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Overview 

SBIRT Screening in Primary Care, 
Pediatrics, & OB-GYN 
Beyond SBIRT- other screening 
Screening in the perinatal period 
 Importance of maternal mental health 

screening 
Should we be doing it differently? 

 
 



S-BIRT 
(Screening, Brief Intervention, Referral and Brief Therapy) 

Historical Overview 

Began as a partnership between SCF and 
CITC in 2004 
1 of 7 grants in the nation 
CITC and SCF were only Tribal 

organizations 
Goal of providing access and links to 

treatment services  
 

 
 



S-BIRT Approach 
 
Proactive approach/Early Intervention 
 
Customer-Owner driven and voluntary 

 
Part of ROUTINE care 



S-BIRT Integration into Primary Care 
 

Integrated Care Team Setting 
 Team includes: 

 Physician 
 Case Manager 
 Certified Medical Assistant (CMA) 
 Case Management Support 
 AND…… 

 Behavioral Health Consultants  
 All Masters Level Therapists.  
 Currently 13 BHCs spread throughout in Primary Care, 4 in 

Pediatrics, 1 in OBGYN, and 2 in Valley Native PCC 

 



 Consultation and education to providers and case 
managers on behavioral health issues 

 Provide psycho-educational materials and workbooks 
to aid in treatment and understanding 

 Screening, assessment, brief intervention, education 
and follow-up/monitoring for patients experiencing 
mental/medical health issues and life stresses 

 Joint visits and care conferences with provider teams 
for complex cases 

 Consultation with specialists, referral for longer term 
therapeutic interventions 
 
 

Behavioral Health Consultant (BHC) 
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Who is screened? How often?  

 Every customer 11 years or older who visits the 
clinic is screened for alcohol and drug use. 

 Ages 11-17 receive CRAFFT, 18+ years receive 
SBIRT 

 Annually, if screened negative 
 Every six months, if screened positive 
 



Screening Process 
 

 C/O first contact: CMA administers AUDIT  
 (CRAFFT is self-administered) 

 
 Scores are calculated and need for further screening 

is determined. 
 

 C/O second contact: PCP introduces BHC to come in 
and complete screening 
 

 C/O third contact:  BHC discusses results 
 

 At risk behaviors identified 





Breakdown of Adult Positive Score 

 
Service breakdown according to score:  
  Brief Intervention (7/8* -15)      
  Brief Therapy  (16-19)   
Assessment/Referral to Tx (20+) 

 



SCF SBIRT TO DATE 

 In Primary Care & OBGYN: 
  
 *Since 2006 have completed  
  96,452 screenings (10% of total visits) 
  
 *January-June 2012 screened 10,163 
 customers (39% of unique customers) 

 
 

 



When SBIRT screening  
is complete… 

 The BHC briefly discusses with the client their 
results and gives brief psychoeducation as 
related to their mental and physical health. 
 

 Brief intervention is considered 1-5 sessions 
 

 Examples of a brief intervention… 
 



Standard Drinks &  
Standard Drinking Limits 

 
 
 
 
 
 
 
 
 
 

 For men: 
No more than 4 drinks on any single day AND no more than 14 drinks per week 

 For women: 
No more than 3 drinks on any single day AND no more than 7 drinks per week 

 



Goals of Brief Intervention 

Harm Reduction 
 



Stages of Change Model 

         Pre-Contemplation  
Contemplation 

                   
Maintenance 

   Action 

Preparation 

 Prochaska & DiClemente, 1986 

Assess readiness to change 



Motivational Interviewing 

 Respect for autonomy of patients  
 and their choices  
 Readiness to change must be taken 

into account 
 Ambivalence is common  
 Targets selected by the patient,  
 not the expert 
 Expert is the provider of the information  
 Patient is the active decision-maker 
 
 

