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Abstract 

Background Screening, Brief Intervention, and Referral to Treatment (SBIRT) is an evidence-

based intervention for patients with substance use disorders, but this intervention is under-

utilized. Little is known about the implementation of SBIRT in acute care facilities. The purpose 

of this study is to describe implementation of SBIRT by nurses in acute care hospitals. 

Methods A qualitative descriptive design was used for this study. Registered nurses who agreed 

to participate in the study completed a 1:1 interview using a semi-structured interview guide. 

Interviews were audio recorded and transcribed and then data were analyzed using qualitative 

content analysis. 

Results When implementing SBIRT in an acute care setting, participants identified several 

factors that affect implementation. Some nurses felt that it is “one more thing to do” but other 

nurses feel that it was a “good, simple” screening tool that does not take long to do and can 

“plant the seeds of change” for patients. Additionally, participants mentioned barriers and 

facilitators related to the patients’ responses to SBIRT and organizational factors. 

Conclusions This study identified several barriers and facilitators to SBIRT implementation 

related to the nurses, patients, and organization. By understanding the factors that influence 

implementation, healthcare providers can develop strategies to support effective implementation 

of SBIRT. 
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Introduction 

Substance use disorders are prevalent and are associated with a variety of negative health 

outcomes and high financial cost for society. Worldwide, 18.5 million people have alcohol use 

disorder, 35 million people have a drug use disorder, and 1.1 billion people smoke tobacco.1,2,3 

Misuse of alcohol and other drugs is associated with disorganized thinking, memory loss, mental 

health problems, cardiomyopathy, hypertension, liver disease, pancreatitis, kidney disease, 

infectious disease, and cancer.4,5 Each year, more than 10 million people worldwide die due to 

tobacco, alcohol, or drug use.6 Moreover, substance use is also associated with fetal alcohol 

syndrome, neonatal abstinence syndrome, intimate partner violence, and crime.7 The direct and 

indirect costs of substance abuse are estimated to be $740 billion annually in the United States.8  

Due to the serious consequences associated with substance use, healthcare providers 

should assess for misuse of alcohol and other drugs by patients and intervene when appropriate. 

Providers can be aided in this process by using Screening, Brief Intervention, and Referral to 

Treatment (SBIRT). According to the Substance Abuse and Mental Health Services 

Administration, SBIRT is “an evidence-based practice used to identify, reduce, and prevent 

problematic use, abuse, and dependence on alcohol and illicit drugs.”9 SBIRT can be 

administered by healthcare providers in a variety of settings10,11 and includes three components. 

First, the provider uses a validated tool (e.g., Alcohol Use Disorders Identification Test, Drug 

Abuse Screening Test) to screen patients for risky substance use. Next, based on the results of 

the screening and clinical judgment, the provider may provide a brief intervention (e.g., 

motivational interviewing) to address substance use. Lastly, providers refer individuals to 

treatment when appropriate. 
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SBIRT can be particularly useful in hospitals. Approximately 1 out of every 7 

hospitalized patients have a substance use disorder in the United States.12 Nurses, the largest 

sector of healthcare providers in hospitals,13 are well positioned to use SBIRT. Nurses routinely 

assess patients and use validated screening tools to identify patients who may need interventions. 

In addition, nurses are trained in therapeutic communication and are thus poised to learn 

techniques such as motivational interviewing. In addition, they regularly collaborate with 

members of the interdisciplinary healthcare team and thus can help facilitate and coordinate 

referrals to treatment. Moreover, patients report feeling comfortable discussing substance use 

with nurses.14 

Although SBIRT is an evidence-based intervention, it is underutilized in healthcare 

settings. Research indicates that healthcare providers do not consistently use a validated tool to 

screen for substance use, and the majority of patients who use substances do not receive optimal 

treatment.15,16 More information is therefore needed on the implementation of SBIRT. 

Implementation is defined as “active and planned efforts to mainstream an innovation within an 

organization.”17, p. 582  The process of implementation includes adoption (the decision to use the 

intervention) and sustainment (continued use of the intervention).17,18,19  Studies evaluating 

implementation of SBIRT in various settings have been conducted,e.g., 20,21 but evidence 

regarding implementation of SBIRT by nurses in acute care settings, such as hospitals, is limited. 

The purpose of this study is to describe the implementation of SBIRT by direct care nurses 

employed on a hospital nursing unit that is in the process of implementing SBIRT.  

Methods 

Design 
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A qualitative descriptive design was used for this study. Based on textual data provided by 

participants, this approach is used to provide a straightforward account of a phenomenon in 

everyday language.22,23 In health services research, qualitative description can be used to obtain 

the perspectives of a variety of stakeholders about a system change.24,25  In qualitative 

descriptive research, purposive sampling is often used to identify participants who can provide 

the most useful information.22 Participant accounts are obtained through semi-structured 

interviews, direct observation, or examination of documents.22,23 Data often are analyzed using 

qualitative content analysis, and participants’ own words are often used to describe events. 22,23 A 

low level of interpretation is used so that the findings remain close to participant accounts. The 

product of qualitative description is a comprehensive summary of the phenomenon of interest 

that answers a specific practice or policy question.22 As the purpose of this study to describe in a 

straightforward manner the everyday experiences of the implementation of SBIRT by nurses 

providing direct care, relying heavily on their own words, qualitative description was determined 

to be the most appropriate method. The COREQ qualitative reporting guidelines were used to 

inform the writing of this manuscript.26 

Setting and Sample 

Parent study 

This qualitative study supplements a cluster randomized implementation study examining 

the implementation of SBIRT at fourteen acute care hospitals in a healthcare system in the 

