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ABSTRACT

Aims Since 2003, the US Substance Abuse and Mental Health Services Administration, Center for Substance Abuse
Treatment (SAMHSA, CSAT) has awarded 32 Screening, Brief Intervention and Referral to Treatment (SBIRT) grants
to states, territories and tribal organizations to enhance services for persons with, or at risk for, substance use disorders.
The grants supported an expansion of the continuum of care to include screening, brief intervention, brief treatment
and referral to treatment in general medical and community settings. This paper describes the SAMHSA SBIRT program
in the context of the scientific research that motivated its development, as well as the two cross-site evaluations that are
the subject of subsequent papers in this Supplement. Methods A narrative review of research evidence pertaining to
SBIRT and of the cross-site evaluation design that made it possible to determine whether the SAMHSA SBIRT grant pro-
gram achieved its intended aims. The 11 programs within the two cohorts of grant recipients that were the subject of the
cross-site evaluations are described in terms of SBIRT service components, performance sites, providers, management
structure/activities and patient/client characteristics. Conclusion The US SAMHSA SBIRT program is an effective
way to introduce a variety of new services that extend the continuum of care for substance-involved individuals, ranging
from early intervention with non-dependent substance users to referral of more serious cases to specialized substance
abuse treatment.
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INTRODUCTION

In 1980, the World Health Organization called for
improved treatment for alcohol use disorders and stressed
the need for efficient methods to identify people with
harmful and hazardous alcohol consumption before
health and social consequences develop or become pro-
nounced [1]. Since that time, researchers and
policymakers have devoted increasing attention to the
potential harm caused by substance use across the full
spectrum of use patterns, and numerous studies have
shown the efficacy of screening and brief intervention
(SBI) for hazardous and harmful alcohol use. More than
50 randomized clinical trials of brief intervention delivered
to non-dependent, non-treatment-seeking patients in var-
ious health-care settings have been conducted. Most
research to date has occurred in English-speaking

countries (United Kingdom, United States, Canada,
Australia), the Nordic countries (Sweden, Norway,
Denmark, Finland) and some Continental European
nations (Spain, France and Germany). The efficacy and
effectiveness of SBI has been documented in numerous
systematic reviews and meta-analyses (e.g. [2–10]).

Other studies have explored SBI for illicit drugs, show-
ing mixed results. Two recently completed, randomized
clinical trials tested the efficacy of SBI and found no signif-
icant differences in the reduction of illicit drug use or pre-
scription drug misuse between study groups [11,12].
However, a large multi-center cross-national trial,
supported by the World Health Organization (WHO),
showed overall effects in primary care settings for reduced
drug use in patients receiving SBI, although no significant
effects were found for the US sites when examined
separately [13]. Further, although SBI for at-risk drug
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use has not been studied as extensively as at-risk alcohol
use [14], earlier clinical studies provide some evidence
that SBI may be effective in decreasing at-risk drug use.
For example, SBI has been demonstrated to be effective
for decreasing subsequent cocaine and heroin use [15],
cannabis use [16], amphetamine use [17] and benzodiaz-
epine use [18,19].

In light of the potential clinical efficacy, especially as re-
lated to alcohol-focused SBI, policymakers in several coun-
tries have initiated demonstration and implementation
programs at local and regional levels. This paper describes
the most ambitious of these demonstration programs un-
dertaken in the United States: the US Substance Abuse
and Mental Health Services Administration, Center for
Substance Abuse Treatment (SAMHSA, CSAT) Screening,
Brief Intervention and Referral to Treatment (SBIRT) dis-
cretionary grant program. Additionally, the cross-site eval-
uation of the first and third cohorts of SBIRT grant
recipients is described, together with a brief overview of
the remaining papers that comprise this Supplement.

