’s name].  This is [your name].  I’d like to take a few 

minutes to speak with you.  Please call me at [your work number] between the hours of [time].  If I 

don’t hear from you, I will try back again on [date].”    

If client does not agree to a time, you might say:  

“I understand how hard it is to find a good time.  Did you have any questions about why I’m calling?  

[pause for response] OK, I’ll go ahead and leave my number with you.  I look forward to talking with 

you soon.” 

The goal of the call and of the practitioner is to help adolescents solve the problems for which they 

initially contacted you and to link people to supports and services that they may need now before they 

experience any other problems.  The follow-up is also an opportunity to address concerns that were 

identified during the interaction (e.g., risky alcohol or marijuana use) and to measure change (e.g., 

reduction in alcohol consumption) since their last contact with you.  You can ask some of the same 

questions (e.g., CRAFFT, S2BI, AUDIT, or AUDIT-C) that the adolescent was asked when she first 

sought help, so that you both can see what has improved, what still might be troubling her and how you 

can offer additional services.   

The CRAFFT Provider Guide recommends re-screening at follow-up. The table below is extracted from 

the guide to provide guidance on follow-up based on the CRAFFT score: 
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Extracted from CRAFFT Provider Guide Recommendations for  
Screening at Follow-up 2 

■ Adolescents whose CRAFFT score is 0 or 1 who receive brief advice should be asked about 
continued substance use at the next health care visit. Those who have continued to use should be 
re-screened with the CRAFFT. Those who have stopped should be given praise and 
encouragement.  

■ Any adolescent who answers “yes” to the car question and contracts with the provider not to drive or 
ride with an intoxicated driver should be given a follow up visit to ensure they have been successful.  

■ Adolescents with a CRAFFT score of 2 or more who receive a brief intervention in the office should 
be followed to determine whether they have been able to make progress towards the goals defined 
in the intervention. 

■ Adolescents who are referred for substance use treatment should be followed to track their progress 
and keep them connected with their medical home. Providers should ask them what they do in 
treatment, how it is going, and what is planned once the treatment program is completed. Many 
practices can use their electronic health record (EHR) or a tickler file to remind the practice to check 
on progress either through a telephone call or follow-up visit. 

 

Follow-up Role Play 

 
 

 

  

Role Play Exercise: With a partner, practice conducting follow-up. Your partner 

will act as the adolescent who scored a 4 on the CRAFFT and was referred to a 

treatment provider for alcohol and marijuana use, and feelings of anxiety and 

depression.  

Adolescent: You are a 16-year-old adolescent who originally presenting with concerns 

about feelings of anxiety and stress. During the initial visit with the practitioner you 

screened positive for risky alcohol use and weekly marijuana use. You have been receiving 

care with a treatment provider for your alcohol and marijuana use as well as your concerns 

about feelings of nervousness, sadness, and difficulty concentrating in class.  If asked about 

your substance use, you might say something like: “I’ve been going to my appointments. 

I’ve stopped drinking alcohol. And now I’m only smoking weed after school once in a 

while. I’ve stopped smoking before school and I don’t smoke anything that would really 

hurt me. Smoking weed makes me feel less anxious. I’m not driving while high anymore. 

Last weekend my friend got pulled over and arrested for drugged driving. He lost his 

license and now it’s on his record. This has been really hard.” 
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Sample Interaction:  Referral to Treatment, CRAFFT 

SBIRT works particularly well with teens who are risky users but are not yet in need of treatment.  For 

those who are, however, the brief intervention may be used to encourage the teen to accept a referral to 

treatment.   

Setting: Imagine that Mary, a 16-year old high school junior who was arrested for vandalism of school 

property when she was caught spray painting graffiti after school, scored a 5 on the CRAFFT. In this 

scenario, Mary also answered that she forgets things as a result of her drinking and that her mother has 

told her that she should cut down (Yes to the “FORGET” and “FAMILY and FRIENDS” questions). A 

dialogue of the first brief intervention with the practitioner (Steve), using the Brief Negotiated 

Interview technique, is provided below. 

Practitioner:       Thanks for bearing with me and answering all of those questions.  Now, I’d like 

to learn a little more about you.  What is a typical day like for you? 

Adolescent:          It’s boring.  I wake up, go to school, and sit through very long classes.  Then I 

go hang out with friends. I usually go home sometime around dinner.  After 

dinner I do my homework.  Then it starts all over again the next day.  Hanging 

out with friends is the only interesting part of the day. 

Practitioner: That sounds like a typical day for a high school student.  What’s the most 

important thing in your life right now? 

Adolescent: My grades.  Well, at least to my mom.  There’s a lot of pressure on me to do well 

in school and go to a good college.  My mom enrolled me in an SAT prep class.  

But, I really want to go to art school.  I met a friend in my art class, and I’ve 

been hanging out with her and her friends.  We listen to music and go to parties 

and stuff.   

Practitioner: So your grades are important to you or to your mom? 

Adolescent: They used to be important to me, but I’m 16 now.  I have a life of my own.  Some 

of my friends have their drivers’ licenses, so we can go out whenever we want 

and they do some awesome painting and graffiti art. 

Practitioner: So it sounds like you enjoy spending time with your friends and that your school 

work has taken more of a backseat.  Based on your responses to some of my 

questions, I was wondering if you’d mind taking a few minutes to talk about your 

alcohol use? How does your use fit into your typical day? 

Adolescent:  I started drinking when I began hanging out with this new group of friends.  

They were drinking so I joined in.  I didn’t want to stick out.  We all drink after 

school at someone’s house.  My mom thinks I’m at my SAT class.  We also drink 

on weekends, usually more.  When we go to parties. It’s really just social. 
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Practitioner:  How much do you drink when you’re with your friends? 

Adolescent: Three or four drinks on the weekdays.  Beers mostly but sometimes hard liquor.  

Not every weekday.  Just Tuesdays and Thursdays when I’m supposed to be at 

the SAT class.  I drink more on the weekends when I’m at a party.  Usually five 

drinks.   

Practitioner: I’d like to understand more about your alcohol use.  What do you enjoy about 

drinking? 

Adolescent: My whole social life centers around drinking.  We do a lot of fun things and meet 

some cool people.  We’re popular.  And I’m a different person.  I don’t have to 

worry about my grades. 

Practitioner: What is not as good about your drinking? 

Adolescent: Not much.  My grades have dropped.  But I’m still doing better than my friends.  

My grades aren’t that bad. I sometimes forget things that happened at the 

parties.  But my friends fill me in. 

Practitioner: Anything else? 

Adolescent: My mom is always mad at me for something or other.   

Practitioner: You told me earlier that your mom told you to cut down on your drinking.   

Adolescent: Yeah, she’s said that a number of times.  That’s one of the many reasons she gets 

angry at me. 

Practitioner: How do you feel about that? 

Adolescent: Well, it’s annoying, but I am a teenager.  Teenagers always fight with their 

parents.  I’m no exception.  And she doesn’t understand what people my age do 

to have fun.  She’s too old to get it.   

Practitioner: So on the one hand you said that drinking is really the center of your social life 

and it helps you to fit in with your group of friends.  On the other hand it is 

causing your grades to drop, you forget things that happen at parties, and you 

are constantly getting into fights with your mom.  What do you think about that? 

Adolescent: Like I said, I’m having fun with my group of friends, and my mom’s just worried 

about my grades.  They’re not that bad.  And the forgetting thing hasn’t gotten 

me into trouble yet. 

Practitioner: I have some information on drinking. Would you mind if I shared it with you? 

Adolescent: What, that I should stop?  I guess so, what is it? 

Practitioner: Drinking three or four alcoholic drinks at one time is binge drinking. It can 

impair your judgment.  What do you think about that? 

Adolescent: Maybe when you’re not used to it.  I’m used to it now.  My judgment is fine.  
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Practitioner: What about the reason you’re here with me today?  You were caught vandalizing 

school property with graffiti. Were you drinking at the time? 

Adolescent: Yes. 

Practitioner: Drinking can make you do things that you wouldn’t normally do.  Things that 

will get you into trouble.  Worse trouble than this.  Luckily this was only a first-

time offense and the punishment was only this diversion program. 

Adolescent: I think the real problem is that I got caught.   

Practitioner: There are also other consequences of drinking.  It has been associated with risky 

behaviors.  In fact, teens who drink in excess are more likely to have unwanted 

pregnancies or to contract a sexually transmitted disease.  They have also gotten 

into car accidents.  Of course, drinking also has a negative impact on grades. 

Not to mention, extended use will put you at risk for illness.   

Adolescent: Yeah, yeah.  And my grades are dropping.  But that’s what we do as a group.  

And everyone is drinking at these parties.   

Practitioner: You may be surprised to hear that your peers are drinking less than you think.  

Only 10% have had three or more drinks at one time.  Less than 30% have had 

any alcohol in the past 30 days.  What do you think about that? 

Adolescent: Really?  100% are drinking at these parties.   

Practitioner: That’s right.  Teens often think that their peers are drinking more than they 

really are.  They’re always surprised when I provide them this information.   

Adolescent: Well I guess I’m drinking a lot then. 

Practitioner: Mary, you’re drinking at a level which concerns me.  Tell me, using this 

readiness ruler, on a scale from one to ten, with one being not at all ready and 

ten being completely ready, how ready are you to change your alcohol use? 

Adolescent: Probably a 2. 

Practitioner: 2?  That’s good.  You’re 20% ready to make a change.  Why a 2 and not a 1? 

Adolescent:  My mom can be a nag at times.  My drinking is causing us to fight more than 

usual.  But I’ll get over it.   

Practitioner: My advice as a clinician is that you would benefit from treatment for your 

alcohol use.  I would like to incorporate attending a treatment program into 

your participation and successful completion of this diversion program.   

Adolescent: Aww seriously?  I’m fine. 

Practitioner: Well, attendance is going to be required.  You will not be able to complete this 

program otherwise.  

Adolescent: Okay then. 
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Practitioner: But it’s still important that you attend treatment regularly and get the most out 

of it. So let’s make a plan to help you get the most out of treatment.  What will 

help you to be able to do this? Can you tell me about a time when you overcame 

a challenge in the past?  What kinds of resources did you call upon then? 

Adolescent: When my parents got divorced it was really hard.  My dad moved out and then 

moved across the country to be closer to his brother.  He’s remarried now and 

has a whole new family.  My mom was very supportive then.  So was my aunt, 

her sister.  My teacher at the time was understanding and took extra time with 

me to make sure everything was okay and to support me in the classwork.   

Practitioner: Which of these supports are available to you now? 

Adolescent: My mom is, but like I said, we’re always fighting. 

Practitioner: But the fighting is around your drinking, and she has told you to cut down on 

your drinking.  Would she be supportive if you told her you were seeking help?  

Adolescent: Actually I bet she’d be very supportive.  I don’t know what my friends will think 

though.  But you said I had to go.  I can tell them that.  Attending treatment is a 

punishment for what I did.   

Practitioner: That’s a good way to frame it with them.  So I think we have a plan.  I’d like you 

to attend the treatment program a few miles from here.  It is very easy to get to 

with public transportation if you can’t get a ride.  I will place this in your file 

and will schedule the first appointment for you.  I also think you should talk to 

your mom about this.  What do you think? 

Adolescent: I don’t know. 

Practitioner: We can always talk to her about it together.  What do you think about that?  She 

can come with you next week for our next session.  Then we can schedule the 

appointment with the treatment program after we’ve all talked together. 

Adolescent: Okay. 

Practitioner: Great.  So I will see both you and your mom next week.  I think we’re making 

good progress.  

Adolescent: Okay, see you then. 

 



 

MODULE 4:  REFERRAL TO TREATMENT AND FOLLOW-UP PAGE |  98 

Sample Interaction: Brief Intervention and Referral to 
Treatment, DAST-10 and AUDIT 

Setting: Tim is a 20 year old college student who is visiting an outpatient mental health center at his 

University for possible depression.  He was referred to this program by the physician at the college 

health center whom he was mandated to see after getting caught drinking in his dorm room by the 

Resident Assistant.  The practitioner (Carl) conducted a screening using the questions from the AUDIT 

and DAST-10.  Tim scored a 7 on the DAST-10.  He also scored a 21 on the AUDIT.  These are both 

positive screen scores and indicate a need for brief intervention and referral to treatment.  

Practitioner:       Thanks for bearing with me and answering all of those questions.  Now, I’d like 

to learn a little more about you.  You came in to the center, with your parents’ 

coaxing, because you have been feeling overly hostile, aggressive, and irritable.  

Tell me about a typical week for you.   

Young Adult:      I’m a sophomore in college.  I have classes four times a week and am on the 

football team.   

Practitioner: Where does your current alcohol and other drug use fit in with a typical week? 

Young Adult: There are a lot of parties at school, usually four or five nights a week.  I usually 

go out with a few buddies from the team on Thursday, Friday, and Saturday.  We 

have a drink or two before heading out, kind of a “pre-game”, and then have a 

bunch of drinks when we’re at the party.   

Practitioner: How about other days of the week?  Is your drinking limited to the party nights? 

Young Adult: Well, not really.  I drink on the other nights as well. 

Practitioner: Is this with the football team, too? 

Young Adult: No, this is by myself. 

Practitioner: And how about your drug use?  Where does that fit in? 

Young Adult: Sometimes at the parties there are a bunch of prescription drugs.   

Practitioner: Is that it?  You said earlier that you use more than one drug at a time. 

Young Adult: Well, not really.  Last year, during a game, I got tackled real hard and hurt my 

shoulder.  The doctor put me on prescription pain medication.  It hurt so badly, 

and the drugs took a lot of the pain away.  But I couldn’t stop using them.  The 

doctor wouldn’t give me more when I ran out.  But this buddy of mine said he 

had a friend who could help.  That’s how I got started with smoking heroin.  My 

friends on the team don’t know about it.  My parents recently found out though. 

Practitioner: How did your parents react? 
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Young Adult: They were first mad, but then they got concerned.  They are worried that I have 

a serious drug problem. 

Practitioner: Help me understand more about what you like about using alcohol and other 

drugs. 

Young Adult: The alcohol helps calm down my irritability and hostility.  I’ve been so angry 

since my football injury.  I haven’t been able to play in a game since.  When I 

drink I have fun, and I fit in with the team, even though I haven’t been playing.  

It makes me feel like I’m still part of the group.  When I’m alone, sometimes I’m 

sad.  When I drink then, it helps me to forget. 

Practitioner: And how about the drugs?  What is good about using them? 

Young Adult: Oh, well I need them.  It helps me deal with any after-effects of my drinking.   

These hangovers are pretty uncomfortable.  I can get my hands on prescription 

pills at some parties, but not often enough.  The heroin helps on a regular basis. 

Practitioner: What are some of the not-so-good things about using alcohol and the other 

drugs? 

Young Adult: It’s a lot of drinking, and sometimes I feel sick later.  And it’s hard to get to class 

if I had been drinking the night before.  Not to mention my grades.  My parents 

are upset.  I’d worry about getting kicked off the football team, but I haven’t 

played in a while anyway.  For the drugs?  I know it’s bad, but I can’t stop.  I 

get stuff, and I don’t know what’s in it.  But I need it. 

Practitioner: So on the one hand, the alcohol helps to calm you down so you’re not as angry.  

And when you’re alone, it makes you feel less sad.  The drugs prevent you from 

getting sick as a result of not taking them.  On the other hand, the drinking can 

get you sick, it is impacting your ability to get to class, and is hurting your 

grades, and your parents are upset.  The heroin is making you worried for your 

health. 

Young Adult: That sounds about right. 

Practitioner: I have some information about low-risk guidelines for drinking as well as some 

information about drug use.  Would you mind if I shared them with you? 

Young Adult: I suppose. 
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Practitioner: Let’s look at your recent pattern of drinking.  On average you are drinking more 

than 14 drinks per week and typically 5 or more drinks in a two hour period.  

That amount puts you above 96% of the adult population in terms of drinking.  

And at this level, you are at risk for a lot of consequences, including alcohol 

poisoning, motor vehicle accidents, other injuries, poor school performance, and 

drop out. And heroin use is dangerous.   As you may know, it’s a highly 

addictive drug. You are already feeling the effects of addiction and there is a big 

risk of overdose with heroin use. Together, these can put you at risk for social or 

legal problems as well.  What are your thoughts on that? 

Young Adult: I know that heroin is dangerous.  And I know I’m drinking a lot.  But I’m also 

angry and feeling like I want to hurt someone.  And sad sometimes too.  The 

alcohol and drug use helps with that.  So it’s one thing or the other thing. 

Practitioner: Remember when we were talking about some of these feelings before we started 

talking about your alcohol and drug use? 

Young Adult: Yeah. 

Practitioner: Well, those feelings are related to the reason you are here- the depression and 

anger. I can appreciate that you get short-term relief from these feelings when 

using.  But do you think that continued use is a long-term solution? 

Young Adult: I see your point.  Continuing on this path seems risky. 

Practitioner: So you are also seeing this perspective of what may be important to your health. 

Here is something I would like you to review with me. This readiness ruler is like 

the pain scale we use in the hospital.  On a scale from 1-10, with 1 being not 

ready at all and 10 being completely ready, how ready are you to change your 

alcohol use?  And your drug use?  

Young Adult: Probably a 2 for both. 

Practitioner: A 2.  That is great that it’s not a 1!   So there is some interest in change.   Tell 

me about why you gave a 2. 

Young Adult: Well, because you say there is something that you can do for my hostility and my 

sadness, other than using alcohol and drugs.  And that there are quite a few 

people my age who are dealing with this.  But a score higher than a 2 is not how 

I feel.  The pain is really bad, and I need the alcohol and drugs for that.  I can’t 

change it now. 
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Practitioner: Tim, it is a good time to summarize.  Here is how I size-up the situation. I am 

concerned about the amount you are drinking and about your heroin use.  Given 

the level of your use, it is important for your wellbeing, and for your mental 

health, that you go to a substance use disorder treatment program for further 

evaluation.  You may not know this, but alcohol and drug use often makes the 

depression worse.  This is very common.  Kind of like what I said before, one in 

three who struggle with alcohol and drug abuse also suffer from depression.  

What are your thoughts? 

Young Adult: More treatment?  It took me a while to finally come here.   

Practitioner: I know it’s a lot, but it’s important for us to come up with a plan that can work 

for you.  We do not have staff here with the expertise to conduct a full diagnostic 

assessment and to treat patients with possible substance use disorders and a co-

occurring problem, such as depression.  What supports do you have that will 

help you to attend treatment?  Tell me about a challenge you overcame in the 

past.  How can you use those supports or resources to help you now? 

Young Adult: Like I said, coming here for my depression.  My parents were really helpful.  

They’re angry with me right now though.  But I guess they’re angry about my 

alcohol and drug use.  I can ask them to support me in treatment, so I can stop 

these problems. I still don’t know about all of this. It seems pretty intense. 

Practitioner: It’s OK to have concerns and we can address them as we move along. I agree 

that it would be good to seek your parents’ support. It might help you begin to 

repair your relationship with them at the same time.  There’s a program that 

merits more attention by professionals. Can I call them and make an 

appointment for you? 

Young Adult: Yes, that’d be easier for me.  Otherwise I might not make it myself. 

Practitioner: Okay.  I’ll get you an appointment for next week on the day you don’t have class. 

Young Adult: Friday. 

Practitioner: Great.  I also have some additional resources that people sometimes find helpful.  

Would you like to hear about them? 

Young Adult: Sure. 

Practitioner:  Here is some information about alcohol use.  And here is something else about 

prescription opioids and heroin.  AA also holds sessions near here, if you’re 

interested.  AA can be a supportive, non-threatening place where you can feely 

talk about what is going on with you. 

Young Adult: Thanks. I’ll take a look at those brochures.  But for now I’m going to hold off on 

the AA.  I want to go to the treatment program first, see what they have to say. 
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Practitioner: That sounds reasonable.  Thank you for talking to me today, Tim.  Before you 

leave, the scheduler will work with you to set up an appointment at the substance 

use disorder treatment center.  They’re just going to do a diagnostic evaluation, 

see how they can help.   

Young Adult: Okay. 

Practitioner: And I will see you next week.  We’ll get to work. 

Young Adult: Okay, thanks Carl. 

Practitioner: Thank you, Tim. It was an important step you took today. 
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Module 5:  Motivational 
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Motivational Brief Intervention143,144 

Learning Objectives Suggested Readings 

1. Learn to use motivational interviewing 

strategies as part of conducting brief 

interventions, specifically: 

a. Assess readiness to change 

b. Ask open-ended questions 

c. Affirm 

d. Utilize reflective listening 

e. Summarize thoughts and feelings 

f. Elicit change talk 

g. Ask permission and give advice 

h. Generate options 

i. Manage pushback 

■ Jensen CD, Cushing CC, Aylward BS, Craig 

JT, Sorell DM, Steele RG. Effectiveness of 

motivational interviewing interventions for 

adolescent substance use behavior change: A 

meta-analytic review. Journal of Consulting 

and Clinical Psychology. 2011;79(4):433-440. 

■ Gold MA, Kokotailo PK. Motivational 

interviewing strategies to facilitate adolescent 

behavior change. Adolesc Health Update. 

2007;20(1):1-10. 

■ Naar-King S, Suarez M. Motivational 

Interviewing with Adolescents and Young 

Adults. New York: Guilford Press; 2011. 

■ Center for Substance Abuse Treatment. 

Enhancing Motivation for Change in 

Substance Abuse Treatment. Treatment 

Improvement Protocol (TIP) Series, No. 35. 

Rockville, MD: Substance Abuse and Mental 

Health Services Administration; 1999. 

■ Grenard JL, Ames SL, Pentz MA, Sussman S. 

Motivational interviewing with adolescents 

and young adults for drug-related problems. 

International Journal of Adolescent Medicine 

and Health. 2006;18(1):53-67. 

 

Change can be difficult for individuals of all ages, and perhaps especially so for adolescents.  Brief 

interventions are designed to help adolescents take the first steps towards making healthy changes, and a 

key brief intervention ingredient to the change process is Motivational Interviewing (MI).  Adolescents 

have to choose to change and to do the work, but a brief intervention, with MI as a core component, is a 

valuable technique to help adolescents reduce or stop their alcohol or other drug involvement.  MI can 

promote positive change by strengthening a person’s self-confidence and competence, and provide 

guidance to generate self-change options and plans.  
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Motivational Interviewing makes sense as a strategy to employ with adolescents 
because: 

1) It is non-confrontational;  

2) It promotes insight, self-understanding and self-efficacy (all critical skills to develop at this stage 

of life); and 

3) It helps empower the adolescent to own their decisions which can be beneficial for many other 

challenging choices and decisions that they may face. 