Midwest of the United States (referred to as the parent study). The hospitals were stratified by 

facility type and then randomized into an intervention group or a usual care wait-list control 

group.26 The chief nursing officer at each facility selected one medical-surgical nursing unit to 

participate in the parent study and one site coordinator to lead efforts at each facility. Each 
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medical-surgical nursing unit selected for participation in the study provided care for medical 

and/or surgical patients who required hospitalization but did not require admission to an 

intensive care unit. The site coordinators in the parent study received training and on-going 

support to implementation of SBIRT.27 All of the hospitals in the intervention group began 

training in January 2018 and started using SBIRT between April and July 2018. Each site 

coordinator worked with leaders at each hospital to adapt the SBIRT intervention. For example, 

the majority of nurses on each study unit were trained to use a validated tool to screen each 

patient for risky substance use within 24 hours of admission. Leaders at some hospitals trained a 

group of nurses to complete the brief intervention, and leaders at other hospitals determined that 

the social workers would complete the brief intervention component of SBIRT if indicated. The 

referral to treatment was completed by nurses, social workers, physicians, or other healthcare 

providers at each hospital, and a referral included either a recommendation to seek treatment 

after hospital discharge or a referral to a specific outpatient treatment facility upon discharge. 

After implementation of SBIRT, there were significant improvements in the percentage of 

patients screened for alcohol and drug use with a validated tool from 1% of patients to 40% of 

patients (p <0.001).28 

Current study 

The research team for the study reported here (referred to as the current study) included 

the primary investigator, who is a doctoral nursing student and research assistant for the parent 

study (KT); an expert in implementation science and lead investigator of the parent study (RN); 

and an expert in qualitative research (CD).  

The investigators invited the chief nursing officers at all seven hospitals in the 

intervention group of the parent study to invite registered nurses working on the participating 
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medical-surgical units to be interviewed, and six chief nursing officers agreed. The participating 

institutions included 3 critical access hospitals, 2 academic health centers, and 1 community 

hospital. The average hospital bed size was 247 beds (range = 15 to 858), and the average 

nursing unit bed size was 25 (range = 15-36). Four of the hospitals were recognized by the 

American Nurses Credentialing Center as either a Magnet facility or a Pathway to Excellence 

organization. 

Nurses who were scheduled to work at least 20 hours per week, were employed at least 

six months on the medical-surgical unit participating in the parent study, and had been trained in 

either the screening or brief intervention components of SBIRT were eligible to participate. 

These criteria ensured that participating nurses were familiar with the implementation of SBIRT.  

To recruit participants by purposive sampling, investigators obtained a list of nurses who 

met criteria from the unit manager or SBIRT site coordinator at each facility. Eligible nurses 

were divided in groups according to the type of SBIRT training they had received: Screening 

Only or Screening/Brief Intervention. Nurses were randomly selected from each group in 

proportion to the numbers of nurses on each unit who had received each type of training. For 

example, if 75% of the nurses on a unit were trained in Screening/Brief Intervention, then 75% 

of nurses recruited for the current study were drawn from this group. The investigators provided 

a one-page flyer about the study to the nursing manager for dissemination to all nursing staff, 

and recruitment emails were sent to selected nurses, along with a study information sheet. If a 

nurse did not respond to the initial recruitment email, a second and final recruitment email was 

sent one week later. Recruitment continued until 4 participants from each site completed 

interviews or until all eligible nurses had been contacted. This recruitment technique and sample 
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size target was to ensure representation from multiple nurses from each facility to account for 

variation among facilities.   

Data Collection 

Two of the investigators (KT and CD) developed a semi-structured interview guide comprised of 

fifteen open-ended questions (see Appendix A). The development of the guide was informed by 

the theoretical domain framework29 that identifies several domains (e.g. knowledge, beliefs, 

context, influences) that explain behavior change in the implementation of evidence-based 

interventions. The interview guide started with introductory questions about familiarity with 

SBIRT and initial exposure to SBIRT implementation, followed by questions about the decision 

to use SBIRT (adoption), efforts to mainstream SBIRT into practice (implementation) and 

continued use of SBIRT (sustainment). Sample questions were as follows: (a) What did you 

think of SBIRT when you first heard about it?, (b) How do you decide if you will use SBIRT 

when you admit a patient?, (c) Tell me about a time you used SBIRT and if it went well/did not 

go well?, and (d) Do you intend to continue to use SBIRT in your practice?. The qualitative 

expert (CD) provided feedback on the primary investigator’s interview technique after a practice 

interview with a graduate nursing student and the first two transcripts were completed.  

 The primary investigator (KT) conducted one-to-one phone interviews with participants 

using the semi-structured guide and employed additional follow-up questions as needed to fully 

understand each participant’s perspective. The participants were asked to be at a private location 

during the phone interviews. Most participants completed the interview at home. In a few 

instances, family members were present in the home at the time of the interview, but this did not 

distract from the conversation. Interviews were audio recorded and professionally transcribed. 
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The interviewer recorded field notes in Microsoft Word at the completion of each interview. All 

interviews were conducted between January 2019 and June 2019. 