SAMHSA’S SBIRT PROGRAM

SAMHSA initiated its SBIRT discretionary grant program
in 2003 under its Request for Applications (RFA)
no. TI03–009. To ensure access to specialty treatment for
individuals needing higher levels of care, SAMHSA
attached the Referral to Treatment acronym (RT) to the
commonly used SBI abbreviation within the RFA title. By
including the full range of treatment services represented
by ‘SBIRT’, SAMHSA required grant recipients to explore
novel service linkages and investigate a previously under-
emphasized component of SBI service. From a public
health perspective, the SBIRT initiative was designed to
accomplish the following objectives: (a) to include services
in general medical and other community settings, such as
community health centers, school-based health clinics and
student assistance programs, occupational health clinics,
hospitals and emergency departments; (b) to support clini-
cally appropriate treatment services for non-dependent
substance users and for people with substance use disorder
diagnoses; (c) to improve linkages among generalist com-
munity agencies performing SBIRT and specialist sub-
stance abuse treatment agencies; and (d) to identify
systems and policy changes needed to increase access to
treatment in generalist and specialist settings.

The SAMHSA SBIRT programs were funded via cooper-
ative agreements between the federal government and
grant recipients to enhance substance abuse treatment ser-
vice systems by expanding the continuum of care in both
urban and rural population areas. With annual funding
support for its first cohort of programs ranging from
$2500000 to $3500000 for 5 years, the SAMHSA
SBIRT initiative represented the most ambitious project of

its kind, one that could set the stage for a major advance
in our understanding of how evidence-based practice can
be disseminated within the US health-care system. Each
programwas permitted to choose the subrecipient commu-
nities in which to administer the program, and was also
allowed to select preferred implementation models,
evidence-based service delivery protocols and staffing
configurations.

With subsequent funding cycles in 2005, 2008, 2011,
2012, 2013 and 2014, the SAMHSA SBIRT initiative has
funded a total of 29 states (four of which have received
two rounds of funding), two tribal councils and one US ter-
ritory. In addition to these cooperative agreements, the
SAMHSA SBIRT initiative has funded 12 campus-based
programs at colleges and universities to combat underage
drinking and promote innovative SBIRT practices in the
context of student health care, 17 medical residency coop-
erative agreements to promote the adoption of SBIRT
among primary care and specialty medical residents and
more than 70 training programs for a variety of health
professionals.

Cohorts 1 and 3 of SAMHSA’s SBIRT program, which
are the focus of this Supplement, included nine states
(California, Georgia, Illinois, Missouri, New Mexico,
Pennsylvania, Texas, Washington and West Virginia) and
two tribal organizations (Cook Inlet Tribal Council and
Tanana Chiefs Conference in Alaska). Program services
targeted a variety of risk factors and were implemented
across a range of health-care and other settings in both ur-
ban and rural locations.

Tables 1 and 2 provide program descriptions of the two
SAMHSA cohorts of grant recipients. These summaries are
organized in terms of the components of the SBIRT Pro-
gram Matrix, a conceptual framework that specifies key
program features (see [20]). SBIRT services, performance
sites, providers and management structure/activities are
outlined in Table 1; characteristics of patients/clients
served by each program cohort are presented in Table 2.

As Table 1 indicates, the two cohorts were similar in
terms of the types of SBIRT services provided. Differences
between cohorts reflect changing SAMHSA mandates, as
well as alterations based on the experience of earlier
funding recipients (see [21]). Although pre-screening was
performed at some cohort 1 sites, this service was con-
ducted universally in cohort 3, and there was a tendency
to screen for more risk factors. In particular, SAMHSA re-
quired some level of screening for mental health issues for
the latter group of programs. Although several different full
screening instruments (e.g. the AUDIT [22] and the Drug
Abuse Screening Test (DAST) [23]) were used by cohort 1
programs, SAMHSA mandated that all cohort 3 grant re-
cipients use the Alcohol, Smoking and Substance Involve-
ment Screening Test (ASSIST [24]) to screen for alcohol
and illicit substance use. Programs in the two cohorts were
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Table 1 US Substance Abuse and Mental Health Services Administration (SAMHSA) Screening, Brief Intervention and Referral to
Treatment (SBIRT) cross-site evaluation cohorts: program matrix components.

