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Objectives 
Participants will: 
• Understand screening tools available for substance use disorders 
• Discuss diagnostic criteria for opioid use disorder 
• Discuss treatment options for opioid use disorder 



Screening Overview 
Substance Abuse: 



The Need to Screen 

• In 2009, at least 22.5 million were classified with substance dependence or abuse.  
• Increased morbidity and mortality, loss of productivity, increased healthcare costs 

• ED visits involving misuse/abuse of prescription meds increased 98.4% between 
2004-2009. 

• Less than 20% of primary care physicians “described themselves as very prepared to 
identify alcoholism or illegal drug use.” 
• Over 50% of patients with substance use disorders said their primary care physician did 

nothing to address their abuse.  
• Identifying substance use disorders early can result in less complications and greater 

success of treatment. 

http://oas.samhsa.gov/nsduh/2k9nsduh/2k9resultsp.pdf 
http://www.samhsa.gov/data/2k10/DAWNSR034EDHighlights/EDHighlightsHTML.pdf 
http://www.casacolumbia.org/templates/publications_reports.aspx 
https://www.aafp.org/afp/2013/0715/p113.html#afp20130715p113-b11 



USPSTF: Alcohol Misuse and Behavioral Counseling 
Interventions in Primary Care 

https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFina
l/alcohol-misuse-screening-and-behavioral-counseling-interventions-in-primary-
care?ds=1&s=substance%20abuse 



USPSTF: Tobacco Smoking Cessation in Adults 

https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFina
l/tobacco-use-in-adults-and-pregnant-women-counseling-and-
interventions1?ds=1&s=tobacco 



USPSTF: Illicit Drug Screening 

https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummar
yFinal/drug-use-illicit-screening 



SAMHSA/CSAT Treatment Improvement Protocols No. 24 

“…Recommend that primary care clinicians periodically and 
routinely screen all patients for substance use disorders. 
Deciding to screen some patients and not others opens the 
door for cultural, racial, gender, and age biases that result in 
missed opportunities to intervene with or prevent the 
development of alcohol- or drug-related problems. Visual 
examination alone cannot detect intoxication, much less 
more subtle signs of alcohol- and drug-affected behavior.” 

https://www.ncbi.nlm.nih.gov/books/NBK64820/ 



Before Screening 

• Determine staffing roles: who will administer? who will discuss results with patients? 
• Train staff to conduct screening, intervene and refer  
• Decide how results will be used and procedure for handling positive results  

• Screenings are not full assessments, positive screens will likely warrant additional 
assessment 

• Consider existing office procedures when determining documentation of screening, 
consent, confidentiality/HIPAA and patient flow 

• Consider patient population 
• Determine if it is a billable service  
• Establish or identify relationships with external or internal providers (if necessary) who 

can accept referrals for additional assessment or treatment. 

https://www.drugabuse.gov/publications/resource-guide-screening-
drug-use-in-general-medical-settings/before-you-begin-screening-
patients 



Screening Tools 
Substance Use:  



Chart of Evidence-Based Screening Tools for Adults and 
Adolescents 

https://www.drugabuse.gov/nidamed-medical-health-professionals/tool-resources-your-
practice/screening-assessment-drug-testing-resources/chart-evidence-based-screening-
tools-adults 



NIDA Drug Use Screening Tool: Quick Screen 

https://www.drugabuse.gov/nmassist/step/0 



ASSIST V3.1: Alcohol, Smoking and Substance 
Involvement Screening Test 

http://apps.who.int/iris/bitstream/10665/44320/1/9789241599382_eng.pdf 



ASSIST V3.1: Alcohol, Smoking and Substance 
Involvement Screening Test 

http://apps.who.int/iris/bitstream/10665/44320/1/9789241599382_eng.pdf 



CRAFFT (version 2.0) 

 
• CRAFFT is a mnemonic 

acronym of first letters of key 
words in the six screening 
questions. The questions should 
be asked exactly as written. 