Although the interviewer (KT) was employed within this healthcare system at one time, 

she had not had prior contact with any of the participants. The interviewer’s credentials and 

status as a PhD student were included in the recruitment emails and study flyer.  

Data Analysis 

Data were analyzed using conventional qualitative content analysis and inductive category 

development.30 Data analysis was an iterative process and began after the first interview. First, 

the primary investigator (KT) compared each audio recording with the transcripts to check for 

accuracy and read each transcript multiple times to understand the participants’ experiences with 

SBIRT holistically. Next, the primary investigator (KT) extracted text units from each transcript. 

Text units are words, phrases, or sentences that capture a single coherent point made by the 

participants. Each text unit was assigned a code (a short phrase) to capture the essence of the text 

unit.31  

All codes were placed into a table organized into cells created by placing the participants’ 

identification number on the vertical axis and the interview questions on the horizontal axis (e.g., 

Participant 001 X initial thoughts about SBIRT). All codes in each column were reviewed and 

condensed into categories by the primary investigator (KT) and reviewed by the qualitative 

expert (CD).32 Through discussion and consensus of all team members (KT, RN, CD), the 

categories were finalized, labeled, and described. All analytic activities were facilitated with the 

use of Microsoft Word software. Because the transcripts were verified for accuracy by the 

primary investigator (KT) and a low interpretive analysis was used, study participants were not 

asked to verify the accuracy of the transcripts or provide feedback on the findings.33 
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Ethical Considerations 

Indiana University Institutional Review Board approval was obtained from the research 

team’s institution (#1809264693), and administrative approval was obtained from each 

participating hospital. Prior to interviews, the investigator reviewed the study information sheet 

and answered all questions about participation in the study. Each participant verbally agreed to 

participate in the study. 

Results 

Seventy-one nurses were invited to participate in the study, 21 agreed to participate, and 18 met 

eligibility criteria and were interviewed. The majority of participants were women, worked the 

day shift, had a bachelor’s degree, and had been trained in both the screening and brief 

intervention (Table 1). The average length of the interviews was 21.1 minutes (range = 8 to 36 

minutes). After the completion of 18 interviews, the investigators concluded that the interviews 

had yielded sufficiently rich information to address the study aims. 

The participants described how they implemented SBIRT primarily by discussing factors 

that got in the way of their use of SBIRT or that helped them use SBIRT.  The team thus 

determined that the findings best took the form of a listing and description of barriers to and 

facilitators of the implementation of SBIRT from the perspectives of direct care nurses charged 

with using SBIRT in their day-to-day practices.  The team also determined that the barriers and 

facilitators could be divided into three domains: (a) nurses’ attitudes and beliefs about SBIRT, 

(b) organizational factors related to implementing SBIRT, and (c) patients' responses to SBIRT.  

The barriers and facilitators are listed in Table 2 and described below. 

Barriers to Implementation of SBIRT 



 11

 When discussing their experiences with SBIRT, the participants discussed a number of 

factors that interfered with their day-to-day use of SBIRT and factors that made it arduous or 

bothersome for them. These factors were related to their own attitudes and beliefs about SBIRT, 

factors in their organization that influenced the implementation of SBIRT, and patients’ 

responses to SBIRT.  

Nurses’ attitudes and beliefs about SBIRT 

 The participants expressed seven attitudes or beliefs that suggested they were critical or 

skeptical about the use of SBIRT.  First, upon initial exposure to SBIRT, several participants felt 

that SBIRT was just “one more thing” to do. Because they already were required to get a good 

deal of information when admitting patients, SBIRT only added to this process. One participant 

said that her initial impression of SBIRT was that it was “one more thing we have to do at the 

admission, which is already pretty lengthy.” Other participants expressed being very busy 

generally and stressed that any new responsibilities, such as SBIRT, added to their workload 

burden. Second, some participants were troubled that nurses and other healthcare providers 

cannot observe the long-term outcomes of SBIRT and thus were uncertain if SBIRT “makes a 

difference” for patients. Some participants were doubtful that patients would follow through with 

referrals they had been given. One stated, “And if they did a referral, if they needed a referral, 

what happened after these four walls?  What happened afterwards? … So, what impact can we 

have outside of these four walls?  I don’t know how you’d measure that.”  Third, some 

participants noted it is uncomfortable to ask patients about substance use and challenging not to 

seem judgmental. These participants were concerned SBIRT puts patients “on the spot.” 

Participants were especially reluctant to ask about substance use if they felt that it might harm 
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their relationship with a patient and impede their ability to care for the acute needs of the patient. 

One participant stated,  

You know what really bothered me, was that this is their first impression of me…  I’m 

going to take care of you, I’m trying to build a trusting relationship, and I’m asking you 

these questions.  It was just really uncomfortable because that’s their first impression of 

me and my unit was asking those questions and them thinking the judgements that they 

think and their perception. It was very uncomfortable. 