 
Rollnick, 1994 



Can Do 
The person must believe 

they be successful in 
behavior change 
Help strengthen “can do” 

attitude 
 It is always the customer’s 

choice whether & how to 
change 



When Brief Intervention Isn’t Enough 

Utilize other parts of the  
SCF medical home 
 Health Education 
 Nutaqsiivik 
 Family Health Resources 
 Behavioral Health (Behavioral Urgent Response, 

Access to Recovery, Dena a Coy, Alaska 
Women’s Recovery Project, Naltrexone, 
Suboxone, etc) 

 



Beyond SBIRT… 
Other  
Screening 







YES! Brochure 

Brief Interventions and referrals are 
based upon clinical judgment.   
 



Impact from Screening Youth 

 Emergency Department services at the Alaska Native 
Medical Center (ANMC) for alcohol related conditions or 
injuries in youth (ages 11-21) were reduced by more 
than 53%. 
 

 
 

  

 



 



Strengths and Difficulties Questionnaire 



Screening in the Perinatal Period: 
Preconception,  

Pregnancy,  
Postpartum/Parenting 



Preconception Screening/Planning 

Opportunities at: 
   ~STD checks  
 ~+SBIRT in women  
 ~Plan B  
 ~negative pregnancy tests  
 ~SDQ 

 



Positive Pregnancy Process 

 Reason it began? 
No structured intervention/assessment first trimester  

Missing important time to make changes- 
 Alcohol/drugs  
 Relationships  
 Making decisions about pregnancy 
 Start preparing for parenting 
 No prenatal care in OBGYN until 10 weeks 

 



BHC Interview  

Focus on feelings about pregnancy, 
pregnancy/birth history, DV, mental health  
Opportunities: 
To identify hx of mood disorder, trauma history 
To use Motivational Interviewing for behavior 

change (especially nicotine, marijuana, even 
caffeine) 
To set goals for self/relationship/or parenting 
To bring up breastfeeding  

 



Postpartum/Parenting 

All mom’s universally screened at  
 six-week postpartum visit 



Opportunities to expand/enhance 
screening and assessment 
 
When should be screening during 

pregnancy? 
 
 In what settings? 

 
At 2 wk well baby visits? 



Rethinking Maternal Mental Health Screening 
 
Why screening during pregnancy / post partum is especially important. 
At least two – and possibly three - generations are 

impacted. 
Parental mental health has much larger impact on life-long 

health and mental health of child than we have realized. 
 
What to screen? 
Evidence suggests current screening practices are too 

narrowly focused. 
Need screen that better captures range of common 

maternal mental health problems. 
 
How - a screen that is both brief and adequately comprehensive. 

 Ultra-brief screens now exist for most common mental health disorders. 
 Combining ultra-brief screens into a brief and more comprehensive MMH screen worth 

considering. 



Why mental health screening during pregnancy / 
post partum is especially important. 

 
An intergenerational window of opportunity: 
 
For the child parental mental illness is associated with:   

 70% increased risk of  smoking by age 14. 
 230% increased risk of attempted suicide. 
 100% increased risk of alcohol use problems 
 130% increased risk of illicit drug use by age 14. 
 150% increased risk of depression 
 40% increased risk of  heart disease decades later in life. 
 And many other risks (See CDC-Adverse Childhood Experiences study results) 
 Possible epigenetic programming risks (three generation impact) 

 
  M Dong et al (2004) Circulation 1761-66 

  RF Anda et al. (1999). JAMA 282:1652-58. 
  SH Dube et al. (2001) JAMA 286:3089-96. 
  RF Anda et al. (2002) Psych Serv 53:1001-09. 
  S R Dube et al. (2003) Pediatrics 111: 564-72. 
   



What to screen? 
 
Depression:  
 

 Impacts 10-20% of new mothers.  
 40-50% of mothers in high risk pregnancies.   

  
 
 LE Ross et al. (2006) J Clin Psychiatry 67:1285-98.  