 

Center for Adolescent Substance Abuse Research, CeASAR, Children’s Hospital Boston 



DAST-10 Questionnaire 

Skinner HA (1982). The Drug Abuse Screening Test. Addict Behav 7(4):363-371. Yudko 
E, Lozhkina O, Fouts A (2007). A comprehensive review of the psychometric properties of 
the Drug Abuse Screening Test. J Subst Abuse Treatment 32:189-198.  



AUDIT/AUDIT-C: Alcohol Use Disorders Identification Test 

http://apps.who.int/iris/bitstream/10665/67205/1/WHO_MSD_MSB_01.6a.pdf 
https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/what-
standard-drink 



Discussing the Results 
Substance Use Screening: 



“SBIRT” & Motivational Interviewing 

• Screening: The application of a simple test (questionnaire) to determine if a 
patient is at risk for or may have an alcohol or substance use disorder. 

• Brief Intervention: The explanation of screening results, information on safe 
use, assessment of readiness to change and advice on change. 
• Motivational Interviewing: “a counseling method that helps people resolve 

ambivalent feelings and insecurities to find the internal motivation they 
need to change their behavior. It is a practical, empathetic, and short-term 
process that takes into consideration how difficult it is to make life 
changes.” (Psychology Today) 

• Referral to Treatment: Patients with positive results on screening are referred 
for in depth assessment and/or treatment. 
 

Mosaic Group 



Why “SBIRT”? 

• “SBIRT” is an opportunity to begin to normalize the conversation 
around alcohol and drug use as a health issue. 

• Brief interventions are proven to reduce or eliminate substance 
use and help  individuals get into needed treatment. 

• Opportunity to build on already existing trusted relationships in a 
safe, confidential and accessible environment. 

• Through doors already open to patients, quick and easy screening 
can uncover a need for further counseling. 

Mosaic Group 



The 5 A’s 

• Ask, Advise, Assess, Assist and Arrange 
• Ask the question(s), review results 
• Advise: Provide medical advice about drug use, recommend quitting before problems 

develop, educate on risks 
• Assess readiness to quit: "Given what we've talked about, do you want to change 

your drug use?“ If not ready, reiterate drugs being a health problem and that we will 
revisit on future visits. 

• Assist in making a change: Set concrete, reasonable goals 
• Arrange specialty assessment, drug treatment and/or follow-up visit as necessary. 

https://www.drugabuse.gov/publications/resource-guide-screening-drug-use-in-
general-medical-settings/screen-then-intervene-conducting-brief-intervention 



https://www.youtube.com/watch?v=b-ilxvHZJDc 

 



Ways to Start the Conversation 

• High Risk: 
• "Based on the screening results, you are at high risk of having or developing a substance use 

disorder. It is medically in your best interest to stop your use of [insert specific drugs here]. I am 
concerned that if you do not make a change quickly, the consequences to your health and well-
being may be serious.“ 

• Moderate Risk: 
• "Based on the screening results, you are at moderate risk of having or developing a substance 

use disorder. It is medically in your best interest to change your use of [insert specific drugs 
here].“ 

• Lower Risk: 
• "Your screening results show you are unlikely to have a substance use disorder. However, 

people with any history of substance use can be at some risk of adverse consequences and 
developing a disorder especially in times of stress or if they have just started to use recently. It 
is impossible to know in advance whether or not a person will become addicted. As your 
physician I encourage you to only use alcohol moderately and responsibly and to avoid using 
other substances." 

https://www.drugabuse.gov/publications/resource-guide-screening-drug-use-in-
general-medical-settings/screen-then-intervene-conducting-brief-intervention 



Coding for Screening and Brief Intervention Reimbursement 

https://www.samhsa.gov/sbirt/coding-reimbursement 



Screening Tools 
Opioid Prescribing: 



Opioid Risk Tool 

Webster LR, Webster R. Predicting aberrant behaviors in Opioid‐treated patients: 
preliminary validation of the Opioid risk too. Pain Med. 2005; 6 (6) : 432 



Screener and Opioid Assessment for Patients with Pain-
Revised (SOAPP-R) 

• Purpose: The Screener and Opioid Assessment for Patients with Pain-Revised 
(SOAPP-R) predicts possible opioid abuse in chronic pain patients 

• Evidence: 
• Provides excellent discrimination between high risk and low risk patients (Passik et al. 

