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Step 4: CHANGE IDEAS
a) Your overall goal is to increase the number of youths screened for substance use. SBIRT is

your overall strategy.
b) If your specific aim is “Screen 80% of unique youths who have an office visit between January

and June of 2015” what strategies/change ideas do you need? Changes in workflow? Changes
in policies and protocol? Communication plans? These are examples of strategies and the
workplan should help you map out the details over time.

Step 5: Plan-Do-Study-Act (PDSA)
a) Plan the details of how you would change workflow, as an example: Map it out. Who does

what when where and how?
b) Do it. Try out the new workflow.
c) Study: How did it work out? What worked? What did not work?
d) Act on what you learned: What can you do differently?

Step 6: STANDARDIZE
a) Once your plan for your change idea works, sustain it. Codify it in policy, procedures.
b) Train staff.

The Clinical Microsystems framework captures the structure, processes and outcomes of a service delivery 
system. It was developed by The Dartmouth Institute for Healthcare Policy and Clinical Practice, and has 
been used worldwide as a model for improving practice. A clinical microsystem is defined as “a small group 
of people who work together on a regular basis to provide care to discrete subpopulations of patients. It 
has clinical and business aims, linked processes, and a shared information environment, and it produces 
performance outcomes.”1 A clinical microsystem can be a clinic, an office practice, an ambulatory care surgery 
center, or a patient care unit in a hospital. The microsystem is where direct patient care happens. It is at the 
center of an organization, and is surrounded by larger systems, such as administration in the organization  
and the community it serves. 

In a clinical microsystem, all team members are considered of equal importance, and each team member 
brings a different yet critical skill set to the direct care environment. Everyone who is part of the microsystem 
shares accountability for the care that is provided to patients. Patients are also members of the clinical 
microsystem. As partners in their own care, patients contribute to developing their goals for treatment, and  
are informed of their progress at each encounter.

Members of the microsystem make the decisions about how to improve their own work. In other words, trust 
the people who do the work to know how to do the work better.

1 Nelson, E.C., Batalden, P.B., & Godfrey, M.M. (2007). Quality by design: A clinical microsystems approach (p.7). 
San Francisco: Jossey-Bass.

Team S·BI·RT Plan

S·BI·RT Implementation Team Plan
[site name]

Team leader:  [name, contact info]
Team members: [names]
Date of team formation: [date]
Anticipated length of time the team will focus on S•BI•RT Implementation: [dates]

The problem…
{According to the 2012 National Survey on Drug Use and Health, New Hampshire’s rates of alcohol and 
other drug misuse, particularly among youths, are some of the very highest in the country. Recent research 
indicates that 90% of adults addicted to alcohol, tobacco or other drugs began using these substances 
before the age of 18. This suggests that professional screening in primary care settings provides great 
possibilities for changing the paradigm, reducing stigma, and significantly reducing the threat that 
substance misuse poses to individual and population health and well-being.}

The Goal of S•BI•RT Implementation is…
{To increase the number of New Hampshire patients screened in primary care settings and who receive 
clinical response and referral appropriate to their level of risk.} 

The Global Aim of the [site name] S•BI•RT team is…
{To universally screen for alcohol and drug use in our practice and provide appropriate clinical response 
including brief intervention, referral, and follow up appropriate to their level of risk by [date], by 
incorporating S•BI•RT into our practice.}

The S•BI•RT process begins…
{When a designated staff person initiates the screening of a patient.}  

The S•BI•RT process ends…
{When the screening results have received identified response including documentation of brief 
intervention, results of referral, and follow up visits. }

Out of scope… 
{Providing [on-going] treatment for patients with substance use disorders.} 

In scope…
{Providing brief treatment and supported referrals with existing behavioral health clinicians.} 

Appendix EAppendix E



Team structure 

1. Identify the leader for S·BI·RT at your practice site:

2. List the leader’s responsibilities:

3. List the responsibilities of the team members:

4. Decide how often your team will meet, where, and for how long:

5. Decide how decisions will be made (Consensus? Vote?  Only during meetings?  Via email?).

6. Develop a plan for communicating among team members between meetings.

Example Team Deliverables 

Play 3:  Developing a Plan - Goals and Strategies 

• Determine the goal of S·BI·RT implementation and reach consensus on its value. Get all of the
potential biases regarding alcohol and drug use out on the table.

• Make a list of concerns regarding the project. Review and resolve that list during implementation.

• Discuss current practice for assessing substance use, even if assessment is inconsistent.

• Make a flowchart or map of how it works—or doesn’t work—now. Identify issues to inform priority
areas to address in S·BI·RT preparation.

Measure(s): A list of your aims and measures based on an assessment of your practice and the goals of 
S·BI·RT.  
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Integration and Confidentiality: How can 
Integrated Health Centers Comply with Alcohol 
and other Drug Confidentiality Regulations?1 

Sharing Information with Co-located/Integrated 
Behavioral Health Providers
A program can share information with co-located/integrated 
providers utilizing these four exceptions:

Exception One: Written patient consent 
Patient can sign a written consent form, with all elements 
required by 42 C.F.R. Part 2, authorizing her alcohol/drug 
treatment providers (program) to communicate with her 
primary care (and/or other) providers.  The program must 
provide the Notice Prohibiting Re-disclosure when it discloses 
patient’s protected alcohol/drug information pursuant to 
consent.

Valid consent form 
Most disclosures are allowed if a patient signed a valid consent 
form (called “authorization” under HIPAA) that has not 
expired or been revoked.  The consent must adhere to proper 
format; otherwise, it is NOT sufficient.  The proper format 
for consent to release information includes the following 
documentation: 1. Name/general designation of program 
making disclosure; 2. Name of individual/entity receiving 
disclosure; 3. Name of patient who is subject of disclosure; 4. 
Purpose/need for disclosure; 5. Description of how much and 
what type of information will be disclosed; 6. Patient’s right to 
revoke consent and any exceptions; 7. Date/event/condition 
on which consent expires; 8. Patient’s signature; 9. Date 
signed; and further, 10. HIPAA: program’s ability to condition 
treatment, payment, enrollment, or eligibility on the consent. 

S·BI·RT:  Federal Alcohol and Drug 
Confidentiality Overview 

Key Points 

42 C.F.R. Part 2 Valid Written 
Patient Consent Form Must 
Include:

1. Name/general designation of
program making disclosure

2. Name of individual/entity re-
ceiving disclosure

3. Name of patient who is subject
of disclosure

4. Purpose/need for disclosure

5. Description of how much and
what type of information will
be disclosed

6. Patient’s right to revoke con-
sent, and any exceptions

7. Date/event/condition on which
consent expires

8. Patient’s signature

9. Date signed
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1 42 C.F.R. confidentiality information included in this Appendix is the synthesis of the Legal Action Center’s presentation and 

slides available on their website and used with their permission. (https://lac.org)
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