You, the practitioner, cannot provide the motivation to change by directing, browbeating or humiliating 

adolescents to change.  A confrontational style addresses adolescents as if they are “out of touch with 

reality, dishonest, incapable of responsible self-direction, deficient in knowledge and insight and 

pathologically defended against change.”  When working with adolescents, practitioners may fall into a 

trap of taking on a parental role with a directing, judgmental or moralizing tone. These assumptions place 

the practitioner in a role of “correcting error[s], combating delusion, taking charge, educating, breaking 

down defenses and being the [adolescent’s] link to reality.”145  

Examples of Confrontational Style: 

“You’re going to hurt your parents/family if you don’t stop drinking.” 

“You’re going to get kicked off the soccer team if you don’t stop going to practice hung over.” 

“You’re wrecking your life because of your drinking.  You have to stop. It’s going to kill you.” 

“You’ll never get into college if you don’t stop smoking pot.” 

“Why don’t you stop drinking?  If you really wanted to you would.” 

“If you don’t stop smoking now, when you’re 25 you’ll look 100 from all the wrinkles.” 

“You’re depressed and your drinking makes it worse.  You aren’t going to feel better until you stop.  

Just do it!” 

“Your denial that you have a drinking problem tells that you really have a problem.” 

This approach is rarely effective.  In fact, “four decades of research have failed to yield a single clinical 

trial showing efficacy of confrontational counseling, whereas a number have documented harmful effects, 

particularly for more vulnerable populations.”145 (There is a concept in MI of “light confronting.”  We 

will address this style in a subsequent section, Motivational Skill #8—Managing Pushback.) 

Not all adolescents want to change their behavior.  They may not feel that they have a problem with 

alcohol or drugs, or that it’s their first priority to address it.  Even when an adolescent knows the potential 

consequences if change is not made and sustained, the choice to change is the adolescent’s.  Your role 

with adolescents is to ignite the internal motivation and help them find their own best reasons and 

methods to change.  Motivation can best be described as: 
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Motivation - internal and external forces and influences that move an individual to become ready, 

willing and able to achieve certain goals and engage in the process of change. 

Adolescents either at-risk for or are already experience substance-user related problems (e.g., school, 

health and social) are much more likely to change their behavior if you use an empathic, person-centered, 

strength-based, motivationally enhancing style, focused on identifying and solving the adolescent’s 

problems.     

Motivational counseling– a method of communicating that uses the perspective, ideas, beliefs and 

strengths of an individual to evoke internal motivation to change behaviors.  

Motivational Interviewing (MI) is a collaborative, goal-oriented method of communication with particular 

attention to the language of change.  It is intended to strengthen personal motivation for and commitment 

to a target behavior change by eliciting and exploring an individual’s own arguments for change.  

Motivational Interviewing is not therapy in and of itself. It is a preparatory step for encouraging change 

behavior. 

Brief motivational counseling is not a set of techniques or tricks for getting an adolescent to do what you 

want.  Rather, according to Drs. William R. Miller and Stephen Rollnick, the developers of the modern 

MI counseling approach, it is “a skillful clinical style for eliciting from clients their own good motivations 

for making behavior changes.”144  The goal is for adolescents to arrive at the reasons for change that will 

be most influential to them, to create realistic plans to change and to monitor steps taken to correct or 

reinforce change.  The aim is to help adolescents generate their own motivators to change their substance 

use in the direction of reducing or stopping use. 

Examples of motivated-based change statements: 

“I don’t want to fail my next exam because I was hung over.  I like high school and I want to go to 

college, but school is seriously stressful.  Most of the time, I drink with my friends after school just to 

relax, chill for a while. It takes the pressure off. Yeah, probably not a good idea to get drunk the night 

before an exam.” 

“I know I have to stop smoking weed.  My dad is starting to suspect that something isn’t right with 

me. He keeps asking me why my eyes are always red and why I don’t hang out and eat dinner with 

them anymore. I don’t want him to see me as a pot head.” 

”I really thought I had my drinking under control. I only drink a couple of 6-packs on the weekends, 

but I still feel so anxious. At first it helped me feel less nervous but I think it’s getting worse. Maybe 

I’d feel better if I got this drinking under control.” 
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MI also helps resolve ambivalence.  Ambivalence is a hallmark of the 

change process.  Even with wanted or positive changes, ambivalence is 

often present.  It can impede progress if we do not address it.  

Practitioners need to pay special attention to normalizing adolescent 

ambivalence through the use of empathic responses that normalize the 

experience.  

 

 

Ready to Change?143 

People change their behaviors when: 

■ they become interested in or concerned about the need for change; 

■ they become convinced that the change is in their best interest or will benefit them more than cost 

them; and 

■ they organize a realistic, feasible plan of action and take the actions that are necessary to make the 

change and sustain it.146 

 

“In a representative sample across more than 15 high-risk behaviors, it was found that fewer than 

20% of a problem population is prepared for action at any given time.  And yet, more than 90% of 

behavior change programs are designed with this 20% of the population in mind.”147 

Your clinical task is to promote the behavior change process in the 1 in 5 people who are ready to make 

changes right now, and for the 4 out of 5 others, to support efforts to increase recognitions that change is 

needed.   

Stages of Change model - a way to identify the important tasks needed to make change happen, 

better understand the health care or treatment needs of that adolescent and identify which options 

are most appropriate given the adolescent’s level of motivation to change. 

Prochaska and DiClemente found common stages of change over hundreds of behavior change studies: 

■ Precontemplation – The adolescent is unaware/under aware that their substance use is unhealthy, 

does not see a need to change, may feel hopeless, may wish others would change so they do not have 

to and has little or no interest in changing their behavior in the foreseeable future.   

■ Contemplation – The adolescent is aware of their unhealthy substance use behavior, is considering 

possible changes in behavior and is ambivalent about changing.  Adolescents may feel hopeless about 

making a decision to change and sticking with it.   

Ambivalence 

having positive and 
negative considerations 
that have about equal 
weight and shift back 
and forth, keeping an 
individual from making a 
decision 
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■ Preparation – The adolescent makes a commitment to act and develops a plan to change (but has not 

made changes yet).  They may test some initial steps and may feel hesitant or uncertain about success.   

■ Action – The adolescent takes the plunge and has started to change behaviors and thoughts to break 

patterns of unhealthy substance use and begins creating new behavior patterns.   

■ Maintenance – The adolescent is able to sustain changed behaviors and thoughts over an extended 

period of time, continues to make positive changes in other areas of their life and develops new 

coping skills to respond to stressors and changing environments.148 These maintenance of changed 

behaviors also works to prevent relapse. 

■ Termination – The adolescent has complete confidence (self-efficacy) they can maintain new 

behavior (e.g., abstinence), not return to unhealthy behavior, or able to cope with the fear of relapse. 

The practical skills of Motivational Interviewing (MI) are used to help adolescents to progress through the 

Stages more rapidly than they would on their own.  With your assistance, adolescents can move more 

quickly through the Stages.  Some may regress to an earlier Stage even after progress has been made.  

Others may get stuck.  The following figure below illustrates the dynamic nature of the Stages of Change 

model:148,149   
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Figure K: Stages of Change Model150 

1. Precontemplation
Definition:  

Not yet considering change or 
is unwilling or unable to 

change.

Primary Task:
Raising Awareness

3. Preparation/ 
Determination

Definition:  
Committed to changing. 

Still considering what to do.

Primary Task:
Help identify appropriate 

change strategies

4. Action
Definition:  

Taking steps toward change but 
hasn’t stabilized.

Primary Task:
Help implement change 

strategies & learn to eliminate 
potential relapses

Termination
Definition:

Has complete confidence in 
maintaining new behavior, no 
return to unhealthy behavior

Primary Task:
Support understanding of 
character/strengths; cope 
without fear of relapse/

reoccurrence

Stages of Change

6. Relapse/Recurrence
Definition:  

Experienced a recurrence 
of the symptoms. 

Primary Task:
Cope with consequences and 

determine what to do next

5. Maintenance
Definition:  

Has achieved the goals and is  
working to maintain change.

Primary Task:
Develop new skills for 
maintaining recovery

2. Contemplation
Definition:  

Sees the possibility of change 
but is ambivalent and 

uncertain. 

Primary Task:
Resolving ambivalence/

Helping to choose change

 
 

As a practitioner, you have opportunities at whatever stage an adolescent is in to assist in enhancing 

motivation, skills and commitment to change.  

■ Precontemplation – Cultivate ambivalence by raising awareness of and recognition of potential risks 

and negatives associated with alcohol and other substance use. The Decisional Balance Worksheet is 

located in Appendix K to help adolescents assess the reasons for wanting or not wanting to change.    
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■ Contemplation – Tip the balance in the adolescent’s ambivalence by generating reasons for changing 

and risks of not changing, supporting their confidence in the ability to change alcohol and other 

substance use patterns. 

■ Preparation/determination – Increase the adolescent’s commitment to decrease or discontinue 

alcohol and other substance use, develop options, choose among them and assist them in committing 

to a viable and acceptable plan. 

■ Action – Help the adolescent implement their plan, revise it as needed and sustain commitment to 

change even when faced with difficulties and setbacks.   

■ Maintenance – Turn changes in thinking and behaviors into healthy habits, resolve problems as they 

arise, sustain changes that make it difficult to go back to old, unhealthy, substance use patterns and 

thus prevent relapse.148 

■ Relapse/recurrence—Help the adolescent understand the importance of returning to maintenance.  

For some, the clinical task associated with precontemplation may be needed. 

Figure L: Stages of Change: Intervention Matching Guide150 
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Motivational Interviewing Skills Used in Brief 
Interventions143,144 

When practitioners use Motivational Interviewing (MI) techniques, many people with substance use-

related problems decrease their alcohol, tobacco, and other drug use; reduce their risks of injury, driving 

under the influence (DUI), home and social dysfunction; and engage in and complete substance use 

treatment.151,152  Many practitioners feel that they already use MI techniques in their clinical practice.  

Research studying actual clinical sessions shows big gaps between theory and practice, even in highly 

trained MI clinicians.    

Great emphasis is placed on understanding the spirit of MI.  It’s the combination of MI techniques and 

conveying the spirit of MI that makes MI effective.  How you think about and understand the intervention 

process is vitally important in shaping it.  MI holds a belief that each person possesses a powerful 

potential for change and understand that ambivalence to change is “normal.”  There are three fundamental 

aspects that summarize the spirit of MI: 

■ Collaboration – partnerships. 

■ Evocation – listening and eliciting from the adolescent. 

■ Autonomy – respecting the adolescent’s ability to choose. 

 

Remember, you cannot make an adolescent change.  Change belongs to 

the adolescent.   

The following eight MI skills can be used when counseling adolescents to reduce their risks of alcohol 

and other substance-related problems: 

1) Asking open-ended questions 

2) Affirming the adolescent 

3) Utilizing reflective listening 

4) Summarizing the adolescent’s thoughts and feelings 

5) Eliciting change talk 

6) Asking permission and giving advice 

7) Generating a menu of options 

8) Managing pushback 

 

Change talk 

expression of 
adolescent’s desires, 
abilities, reasons and 
needs to change 
unhealthy behavior 

Collaboration 

the process by which 
people and/or 
organizations work 
together to accomplish 
a common mission 
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Each of these MI skills is important to use right from the beginning of a brief intervention and can be used 

in every interaction you have with adolescents. 

These eight motivational counseling skills will help adolescents with unhealthy and dependent alcohol 

and other substance use to move through the Stages of Change to reduce their risk and make behavior 

change. Your primary focus of brief interventions with moderate risk adolescents is motivating them to 

reduce risk by changing their drinking and other substance use patterns. Your primary focus for high risk 

adolescents also is to motivate them to reduce their risk of alcohol and other substance-related problems.  

Often, this will involve motivating them to engage in treatment specifically addressing alcohol 

dependence, other substance use and mental health problems. 

Each skill is described in this module, with examples provided. To help with learning these skills, we 

suggest a role playing exercise as described below.    
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Motivational Interviewing Skills Role Play 

 
  

Role Play Exercise: Students/practitioners form dyads to practice some of the 

techniques that you are learning.  For this situation, one person will act as the 

practitioner who has administered the CRAFFT or AUDIT and determined the 

adolescent to be at high risk of experiencing alcohol-related problems.  The other person will 

act as the adolescent having difficulty in school. These role plays can be conducted with a 

third person who acts as the observer.  If performing the role play with an observer, refer to 

Appendix G and use one of the Brief intervention Observation Sheets. The practitioner will 

practice providing a motivational brief intervention to this adolescent.  This is an opportunity 

for you to practice using the eight MI skills included in this module: 

 Asking open-ended questions 

 Affirming adolescents 

 Utilizing reflective listening 

 Summarizing adolescents’ thoughts 

and feelings 

 Eliciting change talk 

 Asking permission and giving advice 

 Generating options 

 Managing pushback 

Adolescent: You are a 17-year-old who has been referred by your teacher to the school-based 

health clinic or counseling center because your grades have dropped and you’ve been missing 

classes. You agreed to go talk to someone about what’s going on in your life.  If asked about 

your alcohol use, you might push back a little by say something like: “We normally have 5 or 

6 Jack and Cokes and a couple of beers maybe 3 to 4 nights a week while hanging with my 

friends. It’s a lot of fun.  I’m not sure why you’re asking about my drinking because I’m really 

here because I told my teacher I would come talk with you about all the stuff I’m going 

through. I’m failing some classes. My parents are probably divorcing. They fight constantly. 

Drinking with my friends makes me forget about all that stuff and I don’t have to listen to it. 

Drinking really isn’t an issue for me. It actually makes me feel better but if I keep failing tests 

I’m not going to pass this year.” 
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Motivational Skill #1: Asking Open-Ended Questions143,144 

The way you ask questions can powerfully affect your ability to motivate adolescents to change.  An 

efficient way to gather factual information is to ask close-ended questions.   

Close-ended questions – questions that are phrased in a way to elicit a very brief or “yes” or “no” 

response. 

Examples: 

“Did someone tell you to call me?” 

“Do you think you have a problem with alcohol?” 

“Are you in school?” 

The adolescent could easily answer with a brief, factual answer or with a “yes” or “no” to each of these 

questions.  You will have to ask more questions to understand why the adolescent answered as she did.  

This could start a series of longer questions from you and short answers from the adolescent.  Although 

this may be an efficient way to gather intake information, it is not an effective way to engage the 

adolescent in a productive working relationship.  Open-ended questions are more helpful in developing 

rapport and creating the opportunity to support and encourage the adolescent’s existing motivation to 

change.  

Open-ended questions – questions that are phrased in a way that encourage the adolescent to 

explore and share her feelings, experiences and perspectives. 

Examples: 

“What brings you to the clinic today?” 

“How would you describe how alcohol is affecting your life?” 

Both methods of asking questions can gain important information.  The goal of asking a question in a 

clinical interaction is to elicit a thoughtful answer that will give you an understanding of the adolescent’s 

perspective and enable her to explore her problems and efforts at solutions.  Open-ended questions invite 

the adolescent to discuss an issue for as long as she deems necessary and allows her to identify what 

information she regards as most important.  They also provide you with the opportunity to listen.   

Open-ended questions encourage the adolescent to include information not specifically mentioned in the 

question.  These questions support collaboration because they put the adolescent in control of the 

direction, pace and tone of the interaction and place you in a listening role.  Compare the following 

interactions and judge for yourself which method of questioning seems more productive.  
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Conversation #1 (Close-ended Questions): 

Practitioner:  “Did your friend ask you to call me for help?” 

Adolescent:  “Yes.”  

Practitioner:  “Are you having problems at home?” 

Adolescent:  “Yeah, sorta.” 

Practitioner:  “Has your friend suggested you call for help before today?” 

Adolescent:  “Yes, but I didn’t want to.” 

Practitioner:  “When was that?” 

Adolescent:  “Last year.” 

 

Conversation #2 (Open-ended Questions): 

 

Practitioner:  “What prompted you to meet with me today?” 

Adolescent:  “My teacher suggested it.  He knows my parents are going through a divorce, and 

I’m starting to have trouble at school.” 

Practitioner:  “Tell me more about what you mean when you say, I’m starting to have trouble at 

school.” 

Adolescent:  “Well, I’m failing some classes and sometimes I don’t go to school. I feel so 

stressed out from listening to my parents fight all the time. At first, I thought they’d 

work it out but I don’t think so anymore. They started arguing about custody over 

me and my younger sister.  When things started getting nasty, it got harder and 

harder for me to deal with. I was so anxious I didn’t want to go to school so I’d just 

skip it and go hang with my brother’s friends who graduated last year. I’m worried 

that we’ll get split up and have to live with different parents that I’m having 

trouble concentrating at school, and I’m starting to forget my homework.  My 

grades are getting bad and I’m scared I’ll jeopardize my chances to get into 

college.” 

Although not every adolescent will respond with as much information, the differences between these two 

interactions are clear.  When open-ended questions were asked: 

■ the adolescent is able to divulge a great deal of information that you would not have otherwise 

known; 

■ the adolescent reveals important information about their experiences and critical incidents;  

■ the adolescent talks more and you listen more, with you prompting and guiding the conversation; 
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■ the adolescent is more actively involved, focused on what they think is most relevant for you to know 

and has more control over the direction of conversation; 

■ the adolescent shares more than just facts and reveals emotions about the situation; 

■ you foster a conversation rather than an interrogation; 

■ the adolescent feels supported, heard and understood; and 

■ you and the adolescent have a better chance of developing a strong, therapeutic collaboration. 

 

Comparing Close-Ended and Open-Ended Questions143 

Close-Ended Questions Open-Ended Questions 

So, you are here because your parents are 
concerned about your use of alcohol, correct? 

Tell me, what is it that brings you here today? 

Is everything okay at school? How are things going for you at school? 

Do you agree that it would be a good idea for 
you to get treatment for your alcohol use? 

What do you think about the possibility of getting 
treatment for your alcohol use? 

First, I’d like you to tell me about your alcohol 
intake.  On a typical day, how much do you 
drink? 

Tell me about your alcohol intake during a 
typical day. 

Do you like to drink? What are some of the things you like about 
drinking? 

How has your alcohol intake been this week, 
compared to last: more, less or about the same? 

What has your alcohol intake been like during 
the past week? 

Do you think you drink alcohol too often? In what ways are you concerned about your 
drinking? 

How long ago did you have your last drink? Tell me about the last time you had a drink. 

When do you plan to quit drinking? So what do you think you want to do about your 
drinking? 

 

In addition to the positives of asking open-ended questions, there is also potential for serious negative 

effects of asking close-ended questions.  Because you have to generate a list of questions from 

assumptions and incomplete information about the adolescent, close-ended questions may be 

presumptive, invasive or leading.  You can end up with partial or inaccurate information and generate 

defensiveness.  For example, if you were to ask, “Do you binge drink often?” the adolescent is forced to 

answer a question that she may not be ready to explore or may not have a clear answer.  Furthermore, this 

question introduces the idea of abuse into the adolescent’s consciousness and could indicate to her that 

you think or believe that she may have been abused.  Even though you may believe that you are simply 

asking a standard question, your intentions may not be clear to the adolescent.  This method of 

questioning can damage the relationship, making adolescents more passive and turning sessions into 
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question and answer interactions.  In general, open-ended questions are exploratory, not as threatening 

and are less leading than close-ended questions. 

With close-ended questions, there is a potential to incorrectly assume facts or circumstances based on the 

adolescent’s responses.  For example, the question, “Did either of your parents abuse you as a child?” 

includes several assumptions.  If the adolescent responds “no,” you might presume that she had not been 

abused by her parents.  However, if she does not feel comfortable using the word “abused” and might 

interpret her experience with her father as “strict discipline,” important information is lost.  Additionally, 

the adolescent may have been abused by someone other than a parent.  Not only is this example a 

directive question, but it is also a narrow one.  An adolescent’s understanding of what went/goes on in her 

family is revealing, and open-ended questions better allow her to express it.  

Open-ended questions typically begin with words such as “what” and “how” or phrases such as “tell me 

about...”  Often, open-ended questions are not technically questions but are statements that implicitly ask 

for a response.  Open-ended questioning can be time-consuming and could elicit unnecessary information.  

It can be a common mistake to lapse into asking close-ended questions.  If that happens, follow the “no” 

or “yes” with a “Tell me more about why you said no/yes…” It is your responsibility to keep the session 

focused, while still allowing the adolescent to explore her emotions and thoughts. Some ways to keep the 

session focused include prefacing questions with guiding statements such as “I really want to understand 

how you see the situation or how you view your alcohol use.” Or “Help me understand how other things 

happening in your life may be related to your drinking or drug use.” 
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Motivational Skill #2: Affirming Adolescents143,144 

Affirming – recognizing the adolescent’s strengths and accomplishments, complementing or 

making statements of appreciation and understanding  

Adolescents and young adults with substance use problems may feel overwhelmed by feelings of shame 

and inadequacy.  Affirming is a strength-based approach to support 

adolescent self-efficacy, which is their self-confidence that change is 

achievable.  Affirming makes it more likely that adolescents will 

recognize their own capacity to discuss difficult topics and appreciate 

their ability to alter them.  This is done by the practitioner demonstrating 

appreciation and understanding through the use of compliments and 

reflective listening statements that recognize the adolescent’s strengths 

and capacity to change.  Affirming statements do not have to be complex 

or lengthy; they must simply be sincere, timely and positive.  Affirmations must be genuine or they will 

sound phony, which most adolescents will pick up on.  Seek to affirm the following: 

■ Goals 

■ Values 

■ Intentions 

■ Efforts 

■ Strengths 

■ Willingness to engage in conversation and explore issues  

■ Intrinsic values as a person (especially important for a very discouraged or overwhelmed person) 

 

Examples: 

“Thank you for showing up to this appointment and being willing to talk with me.” 

“I appreciate your willingness to discuss these things with me. I can tell that you really care about 

other people in your life.” 

“I can see that you care about your future.” 

“Your family and friends and not letting them down really matter to you.” 

“Getting through school is one of the most important things in your life right now.” 

 

Self-efficacy 

an impression that one is 
capable of performing in 
a certain manner or 
attaining certain goals 
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Affirming is a skill that is intuitive to most practitioners.  When affirming an adolescent: 

■ Focus on strengths 

“I have noticed that you are really good at identifying strategies which help you reduce stress.” 

■ Encourage the adolescent’s persistence in spite of past problems 

 “You did a great job dealing with pressure from your friends to drink when you made a commitment 

to cut back.” 