Cohort 1: funded 2003–2008 Cohort 3: funded 2008–2013

Grantees 7 Grant recipients: California; Cook Inlet Tribal Council
(Alaska); Illinois; New Mexico; Pennsylvania; Texas;
Washington

4 Grant recipients: Tanana Chiefs Conference (Alaska);
Georgia; Missouri; West Virginia

Risk factors Alcohol, illicit drug use, prescription drug abuse (7);
other: tobacco, mental health

Alcohol, illicit drug use, prescription drug abuse,
tobacco, mental health (4); other: domestic violence

SBIRT services
Pre-screen (PS) No alcohol (2); AUDIT-C (3), 1-item alcohol (1); NIAAA

(1); no drug (3); 1-item drug (3); 3-item drug (1)
Program-specific questions (1), AUDIT-C (1); PHQ-2 (1);
NIAAA, NIDAvariants (1)

Screen AUDIT (6), AUDIT-C (1); ASSIST (1), TCU Screen (1);
DAST-10 (4); 3-item drug (2); drug screen II (1); drug
PS only (1)

ASSIST (4); Kessler-6 (1); CRAFFT (3); PHQ-9 (1); SF-12
(1); GAIN (1); personal feedback form (1)

Brief intervention
Approach MI, FRAMES, NIAAAGuidelines; in-person (7); optional

telephone booster sessions (2)
MI, MET, FRAMES, SOC, personal feedback; SAMHSA
Committee on Quick Trauma Guide; in-person (4),
telephonic (2)

Number of
sessions

1–6 across programs 1–6 across programs

Duration of
sessions

5–10-minute initial session, follow-ups up to 1 hour,
across programs

10–60 minutes across programs

Brief treatment
Approach MI (7); CBT (2); CRA (2); individual in-person (4), on-

site/telephonic added (6)
MET, MET/CBT5; FRAMES, personal feedback (4); CRA,
functional analysis (1); CBT (2); individual in-person,
on-site/telephonic (4)

Number of
sessions

2–6 (2); 4–12 (1); 5–12 (1); 6–8 (1); 6–12(1); 8–10 (1);
unlimited (1)

1–6 (1); 1–8 (1); 1–12 (1); 1–20 (1)

Duration of
sessions

15–90 minutes across programs 45 minutes–2 hours across programs

Referral to
treatment

At-risk patients/clients referred to a range of substance
abuse treatment and community services (7)

At-risk patients/clients referred to a range of substance
abuse treatment and community services (4); ASAM
criteria used to determine level of care (2); TREM (1)

Performance sites Emergency departments/trauma centers (ED/TC) (5);
ambulatory clinics (7); in-patient hospital services (2);
other (treatment facility) (1)

Emergency departments/trauma centers (ED/TC) (3);
ambulatory clinics (4), in-patient hospital services (2);
other (e.g. schools, health fairs, (1)

Across programs, approximately 92 venues; 91 medical
performance sites: 22 ED/TC; 56 ambulatory clinics; 13
in-patient hospital services

Across programs, approximately 200 venues; 97
medical performance sites: 11 ED/TC; 79 ambulatory
clinics; 7 in-patient hospital services

Providers Pre-screening and screening performed by general
medical staff (e.g. nurses); BI conducted by physicians,
but more often by dedicated, Master’s-level SBIRT staff;
BT often limited to more experienced and credentialed
providers; RT service augmented by referral liaisons,
care coordinators; strategies to improve access (e.g.
warm hand-off, transportation)

Pre-screening and screening performed by general
medical staff (e.g. nurses); BI conducted by physicians,
but more often by dedicated, Master’s-level SBIRT staff;
BT often limited to more experienced and credentialed
providers; RT service augmented by referral liaisons,
care coordinators; strategies to improve access (e.g.
warm hand-off, transportation)

Management structure/activities
Hiring and training Manualized protocols (7); formal training period/

seminar, typically involving didactic instruction, role
play and feedback, direct observation of patient/client
interactions, and/or ‘shadowing’ provider service lasting
2 days or less (3), 1 week (1), 2 weeks (1) or 1month (1)

Manualized protocols (4); PS training for generalist staff
(1); formal training period/seminar, typically 1 week,
involving didactic instruction, role play and feedback,
direct observation of patient/client interactions, and/or
‘shadowing’ provider service (4); external, contracted
training (2)

Coaching and staff
evaluation

Regular re-calibration training sessions, review of taped
sessions, ‘standardized patient’ exercises, role play and/
or ‘shadowing’ (6); regular meetings (2); monthly in-
service training (1); surveys to target areas of interest,
concern (2); productivity monitoring (1).