Fourth, some participants suggested that SBIRT, especially the motivational interviewing 

component, was not a nursing function but rather would be more appropriately provided by 

social workers. The participants further suggested that social workers are better situated to 

provide the intervention because they could follow-up with patients whereas patients could have 

a different nurse every day. For example, one participant stated,  

I do think it [brief intervention] would tend to work better with somebody who is going 

to see them [the patient] consistently throughout the stay, like social workers…the same 

thing coming from the same person two or three days is a lot different than the person 

who just started your IV [intravenous catheter]. 

Fifth, a few participants, while they saw the value of SBIRT to screen for acute problems like 

withdrawal in the hospital, argued that an acute care unit is not the best setting to address a 

chronic problem with substance use. When asked if she would continue to use SBIRT, one 

participant replied,  

Just to keep my patients safe in the hospital? Yes. I want them to go home and not use 

alcohol, but that requires outpatient therapy. But to keep our patients safe while in the 

hospital? Yes, I’ll continue to screen them. 
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Sixth, a few participants felt that SBIRT was unnecessary because healthcare providers are often 

already aware of the patients’ histories with substance abuse, especially if they are frequently 

admitted. For example, the participants argued that if an admitting physician or emergency 

department provider already asked about substance use, nurses’ use of SBIRT would not provide 

new information. One participant said, “Usually when a patient comes in [who] is intoxicated or 

has a drug problem, a lot of times you already know because they tell the ER [emergency 

room].”  Seventh, a few participants felt they did not have the knowledge or skills to intervene if 

the patient screened positive on the screening tool. These participants wanted to help patients 

address their substance use but felt unprepared to provide the intervention or referral. For 

example, one participant stated, “I feel like okay, well today we opened the wound, but we didn’t 

do anything.  So, it’s frustrating at times. I’m doing it [screening], but I don’t know why, because 

I’ve got no intervention for you.”   

Organizational Factors 

Participants identified six organizational factors that they viewed as barriers to the use of 

SBIRT. First, some participants mentioned that is difficult to maintain competency in the brief 

intervention because they rarely had the opportunity to use it.  One pointed out that if a nurse 

works three shifts a week and only admits a few patients each week, it’s possible to go several 

weeks without admitting a patient who requires a brief intervention. One stated that motivational 

interviewing is  

a muscle you have to work though, and that's the main problem with SBIRT. It's so rare 

that we run across anybody who would need an intervention, any kind of intervention 

for substance use. It's a use it or lose it skill, you know? 
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Second, some participants worried that no one assessed how they were implementing SBIRT or 

provided feedback. As one participant stated, “There was no follow-up … or any data that we 

can see how well we were doing. There was no feedback … no follow-up … no, ‘Hey, you did 

this, you should have done this.’”  

 Third, a few participants noted that SBIRT was not integrated into the electronic medical 

record and therefore more difficult to incorporate into their workflow. One participant said, “We 

don’t have this included as part of our admissions in Cerner [Cerner PowerChart®, the electronic 

medical record used at this facility]. I think a lot of time it’s just an honest ‘I forgot to do that 

kind of thing.’”  Fourth, a few participants identified inadequate training as a barrier to SBIRT 

implementation. One participant stated, “Shift coordinators and charge nurses went and had a 

presentation regarding [SBIRT]. It wasn’t well structured though. It seemed like it was 

vague…the people giving the presentation had some type of questions themselves and couldn’t 

answer the questions we had.”  Fifth, a few participants cited competing priorities as a barrier to 

the use of SBIRT. When admitting a patient and caring for acute problems, addressing substance 

use was not a top priority. For example, one participant stated “In an admission, you’re focused 

on getting all the details right about their home meds…going through orders, making sure all the 

ducks are in a row for this person…I hate to say it, but [SBIRT], it’s a lesser priority.”   Sixth, a 

few participants stated that lack of adequate resources in the community was a barrier to the use 

of SBIRT. For example, some communities do not have adequate treatment centers or enough 

programs to refer patients. One participant stated that her community “lacks rehab support for 

patients. I mean you can’t conquer the opioid and meth addiction without that support 

environment outside of the hospital.”  

Patients’ Responses 
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 Participants identified five barriers related to patients’ responses to SBIRT. First, some 

participants felt that patients hide substance use. These participants noted that patients may be 

reluctant to admit to substance use or the severity of the problem, and this limits the nurse’s 

ability to address substance use. One participant stated, “There’s no incentive for them to tell the 

truth and make themselves look worse…You’re starting out with information that may or may 

not be accurate.”  Second, some participants noted that patients might not be ready to change 

their behavior even if they chose to disclose their substance use. One participant stated, 

I just don’t feel like they’re open at that time to change, because people like to drink 

alcohol. That’s their mindset, and if they don’t want to change it, then I’m not going to 

influence them in the two days they’re in the hospital. 

Third, a few participants stated that patients are reluctant to open up about substance use 

until a trusting nurse/patient relationship has been established. For example, one participant said 

“They first don’t want to trust you. They try to manipulate, and then you realize they’re like ‘I’m 

here for your best interests, I want to make you better. I want to help you, see you succeed.’” 