■ Make encouraging statements and elicit positive responses 

“You’re making great progress.  Tell me how you feel in comparison to 2 weeks ago.”  

■ Acknowledge the positives 

“It seems to me that school is going better for you.  You’re getting to school on time and are no 

longer getting into trouble for being late.  That must feel really good.” 

■ Point out and celebrate steps taken so far 

“You have worked very hard. You have come so far in 3 weeks.” 

■ Remind the  adolescent of past successes 

“I know this appears very difficult to overcome.  You have been able to do it before.” 

■ Compliment willingness to talk about difficult issues 

“Thank you for taking a few minutes to talk with me about your alcohol/marijuana use.  I appreciate 

your openness and sharing your experiences and thoughts with me today.” 

■ Celebrate the adolescent as a person 

“You are a kind and warm person.  I can see how this problem affects you.”  
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Motivational Skill #3: Utilizing Reflective Listening143,144 

Ideally, most of your time in a session should be spent listening.  By carefully listening to the adolescent 

and responding with reflective listening statements, you encourage and support the adolescent’s ability to 

explore and problem-solve her problems. Reflective listening is a powerful and underutilized force for 

change. 153,154 Skilled reflective listening can prompt a person to begin to talk themselves into change.  

Additionally, people are generally more impressed by and tend to believe in what they hear themselves 

saying compared to what practitioners tell them.  In that way, open questions and skilled reflections help 

the adolescent hear themselves talking out loud. 

Reflective listening – also known as parallel talk or paraphrasing, occurs when you carefully listen 

to an adolescent’s thoughts, perceptions and feelings then restate them for the purpose of 

clarification and further exploration. 

The primary goals of reflective listening are to: 

1) help you accurately understand not only what the adolescent is saying but also what she is meaning 

by her words;   

2) help the adolescent clarify her thoughts; and 

3) reassure the adolescent that you are listening and understand her point of view. 

 

One of your main tasks is to help adolescents accurately identify their feelings, thoughts and perceptions.  

Adolescents often have difficulty accurately describing how they feel about a particular situation and 

often have conflicted perceptions and emotions.  Reflective listening statements can help the adolescent 

clarify her thoughts and emotions and help you better understand her.  For example, an adolescent may 

say, “I hate my coach.  I should just quit the team.”  You might assume that they do not like being on the 

soccer team.  However, by making reflective listening statements, you can encourage them to explore 

their feelings further, as well as clarify your understanding of their feelings about their athletic 

performance. 
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Example: 

Adolescent:  “I hate my coach.  I should just quit the soccer team.” 

Practitioner:  “You hate your coach and think it would be better for you to quit playing soccer.” 

Adolescent:  “Yeah!  My coach is always hassling me to work faster, work harder.  But it is hard to 

commit all those hours after school when I have so much homework to do.  I’m 

under so much pressure.  So I go over to my buddy’s house after practice and his 

brother gets us some beer.  We just hang out and play video games.  Then, the next 

day, I’m so tired at school. My head is pounding and I feel like I’m going to get 

sick. Still, I know I have to keep up with practice and everything my coach is asking 

of me.” 

Practitioner:  “What I hear you saying is that because your body is hung-over from the previous 

night’s drinking, you are finding it difficult to perform at your best in soccer 

practice.” 

Adolescent:  “Yeah, I guess so.” 

 

The example above illustrates how an adolescent may say one thing and mean something entirely 

different.  Taken at face value, the adolescent hates soccer because the coach puts on the pressure to work 

hard.  Actually, the adolescent is not performing at practice as expected due to the physical effects related 

to drinking.  Reflective listening statements help the adolescent feel they are being heard and allows the 

discussion to stay focused and truthful.   

Reflective listening statements help you avoid “roadblocks,” that prevent clinical progress.  Examples of 

roadblocks include: 106 

■ Commanding: imposing a view on the 

adolescent that they need to act in a certain 

way 

■ Threatening: warning or cautioning the 

adolescent about what might happen if they do 

not change 

■ Prematurely giving advice: offering 

unsolicited solutions or making suggestions 

■ Moralizing: telling people what they should do 

■ Criticizing: disagreement between practitioner 

and adolescent which implies judgment or 

blaming  

■ Shaming: labeling or ridiculing the adolescent 

can make them feel humiliated134 

 

Roadblocks tend to break-up or change the direction of the adolescent’s thought-processes and make it 

more difficult for the adolescent to explore thoughts and feelings.  Even some responses that might seem 

helpful or therapeutic (e.g. approving, reassuring and agreeing) can be roadblocks.  These kinds of 

comments insert a judgment or a perspective that can shut down or redirect the conversation and the 

adolescent’s free expression. 
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Here are several reflective listening phrases you can use to clarify and reflect back your understanding of 

what the adolescent is trying to convey: 

■ I understand the problem is… 

■ I’m sensing… 

■ I wonder if… 

■ I get the impression that… 

■ As I hear it, you… 

■ From your point of view… 

■ In your experience… 

■ I’m picking up that you… 

■ Where you’re coming from… 

■ You mean… 

■ Could it be that…? 

■ Let me see if I understand.  You… 

■ You feel… 

■ From where you stand… 

■ You think… 

■ What I think I hear you saying… 

 

You are not simply restating the adolescent’s thoughts verbatim (although sometimes using the 

adolescent’s own words can be very powerful).  Rather, you are strategically restating the adolescent’s 

words to encourage more thought and discussion.  

Adolescent:  “I don’t have a drinking problem.  I just drink 4 or 5 times per week with my friends.” 

Practitioner:  “You drink almost every day of the week and you do not feel that you have a drinking 

problem.” 

Reflective listening may also include your inferences based on previous statements of the adolescent, 

affect that mismatches content or other clinical cues.  This is called “continuing the paragraph.”  

However, you need to be careful not to overreach and go too far beyond what the adolescent is trying to 

convey.   

Adolescent:  “I don’t want to grow up to be like my parents.  They never cared for me like they 

should because they were always drunk.” 

Practitioner:  “You want a better life for yourself than your parents’ lives.  So you are here to ensure 

that alcohol does not interfere with that.” 

You can also pull out a few of the adolescent’s words and repeat those to form a reflective listening 

statement.   

Adolescent:  “I got way too drunk last night and really feel it this morning.” 

Practitioner:  “So, getting drunk last night did not feel good.”  

Most of your responses in a session should be reflective listening statements.  It may feel much easier and 

more comfortable for you to ask the adolescent a series of questions.  But, question and answer, with you 

asking the questions and the adolescent answering, puts the responsibility for fixing the adolescent’s 

problems on you.  Your task is to help the adolescent make their own solutions using their own resources 

and motivation. There may be a tendency to think that a heavy dose of reflective statements is not 



 

MODULE 5:  MOTIVATIONAL INTERVIEWING STRATEGIES PAGE |  123 

effective in moving the adolescent to the action stage.  This is not the case.  Reflection encourages the 

adolescent self-efficacy and intentions to change. 

When the practitioner amplifies statements and themes it can help clarify what the adolescent really 

means.  If the practitioner incorrectly interprets the adolescent’s comments, the adolescent will correct 

them, which can further help the patient to clarify what they really think and feel. 

Reflective listening statements work well with open-ended questions.  As a general rule, you should try 

not to ask more than 2 open-ended questions in a row and make at least 2 reflective listening statements 

after each open-ended question.  For example: 

Practitioner:   “How would you feel about us bringing in your parents into this conversation to 

help them understand more about what’s going on with you and to talk with them 

about additional services so that you could get the care that you need?”  (Open-

ended question)   

Adolescent:   “I’m not sure about that.  I know that my parents would be really mad if they knew 

that I was drinking at parties.”  

Practitioner:   “You’re concerned about bringing your parents into this conversation because you 

feel that they will be upset and mad at you because of your drinking.”(Reflective 

listening statement) 

Adolescent:   “Well, they don’t know that I drink at parties. I know I probably do need to talk to 

somebody and get some help but I don’t know if I want to start with telling my 

parents.” 

Practitioner:   “I could understand that you’re uncomfortable talking to your parents about 

something you think they would be upset about.  It also sounds like you are 

interested in getting additional care and talking to someone about cutting back on 

or stopping your drinking.  (Reflective listening statement – exposing ambivalence)  

What is the way you would like to proceed here?” 

Adolescent:   “Hmm, I don’t know. May I could talk to someone here first before I get my 

parents involved.” 
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Motivational Skill #4:  
Summarizing Adolescents’ Thoughts and Feelings143,144 

In a single session, an adolescent may present a lot of overlapping bits of information about themselves 

and the challenges they face.  Often, adolescents are not able to see how these bits fit together, or the 

similarities among the thoughts, feelings or situations that they present.  Summarizing allows you to help 

the adolescent see patterns, highlight similarities or inconsistencies and emphasize the adolescent’s 

choices and strengths.   

Summarizing – linking together statements or themes and presenting a condensed version. 

Summarizing helps the adolescent to change because it: 

■ Demonstrates you are actively listening and remembering the current and previous conversations; 

■ Reinforces information and brings into focus themes and strengths presented by the adolescent; 

■ Provides an opportunity for you to highlight aspects of the adolescent’s thoughts and feelings that 

support change; 

■ Draws from the exact words spoken by the adolescent that contain their own motivations for change; 

■ Provides additional clarity to the adolescent on their views and feelings and offers an opportunity to 

expand further on previously expressed thoughts and feelings; 

■ Allows you to bridge from one topic to another; and 

■ Allows the adolescent to hear in your words what the adolescent has been saying and to correct 

misperceptions. 

Summarizing is done with only a few sentences.  Use it sparingly so as to not interrupt the flow of 

conversation.  For example:  

Practitioner:   “How do you feel about talking to a counselor to get help with cutting back on or 

stopping your marijuana use?” 

Adolescent:   “I suppose I don’t have a problem talking to someone. Will it go on my school 

record that I talked to a shrink?  I just don’t want it to prevent me getting into 

school or a job someday.” 

Practitioner:   “So you feel you would be okay talking with a counselor to get some help with your 

marijuana use if it didn’t go on your school record. Did I get that right?” 

Adolescent:   “Ok. I plan to go to college and I don’t want to blow that.” 

Practitioner:   “Ok, I hear you.  You are open to the idea of talking with a counselor about your 

marijuana use and you want to go to college and get a good job one day.  What 

else?” 
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You might conclude a summary statement by asking the adolescent an open-ended question, “What 

else?” rather than a close-ended question, “Did I miss anything?”  This way, you are inviting her to 

generate as opposed to simply responding with, “yes,” or “no.” 

Summarizing brings together thoughts and feelings the adolescent may have presented at different points 

during the current interaction or in previous interactions.  It also encourages the adolescent to reflect on 

thoughts or feelings that she may not have seen as related or interconnected.  For example: 

Adolescent:   “I don’t understand why everyone seems to think I have a drinking problem.  I only 

drink on weekends at parties after a tough of exams and writing papers.  Everyone 

does that.  I enjoy being out, watching a game, drinking and seeing friends. I’m 

usually the last person at the party.   Gives me a chance to hang out with other 

people.” 

Practitioner:   “So, because you only drink on weekends when you feel stress from a tough week 

at school, you feel you don’t have a drinking problem anymore than your friends.” 

Adolescent:   “Right!  So, I have a few beers to relax!  I see the same set of guys up at a friend’s 

house every weekend, partying and drinking just like I am.  You don’t see any of 

them sitting here right now, do you?” 

Practitioner:   “Ok. I see where you are coming from.  But tell me more about how much you 

drink in comparison to your friends. 

Adolescent:   “Well they throw back a few beers just like I do. I can probably drink a couple of 

six packs but most of them can’t hang with me. They’re light weights. They’re 

drunk after the first 6 then we try to get them home so they don’t make fools out of 

themselves.  I can drink twice what they can. But I can really hold my liquor.” 

Practitioner:   “You seem to have different perspectives on your drinking.  On the one hand, you 

see yourself as just like your friends who are partying with you and, on the other 

hand, you see yourself as frequently drinking more than your friends and 

mentioned that they leave before you do.”   

Linking phrases, such as, “on one hand” and, “on the other hand,” can help the adolescent acknowledge 

conflicting statements without aggressively confronting the inconsistencies.  Linking summaries create an 

opportunity in the conversation that highlight conflicting ideas or discrepancies that force the adolescent 

to address the discrepancy or topic without directly confronting them.  You can also use summarizing to 

correct faulty conclusions made by the adolescent or redirect their arguments for not changing. 

Summaries are most effective when used in conjunction with open-ended questions and reflective 

listening.  This trio of strategies elicits change statements, gently encourages them to explore these 

statements further and reinforces the adolescent’s thoughts and feelings by repeating them aloud.   
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Motivational Skill #5: Eliciting Change Talk143,144 

It is rare for an adolescent to walk into a clinical encounter ready to change their lives.  Most adolescents 

are not highly insightful and are likely unmotivated to change behaviors that are not seen as a problem, 

such as use of alcohol and other drugs.  For these adolescents, you are a guide or coach to help them 

figure out why they want to change and to create a plan based on their personal reasons and motivations 

to change.   

As noted earlier, the primary purpose of motivational counseling is to uncover and stimulate the 

adolescent’s internal motivations to modify unwanted behaviors or initiate new ones.  As a practitioner 

you do not have the power to “make” an adolescent change.  You probably do not control the incentives 

or the punishments to generate the external motivators to change.  But, you can help the adolescent 

verbalize the reasons for and advantages of changing behaviors that are unique to them, utilizing “change 

talk.”   

Change talk – statements said by an adolescent that favor changing unhealthy behaviors and 

describe the reasons for and advantages of changing. 

By eliciting change talk, you encourage the adolescent to make their own arguments for changing 

unhealthy behaviors and to feel motivated to make changes they wants. Change talk indicates that the 

adolescent is moving forward in the process of change.  When you hear change talk, this is a big, flashing 

sign that motivational counseling is headed in the right direction.  The more change talk from the 

adolescent, the more likely they are actually going to change the problem behavior.  You can highlight 

and encourage change talk by recognizing it when it is verbalized and appropriately responding to change 

talk, you may be able to produce more of it to clarify it and strengthen it to help move the person toward 

commitment to change.     

There are several ways to elicit change talk: 

Ask evocative questions – This technique is by far the simplest and most direct.  These are open-ended 

questions geared towards 1 of the 5 categories of change talk - desire of change, ability to change, reasons 

to change, need to change, and commitment to change (also known as DARN-C).  Examples:143 

■ Desire to change 

► “Why might you want to make a change [quit, cut back] in how much you drink?” 

► “What, if anything, worries you about your current drinking pattern?” 

► “What would be some benefits if you cut back on how much you drank?”  

► “If you reduced or stopped drinking, what would be better?  What would be worse?” 

►  “In what ways has your marijuana use been a problem for you?” 

► “I can see that you are feeling stuck, frustrated and discouraged at the moment.  What is going to 

have to change?” 
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► “To what extent would you like to make changes in your drinking/use of marijuana?”  

► “How difficult would it be for you to cut back or stop drinking?” 

► “What do you wish were different about your life/situation right now? How does drinking 

[marijuana] fit into the picture?” 

■ Ability to change 

► “How might you go about making this change [if you decided to]?” 

► “What is the first step you would take to make a change in your use of alcohol [or marijuana]?” 

► “What plan do you have to make the change happen? What methods can you use?”  

► “What encourages you that you can change if you want to?” 

► “What personal strengths do you have that will help you succeed?” 

► “What gives you confidence that you can stop drinking/stop smoking marijuana?” 

► “When else in your life have you made a significant change like this? How did you do it?” 

► “Who could offer you helpful support in making this change? In what ways?” 

► “What methods would you be willing to try that may work for you to change your drinking?” 

■ Reasons to change 

► “What are some disadvantages if your drinking habits stayed the same?” 

► “What are some of the best reasons you can think of to change a change [quit smoking 

marijuana]?” 

► “How has your drinking affected your school performance or other important things in your 

life?” 

►  “What are some advantages of changing your drinking habits?” 

► “How would things be better with your parents if you cut back or stopped drinking?” 

■ Need to change 

► “How will your life be better if you make these changes?” 

► “How is drinking [using marijuana] getting in the way of what matters most to you in your life?” 

► “If you cut back or stopped drinking, how would your life in a year from now be different?” 

► “What makes you think you need to do something about your drinking?” 

► “In what ways do you think you or other people have been harmed by your drinking?” 

► If you stayed the same with your drinking pattern, what negatives might happen?  What positives 

might happen?” 

■ Commitment to change 

► “What is the next step you will take to change your drinking [marijuana use]?” 

► “When will you take the next step to make this change?” 

► “What approaches [steps] will you use to help keep yourself on track with making this change?” 

► “Who will you ask to support you [help you] as you are making this change?” 

► “How will you know that your plan for change is working?” 
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For adolescents who do not think that change is necessary, you may want to try asking some of the 

following questions: 

► “Why might someone who care a lot about you [your mother or father, teacher or pastor…] be 

concerned about your drinking?” 

► “What advice would you give someone in your situation—for example, another 15 year old girl 

who smokes weed every day and got in trouble but also hopes to stay involved in the theatre 

club?” 

 

Use readiness rulers – Readiness rulers, such as the importance and confidence rulers defined below, can 

assist adolescents in determining how central or important changing is to them at present and how able or 

confident they feel about making the change.   

The rulers give you and the adolescent graphic feedback about progress and can stimulate reflection 

about the adolescent’s motivation to change.  Adolescent responses can be used to continue a 

conversation that hopefully elicits more change talk.  

Readiness to Change – How ready are they to make a change? “I’m ready to cut back on my 

drinking. I can see that it’s affecting my life.” The adolescent is expressing they are ready and willing 

to take steps to reduce their substance use or make a behavior change that reduces their risk. 

Importance – How important, or what is the current value, of the change to the individual?  “I want 

to stop drinking because it’s getting harder to get up and get to school on time, and I could lose my 

chance at college admission because of it.”  This adolescent is expressing their desire and reasons to 

change and is placing importance on changing.  

Confidence – How confident are they in their ability to change?  “I’d like to quit, but I’m not sure I 

can.  Drinking with my friends is kind of fun and when I’ve tried to stop before my friends just hassle 

me.  I’m not sure I could stop even if I wanted to.”  This adolescent is expressing a desire to change 

but is unsure of their ability to change. Confidence is an important barrier to address because people 

hate to fail and many adolescents may have already secretly tried to change and been unable to. 

Normalizing how hard it is to change, how many times a person may need to try and the importance 

of getting help can help move the adolescent through the sense of being a failure. 

To use the importance ruler, ask the adolescent: 

► “On a scale of 0 to 10, how important would you say it is for you to reduce or stop drinking, with 

0 being not at all important and 10 being extremely important?” 

► “On a scale of 0 to 10, how important would you say it is for you to stop smoking marijuana, with 

0 being not at all important and 10 being extremely important?” 

► “On a scale of 0 to 10, how important would you say it is for you to not be hung over and ready 

to perform your best during your game on Saturday, with 0 being not at all important and 10 

being extremely important?” 

 

To use the confidence ruler, ask the adolescent: 
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► “On a scale of 0 to 10, how confident would you say you are about being able to stop drinking, 

with 0 being not at all confident and 10 being extremely confident?” 

► “On a scale of 0 to 10, how confident would you say you are about being able to stop smoking 

marijuana, with 0 being not at all confident and 10 being extremely confident?” 

► “On a scale of 0 to 10, how confident would you say you are about being able to not drink the 

night before your big game, with 0 being not at all confident and 10 being extremely confident?” 

 

Once the adolescent has answered either of these questions, support high scores and explore ratings 

by discussing their choice of numbers.   

You could ask a question to elicit desire, ability, reasons, and/or need to change: 

► “What led you to pick a [6] and not a lower number like a [2]?”   

► “What led you to choose a [2] and not a [0]?” 

You could ask this question to help generate options for a change plan. 

► “What would it take for you to go from a [6] to a [7]?”   

► “What would it take for you to move from a [2] to a [4]?” 

 

It is useful to also ask why ratings were not lower.  This gives the adolescent an opportunity to 

explore their positive motivations to change and negative consequences of staying stuck.  Asking why 

a low score was not higher invites the adolescent to generate reasons not to change.  Clearly, the goal 

is to help the adolescent to express reasons that motivate them to change and give the adolescent 

confidence that they can be successful.  

When an adolescent chooses ‘0’: 

■ Acknowledge it. 

■ Affirm autonomy.  

► “It is totally your decision what to do/whether to change your use of marijuana or not; I 

only want what is best for you.” 

■ Follow-up with a friendly, inquisitive question.  

► “What would tell you that smoking weed was becoming a problem for you?”  

► “How would you know if the time was right or making a change was a good idea to help 

you achieve the goals that you have for yourself?” 

Explore the status quo – Asking the adolescent to express the advantages and disadvantages of 

continuing to use alcohol or other drugs, as well as the advantages and disadvantages of changing their 

substance use patterns can help clarify their thinking.  It allows them to verbalize the two sides of the 

ambivalence that keep them stuck in unhealthy behaviors or thoughts.  The adolescent may have never 

verbalized the positive benefits they get from not changing their behavior.  There are advantages and 

disadvantages to the adolescent’s current behavior; you can help the adolescent to generate their own 

values or beliefs that can support positive change and the values or beliefs that sustain the status quo.     
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Ask for elaboration – When an adolescent makes a change statement, you can reinforce the change talk 

by asking them to explore the thought in more detail.  If they express that they drink or use other 

substances too much, you could ask them to say more about how much they are drinking or using drugs, 

how often and what they consider is “too much.”  You might ask them to describe a specific example 

such as when they drank or used marijuana too much.  By describing this event, they are likely to describe 

negative consequences resulting from their substance use and reasons they want to change.  By asking the 

adolescent to elaborate on change talk, you can help them to more fully explore motivations to change 

and reasons to tilt the decisional balance toward positive action.   

Ask about extremes – Another way of eliciting change talk is by asking the adolescent to describe the 

most extreme consequences that might occur if they do not change. 

► “What are the worst things you could imagine happening to you if you do not stop drinking?” 

► “What worries you the most about continuing to drink/using drugs?”  

 

On the other hand, asking the adolescent about the most extreme positive consequences of changing 

their behavior can be beneficial as well. 

► “What is the best thing that could happen if you stop drinking?” 

► “What are the great things you hope will happen by not smoking marijuana?” 

► “Describe to me the most significant things that you would like to do with your life if alcohol was 

not a part of it.” 