2008) 
• High-risk score on the SOAPP-R correlates with an increased likelihood of drug abuse 

(Chou et al. 2009) 
• Study suggests that the SOAPP-R is an improvement over the original version in 

screening risk potential for deviant medication-related behavior among chronic pain 
patients (Butler et al. 2008). 

 

https://www.opioidrisk.com/node/1209 



SOAPP-R 

http://interactive.nejm.org/imc/NEJMdo004938/modules/management_of_chronic_pain
/media/pdfs/LE3_ScreenerAndOpioidAssessment.pdf 



Current Opioid Misuse Measure (COMM)™ 

• “The Current Opioid Misuse Measure (COMM)™ is a brief patient self-assessment to 
monitor chronic pain patients on opioid therapy. The COMM™ was developed with 
guidance from a group of pain and addiction experts and input from pain management 
clinicians in the field. Experts and providers identified six key issues to determine if 
patients already on long-term opioid treatment are exhibiting aberrant medication-
related behaviors: 
• Signs & Symptoms of Intoxication 
• Emotional Volatility 
• Evidence of Poor Response to Medications 
• Addiction 
• Healthcare Use Patterns 
• Problematic Medication Behavior” 

https://www.opioidprescribing.com/documents/09-comm-inflexxion.pdf 



Current Opioid Misuse Measure (COMM)™ 

http://www.womenscollegehospital.ca/assets/pdf/TAPMI/Current%20Opioid%20Misus
e%20Measures.pdf 



Opioid Use Disorder 
Diagnostic Criteria: 



National Institute of Drug Abuse (NIDA)  
Definition of Addiction 

Addiction is defined as a chronic, 
relapsing brain disease that is 
characterized by compulsive drug 
seeking and use, despite harmful 
consequences. It is considered a brain 
disease because drugs change the 
brain; they change its structure and how 
it works. These brain changes can be 
long lasting and can lead to many 
harmful, often self-destructive, 
behaviors. 

ASAM, 2011 
NIDA, 2014 



American Society of Addiction Medicine (ASAM)  
Definition of Addiction 
• Addiction is a primary, chronic disease of brain reward, motivation, 

memory and related circuitry. Dysfunction in these circuits leads to 
characteristic biological, psychological, social and spiritual manifestations. This 
is reflected in an individual pathologically pursuing reward and/or relief by 
substance use and other behaviors. 

• Addiction is characterized by inability to consistently abstain, impairment in 
behavioral control, craving, diminished recognition of significant problems with 
one’s behaviors and interpersonal relationships, and a dysfunctional emotional 
response. Like other chronic diseases, addiction often involves cycles of 
relapse and remission. Without treatment or engagement in recovery 
activities, addiction is progressive and can result in disability or premature 
death. 
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NIDA, 2007 



DSM-5 Criteria for SUDs 

APA, 2013 



Spectrum of Substance Use 



Addiction and Dependence: There is a difference 

Addiction in Opioid Use Disorder 
• Withdrawal 
• Loss of control 
•  in function 
• Use despite negatives 
• Compulsive use 
• Craving 

Dependence 
• Tolerance 
• Withdrawal 
• No loss of control 
• Functioning well ≠ 
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Pharmacotherapy Treatment 
Opioid Use Disorder: 



Principles of Effective Treatment 

• Medications 
• Variable to specific SUD 
• OUD: *MEDICATION* +/- behavioral therapy or counseling 
• AUD & Nicotine: Also may be treated with medication 

• Detoxification 
• Variable to specific SUD 

• Behavioral Therapy 
• Stimulants or cannabis  

https://www.drugabuse.gov/publications/drugs-brains-behavior-science-
addiction/treatment-recovery 



Pharmacotherapy for Opioid Use Disorder (OUD) 

• A best practice, cost-effective intervention that saves lives and money. 
• Should include co-occurring psychosocial treatment. 
• Methadone and buprenorphine (Subutex, Sublocade, Probuphine) or 

buprenorphine/naloxone (Bunavail, Suboxone, Zubsolv) are FDA approved to 
treat OUD 