Fourth, a few participants felt that patients were angry that nurses were asking about substance 

use or that patients felt judged. One participant stated that “Smoking and drinking alcohol, those 

are legal activities for adults to do, so usually people are pretty honest…but I feel like the drug 

question, you’re going to get people that get angry.” Fifth, a few nurses identified that SBIRT 

was more difficult to complete when patients were tired or in pain, and yet if the nurses delayed 

SBIRT until the patient was ready, it might not be completed. This was especially likely if 

patients were admitted on night shift or had uncontrolled pain. For example, a night shift nurse 

stated, “At night, a lot of times folks just want to get it over with and go to sleep, so it might not 

be the best time to say, ‘Let’s have a talk about your bad habits.’” 
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Facilitators to the Adoption and Implementation of SBIRT 

The participants also discussed a number of factors that encouraged their use of SBIRT in 

their day-to-day practices or contributed to their plans to continue to use it in the future. The 

facilitators included their own positive attitudes and beliefs, knowledge, and skills related to 

SBIRT; factors in their organization that promoted the use of SBIRT; and patients’ constructive 

responses to SBIRT.  

Nurses’ attitudes, beliefs, skills, and knowledge related to SBIRT 

 Participants expressed nine factors that facilitated the use of SBIRT in their practice 

based on their own responses to SBIRT.  First, most participants indicated SBIRT was embraced 

by nurses who were comfortable asking sensitive questions and could ask open-ended questions 

in a conversational and non-judgmental tone. One participant stated,  

You have to be able to be a good communicator, and you have to not be judgmental of 

their [patients’] situation…ask the questions in a nice tone… Just show some concern, 

because obviously we’re concerned about them, but you want them to feel you’re 

concerned about it [substance use], and not just another question, a ho-hum thing.  

Second, most participants already felt confident identifying problems with substance use and 

intervening to help patients, so SBIRT was an extension of these skills. These participants noted 

that SBIRT could reveal substance use that may not be identified by just asking patients how 

much they drank alcohol or used drugs. One participant stated  

We deal with most of that type of population all the time anyway, so it's kind of like 

why do we have to specifically ask these questions? But after starting to use it, you're 

actually kind of shocked by the amount of people that could actually use some, I guess, 
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reference or direction. Some people you're like, ‘Oh, maybe this could be something that 

we could help you with that is not completely related to your acute problem.’ 

Third, several participants felt that SBIRT could point to the need for acute interventions such as 

ordering a nicotine patch or monitoring to prevent withdrawal during hospitalization. Several 

nurses credited SBIRT with alerting them to patients’ risks for withdrawal, and, in fact, some 

told patients that that was the purpose of the screening. One participant said,  

It's a good screening tool to help me prevent major withdrawal symptoms in the hospital. 

So in my mind, SBIRT is good for me to prevent the patient from going through 

withdrawal… so I can help them prevent their withdrawal symptoms. So I can see it 

coming. 

Fourth, several participants felt that SBIRT expanded the nursing role while identifying 

problems amenable to nursing care. One participant stated, “I think that’s just part of our role, to 

be proactive in helping to identify a problem and help get them the right information.”  Another 

participant had not heard of SBIRT prior to participating in the parent study, but when asked if 

she would continue to use SBIRT in her nursing practice, she said,  

I honestly think, personally for me, I would be remiss in my duties as a nurse if I didn’t 

do that [screening and brief intervention] because it is so simple…it doesn’t even take 

two minutes to have that conversation, two minutes. If we can’t give two minutes with a 

patient to have that conversation and provide the knowledge, then I honestly think I 

would be remiss in my duties as a nurse. 

Fifth, some of the participants found SBIRT to be a useful tool that could ‘plant the seed’ for 

change. These participants felt that even if patients did not immediately decide to change their 
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behavior, SBIRT could lay the groundwork for addressing their substance use. One participant 

stated,  

I felt like I planted a seed in someone…I asked some of those questions about ‘have you 

harmed your family’…and he had to answer that he had. The look on his face when that 

question was asked, I feel like that’s where the seed was planted. 

Sixth, some participants noted that SBIRT made conversations about substance use easier for 

them as the screening tool provided ready-made ways of asking about substance use in non-

judgmental and consistent ways and could be presented as part of a routine assessment. One 

participant stated, “It’s made me calmer and easier about asking those questions. Just like your 

date of birth and all these other questions you have to ask, it’s just made it easier … to ask those 

particular questions for any patient.” Seventh, some participants mentioned that the use of 

SBIRT is facilitated if nurses already have knowledge about addiction, stages of change, how to 

complete the brief intervention, and available resources in the hospital and in the community.  

Eighth, a few participants appreciated that SBIRT included providing information about 

resources after hospitalization, such as social services or Alcoholics Anonymous, to patients. 

One participant revealed that nurses at her facility had compiled a list of community resources 

that she referred to as the “SBIRT files.” The participant said, 

I had a patient who had significant problems with meth, and I don’t think she realized we 

actually have programs available in the community…I happened to be aware of other 

services in the community, so I provided her with the information about 

methamphetamine abuse the we provide through the SBIRT files. 
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Ninth, a few participants noted that the SBIRT screening questions were easy to ask and did not 

take long to complete. One participant stated “The form is really nice, easy to use, and it can be 

quick…it’s very easy to use.” 

Organizational Factors 

Participants mentioned six organizational factors that facilitated the implementation of 

SBIRT. First, most participants noted that SBIRT was easier to use in their practices if it was 

incorporated into an established routine on their unit such as the standard admission process. 