You might also find it useful to ask the adolescent to consider how likely they consider the extreme 

negatives or extreme positives to be.  For example, how likely do they feel it would be, if they keep 

drinking and driving, that they will get a DUI, lose their license, get kicked off the team, fail some 

classes, jeopardize their future, not get into college, injure themselves or someone else?  How likely is 

it that, if she cut down on drinking, she would lose weight, improve her grades or feel healthy and 

positive about life? How likely is it that, if he stopped smoking marijuana with his friends after 

school, he would get his homework done and be more prepared for his exams? 

Look backwards – Asking the adolescent to describe and compare a time before they were drinking (or 

engaging in other substance use) and the present can highlight how much alcohol has negatively affected 

their life.   

► “Do you remember a time in your life when your life was going well?  Tell me about that time 

period.” 

► “Describe to me a memory you have from a time when you were not drinking heavily.” 

►  “Tell me about a time when your relationship with your parents was going well.” 

► “Suppose you were someone else describing you before you started smoking marijuana.  Tell me 

what they would say about you.” 

Look forward – Just as with looking backwards, asking the adolescent to look into their future can elicit 

in their own words the likely outcome if they do not change drinking and drug use behaviors. 
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► “Where do you think you will be 1 year from now if you continue to drink alcohol at this level?” 

► “What effects do you think your continuing to drink at these levels will have on your brain in 5 

years from now?” 

► “Where do you think you’ll be in 2 years if you continue daily use of marijuana?” 

On the other hand, asking the adolescent to evaluate their future life without drinking alcohol or using 

substances can plant the seeds of change by inviting them to envision leading a healthy life. 

► “What do you think your life could look like 10 years from now if you stop drinking the way you 

do now?” 

► “What do you think your relationship with your parents could look like 3 months from now if you 

stop smoking marijuana?” 

► “What do you think your performance in school (or at practice) could look like if you weren’t 

feeling sick and hung over when you came to school?” 

Finally, ask the adolescent to consider the perspective that others may have about using substances. 

► “What would your friends say if you increased your use?” 

► “What about your parents—what would they think if they knew you drank or use marijuana?” 

Explore goals and values – Asking the adolescent to identify which goals and values they hold most 

important helps to highlight the gap between what they want and what they have now.  You are helping to 

sharpen the positives and negatives of the current behavior from their own values and goals. Exploring 

the adolescent’s values and goals gets them to reconsider the ambivalence about change from their 

perspective and motivation.  Perhaps the adolescent wishes to improve their school performance, be a 

better teammate, improve their relationship with parents/guardian/friends, graduate from high school, 

continue their education, get their driver’s license, get into the military, or get a job.  All of these could be 

threatened by their use of alcohol and other substances.  If the adolescent places a high value on having 

friends and all of their friends drink (or use other substances), then your efforts are focused on eliciting 

change talk involving non-drinking (non-substance using) friends.   

► “What matters most to you in your life right now?” 

► “What kind of person do you hope to become as you grow into adulthood?” 
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Motivational Skill #6: Asking Permission and Giving 
Advice143 

Generally, the adolescent should be the source of ideas for changing unhealthy and problematic 

behaviors.  Yet there are times when adolescents are unable to explore their problems more fully or to 

develop an appropriate course of action.  You may have advice or insight that can move them forward 

toward change, but it is preferred to seek a plan from the adolescent.  When an adolescent has 

“ownership” of solutions to problems, behavior change is enhanced.  Ask permission first before offering 

direct advice and be clear that the adolescent is in charge and is welcome to take the advice or leave it.  

The responsibility and strength to make healthy choices ultimately belong to the adolescent’s, not you.  

Your role is to provide assistance, support and alternative perspectives.   

Advice is a reasonable strategy in three situations: 

1) The adolescent specifically asks for your expertise – Adolescents will often ask you for your 

opinion or recommendation.  Some adolescents may want your technical advice, e.g., choice of a 

behavioral health counselor or other health care provider, type of treatment, medications, or 

peer/recovery support group.  Take care to evaluate the possible benefits and drawbacks before 

jumping in.  Advice at this point is most beneficial when the adolescent has explored their opinions 

on the topic first. At times, a request for advice is a way to divert from the hard, painful work that the 

adolescent has to do to own the problem and the solution.  If you feel that the timing is appropriate 

and the adolescent has sufficiently engaged in exploring options, you could offer advice. In some 

settings and circumstances, health care professionals may feel compelled to offer advice even when 

the adolescent has not specifically asked for it. Providing unsolicited, non-judgmental advice to 

adolescents is unlikely to be harmful; however, it is respectful to ask permission prior to doing so.  

2)  The adolescent has granted you permission to give advice – Many practitioners are very eager to 

offer their opinions, even when the adolescent has not asked for it.  Consider holding back on 

unsolicited advice, unless three criteria are met: 

■ You have elicited the adolescent’s own ideas and knowledge on the subject. 

■ Your advice is important to the adolescent’s safety or will increase motivation to change. 

■ The adolescent has granted permission. 

Asking permission reinforces that the strength and responsibility for change is the adolescent’s, not 

yours.  Permission can be requested directly or indirectly: 

► “I have a couple of thoughts about your plan of action.  Would you mind if I shared them 

with you?” 

► “I don’t know if this will work for you or not, but I could give you some ideas of what other 

people have done in your situation.” 

► “As a health care professional I would like to offer some advice. Would that be okay?” 
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► “I’d like to share a few ideas on how you might deal with that situation in the future. Would 

you be interested in hearing them? 

An adolescent could deny your request to provide advice.  The adolescent “owns” the change process.  

A person who is uninterested in advice is probably not very ready to change. If they are unwilling or 

unable to receive your advice, that is their choice.   

3)  The adolescent is obviously headed in a direction that could be harmful – Sometimes adolescents 

explore their ideas about how to change and decide on plans that are not helpful or that directly 

undermine their goals.  In this instance, it is entirely appropriate for you to intervene and offer a 

different perspective.  However, even at this point, the adolescent does not have to listen or adhere to 

your advice.  You must respect their autonomy.  Regardless of the path chosen by the adolescent, you 

must maintain a safe environment for them to come back and discuss the choices and the 

consequences resulting from them.   

Adolescent:  “I think I can still go to a party at a friend’s house without drinking too much.” 

Practitioner:  “It sounds like that might be a difficult thing to do.  It is clearly your choice.  Can 

you think of some other activities to socialize with your friends that don’t put you 

at risk for drinking too much?”  

OR 

Practitioner:  “That seems like a risky thing to do.  Tell me how that’s worked in the past for 

you.”  

OR 

Practitioner:  “Tell me how this will work for you.  Let’s explore some strategies so you can be 

successful doing this.” 
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Motivational Skill #7: Generating Options143 

Generating options – assisting the adolescent in developing alternative solutions to the current 

behavior, evaluating and choosing between options, testing that choice in practice and making 

necessary changes to achieve the adolescent’s goal. 

The adolescent holds the responsibility of making changes in their life, or choosing the status quo.  

However, you can help them generate options and choose between them to solve problems.  By using the 

motivational skills of affirming, reflecting, summarizing and open-ended questioning, you can assist 

adolescents toward changed behavior and thoughts.   

Help the adolescent explore goals and create an action plan that contains achievable goals.  To help 

explore goals, use open-ended questions to initiate dialogue.   

Examples: 

► “What changes are you thinking about making?”  

► “What do you think you will do?  What can you do tomorrow?  Or today?” 

► “What do you see as your options?” 

Developing a change plan has some similarities to developing goals in other areas of one’s life, e.g., in 

school or at work.  The adolescent may find it helpful to use SMART goal setting guidelines.  SMART 

stands for Specific, Meaningful, Attainable, Realistic and Time-bound.  The following questions could be 

useful prompts for creating an adolescent’s change plan that is based on their strengths and capacities: 

Examples: 

► “What will be your first (next) step?” 

► “What will you do in the next 1 or 2 days?” 

► “What will you do differently at the next party?” 

► “What goal have you set to achieve by our appointment next week?” 

► “What might get in the way?” 

► “How will you deal with those challenges?” 

For adolescents who are heavily involved with alcohol or other drugs or have mental illness or experience 

teen dating violence, short-term goals might best focus on engaging parents/guardians in the conversation 

in order to get an appointment with another behavioral health care provider, or initiating substance use 

treatment.  The Setting Goals for Change Exercise, which is located in Appendix D, and the Change Plan 

Worksheet, which is located in Appendix E can help you and the adolescent develop SMART goals.  

Discussing options for more intensive treatment for substance use or other problems is no different from 

discussing options for other issues.  The choice and responsibility is the adolescent’s and may include the 

parents/guardians. You are collaborator and coach. 
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■ Develop a range of options.  Not all options for changing a problem behavior will be equally 

desirable or feasible.  By developing several options and exploring the pros and cons of each, the 

adolescent can choose which methods might work best for them.  Compare the following two 

conversations with an adolescent at high risk for alcohol dependence that further illustrates this 

concept: 

Example #1 (Single Option): 

Adolescent:  “One of my goals is to stop drinking so much, but I honestly don’t know how to do 

that. I get the shakes when I don’t drink and all of my friends drink. They’ll just 

heckle me if I don’t drink. What am I supposed to do? Do you have any 

suggestions?” 

Practitioner:   “Well, we could try to get you in today to talk with the doctor or other health 

professional who specializes in working with adolescents. We could start by 

inviting your parents/guardian to join us in this discussion to talk about some of 

the options available to you such as intensive inpatient treatment.” 

Adolescent:   “I don’t know about that. I live with my grandma and this will kill her. She has no 

idea about any of this. Could I just talk to someone here first before we get my 

grandma involved? Would I have to go away to some rehab place? I don’t think I 

could do that. I help my grandma take care of my younger brothers.” 

Example #2 (Multiple Options): 

Young adult:  “I want to stop drinking all together, but I honestly do not know how to do that.  

What do you suggest I do?” 

Practitioner:   “Well, there are several different options available to you.  You could enter into an 

inpatient treatment program or perhaps an outpatient program would work better 

for you.   Some people benefit greatly from twelve-step and other peer/mutual 

support groups.  I can review each of these options with you then you can decide 

which of these options seems the best to you, keeping in mind that you do not have 

to select just one option?” 

Young adult:  “I would like some help. When I’m not drinking, it’s like I crave it. I know that isn’t 

good but drinking with my friends at parties helps me talk to people. I’m less 

nervous and I have fun. What scares me the most about stopping drinking is how 

anxious I’ll feel and how I won’t have any friends to hang out with. You mentioned 

peer support groups.  Can you tell me more about that?  And, what is outpatient 

treatment? Could I do that and still go to school? I don’t want to do something that 

makes me miss school. People will know something’s up.” 

 

By offering several options, the adolescent (and parents/guardians) can evaluate choices that are not 

appealing and ones that could work.  Talking through the positive and negative aspects of options is 
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another way to stimulate change talk and commitment to change.  For example, if the adolescent has 

previously tried peer/mutual support groups, such as AA or Smart Recovery, and found they helped with 

heavy drinking for a while, but the feelings of craving got them back to drinking, you might explore other 

options including periodic in-person or telephone counseling check-ups, and return to the peer/mutual 

support meetings.   
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Motivational Skill #8: Managing Pushback143 

Changing behavior is never easy.  Even though some adolescents may express some readiness to change, 

it is likely that adolescents will exhibit some pushback to changing their problem behavior at some points 

in counseling. Acknowledge and normalize ambivalence.  This strategy helps the person become more 

receptive to the possibility of change in the future. 

Pushback – responses that express opposition to an idea, observation or plan.  It may be relational 

or in defense of continuing a behavior. 

The intensity of the pushback to change the adolescent exhibits may be related to several factors, 

including the fact that the adolescent did not initiative the appointment for services and previous 

counseling was not a favorable experience143,151  Research indicates that your response to adolescent 

pushback can either increase or decrease future pushback from the adolescent.143,155  Practitioners should 

not be surprised if the adolescent shows pushback.  It can be a common response by any individual in 

therapy and it may even be more of an issue when an adolescent is engaged in a conversation about 

behavior change.156 Use the pushback as an opportunity to discuss the adolescent’s fears, concerns and 

ambivalence about changing.   

The first step in managing pushback is to recognize it.  According to Miller and Rollnick, these are four 

general types of resistant behaviors:143,157 

 Arguing – The adolescent contests your accuracy, expertise or integrity.  

 Interrupting – The adolescent breaks in and interrupts you in a defensive manner.   

 Negating – The adolescent expresses an unwillingness to recognize problems, cooperate, accept 

responsibility or take advice.   

 Ignoring – The adolescent shows evidence of ignoring or not following you.   

Once you recognize pushback, you then can respond, taking care not to encourage more pushback.  Dig 

through the noise of pushback and tune into what the adolescent is actually trying to convey.  An 

appropriate response to pushback validates the adolescent’s emotions, while decreasing the intensity of 

the pushback.  This can be accomplished in several ways: 

■ Simple reflection – Acknowledge the adolescent’s disagreement without causing defensiveness.   

Practitioner:  “I hear what you are saying and can understand why you would feel that way.” 
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■ Amplified reflection – Reflect back what the adolescent has said in an exaggerated way.  If done 

successfully, this encourages the adolescent to back off a bit and will elicit the other side of their 

ambivalence.  The tone of your voice is critical to this approach. 

Adolescent:  “My parents and friends think I have a problem with drinking.  I am doing just 

fine.” 

Practitioner:  “So, you seem to believe you have complete control over your drinking.” 

■ Double-sided reflection – Acknowledge both sides of the adolescent’s ambivalence.  This requires 

pulling together information the adolescent has offered throughout the clinical encounter.  Utilizing 

“and” instead of “but” can help maintain a balanced emphasis on each statement. 

Adolescent:  “I don’t drink any more than any of my girlfriends.”   

Practitioner:  “I can see your point.  You view your drinking as normal when compared to your 

friends.  But earlier you mentioned that your drinking may be negatively impacting 

your relationship with your parents and younger sister.  What do you think about 

this?” 

■ Shifting focus – Shift the adolescent’s attention away from the roadblock that is impeding their 

progress.  Taking a “detour” can diffuse pushback, especially in difficult situations. 

Adolescent:  “I wouldn’t be here if I hadn’t blown positive on that breathalyzer.  I guess you are 

going to tell me to quit drinking or lose my shot at college.”   

Practitioner:  “Hey, I just met you.  Why don’t we first begin by talking about what was going on 

that led up to the positive alcohol test?” 

■ Reframing – Acknowledge the validity of the adolescent’s perspective and observations and offer a 

new meaning or interpretation. 

Adolescent:  “I have always been able to handle my liquor.  I could drink a 12-pack of beer in 

one night and most people would not know that I was drunk.  No matter how much 

I drink, I can still handle my business.” 

Practitioner:  “That is an interesting perspective, and I can see how you would view that as a 

benefit.  Being able to drink that much without others noticing indicates a high 

level of tolerance and may mean you have a very great risk for developing a 

serious alcohol problem.” 

■ Emphasizing personal control – Communicate to the adolescent that it is their decision whether or 

not to make a behavior change.  This frees you of control and puts them in charge. 

Practitioner:  “It is not my place to tell you what you can or cannot do.  I am simply here to help 

you understand your options and to assist with any elements of this process that 

you find troubling.  How you live your life, including whether or not you choose to 

follow the recommendations made by the doctor, is ultimately up to you.” 
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■ Siding with the negative – Agree with the adolescent that they may not need to change.  Often when 

you take the negative side, adolescents will respond by presenting positive reasons to change. 

Adolescent:  “I don’t know if stopping drinking will really make that much difference in my 

life.”  

Practitioner:  “Well, perhaps it won’t.  You could keep drinking, or you could try stopping for a 

while and then see whether the problems in school and with your friends improve.  

Then you can decide whether or not you stay alcohol free. The recommended 

guidelines for anyone under the age of 21 is no alcohol use.” 

You can also create or intensify pushback when you behave in a way that shifts the power balance 

between you and the adolescent.  The following table presents examples of four types of responses to an 

adolescent’s pushback that you should avoid:143 

Responses to Avoid Example 

Arguing for change – You directly take 
up the pro-change side of ambivalence 
on a particular issue and try to 
persuade the adolescent to make a 
change. 

“You have no idea how wonderful your life can be if you 
were to just give up drinking.  You could spend more time 
with your family; you would not be hung over in the 
morning at school; you would lose weight; and think of all 
the money you would be saving each month!” 

Assuming the expert role – You 
structure the conversation in a way 
that communicates that you “have all 
the answers.”   

“I have been doing this for a long time.  I can tell you for 
certain that you are not going to be able to stop smoking 
marijuana while you are still hanging out with that group of 
friends.” 

Labeling – You propose acceptance of 
a specific label or diagnosis to 
characterize or explain the 
adolescent’s behavior. 

“I think it is important for you to acknowledge that you are 
a pot head before we can get anywhere in making you 
better.” 

Claiming preeminence – Your goals 
and perspectives override those of the 
adolescent. 

“I’ve been in recovery a long time.  You really need to 
listen to me.  I’ve been where you are, and you need 
help.” 
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Sample Interaction: Brief Intervention with Moderate Risk, 
Non-Resistant, Contemplative Young Adult, Age 20 

Brief motivational clinical encounter with a non-resistant or contemplative young adult, age 20, going 

to community college, working part-time, and has a girlfriend who expressed concern about his 

drinking.  

This is an example of a brief intervention with a young adult who is ambivalent about his drinking.  He 

is open to discussing behavior change.  The practitioner focuses on amplifying his ambivalence in 

order to help him prepare to change his drinking behavior. 

Practitioner:   Alright, Steve, thank you for answering those questions for me.  I appreciate 

your openness.  (Affirmation)  Would it be alright if I provided some feedback?  

(Asking permission to provide feedback or advice) 

Young Adult:   Yeah, I guess that’d be OK. 

Practitioner:   OK, great.  Based on your answers to the questions I asked about your alcohol 

use, it appears that you are at moderate risk of experiencing health, social, and 

other problems due to the amount of alcohol you drink.  (Providing feedback 

with permission)  What are your thoughts about this?  (Open-ended question)   

Young Adult:   Well, that surprises me.  I don’t think I have a problem with my drinking.  I don’t 

know why I scored so high. 

Practitioner:   So, this comes as a surprise and you’re unclear about how alcohol could put you 

at risk for any problems. (Reflection)  Would it be alright with you if I explained 

more about why I’m concerned?  (Asking permission to provide feedback or 

advice)    

Young Adult:   Yeah, I guess that’d be alright. 

Practitioner:   You mentioned before that you enjoy drinking on the weekends to relax and that 

you generally have about five or six drinks.  You also mentioned that drinking 

has interfered with your school performance on a couple of occasions, that you 

missed work due to hangover, and that your girlfriend has expressed concern 

about your drinking.  (Summary)  According to the lower-risk drinking 

guidelines, the recommendation is that young adults should totally avoid alcohol 

since any drinking puts you at risk for health and other problems associated with 

alcohol.  Young adults are particularly at risk for experiencing problems due to 

alcohol. (Advice with permission)  What do you think about this information? 
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Young Adult:   Well, I know that it’s illegal to drink under the age of 21 but in other countries 

you can drink much younger so it can’t be all that bad for you. I’ll be 21 in a 

couple of months and I’ve been drinking since I was 16 so I can handle my 

liquor.  I don’t even feel that drunk when I have six drinks.    

Practitioner:   So, you know the legal age to drink is 21.  And you don’t feel that intoxicated 

after six drinks even though you are still drinking more than the amount that is 

considered safe for men of any age.  (Reflection)  Would it be alright if I shared 

some thoughts on that?  (Asking permission to provide feedback)   

Young Adult:   Yeah, that’s OK. 

Practitioner:   You mentioned that you aren’t feeling the effects of the alcohol even when you 

have six drinks.  (Reflection)  This is likely an indication that your tolerance has 

increased over time, meaning that it takes more alcohol to have the same effect. 

This is a concern because it greatly increases the likelihood that you will or 

maybe are already experiencing some problems. For example, problems such as 

hangovers, poor performance in school or sports, relationship problems, and 

problems at work.  (Feedback with permission)  Given this information, I’m 

curious to know how ready you feel you are to cut back or quit drinking.  On a 

scale of zero to ten – zero being not ready at all and ten being extremely ready, 

how ready would you say you are?  (Open-ended question using readiness 

ruler) 

Young Adult:   Hmm, that’s hard to say.  I mean, I don’t want to mess up my relationship with 

my girlfriend. And I can’t afford to lose my job due to my drinking. I’m supposed 

to get a bonus at work and I’m planning to buy my girlfriend an engagement 

ring. I’m going to propose to her on her birthday. She gets so mad at me after a 

night of drinking. Sometimes she won’t talk to me for a week. If cutting back or 

not drinking meant I wouldn’t have these problems, then I’d say I’m probably a 

seven in terms of being ready.   

Practitioner:   A seven is pretty high.  It sounds like cutting back or not drinking is pretty 

important to you and that you are quite ready.  (Affirmation)  What do you think 

makes you a seven and not a lower number, such as a four or five?  (Eliciting 

change talk) 

Young Adult:   I guess it’s because I don’t want some of those things to happen.   

Practitioner:  Like what things? 

Young Adult:  Like putting my job in jeopardy or upsetting my girlfriend.  (Change talk)  Plus, 

my health is important to me. I work out regularly and try to take care of myself.  

(Change talk)  
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Practitioner:   Those all sound like very important reasons to make a change in how much you 

drink.  (Affirmation)  Now, using that same zero to ten scale, what would it take 

to move you from a seven, feeling quite ready, to a ten, feeling extremely ready, 

to change?  (Open-ended question using readiness ruler) 

Young Adult:   Well, I guess there are some reasons why I don’t want to change.  Like I said 

before, I enjoy going out with the guys.  I can’t see myself totally not 

drinking…We like to watch the game and throw a few back.  It’s how I relax.  

They might wonder why I’m not letting loose as much.  I don’t want things to 

change with my buddies. 

Practitioner:   Your friendships sound like a great source of relaxation for you.  (Reflection)  

How would it be if you explained to your friends that you are cutting back on 

your drinking for health reasons and because you care about important things 

like school, your job and your relationship?  (Open-ended question) 

Young Adult:   Well, I guess if I made a point of it when I first started, explaining that it was due 

to my health and those other things, then that would be easier than explaining 

the other reasons.  (Change talk)  They would probably understand that 

better…They might even hold me to it! 

Practitioner:   So, you see your friends as people in your life that could help you stick to your 

goal.  And maybe if you told them why this change is importance to you, then it 

would help you feel even more ready to make a change and cut down on your 

drinking.  (Reflection)  

Young Adult:   Yeah, if they see that it’s something important to me, not just being pressured by 

my girlfriend or judging them, but that I can still go out and have a good time 

but just not drink so much, then yeah, they might give me a hard time if they see 

me slipping up.  Plus, they already know how my girlfriend feels.  They might 

even give me grief if they know I’m upsetting her. 