• Opioid agonists or partial opioid agonists   
• Opioid treatment program (OTP) vs primary care availability  

• Extended release injectable (Vivitrol) or oral naltrexone are FDA approved for 
the prevention of relapse to OUD following detoxification 

• Opioid antagonist 
• Requires complete withdrawal with 7-10 days of abstinence 



Medication Assisted Treatment & Opioid Receptors  

https://www.confidentialrecovery.com/services/mat-medication-assisted-treatment/ 



Major Features of Methadone 

Long acting 
• half-life ~ 15-60 Hours 

Full Agonist at mu receptor 

Weak affinity for mu receptor 
• Can be displaced by partial agonists 

(e,g. burprenorphine) and antagonists 
(e.g.naloxone, naltrexone), which can 
both precipitate withdrawal 

Monitoring 
• Significant respiratory suppression and 

potential respiratory arrest in overdose 
• QT prolongation 
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Major Features of Buprenorphine 

Long acting 
• half-life ~ 24-36 Hours 

Partial agonist at mu receptor 
• Comparatively minimal respiratory 

suppression and no respiratory 
arrest when used as prescribed 

High affinity for mu receptor 
• blocks other opioids 
• displaces other opioids 

 can precipitate withdrawal 

Slow dissociation from mu receptor 
• stays on receptor for a long time 

 
SAMHSA, 2018 
Orman & Keating, 2009 
PCSS, 2017 



Rationale for the Combination of Buprenorphine with 
Naloxone 

• When used as prescribed (sublingual or buccal administration), 
there is minimal bioavailability of naloxone.  

• Compared to buprenorphine alone, the buprenorphine/naloxone 
combination: 
• was developed to decrease IV misuse 
• is more likely to precipitate withdrawal if injected 
• produces less euphoria (similar to placebo) when injected or insufflated in 

those who are physically dependent on opioids 
• per prescription, is less likely to be diverted 

 
 Comer et al., 2010 

Jones et al., 2015 
Stoller et al., 2001 
PCSS, 2017 
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Major Features of Naltrexone 

Long acting 
• half-life:  

 Oral  ~ 4 Hours 
 IM ~ 5-10 days 

 Full Antagonist at mu receptor 
• Competitive binding at mu receptor 

High affinity for mu receptor 
• blocks other opioids 
• displaces other opioids 

 can precipitate withdrawal 

Formulations 
• Tablets: Revia®: FDA approved in 1984 
• Extended-Release intramuscular injection: Vivitrol®: 

FDA approved in 2010 
 

SAMHSA, 2018 



Abstinence Without MAT 

Hunt et al., 1971 



Benefits of MAT: 
Decreased Mortality 

Dupouy et al., 2017 
Evans et al., 2015 
Sordo et al., 2017 

Standardized Mortality Ratio 



Substance Use Disorders and Recurrence 
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Stigma of Addiction 

• Contributes to social isolation 
• Reduces help-seeking 
• Undermines long term recovery 
• “The historical stigma attached to methadone and… MAT has 

denied patients the status of recovery and left them isolated from 
mainstream community life, existing in limbo between cultures of 
addiction and cultures of recovery.” William White, 2012 

Recovery Research Institute 



What’s Next? 

• Work to decrease personal and peer stigma and bias surrounding 
addiction. 

• Commit to routine screening of all patients for substance abuse. 
• Obtain DATA 2000 DEA X wavier to prescribe buprenorphine 

• Free waiver trainings offered online through AANP/SAMHSA & locally face-
to-face in SC 

• Next free MUSC sponsored in person training: Lexington/Richland Alcohol 
and Drug Abuse Council (LRADAC) March 26th  
• *FREE,* 24 hours of CE, includes pharm hours! 

• MUSC Opioid Use Disorder Project ECHO: 1st & 3rd Friday  

www.scmataccess.com 



Sources and Additional Information 
• American Society of Addiction Medicine (ASAM) 
• Substance Abuse and Mental Health Services Administration (SAMHSA) 
• Center for Disease Control (CDC) 
• National Institute of Health (NIH) & National Institute for Drug Abuse (NIDA) 
• American Association of Addiction Psychiatry 
• Additional sources available upon request 
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