S Meltzer-Brody (2011)  Review in - Dialogues in Clin Neurosci 13:89-100. 
CA Loveland Cook (2004) Obstet and Gyn 103:710-17. 
EP Silva et al. (2011) Rev. Saude Publica 45:1-9 available at www.scielo.br/rsp 
H Woolhouse et al. (2011) BJOG doi: 10.1111/j.1471-0528.2011.03219.x 
RF Anda et al. (1999) JAMA 282:1652-58. 

 
 

 

http://www.scielo.br/rsp


What to screen?  
 
Maternal Depression linked to: 
 

• Elevated risk of suicide  (20% of post partum deaths are due to 
suicide) 

• Increased risk of preterm delivery 
• Low birth weight baby 
• Decreased maternal sensitivity  
• Impaired parenting (lower rates of use of car seats, childproofing) 
• Decreased reading and game playing with child. 
• **Higher cortisol levels in infant (potential link to lifelong health 

problems) 
 

  S Meltzer-Brody (2011). Review in - Dialogues in Clin Neurosci 13:89-100. 
  K Kendall-Tackett (2007) Intern. Breastfeeding J. doi: 10.1186/1746-4358-2-6 



What to screen? 
 
Post Traumatic Stress Disorder (PTSD) 
 
 **PTSD is more prevalent in perinatal women than among women overall in the general 

population (6-8% vs 4-5%). 
 Among American Indian (AI) population the lifetime rates of PTSD have been estimated 

at 15% with the rate for women at 19%.  This is more than double that of Caucasians.  It 
is also higher than risk for depression among AI population 

 No formal data exists on life time prevalence of PTSD among Alaska Native mothers but 
clinical experience suggest it is high.  
 

 
 
J Beals et al. (2005). Arch. Gen. Psych. 62:99-108.  
D Buchwald et al. (2005) Pain Medicine 6:72-79. 
CN Sawchuck et al. (2005) Psychological Medicine 35:1785-94. 
JS Seng et al. (2010) J Psychosom Obstet Gyn 31:176-87. 



What to screen? 
 
PTSD associated with: 
 
Maternal PTSD is a risk factor for: 

 Substance use during pregnancy 
 Generalized anxiety disorder – 3x greater risk 
 Major depression – 5x greater risk 
 Panic disorder. 
 Ectopic pregnancy, hyperemesis, excessive fetal growth, spontaneous abortion 

 
PTSD amplifies the effects of maternal depression. 

 Mothers with PTSD and depression have more severe depression 
 Experience greater social isolation and lower overall functioning  and greater parenting 

deficits 
 

 
R T Ammerman et al. (2011). Psych Trauma: Theory, Research, Practice and Policy DOI: 10.1037/a0023062  
S S Rogal et al. (2007) J Affect Dis 102:137-43.  
CA Loveland Cook (2004) Obst & Gyn 103:710-17. 
JS Seng et al. (2001) Obst & Gyn 97:17-22. 

 



What to screen? 
 
Generalized anxiety disorder (GAD): 
 
The prevalence of GAD during pregnancy is ~8.5% 
With comorbid PTSD – generalized anxiety is 3x 
more likely. 
 

R T Ammerman et al. (2011). Psych Trauma: Theory, Research, Practice and Policy DOI: 10.1037/a0023062  
S S Rogal et al. (2007) J Affect Dis 102:137-43.  
CA Loveland Cook (2004) Obst & Gyn 103:710-17. 
LE Ross & LM McLean (2006) J Clin Psych 67:1285-98.   

 
 



What to screen? 
 
Panic Disorder: 

 
High co-morbidity of Panic Disorder with PTSD, 

depression and sexual abuse. 
Panic disorder associated with considerable 

impairment of function 
Often easily treated. 

 
 

JR Cougle et al. 2010 J Anxiety Disorders 24:183-88. 
DF Gros et al 2011 General Hosp Psychiatry 33:482-88. 
JR Cougle et al 2010 Psychiatric Res. 177:150-55. 