SBIRT was more likely to be completed if the screening tool was automatically added to the 

admission packet or checklist. As one participant stated,  

I just tried to integrate it as part of my admission. I just got in the habit of asking those 

questions with part of my admission spiel, and I actually made an admission checklist for 

my unit… a sheet that makes it nice and easy for the nurses, especially the newer ones to 

go okay, these are the things I need to focus on. 

 Second, several participants noted their use of SBIRT had become a routine practice because it 

was expected for all nurses on their unit. One participant, when asked how she decides if she is 

going to use SBIRT, stated that she does not “consciously” make a decision about it. She said, 

“We do it with everyone now.” Third, several participants stated that SBIRT is easier to use if 

there is a clear and streamlined process on their unit that includes clear expectations about who 

completes it, a consistent place where required forms are kept, and easily available resources 

such as patient education materials and a list of patient resources. One participant who was only 

trained in screening stated, “The nurse that does the usual screening has to ask, ‘Do you use 

alcohol.’ If that’s a yes, then you mark it and pass it to the charge nurse.” Fourth, some of the 

participants noted that good initial training and ongoing support and coaching facilitated the 
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implementation of SBIRT. For example, one participant recommended that future sites that 

implement SBIRT should provide  

good education to the people who are using it…like through a communications class or 

role-playing, or a demonstration. Just something that you can follow up with the people 

who are using it. Have them give you a situation where it worked or it didn’t work, and 

what they can do to improve it. 

 Fifth, some of the participants stated that an enthusiastic “champion” was essential for the 

implementation of SBIRT. The site coordinators in the parent study served as SBIRT champions. 

They lead implementation efforts, provided initial training, developed implementation 

procedures, and adapted the intervention when needed. When discussing the site coordinator, one 

participant stated,  

She has been very, very passionate about this, and she has put on a lot of in-services…on 

how to use the tool. And she also gave us these cards, so if you have it right here there 

and think ‘Okay, well now I need to do a brief intervention and now I need to talk to the 

doctor.’ Let’s get a plan in progress. 

 Sixth, a few participants mentioned that the ability to adapt the intervention to the needs 

of their unit facilitated the use of SBIRT. Although the core components of SBIRT needed to 

remain the same, nurses at each facility could adjust the way that SBIRT was incorporated into 

practice at their facility. For example, nurses at some facilities created checklists or a process to 

facilitate hand-off or designated specific nurses to complete the brief intervention. A participant 

stated, “I think the [screening] form changed from the initial one to the one that we use now…the 

initial one that we used was a little bit more complicated.”  

Patients’ Responses 
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 Participants noted three patient responses to SBIRT that facilitated its use in practice. 

First, several participants stated that SBIRT works because patients are typically honest about 

substance use. One participant stated, “Most of the time people seem to be very honest and 

forthcoming about how much they either drink or use drugs. I've been kind of surprised a couple 

times.” Second, some participants noted that SBIRT works better once a relationship has been 

established between the patient and nurse. One participant, who works on a unit with a patient 

population that often has a history of intravenous drug use and long hospitalizations, stated, 

We have patients that are there [on the unit] for a long time and they start trusting 

you. And then you're going to have to start asking these questions, and it's amazing 

the stuff that they tell you, since they've been there for a week and met you four out 

of those seven days…what they are willing to share then…social work issues that 

need to be addressed, that you wouldn’t have expected that you needed to do. But 

now you're like okay, now it's coming together, and you get the full picture. 

Third, some participants stated SBIRT is most successful when patients are willing to 

change their behaviors regarding substance use and accept available resources and take 

advantage of them. One participated stated, “You feel like it goes well when you have a patient 

that’s ready for a change, and you can kind of match them with the resources that they need.” 

Another participant, who worked on a unit that offered group therapy, described a patient who  

Started going to group, loved it. Her whole attitude changed once she gained knowledge 

of why she was an addict and what she was doing to herself. It gave her those skills that 

she needed to be able to fight the addiction. 

Discussion 
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SUDs are prevalent in the United States and even more prevalent for people who are 

hospitalized in acute care units. As nurses aim to provide holistic care to patients, it is incumbent 

to provide evidence-based interventions, such as SBIRT, to screen for and treat SUDs. While 

SBIRT has been implemented successfully in primary care and emergency departments, its 

implementation in acute care settings is less established. This qualitative descriptive study was 

conducted to understand implementation of SBIRT by acute care nurses. 

Participants identified several factors that hindered or enabled the implementation of 

SBIRT in their practices. Some of the barriers and facilitators to implementation of SBIRT 

revealed in our study are comparable to those found in other studies. In one of the first studies 

about implementation of SBIRT, for example, healthcare providers working in an emergency 

department identified several barriers to SBIRT that were also identified in our study. These 

barriers included a lack of time and referral resources, a lack of a role models, potential 

resistance from patients, and a lack of belief in the effectiveness of SBIRT.34 In a study of 

implementation of SBIRT in primary care, Hargraves et al.35 identified best practices for 

implementation, and these practices resonate with the results of our study. The best practices 

included having a practice champion, implementing SBIRT by an interprofessional team, clearly 

detailing the steps of SBIRT, offering ongoing training, aligning SBIRT with office flow, and 

integrating SBIRT into the electronic health record.35  

Broyles et al.36 identified several barriers and facilitators anticipated by nurses who were 

planning to implement SBIRT in an acute care setting. First, Broyles et al.36 participants 

specified that SBIRT can be used to determine the risk of withdrawal. Our findings are 

consistent, indicating that SBIRT can be used to predict, plan for, and treat withdraw symptoms 

in acute care settings.  Second, the participants in both our study and the Broyles et al. study36 
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cited issues of trust related to the implementation of SBIRT. Some participants believe patients 

are most likely to disclose substance use after developing a trusting relationship and that asking 

about substance use early on in an acute care setting can be an impediment to developing such 

trust.  