Regular meetings and/or conference calls (4); taped
sessions, ‘standardized patient’ exercises, and/or
‘shadowing’ (3); annual retreat/refresher training (2)

(Continues)
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required to include a brief treatment (BT) component in ad-
dition to BI and RT. Across both, motivational interviewing
and related approaches were used for BI and BT. On-site BT
provision and telephonic delivery of BI and BT were more
prevalent in the third program cohort.

SBIRT services were provided in a diverse set of health-
care venues by programs in both cohorts. However, as
shown in Table 1, cohort 3 expanded the reach of SBIRT
into a broader array of community settings, such as schools
and time-limited health fairs. Although there were only
four programs in the third cohort (compared with seven
in the first), there were approximately twice as many
SBIRT performance sites.

With respect to SBIRT providers, cohort 3 programs
continued the trends established by cohort 1; medical
generalists were largely responsible for pre-screening
(e.g. by nursing staff during intake), with the more clini-
cally oriented services, such as Screening/BI and BT,
performed by dedicated SBIRT behavioral health or sub-
stance abuse counselors.

SBIRT programs in both cohorts were diverse in terms
of managerial practices. All made use of evidence-based
protocols, but there were variations in what have been
described as key ‘implementation drivers’, such as staff
hiring, training, coaching and evaluation [25].

Finally, there were differences in the populations served
by the programs in the cohorts 1 and 3 SAMHSA grantees.
Together, cohorts 1 and 3 grantees screened more than a
million individuals. With more performance sites, the four
cohort 3 programs served as many SBIRT participants as
the seven in cohort 1. However, as indicated in Table 2,
the screen positive rate for the first cohort was twice that
of the third. Cohort 3 had more white and, concomitantly,
fewer minority participants, despite similarities in terms of
gender and age composition.

Table 1. (Continued)

Cohort 1: funded 2003–2008 Cohort 3: funded 2008–2013

Dissemination Routine use of screening/outcome data for evaluation,
quality improvement, and SBIRT promotion (7);
leadership conferences (1); promotional videos,
presentations (2); published papers (3); newsletter (1)

Routine use of screening/outcome data for evaluation,
quality improvement, and SBIRT promotion (4); website
(1)

Parenthetical values indicate the number of programs within the cohort adopting each instrument/approach. Screening instruments: ASSIST = Alcohol,
Smoking and Substance Involvement Screening Test [35]; AUDIT = Alcohol Use Disorders Identification Test (Document no. WHO/MSD/MSB/01.6a; [22]);
AUDIT-C = Alcohol Use Disorders Identification Test-C [36]; CRAFFT = Car, Relax, Alone, Forget, Friends, Trouble [37]; DAST-10: Drug Abuse Screening
Test—10 item [23,38,39]; GAIN = Global Appraisal of Individual Needs [40]; Kessler 6 = Kessler Psychological Distress Scale-6 [41]; NIAAAGuide: National
Institute on Alcoholism and Alcohol Abuse Guide, Helping Patients Who Drink Too Much: A Clinician’s Guide [42]; PHQ-2 = Patient Health Questionnaire-2 [43];
PHQ-9 = Patient Health Questionnaire-9 [44]; SF-12 = 12-Item Short-Form Health Survey [45]; TCU Drug Screen II: Texas Christian University Drug Screen
(Institute of Behavioral Research, Texas Christian University). Not all performance sites within each program used the same pre-screen and screening tools;
somechanges occurred over time in the use of specific instruments. Intervention/treatment approaches: CBT= cognitive–behavioral therapy [46]; CRA=com-
munity-reinforcement approach [47,48]; FRAMES = Feedback, Responsibility, Advise, Menu, Empathy, Self-efficacy [49,50]; Matrix Model [51]; MET =moti-
vational enhancement therapy [52,53]; MET/CBT5 = motivational enhancement therapy and cognitive–behavioral therapy 5 [54]; MI = motivational
interviewing [55,53]; NIAAA Guide: National Institute on Alcoholism and Alcohol Abuse Guide, Helping Patients Who Drink Too Much: A Clinician’s Guide [42];
SOC = stages of change [56]; American College of Surgeons Committee on TraumaQuick Guide [57] Referral to treatment: ASAM=American Society of Ad-
diction Medicine Guidelines [58]; TREM = Trauma Recovery and Empowerment Model [59]

Table 2 US Substance Abuse and Mental Health Services
Administration (SAMHSA) Screening, Brief Intervention and
Referral to Treatment (SBIRT) cross-site evaluation cohorts:
patient/client populations.