 
 
 
 
 

 



What to screen? 
 
PTSD during pregnancy – impact of comorbid trauma: 

Exposure only to non-abuse trauma  4%  
Abuse in adulthood only   11% 
Abuse in childhood only  16% 
Abuse in childhood and adulthood 39% 

  
 

J S Seng et al. (2008) J Midwifery and Women’s Health doi:10.1016/j.jmwh.2008.04.013 



What to screen? 
 

Depression during pregnancy – impact of comorbid trauma:  
No abuse history     9% 
Abuse in adulthood only    14% 
Abuse in childhood only   17% 
Abuse in both childhood and adulthood  32% 

 
 
 
  J S Seng et al. (2008) J Midwifery and Women’s Health doi:10.1016/j.jmwh.2008.04.013 



What to screen? 
 
Alcohol use during pregnancy – impact of comorbid trauma: 
 No abuse history   13 % 
 Abuse in adulthood only   24% 
 Abuse in childhood only   21% 
 Abuse as both an adult and child  29% 

 
                                     J S Seng et al. (2008) J Midwifery and Women’s Health 
doi:10.1016/j.jmwh.2008.04.013 

 



What to screen? 
 
Tobacco use during pregnancy – impact of comorbid trauma: 
No abuse     12 % 
Abuse in adulthood only   29% 
Abuse in childhood only   28% 
Abuse as both an adult and child  35% 

 
 
 

   J S Seng et al. (2008) J Midwifery and Women’s Health doi:10.1016/j.jmwh.2008.04.013 

 
 
 



What to screen? 
 
Illicit drug use during pregnancy – impact of comorbid trauma: 
No abuse     7 % 
Abuse in adulthood only   16% 
Abuse in childhood only   22% 
Abuse as both an adult and child  27% 

 
 

  J S Seng et al. (2008) J Midwifery and Women’s Health 
doi:10.1016/j.jmwh.2008.04.013 

 
 



What to screen? 
Good reasons to screen for: 
Depression 
PTSD 
Generalized Anxiety Disorder 
Panic disorder 
Alcohol, drug and tobacco use 
Trauma – both current and past 

oDomestic violence 
oConsider adverse childhood experiences screen. 



Design: 
 

 Combine evidence-based ultra-brief screens (1-4 questions) for depression, 
anxiety disorders, substance use disorders and DV into single screening tool. 

 It is possible to create a 15 question evidence-based screen that assesses with 
high sensitivity (1) Depression (2) PTSD (3) GAD (4) Panic disorder (5) alcohol 
(6) drug and (7) tobacco use and (8) DV. 

 Positive screen followed by interview with mental health professional.  
 Consider, carefully, adding questions on adverse childhood experiences. 
 Untested design but reviewed with K. Kroenke, MD, who thought reasonable. 
 
 
 
K Kroenke et al. 2004 Medical Care 41:1284-92./ K Kroenke et al. 2007 Annals Int Med 146:317-25./ A Prins et al. 2003 
Primary Care Psych 9:9-14/ MB Stein et al 1999 Psychosomatic Med 61:359-64./ PC Smith et al. 2009 J  Gen Int Med 
24:783-88./ PC Smith et al. 2010 Arch Int Med 170:1155-60./ National Inst Drug Abuse quick screen for tobacco use/ KM 
Shermin et al. 1998 Family Med 30:508-12.  

 

 
 
Designing a MMH screen that is brief, highly sensitive 
and adequately comprehensive – possible? 
 
 
 



Contact Information 

Sarah Switzer, LCSW, CDCI 
Behavioral Health Consultant Mentor 
(907)729-4150 
sswitzer@scf.cc 
 
Mark Erickson, MD 
Medical Director of QI, BSD 
(907)729-6378 
merickson@scf.cc 
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mailto:merickson@scf.cc
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