Practitioner:   It seems that your friends would recognize your goal as reasonable and that it 

would be a good idea for several reasons. (Reflection) 

Young Adult:   Yes, definitely.  

Practitioner:  So what would this change actually look like in terms of how much you will 

drink when you’re out with friends? 

Young Adult:  I’m not sure… what were those limits? 

Practitioner:  Well, first of all, I do need to emphasize that no alcohol until you’re 21 is best.  

And then, for men 21 and older, up to a total of 14 drinks in a week and never 

more than 4 in one day is considered the lower risk limit. 
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Young Adult:  Hmmm… I’m going to have to think about this… But I guess it wouldn’t be such 

a big deal to try to stay within the 4 drink daily limit. 

Practitioner:  How comfortable are you with staying in the 14 drinks in a week limit? 

Young Adult:  (laughs) That would be pretty easy, as I usually only go out and drink on the 

weekends. 

Practitioner:  That sounds like a good plan to never have more than 4 drinks when you go out 

with your friends, and never exceeding 14 drinks in one week.  How confident do 

you feel about sticking to this plan – say again on a scale from 0 -10? 

Young Adult:  Oh, I’d say like an eight at least—pretty confident.  My relationship and school 

really are my priorities right now. 

Practitioner:  So, it sounds like you’re pretty sure you can make this change—especially when 

you consider what matters most to you right now. 

Young Adult:  Yeah, that’s right. 

Practitioner:   Alright, Steve, I’d like to summarize our conversation to make sure I’m not 

missing anything.  I really appreciate you being so open to discussing this with 

me.  (Affirmation)   

Young Adult:   No problem.   

Practitioner:   Today, we’ve assessed your current alcohol use pattern and discussed cutting 

back on your drinking.  Currently, you’re drinking well above the lower risk 

drinking limits and have expressed that it is important to you to cut back on the 

number of drinks you consume.  This is something that you are very ready to 

attempt and you believe that once you have your friends’ support, you will be 

even more ready to commit to.  (Summary)  Do I have that right?    

Young Adult:   Yeah, I think that pretty much covers it. 

Practitioner:   Great.  In what ways can I support you in achieving this goal?  (Open-ended 

question) 

Young Adult:   I think just checking in about it next time would be helpful.  

Practitioner:   OK, then that’s what we’ll do.  I’ll be sure to check in with you about progress 

toward this goal when you come back for your follow-up appointment.  Now, 

let’s discuss some of your other concerns. 
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Sample Interaction: Brief Intervention with Moderate Risk, 
Resistant or Pre-Contemplative Adolescent, Age 16, Sports 
Physical/Re-injury 

Brief motivational clinical encounter with a resistant or pre-contemplative adolescent age 16, scored at 

risk on the CRAFFT during sports physical and follow-up for previous re- injury. 

This is an example of a brief intervention with an adolescent who does not yet recognize the potential 

negative consequences of her substance use.  She is not open to discussing behavior change because 

she does not recognize that she has a problem.  The practitioner focuses on developing discrepancy 

between the adolescent’s values and her current drinking or using behavior in order to help her begin 

contemplating the pros and cons of her drinking.   

Practitioner:   Alright Mary, thank you for answering those question about alcohol and drugs. I 

appreciate your openness.  (Affirmation)   

Adolescent:   Are you going to tell my parents?  I’m really just here to talk about my ankle and 

get my sheet saying I’m good to play field hockey. I’m going to be a starter this 

year. 

Practitioner:  Congratulations. It sounds like hockey is really important to you and it says a lot 

about your skills and hard work that you will be a starter.  (Reflection) You 

mentioned that you re-injured your ankle. Tell me more about what happened.  

Adolescent:   Well, I was walking home from a friend’s house late at night and I fell off the 

sidewalk. I was tired and must have twisted it when I fell.  

Practitioner:   That must have been really painful. You reported that you drink alcohol and 

sometimes smoke marijuana. Thank you for being honest about that. 

(Affirmation)  What role, if any, do you think alcohol or marijuana may have 

played in the fall that led to re-injuring your ankle?  

Adolescent:   Well, we weren’t doing hard drugs or anything. My girlfriend’s parents were out 

of town and we were hanging out watching movies. We did a few shots of out of 

her parent’s liquor cabinet but wasn’t a big deal. We had a couple of shots and 

smoked a little weed but it didn’t get out of control. I was fine by the time I 

walked home.       

Practitioner:   So, you fell off the sidewalk walking home from a friend’s house after drinking 

and smoking marijuana. (Reflection)    

Adolescent:   Yeah, but like I said, I was fine. I’m sure it had nothing to do with it.  

Practitioner:   Would it be alright if I provided some feedback?  (Asking permission to provide 

feedback or advice) 

Adolescent:   OK….here we go…if you have to….    
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Practitioner:   Well, based on your answers to the questions about alcohol and marijuana, you 

are at increased risk of experiencing problems including accidents and injuries.  

What are your thoughts about this? (Open-ended question to elicit adolescent 

input) 

Adolescent:   Well, it’s like this.  I don’t want my parent to be upset with me. They wouldn’t be 

happy if they found out what I was doing before I came home that night. I 

obviously want to be cleared to stay on the field hockey team, and yeah, every 

time I re-injure my ankle it totally hurts, it’s so painful.  I know if it doesn’t heal 

soon I’m not going to be able to be a starter.  (Change talk)  But I also don’t 

think I’m doing anything that’s all that different from my friends. At it’s not meth 

or something. Marijuana is all natural. I mean, it’s pretty normal.  Pretty much 

everyone does it.  

Practitioner:   I understand you’ve worked so hard to be a starter on the field hockey team. 

(Affirmation) It seems reasonable that you would want to unwind in your free 

time. You see drinking and smoking marijuana with your friends as just a way to 

hang out and relax (Reflection). Am I getting that right?  (Reflection)  What are 

some of the other ways you might be able to relax and have fun that but don’t 

increase your risk of re-injuring your ankle so you can avoid losing your starter 

position? (Eliciting adolescent input on alternatives to substance use)    

Adolescent:   Hmm...I don’t know. It’s not like I’m going to take up basket weaving or 

crocheting like my grandmother. 

Practitioner: I understand.  Basket weaving does not interest me either.   But there are lots of 

ways to relax, to unwind.  What did you do before you started using substances? 

Adolescent:  I did listen to music.  Sometimes I watched TV. 

Practitioner:   These seem reasonable.  Anything else?   

Adolescent:   Sometimes I would call my friends.    

Practitioner:    Do you see any advantages of these strategies compared to using substances?   

Adolescent:   Not really.   

Practitioner:  I can think of at least one.  Can I offer my idea? (Asking permission) 

Adolescent:  Ok, I suppose.    

Practitioner:    These other options would not get you into trouble with others, like your parents 

or your field hockey coach.    

Adolescent:   Assuming they would know about this!    

Practitioner: Correct.  But things could go the other direction too – where your drinking or 

using could get discovered.   
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Adolescent: It could happen but I am careful.    

Practitioner:  Yes, I see where you are coming from.  So where does this leave us?  What about 

these other non-drinking and non-using strategies to relax? (Eliciting 

adolescent input)     

Adolescent:   I could think about using some of them.  Perhaps.  (Change talk) 

Practitioner:  Okay, so tell me more about what you might consider trying in the near future, 

say, the next week? (Open-ended question to elicit a goal/action plan) 

Adolescent:  Hmmmm.  Ok, let’s put “listening to music” at the top of the list.  

Practitioner: Great.  How can I help with this goal?  (Open-ended question) 

Adolescent:   Maybe we can re-connect in a couple of weeks. 
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Sample Interaction: Brief Intervention with Moderate Risk, 
Resistant or Pre-Contemplative Adolescent, Age 15, Physical 
Injury 

Brief motivational clinical encounter with a resistant or pre-contemplative adolescent age 15, scored at 

risk on the CRAFFT during office visit about a knee injury. 

This is an example of a brief intervention with an adolescent who does not yet recognize the potential 

negative consequences of his drinking.  He is not open to discussing behavior change because he does not 

recognize how alcohol and marijuana may be contributing to current and possible future problems.  The 

practitioner focuses on developing discrepancy between the adolescent‘s values and his current use of 

alcohol and drugs in order to help him begin contemplating the pros and cons of his drinking.   

Practitioner:   Alright Jeremy, thank you for answering those questions about alcohol and drugs. I 

appreciate your openness.  (Affirmation)   

Adolescent:   Are you going to tell my parents? Is my coach going to find out?  I’m really just 

here to talk about my knee and get my sheet saying I’m good to play. This is my first 

year on the basketball team and if I can’t play someone else will take my spot and I 

worked hard to get on the team. 

Practitioner:  Congratulations. It sounds like basketball is really important to you and it says a 

lot about your skills and hard work that you made the team.  (Reflection) You 

mentioned that you fell and injured your knee. Tell me more about what happened. 

Adolescent:   Well, I was riding my bike with some friends and got thrown off when I hit a pot 

hole. We were in a hurry. I guess I just wasn’t paying attention. 

Practitioner:   That must have been really painful. You reported that you drink alcohol and 

sometimes smoke marijuana. Thank you for being honest about that. (Affirmation)  

What role, if any, do you think alcohol or marijuana may have played in the fall off 

your bike that led to injuring your knee?   

Adolescent:   I don’t know, probably nothing. If they would just fix the pot holes people wouldn’t 

get hurt. It’s not like I was drunk. I only had a few beers at that point. I can easily 

drink a 6 and it doesn’t affect me. The night was just getting started…we were 

headed to a party. I could hardly feel anything when I got on my bike. Alcohol had 

nothing to do with my fall.       

Practitioner:   So, you fell off your bike after hitting a pot hole on your way to party after drinking 

a few beers with your friends. (Reflection)    

Adolescent:   Yeah, but like I said, I couldn’t feel a thing. I’m sure it had nothing to do with it. 

Practitioner:   Would it be alright if I provided some feedback?  (Asking permission to provide 

feedback or advice) 
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Adolescent:   OK….here we go…if you have to….    

Practitioner:   Well, based on your answers to the questions about alcohol and marijuana, any 

drinking or use of marijuana puts you at increased risk of experiencing problems 

including such as accidents and injuries.  What are your thoughts about this? 

(Open-ended question to elicit adolescent input) 

Adolescent:   Well, I just can’t believe this knee thing is happening to me right now.  I don’t want 

my coach to be upset with me. He wouldn’t be happy if he found out what I was 

doing. I obviously want to get my knee fixed so I can play in the game next week. I 

know if it’s not better soon coach isn’t gonna play me. I’ve worked so hard to make 

this team. (Change talk)  I don’t do anything different than my friends…they all 

drink a little especially if we’re going to party. At least it’s not meth or something. 

And marijuana is all natural. I mean, it’s normal. Pretty much everyone does it. 

Practitioner:   I understand you’ve worked so hard to make the basketball team. (Affirmation)  It 

seems reasonable that you would want to unwind in your free time. You see 

drinking and smoking marijuana with your friends as just a way to hang out and 

have fun. (Reflection). Am I getting that right?  

Adolescent:   Yeah, that’s right. Plus it’s just not that big of a deal really! 

Practitioner: I also need to let you know that drinking or smoking marijuana during your teenage 

years can be especially harmful because your brain is still developing. Over time it 

can lead to problems with learning, affect your grades and interfere with your 

goals. That’s why I strongly recommend that you entirely avoid alcohol and drugs 

at this stage of your life. What are your thoughts about this? (Open-ended question 

to elicit adolescent input) 

Adolescent:  I don’t know… My brain seems fine. And my grades are OK. 

Practitioner:  What are some other ways you might be able to have fun that don’t involve alcohol 

or marijuana? (Eliciting adolescent input on alternatives to substance use)    

Adolescent:   Hmm...I don’t know. This town is so boring! 

Practitioner:    I only want what’s best you so that you have the greatest chance of accomplishing 

your goals in the future. (Affirmation) I’m curious, on a scale from 0-10, where 0 

is not at all important and 10 is very important, how important is to you to quit or 

cut back on your use of alcohol and marijuana? (0-10 Importance Ruler to 

Enhance Motivation) 

Adolescent:   Oh, I don’t know…maybe like a 3. 

Practitioner:  So, what makes you a 3 and not a lower number like a 1 or a 2? (Open-ended 

Question) 

Adolescent:  Oh, I guess because I don’t want to have anything happen that could hurt my 

chances on the basketball team or get me in trouble with my coach. 
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Practitioner:    So, basketball is very important to you and you also care a lot about not 

disappointing your coach. (Reflection) 

Adolescent:   Yeah, I guess... 

Practitioner: What you decide to do really is up to you. (Affirmation. Acknowledge autonomy) I 

wonder if we could discuss some steps you could take to keep yourself as safe as 

possible if and when you do drink alcohol or smoke marijuana? (Asking 

permission) 

Adolescent: Like what do you mean? 

Practitioner:  Well, for example, you could decrease how often you drink alcohol and smoke 

marijuana, you could cut way back on how much alcohol you consume so that it 

will be less likely that you would have another injury. You could decide to never 

ride a bike or drive a car after drinking or using marijuana. You could decide never 

to ride in a car with someone else who has been drinking or smoking marijuana. 

What do you think? What might work for you? 

Adolescent:   I suppose I could maybe drink and smoke weed a little less often or have a little 

less. 

Practitioner:  So, tell me more… 

Adolescent:  Like maybe only having one drink. And cut back a little on the weed when it gets 

passed around. I never ride with a person who’s been drinking or smoking weed 

and I don’t have my license yet. That’s why I ride my bike. 

Practitioner: I’m really glad to hear that you have made the decision to never ride in a car with 

someone who has been drinking or using marijuana. (Affirmation) How do you 

think it would work for you to drink less alcohol and smoke less marijuana when 

you’re with your friends? (Open-ended question) 

Adolescent:   It would probably go fine… 

Practitioner: What might be difficult? 

Adolescent:   Well, if they pressure me or I just forget. 

Practitioner: What would you say if someone was pressuring you? 

Adolescent:   Maybe that I’m focused on having a really good basketball season and too much 

alcohol or weed could mess it up. 

Practitioner: That sounds like a good response. And what could help you remember? 

Adolescent:   I’m not sure…I can probably remember… 

Practitioner: How do you think it would work for you to walk instead of ride your bike after 

drinking or smoking marijuana? 
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Adolescent:   Well, if everyone else is taking their bike and I’m the only one walking, that 

probably won’t work. Maybe I can convince them to walk too but if will definitely 

take much longer to get anywhere. That’s why we take our bikes. 

Practitioner: What would you say if someone was pressuring you to ride your bike after drinking 

or smoking marijuana? 

Adolescent:   Maybe the same kind of thing…that I’m focused on having a really good basketball 

season and if I’m drinking and fall off my bike again and get hurt it could ruin my 

season. 

Practitioner: That sounds like a good response. And what could help you remember? 

Adolescent:   I can remember, this knee will be a constant reminder! 

Practitioner: So, Jeremy, it sounds like at this point you’re are not ready to completely quit 

drinking or smoking marijuana but you can see that maybe there are a few good 

reasons to cut back - especially because basketball is so important to you and 

because you don’t want to have problems with your coach. You feel pretty confident 

that you will be able remember what you would say if someone pressures you and 

be able to stick with this decision. Did I summarize where you’re at pretty 

accurately? (Summarizing the conversation) 

Adolescent:   Yeah, that sounds about right. 

Practitioner: Again, I appreciate your willingness to have this discussion with me. (Affirmation) 

I do need to remind you that the very best thing for your health and future would be 

to totally avoid alcohol and marijuana until you are at least 21. And I would like to 

check in with you about this the next time I see you. Is that OK? 

Adolescent:   Yeah, That’s fine but I need a note for my coach. Are you going to give me 

something that says I’m okay to play next week? 
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Additional Videos with Sample Interactions 

University of Florida Institute for Child health Policy & Cherokee National Behavioral Health produced a 
video entitled “The Effective School Counselor With a High Risk Teen: Motivational Interviewing 
Demonstration.”  The video is located at: https://www.youtube.com/watch?v=_TwVa4utpII 

HealthTeamWorks, a nonprofit produced a video entitled “Motivational Interviewing: Adolescent Follow 
Up on Positive Alcohol Screen.”  The video is located at: 
https://www.youtube.com/watch?v=JZrYk86EDlQ 

Boston University School of Public Health BNI ART Institute produced the following videos to 

breakdown SBIRT with adolescents: 

1) Rapport: SBIRT for alcohol/drugs with adolescents 

https://www.youtube.com/watch?v=v3_uxCpZ7wg  

2) Pros & Cons: SBIRT for alcohol/drugs with adolescents 

https://www.youtube.com/watch?v=dLGYfADKYJo  

3) Feedback: SBIRT for alcohol/drugs with adolescents 

https://www.youtube.com/watch?v=h5bpAvmjrcs  

4) Readiness Rules: SBIRT for alcohol/drugs with adolescents 

https://www.youtube.com/watch?v=oVVociJ0P8o  

5) Action Plan: SBIRT for alcohol/drugs with adolescents 

https://www.youtube.com/watch?v=dqOs5N4QPNw  

6) Thanks: SBIRT for alcohol/drugs with adolescents 

https://www.youtube.com/watch?v=WKVPZUtWXME 

University of Maryland Baltimore School of Social Work produced a video entitled “SBIRT for Social 
Work Juvenile Justice Program.”  The video is located at: 
https://www.youtube.com/watch?v=8Nc49gzFxT8&feature=youtu.be 

 

https://www.youtube.com/watch?v=_TwVa4utpII
https://www.youtube.com/watch?v=JZrYk86EDlQ
https://www.youtube.com/watch?v=v3_uxCpZ7wg
https://www.youtube.com/watch?v=dLGYfADKYJo
https://www.youtube.com/watch?v=h5bpAvmjrcs
https://www.youtube.com/watch?v=oVVociJ0P8o
https://www.youtube.com/watch?v=dqOs5N4QPNw
https://www.youtube.com/watch?v=WKVPZUtWXME
https://www.youtube.com/watch?v=8Nc49gzFxT8&feature=youtu.be
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Motivational Interviewing Skills Role Play 

 

Role Play Exercise: Partner with two other participants to practice conducting a 

brief intervention using some of the motivational interviewing skills that you are learning.  

For this situation, one person will act as the practitioner who has administered the CRAFFT 

or S2BI and determined, based on the score that the adolescent is at risk of experiencing 

alcohol-related problems.  One person will act as an adolescent who is seeking help for 

some bothersome problems. Another will be the practitioner who practices providing a 

motivational brief intervention.  The third person will act as an observer and rate the 

practitioner on the MI skills used.  

The practitioner should consider using the BNI Adolescent Algorithm (Figure I.), and 

screening tools and pocket cards located in the Appendix to help facilitate the brief 

motivational intervention conversation. The observer should use the Brief Intervention 

Observation Sheet (BIOS) below to assess use of MI skills. 

Adolescent: You are a 16-year-old adolescent whose mother was diagnosed with cancer 3 

months ago.  You have been feeling “unhappy” inside.  If asked to talk about your life, you 

might say, “I don’t really feel like talking about it.  Things are rough at home. I’ve had to 

fight for everything, but things keep being taken away from me.”  You are reluctant and do 

not think you drink a lot since you only drink to excess on the weekends. 

If Asked About Pros & Cons: 

PROS: It helps you escape and numbs the pain that you have to keep inside all week.  Then 

when you get home after school on Friday, “I open up my parents’ cabinet and take a few 

shots. When I’m buzzed I feel less angry and sad.”  

CONS: “I cannot risk failing out of school. I won’t be able to get a good job.” Lately, you 

have been staying home from school sick on Mondays because of your alcohol intake on 

Sunday.  If pressed for more cons: You know that alcohol has caused you some problems 

in the past, and you don’t want them repeated.  

When Asked About Your Readiness:  You think that your readiness is about 3 out of 10.  

It’s not a 1 or a 2 because you don’t want to disappoint your mother while she is sick, but 

you feel unmotivated to change a problem that only occasionally gets out of control. 

If the Practitioner Suggests a Plan/Next Steps: You feel like you can cut back whenever 

you want.  However, you feel stressed and sad at the moment, and you’re not sure stopping 

drinking at this point will help.  If pressed: You agree that you are drinking to not feel as 

sad on the weekends, but it does start to “turn super sad at a certain point after drinking a 

pint… once I’m drunk I actually feel more sad.” 
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Brief Intervention Observation Sheets 

Brief Intervention Observation Sheets (BIOS) can be used by the observer to assess use of brief 

intervention using key motivational interviewing skills throughout a role play. The observer listens for 

examples of each skill and places a hash mark (/) in the appropriate row. The observer also makes note of 

good examples of each type to provide helpful feedback following the role play. Alternative BIOSs are 

offered in the Appendix G, including the “SBIRT Oregon Intervention Observation Sheet” adapted from 

the BI Adherence/Competence Scale, created by D’Onofrio et al. for Project ED Health. 

Listener Response Count (Hash Mark) Good Examples 

Open Questions 

  

Closed Questions 

  

Affirmations 

  

Reflective Listening 

  

Summaries 

  

Advice with 

Permission 

  

Eliciting Change 

Talk (includes 

rulers) 
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Role Play Exercise: Partner with two other participants to practice some of                                                              

the techniques that you are learning.  For this situation, one person will act as the 

practitioner who has administered either the CRAFFT, S2BI, or AUDIT and 

determined based on the screening score that the young adult is at moderate risk of 

experiencing alcohol-related problems.  One person will act as the young adult who is 

seeking help for some bothersome problems.  The practitioner will practice providing a 

motivational brief intervention to this young adult.  The third person will act as an observer 

and rate the practitioner on the MI skills used.   

The practitioner should consider using the BNI Adolescent Algorithm (Figure I.), and 

screening tools and pocket cards located in the Appendix to help facilitate the brief 

motivational intervention conversation. The observer should use the Brief Intervention 

Observation Sheet (BIOS) below to assess use of MI skills. 

Young Adult: You are an 18-year-old who is concerned because you recently injured your 

wrist in a fight, have been missing class at community college and arguing more with your 

family.  You were living with your significant other, but caught them cheating on you.  So, 

you moved in with your parents, who are not too happy about you being there while you 

have little income from a part-time job.  You were blowing off some steam with friends a 

few nights ago when a fight broke out.  When you returned home, your parents insisted you 

go to the hospital to get your wrist checked out.  You drink 1 to 2 beers during the week 

and 4 to 6 drinks on most weekend nights.  You also sometimes smoke pot on the weekends 

but only if a friend has some.  You think this kind of drinking is the “norm” for most people 

your age. 