 While many of our study findings resonate with those of prior studies, several findings 

have not been given much prior consideration in the literature. The first is confusion about 

whether SBIRT is a nursing function. Some participants noted that social workers are better 

prepared to deliver a brief intervention. Another barrier not addressed previously is the logistics 

and timing of SBIRT.  Nurses have difficulty conducting SBIRT when patients are admitted 

overnight or in acute distress. Our participants also mentioned several facilitators not extensively 

addressed in the literature. While participants noted that nurses who provide SBIRT in acute care 

settings will not see the long-term outcomes for patients, some felt that it was still worthwhile to 

provide SBIRT and ‘plant the seed’ for change during hospitalization. Another finding of our 

study that adds to the literature was that the implementation of SBIRT was facilitated when it 

was incorporated into a routine process in a user-friendly workflow.  

Strengths and Limitations 

There are several strengths and limitations to this study. The qualitative descriptive 

design yielded a robust list and description of barriers and facilitators to implementing SBIRT as 

identified by direct care nurses in day-to-day practice. Because the findings rely heavily on the 

participants’ accounts of implementing SBIRT, the results can be used to develop strategies to 

improve implementation of SBIRT on acute care units. Another strength is that the participants 

worked in six different acute care facilities and represented a variety of ages, years of nursing 

experience, and shifts worked. One study limitation, however, is the potential for selection bias. 
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The nursing units that participated in the parent study (and therefore in the current study) were 

selected by chief nursing officers and thus might represent units with higher capacity or 

inclination for change. In addition, only 25% of nurses who were contacted by the primary 

investigator (KT) agreed to participate in the current study. Nurses who refused participation 

may have been those who were less invested in SBIRT or those who might have been reluctant 

to discuss dissatisfactions with SBIRT despite the promise of confidentiality. Future research 

studies should implement SBIRT on all acute care units in a variety of facilities and obtain 

higher participation of direct care nurses in order to determine how varying unit and facility 

cultures related to substance use treatment and individual nurses’ attitudes effect the use of 

SBIRT.  Quantitative studies could then be aimed at measuring influencing factors and 

determining which ones are most associated with the successful implementation of SBIRT on 

acute care units.  

Implications 

Despite limitations, several practice implications can be drawn from the study findings.  

The list of barriers and facilitators can inform decisions about how to implement SBIRT on acute 

care units. Specifically, the findings have implications related to addressing nurses’ attitudes and 

beliefs that hamper the implementation of SBIRT, addressing organizational factors that might 

impede the implementation of SBIRT, and understanding addiction and developing strategies to 

decrease patients’ resistance to assessment and/or treatment of substance use.  

Nurses concerns about SBIRT might be ascertained and addressed during initial training 

and then periodically through on-going supervision by SBIRT champions. For example, the 

concern that acute care nurses will not observe the long-term outcomes of SBIRT could be offset 

with a discussion of the notion of the importance of “planting the seed.” Similarly, nurses’ focus 
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on SBIRT as a tool for only assessing risk for withdrawal during hospitalization could prompt a 

discussion of the broader goals of SBIRT as an intervention to address substance use as a chronic 

health problem. To counteract nurses’ apprehensions that they are not best positioned to deliver 

SBIRT, champions can emphasize how nurses possess the basic communication and 

collaboration skills needed to implement the three components of SBIRT, and how more 

specialized skills, such as motivational interviewing or awareness of community resources 

available for referral, will be addressed in training.  

The findings related to organizational factors that hinder or help acute care nurses’ use of 

SBIRT have implications for administrators charged with implementing SBIRT.  The findings 

indicate that SBIRT training needs to be conducted by instructors highly experienced in SBIRT 

and that on-going support, feedback, and supervision, including opportunities to refresh skills, is 

important.  Because the results clearly reveal that nurses struggle with competing priorities and 

demands, their suggestions that SBIRT be integrated in the electronic medical record and be 

incorporated into their normal workflow should be considered when SBIRT is implemented on 

an acute care unit. Additionally, although the core components of SBIRT should remain the 

same, our findings indicate the benefit of adapting implementation of SBIRT to fit the context of 

the organization. 

 The findings regarding how patient factors influence the nurses’ use of SBIRT also has 

implications for practice.  Nurses should be provided education about addiction which addresses 

why patients might not be truthful about their substance use, may not be ready to disclose it, or 

might become angry if asked about substance use.  SBIRT training and supervision can stress 

that these responses can be typical responses to addiction and do not preclude the use of SBIRT. 

SBIRT training should provide a variety of strategies to best address these responses. Moreover, 
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our findings suggest that patient factors should drive when SBIRT is administered as it will not 

be effective when patients are in acute distress.  