Cohort 1 Cohort 3
n = 528 036 n = 489396

Risk status
Pre-screen positive (%) NA 18.4
Screen positive (%) 22.4 11.1

Highest recommended service (%)
BI 15.1 8.8
BT 3.3 1.0
RT 4.0 1.3

Demographic characteristics
Gender (% male) 43.8 42.1
Age [mean (SD)] 43.6 (17.3) 44.1 (18.7)
Race/ethnicity (%)
Black/African American 26.2 23.3
Asian 3.0 0.6
Alaskan Native 3.2 2.1
White 47.7 65.6
Other 19.9 8.4
Hispanic (%) 28.2 1.2

Education (%)a

Did not graduate high school 39.1 31.9
High school graduate 54.2 62.9
College degree or higher 5.2 5.2

Employed (%)a,b 28.7 29.0
Patterns of alcohol and other substance useb,c

Alcohol use (%) 74.4 80.0
Alcohol intoxication (5+ drinks)
(%)

50.4 64.9

Illegal drug use (%) 41.8 45.8
Alcohol and drugs (%) 30.0 32.1
Marijuana (%) 27.3 33.8
Cocaine (%) 14.5 10.3

(Continues)
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Among those who screened positive, cohort 3 partici-
pants reported higher levels of alcohol consumption and
generally similar rates of illicit drug use. However, rates
for specific substances (marijuana, cocaine, heroin and
methamphetamine) were higher in the first cohort than
the third. Finally, participants in cohort 3 reported more
frequent mental health issues, as well as more prior treat-
ment experiences for these problems.

SBIRT CROSS-SITE EVALUATIONS

In addition to SBIRT service grants, SAMHSA funded three
cross-site evaluations to provide an independent, system-
atic examination of its SBIRT programs: the first in 2004
to investigate the first cohort of SBIRT grant recipients,
the second in 2009 to evaluate the third cohort of pro-
grams, and a third evaluation funded in 2013 that is cur-
rently evaluating the SBIRT grant programs funded in
2013 and 2014. The first two of these evaluations provide
the basis for this Supplement. An overview of the common
approach used by both cross-site evaluations appears

below; more detail regarding specific methods is given in
the individual papers in this volume.

Using a mixed-method approach, researchers at RTI
International, the University of Connecticut School of
Medicine, JBS International, Inc. and the AVISA Group
conducted evaluations of the SBIRT grant program as
implemented in the first and third cohorts of grantees.
The evaluation methodology emphasized drawing conclu-
sions across all grantees rather than evaluating SBIRT
within any given grantee. As illustrated in Fig. 1, the
cross-site infrastructure supported three inter-related eval-
uation efforts: process, outcome and economic. The pro-
cess evaluation examined the implementation of SBIRT in
diverse settings and documented the content of each pro-
gram. The outcome evaluation investigated the impact of
SBIRT interventions on patients/clients. The economic
evaluation examined the costs and cost-effectiveness of
the SAMHSA SBIRT programs. In addition, systems-wide
analyses drew upon all three components of the cross-site
evaluation to explore the sustainability of the SAMHSA
SBIRT programs and to examine their effects on key ele-
ments of the treatment systems in the grantee states and
tribal organizations. The cross-site evaluations also devel-
oped methodological innovations to support their evalua-
tion efforts and in response to evaluation design
limitations necessitated by the goals of the SAMHSA SBIRT
grant program. The collective findings of these evaluation
efforts provided SAMHSA with a comprehensive assess-
ment of the SBIRT programs as implemented by the first
and third SAMHSA cohorts of grant recipients.