If Provider Asks About Pros & Cons: 

PROS: Everyone you know drinks like you do; it is a part of your social life.  You enjoy 

the slight buzz you get when you drink, and it especially feels good after a long week of 

juggling school and work.  It helps you to have fun and forget about all your stress. 

CONS: At first, nothing you can think of.  If the provider prompts you about regrets: 

You admit that you blacked out when you injured your arm and are not quite sure what 

happened.  You are lucky you did not hit your head.  Although your wrist still hurts, the 

bruising is gone and it is not swollen anymore.  You concede that it was probably the 

alcohol that made you black out. 

When Asked About Your Readiness: You identify yourself as a 2 on the Readiness Scale 

and feel that there is not really a need to change your behavior.  If the provider asks “why 

not a 1 or 0?” You do not want to black out again.  You are pretty confident that if you 

want to change in the future, you will be able to do it on your own. 

If the Practitioner Suggests a Plan/Next Steps: You do not really feel that drinking is a 

problem, but you agree that maybe drinking so much that you black out is not a good thing.  

So you agree to try to drink less, drink slower and make sure there is a friend to watch out 

for you. 
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Appendix A. Screening Tools 

CRAFFT 
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CRAFFT 2.0 – Clinician Interview 
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CRAFFT 2.0 – Self-Administered 
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42 CFR PART 2 CONSENT TO DISCLOSURE OF INFORMATION 

THAT IS PROTECTED BY FEDERAL LAW 
 

 

 

Clinicians involved in the care of patients with substance use issues need to be aware of federal 

confidentiality laws around the disclosure of information concerning drug and alcohol treatment, 

specifically 42 CFR Part 2. Substance use history, assessment, laboratory data and treatment plans can only 

be released if a patient, or a minor patient’s parent, signs a specialized 42 CFR Part 2 compliant release 

form. Importantly, this release only applies to the person or organization named on the signed consent. The 

patient’s information cannot be forwarded or re-released without a new, signed form naming additional 

care providers or recipients. This also applies when a primary care provider refers a patient for a substance 

abuse evaluation or treatment. A consultation note cannot be shared without a signed formal 42 CFR Part 

2 compliant release of information.  
 

 

INSTRUCTIONS: 

 

1. Complete this line in the patient’s or minor patient’s parent’s name. 
 
2. Fill in the name, address and phone number of the clinician who is being granted permission by 

the patient or minor patient’s parent to release the specified protected health information. 
 

3. Fill in the name, address and phone number of the individual, clinician or organization who is 
granted permission by the patient or minor patient’s parent to receive the specified protected 
health information. 
 

4. Please specify the specific protected health information that is covered under this release. 
 

5. Indicate the date upon which this release will expire and after which the clinician named in #2 
will no longer have permission to release the specified protected health information. 

 
6. Please sign and date the Release Form. 

 
 
 

 
Rev: 09/21/2017  
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42 CFR PART 2 CONSENT TO DISCLOSURE OF INFORMATION 

THAT IS PROTECTED BY FEDERAL LAW 
 

YOU MAY NOT RE-RELEASE THIS INFORMATION TO ANY OTHER PARTY WITHOUT ADDITIONAL SIGNED 

PERMISSION FROM THE PATIENT OR PARENT WHO AUTHORIZED THE INITIAL DISCLOSURE TO YOU. 

 
1. I,              
     (print or type name) 
 

HEREBY CONSENT TO THE DISCLOSURE HEREINAFTER DESCRIBED AND AUTHORIZE 

THAT IT BE MADE. 
 
2. DISCLOSURE IS TO BE MADE BY: (name, address and telephone number) 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 
 
3. DISCLOSURE IS TO BE MADE TO: (name, address and telephone number) 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 
4. THE DISCLOSURE CONSISTS OF THE FOLLOWING INFORMATION CONCERNING THE 

UNDERSIGNED/THE UNDERSIGNED’S MINOR CHILD: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

5. THIS CONSENT WILL TERMINATE UPON THE FOLLOWING DATE, EVENT, OR  

        CONDITION: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 
6. THIS CONSENT IS SIGNED ON: (Date)_________________________________ 
 SIGNATURE _______________________________________________________ 

PRINTED/TYPED NAME_________________________ 
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CRAFFT Pocket Guides 

 
 

 

Red laminated 4x5 

CRAFFT Pocket Cards can 

be ordered from Boston 

Children’s Hospital: 

http://crafft.org/ 
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AUDIT-C and AUDIT 

Read questions as written. Record answers carefully. Begin the AUDIT by saying “I am going to ask you 

some questions about your use of alcoholic beverages during this past year.”  Code answers in terms of 

“standard drinks.”  Place the correct answer number in the box at the right. 

Questions 0 1 2 3 4 Score 

1. How often do you have a drink 

containing alcohol? 
Never 

Monthly or 

less 
2-4 times 

per month 
2-3 times 

per week 

4 or more 

times per 

week 

 

2. How many drinks containing 

alcohol do you have on a typical day 

of drinking? 
1 or 2 3 or 4 5 or 6 7 to 9 10 + 

 

3. How often do you have 5 (for men 

age 65 and under) / 4 (for women and 

men over age 65) or more drinks on 

one occasion? 

Never 
Less than 

monthly 
Monthly Weekly 

Daily or 

almost 

daily 

 

AUDIT-C Score (add items 1-3):  

Adolescents Positive Screen= 1 

Young adults/Adults age 18+  Positive Screen= 4 for men/3 for women       

 If positive, ask the next 7 questions to administer the full AUDIT. 

 

4. How often during the last year 

have you found that you were not 

able to stop drinking once you had 

started? 

Never 
Less than 

monthly 
Monthly Weekly 

Daily or 

almost 

daily 

 

5. How often during the last year 

have you failed to do what was 

normally expected of you because of 

drinking? 

Never 
Less than 

monthly 
Monthly Weekly 

Daily or 

almost 

daily 

 

6. How often during the last year 

have you needed a first drink in the 

morning to get yourself going after a 

heavy drinking session? 

Never 
Less than 

monthly 
Monthly Weekly 

Daily or 

almost 

daily 

 

7. How often during the last year 

have you had a feeling of guilt or 

remorse after drinking? 
Never 

Less than 

monthly 
Monthly Weekly 

Daily or 

almost 

daily 

 

8. How often during the last year 

have you been unable to remember 

what happened the night before 

because of your drinking? 

Never 
Less than 

monthly 
Monthly Weekly 

Daily or 

almost 

daily 

 

9. Have you or someone else been 

injured because of your drinking? 
No  

Yes, but 

not in the 

last year 
 

Yes, 

during the 

last year 

 

10. Has a relative, friend, doctor or 

other health care worker been 

concerned about your drinking or 

suggested you cut down? 

No  
Yes, but 

not in the 

last year 
 

Yes, 

during the 

last year 

 

AUDIT Score (add items 1-10)  
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GAIN-SS 
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S2BI 
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DAST-10 
 
 

CLINIC LOGO Patient Label Here 

DRUG USE QUESTIONS (DAST-10) 

Using drugs can affect your health and some medications you may take. Please help us provide you with 
the best medical care by answering the questions below. 
 
Drugs include marijuana, solvents like paint thinners, tranquilizers like Valium, barbiturates, cocaine, 
stimulants like speed, hallucinogens such as LSD, or narcotics like heroin. Drug use also includes using 
prescription or over-the-counter medications more than directed. 

 

In the past 12 months…  1 0 

1. Have you used drugs other than those required for medical reasons?  Yes  No 

2. Do you abuse more than one drug at a time?  Yes  No 

3. Are you unable to stop using drugs when you want to?  Yes  No 

4. Have you ever had blackouts or flashbacks as a result of drug use?  Yes  No 

5. Do you ever feel bad or guilty about your drug use?  Yes  No 

6. Does your spouse (or parents) ever complain about your involvement 
with drugs? 

 Yes  No 

7. Have you neglected your family because of your use of drugs?  Yes  No 

8. Have you engaged in illegal activities in order to obtain drugs?  Yes  No 

9. Have you ever experienced withdrawal symptoms (felt sick) when you 
stopped taking drugs? 

 Yes  No 

10. Have you had medical problems as a result of your drug use (such as: 
memory loss, hepatitis, convulsions, or bleeding)? 

 Yes  No 

TOTAL    

 
 

Date___________________________ 
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SCORING: 
 
Each response from the DAST has a score of either 0 or 1.  All “Yes” responses get a score of 1, all “No” 
responses get a score of 0.  After a patient has completed the DAST, add up the number of “Yes” 
responses for the patient’s score.  Below are the scoring guidelines for the DAST.    
 
Scoring Guidelines 

Guidelines for Interpretation for DAST-10 

Score Degree of Problems Related to Drug 
Abuse 

Suggested Action 

0 No problems reported Encouragement and education 

1-2 Low level Brief intervention 

3-5 Moderate level Brief intervention plus brief therapy 

6-10 Substantial level Brief intervention plus referral to chemical 
dependency treatment 

 

Skinner HA. The Drug Abuse Screening Test. Addictive Behavior.  1982, 7(4): 363-371. Yudko E, Lozhkina 
O, Fouts A. A comprehensive review of the psychometric properties of the Drug Abuse Screening Test. J 
Subst Abuse Treatment. 2007, 32:189-198. 
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NIDA Modified ASSIST Level 1  

Pre-Screen/General Screen, Adolescents, Ages 11-17 

  

The APA is offering a number of “emerging measures” for further research and clinical evaluation. These 
patient assessment measures were developed to be administered at the initial patient interview and to 
monitor treatment progress. They should be used in research and evaluation as potentially useful tools 
to enhance clinical decision-making and not as the sole basis for making a clinical diagnosis. Instructions, 
scoring information, and interpretation guidelines are provided; further background information can be 
found in DSM-5. The APA requests that clinicians and researchers provide further data on the 
instruments’ usefulness in characterizing patient status and improving patient care at 
http://www.dsm5.org/Pages/Feedback-Form.aspx.  
 
Measure: DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure— Child Age 11–17  
 
Rights granted: This measure can be reproduced without permission by researchers and by clinicians for 
use with their patients.  
 
Rights holder: American Psychiatric Association  
 
To request permission for any other use beyond what is stipulated above, contact: 
http://www.appi.org/CustomerService/Pages/Permissions.aspx 
  

http://www.dsm5.org/Pages/Feedback-Form.aspx
http://www.appi.org/CustomerService/Pages/Permissions.aspx
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Instructions to Clinicians  
The DSM-5 Level 1 Cross-Cutting Symptom Measure is a self-rated measure that assesses mental health 
domains that are important across psychiatric diagnoses. It is intended to help clinicians identify 
additional areas of inquiry that may have significant impact on the child’s treatment and prognosis. In 
addition, the measure may be used to track changes in the child’s symptom presentation over time.  
 
This child-rated version of the measure consists of 25 questions that assess 12 psychiatric domains, 
including depression, anger, irritability, mania, anxiety, somatic symptoms, inattention, suicidal 
ideation/attempt, psychosis, sleep disturbance, repetitive thoughts and behaviors, and substance use. 
Each item asks the child, age 11–17, to rate how much (or how often) he or she has been bothered by 
the specific symptom during the past 2 weeks. The measure was found to be clinically useful and had 
good test-retest reliability in the DSM-5 Field Trials conducted in pediatric clinical samples across the 
United States.  
 
Scoring and Interpretation  
Nineteen of the 25 items on the measure are each rated on a 5-point scale (0=none or not at all; 1=slight 
or rare, less than a day or two; 2=mild or several days; 3=moderate or more than half the days; and 
4=severe or nearly every day). The suicidal ideation, suicide attempt, and substance abuse items are 
each rated on a “Yes or No” scale. The score on each item within a domain should be reviewed. Because 
additional inquiry is based on the highest score on any item within a domain, the clinician is asked to 
indicate that score in the “Highest Domain Score” column. Table 1 (below) outlines threshold scores that 
may be used to guide further inquiry for the domains. With the exception of inattention and psychosis, a 
rating of mild (i.e., 2) or greater on any item within a domain that is scored on the 5-point scale may 
serve as a guide for additional inquiry and follow-up to determine if a more detailed assessment for that 
domain is needed. The DSM-5 Level 2 Cross-Cutting Symptom measures listed in Table 1 may be used as 
a resource to provide more detailed information on the symptoms associated with some of the Level 1 
domains.  
 
Frequency of Use  
To track change in the child’s symptom presentation over time, it is recommended that the measure be 
completed at regular intervals as clinically indicated, depending on the stability of the child’s symptoms 
and treatment status. Consistently high scores on a particular domain may indicate significant and 
problematic symptoms for the child that might warrant further assessment, treatment, and follow-up. 
Clinical judgment should guide decision making.  
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NIDA Modified ASSIST Level 2  

Substance Use Screen, Adolescents, Ages 11-17 

 
The APA is offering a number of “emerging measures” for further research and clinical evaluation. These 
patient assessment measures were developed to be administered at the initial patient interview and to 
monitor treatment progress. They should be used in research and evaluation as potentially useful tools 
to enhance clinical decision-making and not as the sole basis for making a clinical diagnosis. Instructions, 
scoring information, and interpretation guidelines are provided; further background information can be 
found in DSM-5. The APA requests that clinicians and researchers provide further data on the 
instruments’ usefulness in characterizing patient status and improving patient care at 
http://www.dsm5.org/Pages/Feedback-Form.aspx.  
 
Measure: LEVEL 2—Substance Use—Child Age 11–17 (adapted from the NIDA-Modified ASSIST)  
 
Rights granted: This Instrument may be reproduced without permission by clinicians for use with their 
own patients.  
 
Rights holder: National Institute on Drug Abuse (NIDA)  
 
To request permission for any other use beyond what is stipulated above, contact:  
National Institute on Drug Abuse (NIDA) 
  

http://www.dsm5.org/Pages/Feedback-Form.aspx
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Instructions to Clinicians  
The DSM-5 Level 2—Substance Use—Child Age 11–17 is an adapted version of the NIDA-

Modified ASSIST. ASSIST. The 15-item measure is used to assess the pure domain of alcohol, 

tobacco/nicotine, prescription medicine, and illicit substance use in children and adolescents. It is 

completed by the child prior to a visit with the clinician. Each item asks the child to rate the severity 

of his/her use of various substances during the past 2 weeks.  

 

Scoring and Interpretation  
Each item on the measure is rated on a 5-point scale (i.e., 0=not at all; 1=less than a day or two; 

2=several days; 3=more than half the days; 4=nearly every day). The clinician is asked to review the 

score of each item on the measure during the clinical interview and indicate the raw score for each 

item in the section provided for “Clinician Use.” Scores on the individual items should be interpreted 

independently because each item inquires about the use of a distinct substance. The rating of multiple 

items at scores greater than 0 indicates greater severity and complexity of substance use.  

 

Frequency of Use  
To track change in the severity of the child’s use of alcohol, tobacco/nicotine, prescription or illicit 

substance over time, the measure be may completed at regular intervals as clinically indicated, 

depending on the stability of the child’s symptoms and treatment status. Consistently high scores on 

the measure may indicate significant and problematic areas for the child that might warrant further 

assessment, treatment, and follow-up. Your clinical judgment should guide your decision. 
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NIAAA Youth Guide Screen 
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Appendix B. Standard Drink Chart 
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Appendix C. DSM Criteria  
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Appendix D. Goal Setting Exercise   

Setting Goals for Change Exercise 

The following exercise can be used to help a person set one or more behavior change goals. The goal(s) 

must be SMART (specific, measurable, attainable, realistic and timely). Although long-term goals may 

be stated, short-term immediate goals and specific actions and steps to be taken should be clearly stated. 

Patients only need to set 1 or 2 goals during the session, as setting numerous goals may be overwhelming. 

At subsequent sessions, previously stated goals and progress made toward them can be revisited and new 

goals can be stated as goals are achieved. Setting and achieving smaller, fewer goals can build self-

efficacy over time. 

One goal might be to either cut down or stop drinking. Another goal may have to do with behaviors 

related to drinking (e.g., “I won’t drive after I’ve been drinking.”) The following exercise can be done 

verbally or written to assist a patient with deciding on what the goals will be. 

WILL I CUT DOWN – OR WILL I STOP MY ALCOHOL USE? 

Now that you have decided to make a change to your use of substances, your next decision is 

whether you will use alcohol/drugs less or stop using substances altogether. 

To help you make up your mind, think about these questions: 

► Do you have any health or psychological problems that might be made worse by your 

substance use? - Your provider can advise you. 

► Do you experience withdrawal symptoms when you stop drinking or using drugs? If 

so, stopping use entirely is probably the best goal for you. - Your provider can help 

you manage the withdrawal symptoms. 

► Do you have any problems at school as a result of your substance use? 

► Do you have any legal or financial problems as a result of your substance use? 

► Do you have any relationship or family problems because of your substance use? 

Have you solved substance use problems before by stopping completely? – Then, this might 

be your best way now. 
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Appendix E. Change Plan Worksheet 

Change Plan Worksheet 

The goal setting exercise below is useful for helping a patient articulate specifically what they 

want to change and develop a plan for change. 

The changes I want to make are: 

 

 

The most important reasons why I want to make this change are: 

 

My main goals for myself in making this change are: 

 

I plan to do these things in order to accomplish my goals: 

Specific action: When: 

 

Other people could help me with change in these ways: 

Person: Possible ways to help: 

 

These are some possible obstacles to change, and how I could handle them: 

Possible obstacle to change: How to respond: 

 

I will know that my plan is working when I see these results: 

 

You can provide (verbally or written) the following considerations to assist the person in 

completing the Change Plan Worksheet. 

► The changes I want to make are... Be specific. Include goals that are positive (wanting to 

increase, improve and do more of something) and not just negative goals (stop, avoid or 

decrease a behavior). 

► My main goals for myself in making these changes are... What are the likely 

consequences of action or inaction? Which motivations for change are most compelling? 

► The first steps I plan to take in changing are... How can the desired change be 

accomplished? What are some specific, concrete first steps? When, where, and how will 

the steps be taken? 
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► Some things that could interfere with my plan are... What specific events or problems 

could undermine the plan? What could go wrong? How will the person stick with the 

plan despite these particular problems or setbacks? 

► Other people could help me in changing in these ways... What specific things can another 

person do to help them take the steps to change? How will the person arrange for such 

support? 

I will know that my plan is working if... What will happen as a result of taking the different steps 

in the plan? What benefits can be expected? 
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Appendix F. Mutual Support Groups 
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Appendix G. Brief Intervention Observation Sheets 
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Appendix H. Brief Intervention Case Studies 

BNI-ART Institute Case Study 

José Gonzales 

PROVIDER 

Background:  Jose is 19 years old and employed as an auto garage attendant. While at work this morning 

he dropped a heavy wrench onto his foot from a height of five feet. He arrives to the ED via private 

transport, limping heavily. He appears very despondent. 

Physical Exam:  Foot appears swollen. No numbness, no tingling; question of bone tenderness; negative 

x-ray from triage of foot. He has no past medical history. He has a history of depression, reports drinking 

alcohol daily, and reports tobacco use. Family history is not contributory in this case.  He reports some 

nausea, and also complains of headache. He believes this might be related to his drinking. 

Screening Results:  Jose drinks a pint of hard liquor (11 shots) every week day and a pint and a half (15 

shots) every weekend. He also reports on the CRAFFT questions, to driving a car after drinking and/or 

riding with someone who has driven after drinking. He consumes alcohol by himself. His family and friends 

have cautioned him to cut back, and he also forgets things while he drinks. Joe drinks to feel better about 

himself, and reports having lost interest in activities that he used to enjoy.  

 

PATIENT 

BACKGROUND:   

Jose: You are a 19-year-old auto garage attendant who hates his job. After changing oil filters all day, you 

go to the liquor store and buy a pint of hard liquor (11 shots) on your way to your cousin’s house. You get 

plastered “with all the other winos,” stumble home, go to bed and wake up the next morning hung-over and 

begin the cycle all over again. On the weekends, you consume one and a half pints (15 shots) hard liquor 

each day. You live with your father who tells you to “lay off the booze.” You’ve tried AA in the past, and 

have also spoken to your doctor about “medications to control the drinking, stress, and anger.” 

IF PROVIDER ASKS YOU ABOUT PROS & CONS: 

Pros: You like to drink because alcohol numbs the pain, both physical and emotional. It helps you to 

escape to “a little fantasy land.” You also like that alcohol enhances your confidence, making you fearless 

and granting you “liquid courage.”   

Cons: You don’t like the hangovers every morning. Alcohol gets you into trouble with girls, friends, your 

family, and also the law. You feel dependent upon alcohol; “like a baby needs his pacifier,” you always 

need your “little bottle.” 

IF A PROVIDER ASKS YOU ABOUT YOUR READINESS:  You identify yourself on the Readiness Ruler 

as 8 out of 10. You do not choose 5 because you have already tried ways to curb your drinking, although 

they were unsuccessful. You are tired of the way you live your life.  

IF A PROVIDER SUGGESTS PLAN/NEXT STEPS:  You admit that quitting all together is the only way 

you can stop drinking. You are willing to try but do not think it will work. You have so much stress that you 

can always find a reason to drink. If prompted by the provider to make an action plan: You will “lose 

the losers” you call your friends and seek out people you know who will give you positive support. You 

agree abstain from alcohol accepts a referral for detox. You also agree to follow-up with your primary care 

physician. 
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BNI-ART Institute Case Study 

Miguel Rodriquez 
 

PROVIDER 
Background:  Miguel is a 18 year-old living at home with his mother. He is currently attending some 

afternoon courses towards a GED. He complains of continued pain following a superficial gunshot wound 

to the right flank last week. He had been at a party, heard a gunshot, and then felt pain in his back. He 

was discharged from the ED after a negative CT.  He presents today for wound check. 

Physical Exam:  He complains of back pain. There is no chest pain or shortness of breath. Temperature 

and vital signs are within the normal ranges. Abdomen is soft. The wound is not infected. It appears to be 

local. 

Screening Results:  Miguel reports drinking 2-4 drinks each day, drinking between 14 and 28 drinks per 

week. The maximum amount of drinks he had on any one day in the past month is 8 drinks.  

 

PATIENT 

BACKGROUND:   

Miguel: You are 18-years-old, living at home with your mother. You are currently working towards a GED.  