Conclusion 

To provide holistic care to people admitted to acute care facilities, the implementation of 

SBIRT, an evidence-based intervention for substance use disorders, should be considered a best 

practice. This qualitative descriptive study included interviews with 18 direct care nurses who 

were expected to use SBIRT in their routine daily practices. Several barriers and facilitators that 

influenced their use of SBIRT were identified and described. The barriers and facilitators 

occurred in three domains: nurses’ attitudes, beliefs, and skills; organizational factors, and 

patient responses. The findings can be used to guide SBRIT champions and facility 

administrators in improving the adoption, implementation, and sustainment of SBIRT on acute 

care nursing units. 
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Table 1. Participant Characteristics (n=18) 

 Mean (Standard Deviation) Range 
Age in years 43.94 (11.56) 25-63 
Years of registered nurse experience 15.61 (9.41) 3-37 
Years of experience on current unit 8.94 (8.23) 1-32 
 n % 
Sex 
   Female 
   Male 

 
17 
1 

 
94.44 
5.56 

Shift 
   Day 
   Night 

 
13 
5 

 
72.22 
27.78 

Highest nursing degree 
   Associate’s 
   Bachelor’s 
   Master’s 
   Doctoral 

 
5 

12 
1 
0 

 
27.78 
66.67 
5.56 

0 
Training 
   Screening only 
   Screening and brief intervention 

 
4 

14 

 
22.22 
77.78 

Type of facility of employment 
   Academic health center 
   Community hospital 
   Critical access hospital 

 
5 
4 
9 

 
27.78 
22.22 
50.00 
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Table 2. Barriers and Facilitators to Implementation of SBIRT 

 Barriers Facilitators 
Nurse’s 
attitudes and 
beliefs about 
SBIRT 

1. SBIRT one more thing to 
do 

2. SBIRT long-term effects 
not observable 

3. Screening questions 
uncomfortable to ask 

4. Brief intervention not a 
nursing function 

5. Acute care setting not best 
setting to use SBIRT 

6. SBIRT doesn’t provide new 
information 

7. Feel unprepared to provide 
intervention 

 

1. Comfortable asking sensitive 
questions and communicating 

2. SBIRT is an extension of 
current skills 

3. SBIRT identifies need for 
acute interventions 

4. SBIRT expands the nursing 
role 

5. SBIRT is a useful tool 
6. The screening tool makes it 

easier to ask routine questions 
about substance use 

7. Knowledge of addiction and 
how to use SBIRT 

8. SBIRT provides information 
about resources after 
hospitalization 

9. Screening is easy and doesn’t 
take long 

Organizational 
factors related 
to SBIRT 

1. Difficult to maintain 
competency in brief 
intervention 

2. No assessment of SBIRT or 
feedback 

3. SBIRT not integrated into 
the electronic medical 
record or workflow 

4. Inadequate training 
5. Competing priorities 
6. Lack of adequate resources 

in the community 

1. SBIRT is incorporated into 
routine practice 

2. SBIRT is an expectation of all 
nurses 

3. Clear and streamlined process 
for SBIRT 

4. Good training and ongoing 
support 

5. SBIRT champion 
6. Ability to adapt SBIRT 

Patients’ 
responses to 
SBIRT 

1. Hide substance use 
2. Not ready to change 

behavior 
3. Reluctant to open up until 

trusting nurse/patient 
relationship established 

4. Feel angry or judged 
5. Difficult to use SBIRT if 

patient is tired or in pain 

1. Honest about substance use 
2. More effective when trusting 

nurse/patient relationship has 
been established 

3. Willing to change behavior 
and accept available resources 

 

 



Appendix A: Semi-structured Interview Questions 
 
Introductory Questions 
1. Tell me about how familiar you were with SBIRT before it was implemented on your unit. 
 
2.  What are your thoughts generally about the SBIRT process? 
 
3.  Tell me about the training you received in SBIRT. 
 
4.  Tell me how SBIRT was first introduced on your unit. What was the process that occurred?  
What did you think about SBIRT use when you first heard about it? 
 
Adoption: Decision to Use SBIRT 
5.  Have you used SBIRT with patients? 
**Note: identify which components of SBIRT (screening, brief intervention, referral to 
treatment) the participant uses in practice. Questions 6 through 13 should be tailored based on 
the participant’s practice. 
 
 6.  If yes – How did you decide to use SBIRT? 
 
 7.  If no – How did you decide not to use SBIRT? 
 
Implementation: Use of SBIRT 
8. Tell me about a time you used SBIRT that you felt it went well? 
 
9.  Tell me about a time when you used SBIRT that it did not go well? 
 
10. Describe what it is like for you to use SBIRT?  How comfortable or confident do you feel 
using it?   
 
11.  What skills do you feel are important for nurses to have to use SBIRT?  Describe your own 
skills using SBIRT. 
 
12. What barriers have you run into using SBIRT?  Tell me about a time if any when those 
barriers came into play. 
 
13.  What helps you use SBIRT?  Tell me about a time if any when your use of SBIRT was 
facilitated by something or someone. 
 
14.  Overall have you found SBIRT to be a useful process? 
 
Sustainability and Spread 
15.  Do you intend to continue to use SBIRT in your practice? Why or why not? 
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