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Objectives

Review the definition and objectives of “screening”
A quick look at common sources of recommendations

Evaluate mental health screening recommendations and common tools used
iIn Depression, Anxiety, and Bipolar Disorder

Safety Screening
SUD Screening

Implementation strategies
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Executive Summary & Clinical Screening
Objectives

Evidence-based primary care screening aims to identify asymptomatic
individuals at risk for behavioral health and safety conditions.

Obijectives include early detection, timely intervention, and improved patient
outcomes.

Implementing standardized screening protocols ensures equitable care and
aligns with preventive task force recommendations to reduce morbidity
associated with mental health and substance use disorders.
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Where the guidelines come from

USPSTF
ACOG
AAP
AAFP
ACP
ACPM
APA
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ACOG Committee Opinion #/57

e ALL perinatal women should be screened for mental health conditions at least once during the perinatal period for depression
and anxiety
e If screening in pregnancy, it should be done AGAIN postpartum
e Depression onset is prior to pregnancy in 27% of pregnant persons, 33% during pregnancy, and 40% postpartum
o At the first obstetric visit
o At 24-28 wks gestation
o At the comprehensive postpartum visit
e More frequent monitoring with + history
e Use something to screen that is:
Validated/accepted

(@)

o Routine
o Free
o Easy

(@)

Available in multiple languages
e Workflow is clinic dependent
e Talk about it like all other medical conditions to reduce stigma
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@ Practice Innovation Program I"L' ) J", INTEGRATED CARE
—— e VERCAE T ROR WOMEN AND BABIES

S

CAMPUS




Mental Health Screenings: Depression

The USPSTF recommends routine screening for major depressive disorder (MDD) in
all adults aged 19 and older, including pregnant, postpartum, and older adults aged
65 and older.

Screening Tools:

e PHQ-2 (Patient Health Questionnaire-2): A brief 2-item tool used for initial
screening.

e PHQ-9: A more comprehensive 9-item scale completed if the PHQ-2 is positive.

e EPDS (Edinburgh Postnatal Depression Scale): Specifically validated for
perinatal and postpartum patients.

e GDS (Geriatric Depression Scale): Used for older adult populations.
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PHQ - 2

Over the last 2 weeks, how often have you been bothered by the
following problems?

Little interest or pleasure in doing things

0 1 2
3
Not at all Several days More than half Nearly
every day
the days

Feeling down, depressed, or hopeless

0 1 2

3

Not at all Several days More than half @ v oo N@@ITY rcnreo o




Over the last 2 weeks, how often have you been CELED | SEEE L Laiie ) o 2E
all Days | than half | every

bothered by the following problems? the days | day

P I I Q_ 9 1 | Little interest or pleasure in doing things 0 1 2 3

2 | Feeling down, depressed, or hopeless 0 1 2 3
3 | Trouble falling asleep or sleeping too much 0 1 2 3
4 | Feeling tired or having little energy 0 1 2 3
5 | Poor appetite or overeating 0 1 2 3
6 Feeling bad about yourself- or that you are 0 1 9 3

a failure or have let yourself or family down

7 Trouble concentrating on things, such as reading the 0 1 9 3
newspaper or watching television

Moving or speaking so slowly that other people could
have noticed. Or the opposite-being so fidgety or

8 i 0 1 2 3

restless that you have been moving around a lot

mare than usual

9 Thoughts that you would be better off dead, or of 0 1 9 3
hurting yourself in some way

TOTAL SCORE (add the marked numbers):
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EPDS

| have been able to laugh and see the funny zide of 6. * Things have been getting on top of me
things O Yes, most of the time | haven’t been able to cope at all
o Asmuch as | always could o Yes, sometimes | haven't been coping as well as usual
O Not quite so much now o No, most of the time | have coped quite well
o Definitely not so much now o No, | have been coping as well as ever
o Motatall
| have looked forward with enjoyment to things 7. "I have been so unhappy that | have had difficulty
o Asmuch as | ever did sleeping
o Rather less than | used to o Yes, mostof the time
o Definitely less than | used to o Yes, sometimes
o Hardly at all o Notvery often
o Mo, not atall
* | have blamed mys=elf unnecessarily when things went |8,  *| have felt =ad or mizerable
wrong o Yes, most of the time
O Yes, most of the time a  Yes, quite often
o Yes, zome of the time o Notwvery often
o Notvery often o No,notatall
o No, never
| have been anxious or worried for no good reason 4. " have been so unhappy that | have been crying
o Mo, not at all o Yes, mostof the time
o Hardly ever o Yes, quite often
o Yes, sometimes o Only occasionally
o Yes, veryoften o Mo, never
| have felt scared or panicky for no very good reason 10. * The thought of harming myself has occurred to me

o Yes, quite a lot
o Yes, sometimes
o Mo, not much
o MNo,notat all

Yes, quite often
Sometimes
Hardly ever
Mewver

oo o o
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Other Depression Screeners