Your typical day includes getting up early, taking a shower, going outside to chill, attending an afternoon 

class, and then chilling and drinking with friends. You drink every day, 2 to 4 drinks per day (mostly beer 

but occasionally hard liquor) -- just enough to get and keep a buzz. You have stopped smoking marijuana 

as this violates your probation rules and you are “not trying to go to jail.” Recently, you were drinking with 

your friends in the “wrong place at the wrong time,” there was a fight, and you were shot and injured. 

IF PROVIDER ASKS YOU ABOUT PROS & CONS: 

PROS: You like the buzz and alcohol makes you feel good. Drinking is something that you do with your 

friends when you chill. Although it makes you feel a little bit angry, alcohol really helps to calm you down. 

CONS:  You don’t like the headaches and hangovers the next morning. Sometimes after drinking, you 

pass out or vomit. Your family has expressed a need for you to cut back on your drinking. Also, alcohol 

has led to your getting in trouble, fighting, and was a contributing factor toward your gunshot injury. You 

are also concerned that alcohol will “mess up” your probation. 

IF A PROVIDER ASKS YOU ABOUT YOUR READINESS:  You identify yourself on the Readiness Ruler 

as 5 out of 10. You choose a 5 rather than a 3 because you are thinking there are people currently in your 

life that are trying to bring you down and hold you back, and that this needs to change. You also describe 

your drinking as “alcohol addiction” since you drink everyday but you don’t want to give it up all together 

IF A PROVIDER SUGGESTS PLAN/NEXT STEPS:  If a provider asks you to make an action plan: 

You realize this will be hard as all of your friends drink, but make a plan to “chill with positive influence 

people.” You have an aunt who stopped drinking and can be a good support person. You want to cut 

back on drinking to be more stable and in control of situations, and also in order to focus on getting your 

GED. You decide to decrease your amount of days drinking; you set a goal of having giving up hard 

liquor, drinking only on weekends You agree to accept a referral to outpatient counseling. 
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BNI-ART Institute Case Study 

Maria Hernandez 

PROVIDER 

Background:  Maria is a 20 year-old living at home with family. She has recently been committed to a 

DUI program. She presents to the ED with abrasions and possible wrist fracture after falling.  

Physical Exam:  The patient is a well-nourished young woman. She reports falling in gravel parking lot, 

attempted to catch herself with her right hand. Right wrist shows mild edema, mild tenderness upon 

palpation. Good pulses. You believe you smell alcohol on her breath. 

Screening Results:  Maria drinks 1/2 pint hard liqueur (6 shots) 6 times per month. She also reports 

marijuana use. 

 

PATIENT 

Background:   

Maria: You are a 20-year-old living at home with your mother, father, and brother. You are currently 

working towards a GED, and recently were committed to a DUI programs and lost her license. You don’t 

like the strict rules at home. When you fight with your mom, you leave the house to go drink or smoke 

dope with your friends. When you drink, you consume a1/2 pint of hard liquor; you do this about 6 times 

per month.  You had a fight with your mother earlier today, and went off with a friend to the park. She 

says her mother, brothers and uncles drink more that she does. A patrolling cop surprised you, and you 

took off running because you had a stash in your pocket. You got away and ditched the marijuana, but 

you fell and hurt your wrist and it is all swollen. You present to the ED with a possible fractured wrist.   

IF PROVIDER ASKS YOU ABOUT PROS & CONS 

PROS: You like the taste of mixed drinks. You are normally a shy person and like how alcohol makes you 

feel comfortable, confident, and relaxed when talking to other people. Drinking also takes your problems 

away—or at least makes you stop thinking about them. And it’s something to do when you are bored. But 

even more important, you don’t want to stop using marijuana, because that’s what all your friends do, and 

it helps you chill out. CONS:  You don’t like waking up the next morning not feeling well. Your hangovers 

make you feel “trashy—like a bum.” You don’t like the way you look when you are drinking. Coming home 

late after drinking creates more problems with your mom. Since you are underage, you know that you 

could get in trouble if the police caught you drinking, and you almost got caught on a possession charge 

for marijuana today.  

IF A PROVIDER ASKS YOU ABOUT YOUR READINESS:  You identify yourself on the Readiness Ruler 

as 6 out of 10. You do not choose 3 because you feel trashy, have gained a lot of weight and are thinking 

about change—you are “dying to stop drinking.” You realize that sometime you feel like you want to 

drink—but sometimes you feel like you NEED to drink. And almost getting caught today with enough to 

put you away for while tipped the balance, and you are worried that you have stepped over a line here.  

IF A PROVIDER SUGGESTS PLAN/NEXT STEPS:  You agree to decrease the amount of alcohol you 

drink. Instead of a whole ½ pint of tequila, you will just have 2 shots mixed with soda and make it last the 

whole night. If prompted by the provider: You feel confident that you can decrease your alcohol 

consumption and quit using pot. You know that you are able to control yourself. You don’t like the idea of 

help, because nobody has ever helped you very much before and all my people do is compare to my girl 

cousins.  
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BNI-ART Institute Case Study: 

Juanita Morales 

PROVIDER 

Background:  Juanita is an 18 year old senior in high school and is planning to graduate this Friday.  The 

patient arrived to the Emergency Department via ambulance after prolonged extrication from a rollover 

Motor Vehicle Crash in which she was the driver.  The Patient was admitted overnight for observation on 

the closed head injury pathway.  The Patient borrowed her boyfriend’s car and was out with friends where 

she had been drinking before driving to pick up her boyfriend.   She lost control and the car rolled over 

multiple times.  There was +LOC (loss of consciousness) but the patient is now awake and alert.  She 

remembers waking up and someone asking her “Are you alive?”   

Physical Exam: The patient complains of neck pain and abdominal pain.  MRI of the neck and abdominal 

CT are negative.  No other apparent injuries.  The Patient is now A+OX3 (alert and oriented times three).   

Screening Results:  Juanita reports that she drinks on weekends but has been drinking more during the 

week lately because she and her friends are partying to celebrate graduation.  On the weekends she has 

up to 8 beers in a night, which usually starts with a couple of shots.   +BAC of 0.23. 

 

PATIENT 

Background:   

Juanita:  You are an 18y.o. who lives with a boyfriend and has a 9 month baby. You are a senior in high 
school and had planned to graduate this Friday.  You drink on weekends mainly but have been drinking 
more during the week lately because you and your friends are partying to celebrate graduation.  On the 
weekends you usually start off with a few shots and then could have up to 8 beers in a night.  Last night 
you borrowed your boyfriend’s car and were out with friends for about 2 hours where you had 2 beers and 
4 shots before driving to pick him up.  You lost control and the car rolled over multiple times.  You next 
remember someone asking you “Are you alive?”   

If the PROVIDER brings up your BAC and starts giving you feedback say “No way!” and “I was fine, I 
don’t drink any more than my friends do.” 

If the PROVIDER asks you about Pros & Cons: 

Pros: It is “what I do” when you hang out with your friends. You “Guess it helps me relax”. And you like to 
drink to “celebrate”.   

Cons:  You don’t like feeling hung over when you “drink too much”.  “This” – (being in the accident) and 
“My boyfriend is going to kill me” Re: his car.  Also, you are supposed to start college in the fall and now 
will “definitely lose my license” because of the drunk driving accident/ underage drinking.   

If the PROVIDER asks you about your Readiness:  You identify yourself as an 8 out of 10 on the 
readiness ruler.  You did not choose a lower number because you “realize this could have ruined my life 
and my daughter’s”, “What if I killed someone?” 

If the PROVIDER asks about a Plan or Next Steps:  You want to “stop drinking, at least for a while.” If 
the provider asks you about challenges to that plan of stopping drinking completely: You report that you 
don’t want to lose your friends but you could stop hanging out with your friends that drink and look to get 
a job for the summer. You also report that you could suggest other activities to friends like going to the 
movies/hikes/shopping. You will definitely plan to stay within the NIAAA guidelines which the provider 
discussed with you. If prompted to make an action plan:  If you are around friends who are drinking you 
pledge to not drink more than 3 drinks a day.  You definitely will not drink and drive or get in a car with 
someone who has been drinking.   You agree to take phone numbers to talk to someone to help you with 
your plan. 
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BNI-ART Institute Case Study: 

Julia Sanchez 

PROVIDER 

Background:  Julia is a 19 year-old college student, who was drinking in her dorm room with friends.  

She tripped and hit her head on the bathroom sink. She sustained a superficial laceration over her right 

eye with an underlying hematoma.  Her friends state that there was no loss of consciousness.  They 

insisted she go to the student health center to be checked out. She was subsequently sent to the ER by 

student health center staff.  

Physical Exam:  Julia is in good health and takes no medications. The smell of alcohol on her breath is 

unmistakable. The rest of her exam is normal. 

Screening Results:  Julia drinks 3-4 drinks during the week and up to 6 beers on weekend nights 

(Thursday, Friday and Saturday). Her average weekly intake is about 22 drinks per week, but she denies 

any alcohol-related consequences or concerns. 

 

PATIENT 

Background:   

Julia: You are a 19 year-old college student. You were drinking in your dorm room with friends. You went 

to the bathroom, slipped, and hit your head on the sink.  You cut your forehead, and although it bled a lot, 

you want to put a Band-Aid on it and go to bed. You don’t know what the big deal is, and what you are 

doing at the Emergency Department. You are aggravated with having to speak to the doctor about your 

drinking. You see no association between your alcohol use and tripping in the bathroom.  The floor was 

wet. You drink 3-4 beers during the week and up to 6 beers on most weekend nights. You think this kind 

of drinking is the “norm” for most people your age.  

If Provider Asks About Pros & Cons 

PROS: Everyone you know drinks like you do; it is a part of your social life. You enjoy the slight buzz you 

get when you drink and it especially feels good after a long week of studying. It helps you to have fun and 

forget about all your work.  CONS: At first, nothing you can think of. If provider prompts you about 

regrets: you regret having to spend time in the ED but then you also remember that you blacked out last 

week and aren’t quite sure what happened.  

If Provider Asks About Readiness:  You identify yourself as a 2 on the Readiness Scale and feel that 

there isn’t really a need to change your behavior. If provider asks “why not 1?”: you don’t want to black 

out again – you missed your period this month and are a little worried about what may have happened the 

night you blacked out.  

If Provider Suggests Plan/Next Steps:  You don’t really feel that drinking is a problem but you agree 

that maybe drinking so much that you black out is not a good thing. So you agree to try to drink less, drink 

slower and make sure there is a friend to watch out for you. If provider suggests seeing a nurse about 

the missed period: you agree to a pregnancy test which is negative. You also agree to cut down on the 

drinking. 
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BNI-ART Institute Case Study: 

Sara 

PROVIDER 

Background:  Sara is a 19 year-old college student, who at the STD clinic she requested a pregnancy 

test and checkup for HIV and STD.  

Physical Exam:  Sara is in good health and takes no medications. The rest of her exam is normal. 

Screening Results:  Sara drinks 3-4 drinks during the week and up to 6 beers and shots on weekend 

nights (Thursday, Friday and Saturday). Her average weekly intake is about 22 drinks per week, but she 

denies any alcohol-related consequences or concerns. Her CAGE score is 0. 

 

 

PATIENT 

Background:   

Sara: You are a 19 year-old college student. Last month you went to a bar with friends. The following 

morning you woke up in a strange room with your clothes scattered on the floor. You quickly got dressed 

and ran out to the street and caught a cab home. You don’t know how you got there. You drink 3-4 beers 

during the week and up to 6 beers and shots on most weekend nights. You think this kind of drinking is 

the “norm” for most people your age. You are at the STD clinic because you are concerned since you 

missed your period and have some burning on urination and did not want to go to student health.  

If Provider Asks About Pros & Cons:   

PROS: Everyone you know drinks like you do; it is a part of your social life. You enjoy the slight buzz you 

get when you drink and it especially feels good after a long week of studying. It helps you to have fun and 

forget about all your work.  CONS: At first, nothing you can think of. If provider prompts you about 

regrets: you regret that you blacked out last month,  

If Provider Asks About Readiness:  You identify yourself as a 2 on the Readiness Scale and feel that 

there isn’t really a need to change your behavior. If provider asks “why not 1?”: you don’t want to black 

out again – you missed your period this month and are a little worried about what may have happened the 

night you blacked out.  

If Provider Suggests Plan/Next Steps:  You don’t really feel that drinking is a problem but you agree 

that maybe drinking so much that you black out is not a good thing. So you agree to try to drink less, drink 

slower and make sure there is a friend to watch out for you. If provider suggests seeing a nurse about 

the missed period: you agree to a pregnancy test which is negative. You also agree to cut down on the 

drinking. 
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BNI-ART Institute Case Study 

Michael 
 

PROVIDER 
Background:  Michael is a 17 year-old living at home with his mother. He is currently attending some 

afternoon courses towards a GED. He complains of continued pain following a superficial gunshot wound 

to the right flank last week. He had been at a party, heard a gunshot, and then felt pain in his back. He 

was discharged from the ED after a negative CT.  He presents today requesting refills for Percocet and 

Motrin prescriptions.  

Physical Exam:  He complains of back pain. There is no chest pain or shortness of breath. Temperature 

and vital signs are within the normal ranges. Abdomen is soft. The wound is not infected. It appears to be 

local. 

Screening Results:  Michael reports drinking 2-4 drinks each day, drinking between 14 and 28 drinks per 

week. The maximum amount of drinks he had on any one day in the past month is 8 drinks.  

 

PATIENT 

BACKGROUND:   

Michael: You are 17-years-old, living at home with your mother. You are currently working towards a 

GED.  Your typical day includes getting up early, taking a shower, going outside to chill, attending an 

afternoon class, and then chilling and drinking with friends. You drink every day, 2 to 4 drinks per day 

(mostly beer but occasionally hard liquor) -- just enough to get and keep a buzz. You have stopped 

smoking marijuana as this violates your probation rules and you are “not trying to go to jail.” Recently, you 

were drinking with your friends in the “wrong place at the wrong time,” there was a fight, and you were 

shot and injured. 

IF PROVIDER ASKS YOU ABOUT PROS & CONS: 

PROS: You like the buzz and alcohol makes you feel good. Drinking is something that you do with your 

friends when you chill. Although it makes you feel a little bit angry, alcohol really helps to calm you down. 

CONS:  You don’t like the headaches and hangovers the next morning. Sometimes after drinking, you 

pass out or vomit. Your family has expressed a need for you to cut back on your drinking. Also, alcohol 

has led to your getting in trouble, fighting, and was a contributing factor toward your gunshot injury. You 

are also concerned that alcohol will “mess up” your probation. 

IF A PROVIDER ASKS YOU ABOUT YOUR READINESS:  You identify yourself on the Readiness Ruler 

as 8 out of 10. You do not choose 5 because you are really ready to change and realize that there are 

people currently in your life that are trying to bring you down and hold you back, and that this needs to 

change. You also describe your drinking as “alcohol addiction” since you drink every day. 

IF A PROVIDER SUGGESTS PLAN/NEXT STEPS:  You decide to decrease your amount of days 

drinking; you set a goal of having one drink one day a month. If a provider asks you to make an action 

plan: You realize this will be hard as all of your friends drink, but make a plan to “chill with positive 

influence people.” You have an aunt who stopped drinking and can be a good support person. You want 

to cut back on drinking to be more stable and in control of situations, and also in order to focus on getting 

your GED. You agree to speak with project ASSERT and accept a referral to outpatient counseling. 
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BNI-ART Institute Case Study 

Michael 

PROVIDER 

Background:  Michael is a 24 year-old living at home with his mother. He is currently attending some 

afternoon courses towards a GED, and working at night in a 7-11 store. He presents today at the clinic 

because he is concerned about sores on his penis. 

Physical Exam:  He has lesions typical of herpes simplex  

Screening Results:  Michael reports drinking 2-4 drinks each day, drinking between 14 and 28 drinks per 

week. The maximum amount of drinks he had on any one day in the past month is 8 drinks and drank >4 

in 2hrs once in last month when he didn’t use a condom. CAGE 1 He feels guilty about not protecting 

himself.  

 

PATIENT  

BACKGROUND: 

Michael: You are 24 years-old, living at home with your mother. You are currently working towards a 

GED, and working the night shift at a 7-11 store.  Your typical day includes getting up early, taking a 

shower, going outside to chill, attending an afternoon class, and then chilling and drinking with friends. 

You drink every day, 2 to 4 drinks per day (mostly beer but occasionally hard liquor) -- just enough to get 

and keep a buzz. You have stopped smoking marijuana as this violates your probation rules and you are 

“not trying to go to jail.” One week ago you were drinking with your friends at a bar and met a good 

looking young man who invited you to his apartment for drinks. You recently developed a burning rash on 

your penis. 
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BNI-ART Institute Case Study 

Maria 

PROVIDER 

Background:  Maria is a 17 year-old living at home with family. She has recently been committed to DYS 

custody. She presents to the ED with abrasions and possible wrist fracture after falling.  

Physical Exam:  The patient is a well-nourished young woman. She reports falling in gravel parking lot, 

attempted to catch herself with her right hand. Right wrist shows mild edema, mild tenderness upon 

palpation. Good pulses. You believe you smell alcohol on her breath. 

Screening Results:  Maria drinks 1 pint hard liqueur (11 shots) 3 times per month. She also reports 

marijuana abuse in the past. 

 

PATIENT 

Background: 

Maria: You are a 17-year-old living at home with your mother, father, and brother. You are currently 

working towards a GED, and recently were committed to DYS and are subsequently drug tested once a 

week. You don’t like the strict rules at home. When you fight with your mom, you leave the house to go 

drink with your friends. When you drink, you consume a pint of hard liquor; you do this about 3 times per 

month.  You had a fight with your mother earlier today, and went off to drink in a parking lot. You heard 

police sirens in the distance, took off running, and fell to the ground. You present to the ED with a 

possible fractured wrist.   

IF PROVIDER ASKS YOU ABOUT PROS & CONS 

PROS: You like the taste of mixed drinks. You are normally a shy person and like how alcohol makes you 

feel comfortable, confident, and relaxed when talking to other people. Drinking also takes your problems 

away—or at least makes you stop thinking about them. And it’s something to do when you are bored.   

CONS:  You don’t like waking up the next morning not feeling well. Your hangovers make you feel 

“trashy—like a bum.” You don’t like the way you look when you are drinking. Coming home late after 

drinking creates more problems with your mom. Since you are underage, you know that you could get in 

trouble if the police caught you drinking.  

IF A PROVIDER ASKS YOU ABOUT YOUR READINESS:  You identify yourself on the Readiness Ruler 

as 6 out of 10. You do not choose 3 because you are really ready to change—you are “dying to stop 

drinking.” You realize that sometime you feel like you want to drink—but sometimes you feel like you 

NEED to drink. 

IF A PROVIDER SUGGESTS PLAN/NEXT STEPS:  You agree to decrease the amount of alcohol you 

drink. Instead of a whole pint, you will just have 2 shots mixed with soda and make it last the whole night. 

If prompted by the provider: You feel confident that you can decrease your alcohol consumption 

because you have successfully cut back on smoking pot. You know that you are able to control yourself 

and can beat your addictions. 

IF PROVIDER ASKS YOU ABOUT PROS & CONS: 

PROS: You like the buzz and alcohol makes you feel good. Drinking is something that you do with your 

friends when you chill. Although it makes you feel a little bit angry, alcohol really helps to calm you down. 

CONS:  You don’t like the headaches and hangovers the next morning. Sometimes after drinking, you 

pass out or vomit. Your family has expressed a need for you to cut back on your drinking. Also, alcohol 

has led to your getting in trouble, fighting, and was a contributing factor toward your gunshot injury. You 
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 are also concerned that alcohol will “mess up” your probation. But most of all you are upset that you didn’t 

use a condom and got what looks to you like herpes.  

IF A PROVIDER ASKS YOU ABOUT YOUR READINESS:  You identify yourself on the Readiness Ruler 

as 8 out of 10. You do not choose 5 because you are really ready to change and realize that there are 

people currently in your life that are trying to bring you down and hold you back, and that this needs to 

change. You also describe your drinking as “alcohol addiction” since you drink every day. 

IF A PROVIDER SUGGESTS PLAN/NEXT STEPS:  You decide to decrease your amount of days 

drinking; you set a goal of having one drink one day a month. If a provider asks you to make an action 

plan: You realize this will be hard as all of your friends drink, but make a plan to “chill with positive 

influence people.” You have an aunt who stopped drinking and can be a good support person. You want 

to cut back on drinking to be more stable and in control of situations, and also in order to focus on getting 

your GED. You agree to accept a referral to outpatient counseling and to use condoms.  
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BNI-ART Institute Case Study: 

Ms. Jones 

PROVIDER 

Background: Ms. Jones is a 19 year-old college student, who was drinking in her dorm room with 

friends.  She tripped and hit her head on the bathroom sink. She sustained a superficial laceration over 

her right eye with an underlying hematoma.  Her friends state that there was no loss of consciousness.  

They insisted she go to the student health center to be checked out. She was subsequently sent to the 

ER by student health center staff.  

Physical Exam:  Ms. Jones is in good health and takes no medications. The smell of alcohol on her 

breath is unmistakable. The rest of her exam is normal. 

Screening Results:  Ms. Jones drinks 3-4 drinks during the week and up to 6 beers on weekend nights 

(Thursday, Friday and Saturday). Her average weekly intake is about 22 drinks per week, but she denies 

any alcohol-related consequences or concerns. 

 

PATIENT 

Background: 

Ms. Jones: You are a 19 year-old college student. You were drinking in your dorm room with friends. You 

went to the bathroom, slipped, and hit your head on the sink.  You cut your forehead, and although it bled 

a lot, you want to put a Band-Aid on it and go to bed. You don’t know what the big deal is, and what you 

are doing at the Emergency Department. You are aggravated with having to speak to the doctor about 

your drinking. You see no association between your alcohol use and tripping in the bathroom.  The floor 

was wet. You drink 3-4 beers during the week and up to 6 beers on most weekend nights. You think this 

kind of drinking is the “norm” for most people your age.  

If Provider Asks About Pros & Cons:  

PROS: Everyone you know drinks like you do; it is a part of your social life. You enjoy the slight buzz you 

get when you drink and it especially feels good after a long week of studying. It helps you to have fun and 

forget about all your work.   

CONS: At first, nothing you can think of. If provider prompts you about regrets: you regret having to 

spend time in the ED but then you also remember that you blacked out last week and aren’t quite sure 

what happened.  

If Provider Asks About Readiness:  You identify yourself as a 2 on the Readiness Scale and feel that 

there isn’t really a need to change your behavior. If provider asks “why not 1?”: you don’t want to black 

out again – you missed your period this month and are a little worried about what may have happened the 

night you blacked out.  