The process evaluation was largely descriptive, and fo-
cused upon the content of the SBIRT programs and the de-
tails of service delivery. The SBIRT Program Matrix was
developed to facilitate this evaluation component by pro-
viding a conceptual model that identifies and organizes
key SBIRT features [20]. The process evaluation collected
information about which SBIRT services were performed,
where they were provided, who delivered them, how they
were organized and managed and to whom they were ad-
ministered. Further, it investigated barriers to, and facilita-
tors of, program implementation and examined how the
grant recipients’ initially proposed models were actually
implemented in the field and how they changed or evolved
over time [21]. Finally, the cross-site evaluators developed,
tested and implemented a new methodology for assessing
the degree of adherence to the evidenced-based protocols
that were adopted by the SAMHSAprograms [26], an issue
critical to the interpretation of analyses of patient/client
outcomes.

The outcome evaluation was designed to measure
changes in substance use and other behaviors associated
with the SBIRT interventions. Because numerous clinical
trials have established that SBIRT services reduce sub-
stance use, and because the goals of the SAMHSA SBIRT

Table 2. (Continued)

Cohort 1 Cohort 3
n = 528 036 n = 489 396

Heroin (%) 5.5 1.2
Methamphetamines (%) 5.2 2.0
Injected drugs (%) 4.7 2.4

Legal, physical and mental health statusa,b

Legal issues (%)
Committed crimes 61.3 77.3
Awaiting trial 10.8 9.6
Parole/probation 15.6 13.8
Physical health [mean (SD)]d 3.8 (1.0) 3.8 (1.0)

Mental health issues [mean (SD)]e

Depression days 9.8 (12.5) 12.4 (13.2)
Anxiety days 9.4 (12.3) 12.4 (13.2)
Cognitive impairment days 5.9 (10.6) 7.5 (11.6)
Violent behavior days 1.1 (4.5) 1.7 (5.8)

Recent treatment experiencesa,b

In-patient (%)
Physical health 22.0 12.5
Mental health 3.7 7.8
Alcohol/substance abuse 8.5 8.1

Emergency department (%)
Physical health 59.8 51.8
Mental health 9.1 15.3
Alcohol/substance abuse 17.8 23.4

aValues are based only on those participants for whom brief treatment (BT)
and referral to treatment (RT) were the highest recommended levels of
SBIRT service. bResponses refer to the 30-day period prior to the interview.
cValues are based only on those participants who screened positive. dMean
[standard deviation (SD)] response scale: 1 = excellent, 2 = very good,
3 = good, 4 = fair, 5 = poor. eMean number of the days in the 30-day period
prior to the interview. fIncludes those enrolled in school/training. BI = brief
intervention; NA = not applicable.
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program precluded the recruitment of control or compari-
son groups, the objective of the cross-site outcome evalua-
tion was to confirm that the SBIRTmodels implemented by
the SAMHSA programs yielded the changes in
patient/client substance use behaviors that are suggested
by the extensive clinical trial literature. Two papers in this
Supplement present findings from the cross-site outcome
evaluation: one focused upon pre–post changes in sub-
stance use associated with SBIRT services [27]; the other
employed propensity score-matching to assess the incre-
mental effect of BT relative to BI [28].

The economic component conducted both cost and
cost-effectiveness analyses (CEA) of the SBIRT grant pro-
grams. To investigate how personnel resources are allo-
cated in their delivery, the economic evaluation team
developed a methodology for estimating, in real time, the
temporal duration of SBRT service delivery and a variety
of related activities [29]. To assess the cost-effectiveness of
the SBIRT service delivered, the economic evaluation team
used CEA methods to compare the outcomes of the

SAMHSA programs to their costs using the incremental
cost-effectiveness ratio Barbosa et al. [30], which describes
the probable additional clinical benefit achieved for each
additional dollar spent on a given program.

Collectively, the process, outcome and economic evalu-
ation efforts describe the SBIRT services delivered, their as-
sociation with changes in client outcomes and their costs.
System-focused questions combine data and results from
the different cross-site evaluation components to draw
broad conclusions about SAMHSA’s SBIRT program. Two
papers in this supplement address program sustainability
issues and two explore issues related to the potential im-
pact of the SAMHSA SBIRT grant program on broader
treatment systems in the United States. The first sustain-
ability paper [31] describes the sustainability achieved by
the first cohort of SBIRT programs. The second sustainabil-
ity paper explores financing issues associated with the de-
livery of SBIRT in the United States [32]. The first
systems-level paper [33] explores the effects of US federal
SBIRT and other funding and state-level institutional

Figure 1 Screening, Brief Intervention and Referral to Treatment (SBIRT) cross-site evaluation framework
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constraints on the activation of SBIRTMedicaid reimburse-
ment codes: a critical systems-level change that could im-
pact SBIRT sustainability in the United States. Finally, the
second systems-level paper [34] summarizes the findings
of the SBIRT cross-site evaluation and focuses upon impli-
cations for health policy, clinical practice, intervention re-
search and the diffusion of innovations.

CONCLUSION

In 1980, theWHO’s call for improved treatment for alcohol
use and for efficient methods to identify people with harm-
ful and hazardous alcohol consumption resulted in the de-
velopment of alcohol SBI. In the decades that followed,
numerous studies have shown the efficacy of SBI for
hazardous and harmful alcohol use, and a growing litera-
ture suggests that SBI may also be effective for illicit drug
use, although findings are mixed across trials. In light of
this evidence, many countries inaugurated moderate to
large-scale demonstration projects to implement SBI as a
public health approach to reducing substance misuse and
its associated harms [9]. Recognizing the success of pro-
grams in other countries, SAMHSA initiated the SBIRT dis-
cretionary grant program in 2003. The remaining papers
in this Supplement describe results from the cross-site eval-
uations of the first and third cohorts of SAMHSA grantees.
Without a large-scale evaluation, however, little could be
said about this ambitious program. With significant
funding invested in SBIRT activities throughout the world,
there is a growing need for systematic program evaluation
research that addresses a range of translational issues such
as feasibility, implementation barriers, patient outcomes,
cost-effectiveness and program sustainability. As arguably
the largest demonstration program of its kind, the
SAMHSA SBIRT program, and its concomitant multi-
purpose evaluation, provide a major opportunity to inform
providers, administrators, researchers and policymakers,
both in the United States and other countries interested
in SBIRT programs.
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tional was the Principal Investigator and Project Director of
the cross-site evaluation from its inception until August,
2013 and had final responsibility for all scientific, design
and methodological decisions during that time-period.
Georgia Karuntzos was the Principal Investigator and Pro-
ject Director of the cross-site evaluation from August 2013
until its completion in September 2014 and had final re-
sponsibility for all scientific, design and methodological de-
cisions during that time period. T.B. at UCHC was Senior
Scientific Advisor and advised J.W.B. and Georgia
Karuntzos on scientific, design and methodological deci-
sions. Manu Singh was Director of the JBS International
subcontract and contributed to the development of the
evaluation design and the execution of data collection
and analysis. B.MvR. was Director of the UCHC subcon-
tract and contributed to the development of the evaluation
design and the execution of data collection and analysis.
Project Officers at CSAT/SAMHSA were Karl Maxwell,
Darren Fulmore and Sarah Ndiangui. Other RTI Interna-
tional contributors were Arnie Aldridge, Georgia
Karuntzos, Amy Hernandez, Brendan Wedehase,
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Alexander Cowell, William Dowd, Erin Mallonee, Erin
Mallonee, David Kaiser, Carolina Barbosa and John Shadle.
Other JBS International contributors were Amanda
Gmyrek, Erika Olson Tait, Gail Bassin, Pam Alexander, Gail
Bassin, Lauren Eckert, Radha Gholkar, Amanda Gmyrek,
Susan Hayashi, Jennifer Kasten, Nancy Keene, Aislinn
O’Keefe, Erin Schmieder, Manu Singh, Erika Olson Tait
and Rossen Tsanov. Other UCHC contributors were Janice
Vendetti, Frances Del Boca, Donna Damon and Robin
O’Dell. Other CSAT/SAMHSA contributors were H.
Westley Clark, Robert Atanda, Deepa Avula, Reed Forman,
Erich Kleinschmidt, Guileine Kraft and Kathryn Wetherby.
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