If Provider Suggests Plan/Next Steps:  You don’t really feel that drinking is a problem but you agree 

that maybe drinking so much that you black out is not a good thing. So you agree to try to drink less, drink 

slower and make sure there is a friend to watch out for you. If provider suggests seeing a nurse about 

the missed period: you agree to a pregnancy test which is negative. You also agree to cut down on the 

drinking. 
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BNI-ART Institute Case Study: 

Ms. Jones 

PROVIDER 

Background:  Ms. Jones is a 19 year-old college student, who at the STD clinic she requested a 

pregnancy test and checkup for HIV and STD.  

Physical Exam:  Ms. Jones is in good health and takes no medications. The rest of her exam is normal. 

Screening Results:  Ms. Jones drinks 3-4 drinks during the week and up to 6 beers and shots on 

weekend nights (Thursday, Friday and Saturday). Her average weekly intake is about 22 drinks per week, 

but she denies any alcohol-related consequences or concerns. Her CAGE score is 0. 

 

PATIENT 

Background: 

Ms. Jones: You are a 19 year-old college student. Last month you went to a bar with friends. The 

following morning you woke up in a strange room with your clothes scattered on the floor. You quickly got 

dressed and ran out to the street and caught a cab home. You don’t know how you got there. You drink 3-

4 beers during the week and up to 6 beers and shots on most weekend nights. You think this kind of 

drinking is the “norm” for most people your age. You are at the STD clinic because you are concerned 

since you missed your period and have some burning on urination and did not want to go to student 

health.  

If Provider Asks About Pros & Cons: 

PROS: Everyone you know drinks like you do; it is a part of your social life. You enjoy the slight buzz you 

get when you drink and it especially feels good after a long week of studying. It helps you to have fun and 

forget about all your work.   

CONS: At first, nothing you can think of. If provider prompts you about regrets: you regret that you 

blacked out last month,  

If Provider Asks About Readiness:  You identify yourself as a 2 on the Readiness Scale and feel that 

there isn’t really a need to change your behavior. If provider asks “why not 1?”: you don’t want to black 

out again – you missed your period this month and are a little worried about what may have happened the 

night you blacked out.  

If Provider Suggests Plan/Next Steps:  You don’t really feel that drinking is a problem but you agree 

that maybe drinking so much that you black out is not a good thing. So you agree to try to drink less, drink 

slower and make sure there is a friend to watch out for you. If provider suggests seeing a nurse about 

the missed period: you agree to a pregnancy test which is negative. You also agree to cut down on the 

drinking. 
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BNI-ART Institute Case Study 

Charles 
 

PROVIDER 
Background:  Charles is an 18 year-old recent high school graduate living at home with his parents. He 

works the evening shift in a telephone call center. He was referred today by a community health center for 

rule-out appendicitis.  

Physical Exam:  He appears uncomfortable. No fevers, nausea, or vomiting. There is tenderness in the 

right lower abdomen. Lab results show normal white count. Abdominal CT is negative for appendicitis. He 

will be discharged home to follow-up with primary care physician. 

Screening Results:  Charles reports drug use; smokes marijuana every weekend, for a total of 8-9 times 

per month. Smokes alone and with others; often forgets things while smoking. He also rides in cars driven 

by friends that are high. 

 

PATIENT 

BACKGROUND:  

Charles: You are 18-years-old, living at home with your parents. You recently graduated from high school 

and are currently working the evening shift at a telephone call center. After work, you hang out with 

friends and watch basketball or football games on television. On the weekends, you usually play sports 

and smoke marijuana. You do smoke by yourself sometimes, often forget things while you were smoking, 

and have ridden with a driver who was high on several occasions. Three times this year, you have been 

in fights, but the other person has always started them. 

IF PROVIDER ASKS YOU ABOUT PROS & CONS: 

PROS: You like the relaxed and happy feeling of being high. You also like how smoking helps to relieve 

pain.  

CONS: You don’t like the taste of marijuana, nor how it makes you tired. Once, after smoking at a party, 

you were “attacked by a couple of guys” and injured. But you don’t necessarily think that there was a 

connection between the fight and your drug use.  

IF A PROVIDER ASKS YOU ABOUT YOUR READINESS:  You identify yourself on the Readiness Ruler 

as 5 out of 10. You do not choose 1 or 2 because you have thought about doing drastic things while on 

marijuana— not like “going off and robbing a bank or anything”—but you see that marijuana can have a 

strong effect and can make you do negative things. You feel you can be more responsible about your 

use. 

IF A PROVIDER SUGGESTS PLAN/NEXT STEPS:  You decide to decrease your amount of smoking; 

you set a goal of cutting back to two times per month only smoking at parties. If a provider asks you to 

make an action plan: The one bad thing about cutting back will be that it will become harder for you to 

sleep. However, you know that you can cut down since you have already decreased your smoking. Back 

in high school, you used to smoke every day after football practice.  You agree to follow-up with your 

primary care doctor. 

 

Case studies are reproduced with permission from BNI-ART Institute.
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Appendix I. Sample Release Form 
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Appendix J. Sample Client Update Report 

Today’s Date: Service Provider’s Name: Service Provider’s Address: 

SECTION 1: CLIENT IDENTIFICATION 

Last Name: First Name: Middle Name: Date of Birth:  

SECTION 2: CLIENT STATUS 
 

Admission Date:                                     active                      discharged           

SECTION 3: CLIENT COMPLIANCE 

Other information: (check all that apply) 
 

  referred to ______________________ 

  inpatient 

  outpatient program (multiple sessions/wk) 

  counseling (weekly or less often) 

       withdrew against program advice 

           medically compliant 

           not medically compliant 

           clinically compliant                  

           not clinically compliant 

           no contact/abort                              

           relapsed 

           incarcerated        

           deceased  

SECTION 4: CLINICAL SUMMARY 

Notes:  

Service Provider’s  Signature: 

Service Provider’s Phone Number:  
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Appendix K. Decisional Balance Worksheet 

Decisional Balance Worksheet 
You can use the exercise below to help a patient make a clear decision on whether he/she wants to 

change. This exercise asks a patient to articulate the pros and cons of changing, as well as continuing 

their current behavior. 

One of the first steps toward successfully changing your substance use is reaching a clear decision that you 
want to change. 

In this exercise, you will think about and record some of the important advantages and disadvantages of 
changing or continuing your drinking.  You will stack up what you have to lose against what you have to gain. 

Fill in the table below. When you are finished, review your answers and weigh your reasons for change. Which 
way does your decisional balance tip? 

Changing Your Current Drinking 

What’s good about it? What’s not so good about it? 

Continuing Your Current Drinking 

What’s good about it? What’s not so good about it? 
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Appendix L. Pocket Cards 

Quick Reference Guide 
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SBIRT Pocket Card, Adolescents (April 2016) 
 

 
 

 
 

 

Please find additional helpful tools listed below from SBIRT Colorado at: 

http://improvinghealthcolorado.org/resources/ 

SBIRT Pocket Card, Adults (June 2016) 

Lower Risk Drink Limits Poster (September 2015); Spanish version (July 2016) 

We Ask Everyone Alcohol Exam Room Poster (February 2016); Spanish version (July 2016) 

Alcohol Screening and Brief Counseling Essential Steps (March 2014) 

Alcohol and Substance Use Screening, Brief Intervention, and Referral to Treatment (SBIRT) 

Guideline (September 2011) 

Marijuana Guidance Supplement (February 2014) 

 

http://improvinghealthcolorado.org/resources/
http://improvinghealthcolorado.org/wp-content/uploads/2016/06/General_pocketcard-FINAL-6.16.16.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2016/03/Lower-Risk-Drink-Limits-Poster-9.15.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2016/03/Lower-Risk-Drink-Limits-Poster-9.15.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2016/07/Lower-Risk-Drink-Limits-Poster_Spanish-7.18.16.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2016/03/Exam-Room-Poster-Alcohol_FINAL_2.16-1.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2016/03/Exam-Room-Poster-Alcohol_FINAL_2.16-1.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2016/03/Exam-Room-Poster-Alcohol_FINAL_2.16-1.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2016/07/ExamRoomPoster_Spanish-7.18.16.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2016/03/Alcohol-Screening-and-Brief-Counseling_Essential-Steps_03.14.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2016/03/Alcohol-Screening-and-Brief-Counseling_Essential-Steps_03.14.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2014/09/Substance-Use-Screening-and-Brief-Intervention-Clinical-Guideline-10-13-11.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2014/09/Substance-Use-Screening-and-Brief-Intervention-Clinical-Guideline-10-13-11.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2014/09/Substance-Use-Screening-and-Brief-Intervention-Clinical-Guideline-10-13-11.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2014/09/Marijuana-supplement-to-SBIRT-clinical-guideline.pdf
http://improvinghealthcolorado.org/wp-content/uploads/2014/09/Marijuana-supplement-to-SBIRT-clinical-guideline.pdf
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Appendix M. Acronym List 

  12-Step  Twelve-Step Facilitation Therapy 

AA Alcoholics Anonymous 

AAP American Academy of Pediatrics  

ACC  Assertive Continuing Care  

A-CRA Adolescent Community Reinforcement Approach AMAAmerican Medical Association 

APA  American Psychiatric Association 

ASAM  American Society of Addiction Medicine 

ASSIST  Alcohol, Smoking and Substance Involvement Screening Test 

AUDIT  Alcohol Use Disorders Identification Test  

BSFT  Brief Strategic Family Therapy  

CASA National Center on Addiction and Substance Abuse 

CBT  Cognitive-Behavioral Therapy  

CDC Centers for Disease Control and Prevention 

CeASAR  Center for Adolescent Substance Abuse Research  

CM  Contingency Management  

CRAFFT Car, Relax, Alone, Family, Friends, Trouble 

DAST Drug Abuse Screening Test 

EHR Electronic Health Record 

FBT  Family Behavior Therapy 

FFT  Functional Family Therapy  

GAIN-SS  Global Appraisal of Individual Needs–Short Screener  

ICD-10 International Classification of Diseases  

MDFT  Multidimensional Family Therapy 

MET  Motivational Enhancement Therapy  

MI Motivational Interviewing 

MST  Multisystemic Therapy  

MTF Monitoring the Future National Survey 

NA Narcotics Anonymous 

NIAAA National Institute on Alcohol Abuse and Alcoholism 

NIDA  National Institute on Drug Abuse 

NIH National Institutes of Health  

NSDUH National Survey on Drug Use and Health 

PTSD Post-Traumatic Stress Disorder 

S2BI Screening to Brief Intervention 

SAMHSA  Substance Abuse and Mental Health Services Administration 

SBIRT Screening, Brief Intervention, and Referral to Treatment  

http://ceasar.org/
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SMART Specific, Meaningful, Attainable, Realistic and Time-bound 

SSA Single State Agencies 

TFAH Trust for America’s Health| 

USPSTF U.S. Preventive Services Task Force  

WHO World Health Organization 
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Appendix N. Kognito’s SBI with Adolescents User Guide 
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Appendix O. Resources 

Below are a number of resources that may be of interest. Additional resources can be found at 

http://sbirt.webs.com/resources.  

 

1. Low-risk Drinking Guidelines: IRETA staff member Piper Lincoln demystifies our national 

drinking guidelines in this blog. https://ireta.org/resources/low-risk-drinking-guidelines-

where-do-the-numbers-come-from/ 

 

2. Implementation Barriers to and Facilitators of Screening, Brief Intervention, Referral, 

and Treatment (SBIRT) in Federally Qualified Health Centers (FQHCs): This report 

reviews the research literature on the barriers in FQHCs and primary care and strategies for 

overcoming those barriers to integrate substance use (SU) care into evolving patient-centered 

medical/health homes (PCMHs). The literature review is supplemented by extensive 

interviews with experts and site visits to FQHCs across the country. From these data, several 

opportunities have been identified that could help FQHCs adopt and sustain SU screening and 

treatment as a routine part of whole-person care for their patients. 

https://aspe.hhs.gov/report/implementation-barriers-and-facilitators-screening-brief-

intervention-referral-and-treatment-sbirt-federally-qualified-health-centers-fqhcs 

 

3. AAP Substance Use Screening and Intervention Implementation Guide: Developed by 

the American Academy of Pediatrics (AAP) in collaboration with the CDC, the AAP 

Substance Use Screening and Intervention Implementation Guide is designed to help 

pediatricians incorporate screening, brief intervention, and referral to treatment (SBIRT) for 

use of alcohol, tobacco, marijuana, and other drugs among adolescent patients. IRETA also 

produced a webinar to discuss the rationale for the AAP's policy statement and current efforts 

to advance adolescent SBIRT primary care settings. Access the webinar at 

http://my.ireta.org/node/1394.   

 

4. AAP Information on Marijuana: AAP provides position statements, policies, reports on 

marijuana use.  Access these reports including the AAP’s  Policy Statement – The Impact of 

Marijuana Policies on Youth: Clinical, Research, and Legal Update at  

https://www.aap.org/en-us/about-the-aap/Committees-Councils-Sections/substance-

use/Pages/marijuana.aspx 

 

5. Adolescents and E-Cigarette Use: Adolescent rates of e-cigarette use are rising rapidly. In 

response to this growing public health issue, the Surgeon General released a new website 

with resources for teens and parents. Access the website at https://e-

cigarettes.surgeongeneral.gov/.  Practitioners may also be interested in the 5 A's Intervention. 

http://sbirt.webs.com/resources
https://aspe.hhs.gov/report/implementation-barriers-and-facilitators-screening-brief-intervention-referral-and-treatment-sbirt-federally-qualified-health-centers-fqhcs
https://aspe.hhs.gov/report/implementation-barriers-and-facilitators-screening-brief-intervention-referral-and-treatment-sbirt-federally-qualified-health-centers-fqhcs
https://www.aap.org/en-us/Documents/substance_use_screening_implementation.pdf?utm_source=MagMail&utm_medium=email&utm_term=nstewart@aap.org&utm_content=oncall%20%2D%20april%203%2017&utm_campaign=AAP%20News%20OnCall%20%2D%20April%203%2C%202017
https://www.aap.org/en-us/Documents/substance_use_screening_implementation.pdf?utm_source=MagMail&utm_medium=email&utm_term=nstewart@aap.org&utm_content=oncall%20%2D%20april%203%2017&utm_campaign=AAP%20News%20OnCall%20%2D%20April%203%2C%202017
http://my.ireta.org/node/1394
https://www.aap.org/en-us/about-the-aap/Committees-Councils-Sections/substance-use/Pages/marijuana.aspx
https://www.aap.org/en-us/about-the-aap/Committees-Councils-Sections/substance-use/Pages/marijuana.aspx
https://e-cigarettes.surgeongeneral.gov/
https://e-cigarettes.surgeongeneral.gov/
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Developed by the U.S. Public Health Service, the 5 A’s is a best-practice guideline supported 

by the American College of Obstetricians and Gynecologists and the National Cancer 

Institute. Learn more about the steps at https://www.ahrq.gov/professionals/clinicians-

providers/guidelines-recommendations/tobacco/5steps.html 

 

6. Substance Use Employer Cost Calculator – https://www.nsc.org/forms/substance-use-

employer-calculator/index.aspx: This free, online tool is a joint project of the National Safety 

Council, Shatterproof, and NORC at the University of Chicago.  The calculator uses Dr. Eric 

Goplerud’s analysis of the latest economic data and National Survey on Drug Use and Health 

data to compute the business costs associated with substance use in the workplace. A 

methodology report describing the data sources and methods underpinning the cost calculator 

can be found at https://www.shatterproof.org/resources/substance-use-cost-calculator-

employers-methodology.   

 

7. Adolescent SBIRT Trainings: NORC has prepared a suite of materials to support adolescent 

SBIRT training in a variety of programs. We offer one-hour, half-day, one-day, and two-day 

versions of power point slide decks for your use in conducting live trainings. More 

information is available by contacting the SBIRTTeam@norc.org. 

 

8. MEL Project Report on Implementing SBIRT for Youth: Abt Associates conducts 

evaluation to gain a better understanding of the various approaches to implementation of 

youth SBIRT being utilized across the Conrad N. Hilton Foundation’s diverse grantees. Abt 

collects information about how SBIRT services are defined and administered within the 

Hilton Foundation’s funded implementation projects, and to identify similarities and 

differences between implementation models across sites. Access the reports at 

https://www.hiltonfoundation.org/learning/substance-use-prevention-initiative-2016-

evaluation-report and https://www.hiltonfoundation.org/learning/substance-use-prevention-

initiative-2018-evaluation-report  

 

9. Confidentiality Resources from Legal Action Center: The Legal Action Center developed 

a tool to help organizations determine if federal alcohol and drug confidentiality rules apply 

to their SBIRT services. The first tool is a Decision Tree that walks you through a series of 

questions to help you determine if the rules apply to your program. The second tool is a Fact 

Sheet on confidentiality rule 42 CFR Part 2. For more information, see https://lac.org/what-

we-do/substance-use/prevention-advocacy/  

 

10. The Substance Abuse and Mental Health Data Archive (SAMHDA): SAMHSA and RTI 

International provide a wide range of data for analysis. Tools, resources, documentation and 

data are updated frequently to deliver the most relevant data. Data set files are available for 

download in SAS, SPSS, STATA, and ASCII formats. For more information, see 

http://datafiles.samhsa.gov/.   

https://www.ahrq.gov/professionals/clinicians-providers/guidelines-recommendations/tobacco/5steps.html
https://www.ahrq.gov/professionals/clinicians-providers/guidelines-recommendations/tobacco/5steps.html
https://www.nsc.org/forms/substance-use-employer-calculator/index.aspx
https://www.nsc.org/forms/substance-use-employer-calculator/index.aspx
https://www.shatterproof.org/resources/substance-use-cost-calculator-employers-methodology
https://www.shatterproof.org/resources/substance-use-cost-calculator-employers-methodology
mailto:SBIRTTeam@norc.org
https://www.hiltonfoundation.org/learning/substance-use-prevention-initiative-2016-evaluation-report
https://www.hiltonfoundation.org/learning/substance-use-prevention-initiative-2016-evaluation-report
https://www.hiltonfoundation.org/learning/substance-use-prevention-initiative-2018-evaluation-report
https://www.hiltonfoundation.org/learning/substance-use-prevention-initiative-2018-evaluation-report
https://lac.org/what-we-do/substance-use/prevention-advocacy/
https://lac.org/what-we-do/substance-use/prevention-advocacy/
http://datafiles.samhsa.gov/
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11. UCSF's Drug Abuse Intervention App: The University of California San Francisco 

(UCSF) SBIRT group with funding from SAMHSA has released another excellent SBIRT 

app that is available for free. The medical app walks you through a typical SBIRT interaction 

from screening to brief intervention and referral to treatment. The app includes an abundant 

amount of background information on the current epidemiology of alcohol and substance 

abuse, evidence for SBIRT, step-by-step instructions on how to perform an evaluation, links 

for referral sites, embedded videos and demos of SBIRT evaluations and social support, and 

follow-up questionnaires for providers trained in SBIRT. For more information, see the 

article on MEDPAGE TODAY at http://www.medpagetoday.com/Blogs/IltifatHusain/59984  

and download the app at https://itunes.apple.com/us/app/ohn-sbirt/id1109510478?mt=8&ign-

mpt=uo%3D8  

 

12. Treatment Episode Data Set (TEDS): TEDS is maintained by the Center for Behavioral 

Health Statistics and Quality, Substance Abuse and Mental Health Services Administration 

(SAMHSA). The TEDS system includes records for some 1.5 million substance abuse 

treatment admissions annually. While TEDS does not represent the total national demand for 

substance abuse treatment, it does comprise a significant proportion of all admissions to 

substance abuse treatment, and includes those admissions that constitute a burden on public 

funds. For more information, visit https://wwwdasis.samhsa.gov/webt/information.htm.  

 

13. Adolescent SBIRT Toolkit for Providers: The toolkit is a step-by-step health care 

providers’ guide to prevent and address youthful substance use. The Toolkit includes 

anticipatory guidance ideas and effective screening and intervention tools for providing 

SBIRT (Screening, Brief Intervention and Referral to Treatment). The toolkit promotes a new 

screening tool, the S2BI. Listings for accessing a range of treatment services are highlighted. 

A full print copy with samples of free Massachusetts Department of Public Health prevention 

or treatment booklets for youth and parents can be ordered at 

https://massclearinghouse.ehs.state.ma.us/PROG-BSAS-SBIRT/SA1099.html.  

 

14. Clinical SBIRT Proficiency Checklist (CSPC): Developed by the Proficiency Checklist 

Workgroup funding by SAMHSA, the CSPC is a validated tool used to assess competency of 

medical professionals performing SBIRT.108,109 See a copy of the tool below.  

 

 

 

 

 

 

 

http://www.medpagetoday.com/Blogs/IltifatHusain/59984
https://itunes.apple.com/us/app/ohn-sbirt/id1109510478?mt=8&ign-mpt=uo%3D8
https://itunes.apple.com/us/app/ohn-sbirt/id1109510478?mt=8&ign-mpt=uo%3D8
https://wwwdasis.samhsa.gov/webt/information.htm
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SBIRT Proficiency Checklist 

Clinical Patient Version  
Trainee Name:        Date:    

Preceptor:     

     

Screening (3 items) Present 
Not 

Present 
N/A 

Accurately assesses quantity and frequency of alcohol and/or drug use.    

Accurately identifies the patient’s level of risk related to their alcohol or other 
drug use using an appropriate evidence-based screening instrument. 

   

Assesses possible consequences of the patient’s behavior, such as physical, 
psychosocial, and other consequences. 

   

Brief Intervention (4 items) Present 
Not 

Present 
N/A 

Asks permission to provide feedback about the patient’s substance use.    

Uses reflection and/or open-ended questions to allow patient to react to 
screening result. 

   

Provides feedback about risks associated with the patient’s substance use 
behavior. 

   

Negotiates a goal with the patient based on steps he/she is willing to take.    

Referral to Treatment and Follow-Up (3 items) Present 
Not 

Present 
N/A 

Recognizes the patient’s need for substance use treatment based on their 
screening score and/or medical/behavioral factors. 

   

Suggests the use of specific community and specialty resources.    

Arranges appropriate follow-up (follow-up with provider, referral to treatment, 
counseling, medication, etc.) 

   

Motivational Interviewing Spirit (3 items) Present 
Not 

Present 
N/A 

Summarizes patient’s stated reasons for change.    

Negotiates a treatment plan in a collaborative manner.    

Affirms the patient’s strengths, ideas, and/or successes.    

Comments (may continue on back): 
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