Self-Reported

Beck Depression Inventory (BDI or BDI-1I): 21-items. Assesses the severity of cognitive, affective, and somatic depressive symptoms over the preceding two weeks.
Center for Epidemiologic Studies Depression Scale (CES-D): 20-item scale. Designed to measure depressive symptomology in the general population.

Zung Self-Rating Depression Scale: 20-item questionnaire. Measuring psychological and somatic symptoms of depression.

Depression, Anxiety, and Stress Scale (DASS-21): 21-item instrument. Measures the three related negative emotional states of depression, anxiety, and stress.
Quick Inventory of Depressive Symptomatology Self-Report (QIDS-SR): 16-items. Evaluates core DSM-criteria domains of depression.

Clinician-Administered

e Hamilton Rating Scale for Depression (HAM-D or HDRS): A 17- to 21-item clinician-administered scale used to quantify the severity of depressive symptoms.
e Montgomery-Asberg Depression Rating Scale (MADRS): A 10-item clinician-rated scale specifically sensitive to changes in depressive severity over the course of trt.

Specialized & Population-Specific Screens

Geriatric Depression Scale (GDS): A 15- or 30-item yes/no self-report or interview tool tailored for older adults to minimize somatic confounding.

Cornell Scale for Depression in Dementia (CSDD): A 19-item scale combining patient and informant ratings for individuals with cognitive impairment or dementia.
Patient Health Questionnaire for Adolescents (PHQ-A): A version of the PHQ adapted and validated for adolescents aged 12 to 17.

Hospital Anxiety and Depression Scale (HADS): A 14-item scale (7 items for anxiety, 7 for depression) designed to screen for distress in non-psychiatric hospital and
medical populations.
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Suicide

Adults, including pregnant and The USPSTF concludes that the current evidence is insufficient to assess the I
postpartum persons, and older balance of benefits and harms of screening for suicide risk in the adult population,
adults (65 years or older) Including pregnant and postpartum persons, as well as older adults.

Insufficient evidence for universal screening BUT . . .
If S| is identified on question 9 of the PHQ9, a validated Suicide Risk Assessment
should be completed by a clinician

e Columbia-Suicide Severity Rating Scale (C-SSRS) Screener: A 3-to-6 question tool that evaluates the severity of ideation, explicit intent, and concrete

plans.
Ask Suicide-Screening Questions (ASQ): A brief 4-item tool frequently utilized in pediatric, adolescent, and emergency settings.

e SAFE-T (Suicide Assessment Five-Step Evaluation and Triage): A comprehensive framework to identify risk factors, protective factors, and appropriate

triage levels.
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https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-toolkit
https://www.samhsa.gov/

C-SSRS

COLUMEBIA-SUICIDE SEVERITY RATING SCALE
Screen Version - Recent

Past
SUICIDE IDEATION DEFINITIONS AND PROMPTS
month
Ask guestions that are bolded and yunderlined. YES | NO
Ask Questions 1 and 2
"] wi-dd ALY FEEREE Rprelifefpde L TR ST 7 i i i P
As opposed to " f have the thoughts but I definitely will not do anything about them.”
YES | NO

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note,
took out pills but didn't swallow any, held a gun but changed your mind or it was grabbed from
your hand, went to the roof but didn't jump; or actually took pills, tried to shoot yourself, cut
yourself, tried to hang yourself, etc.

O Low Risk
O Moderate Risk
B High Risk
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NIMH TOOLKIT: SCREENING TOOL FOR YOUTH AND ADULTS
Suicide Risk Screening Tool
uestions )

as

( Ask Suicide-Screening

~ Ask the patient: ~
L In the past few weeks, have you wished you were dead? OYes ONo
2. In the past few weeks, have you felt that you or your family would be
better off if you were dead? CYes ONo
3. In the past week, have you been having thoughts about killing yourself? OYes ONo
4. Have you ever tried to kill yourself? CYes ONo
if yes, when was the most recent attempt? OWithin last 12months O Over 1 year ago
If patient answers Yes to gny of Questians #1 through #4, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? OYes ONo
if yes, describe briefly:
. /

Screening result and next steps:

Non-acute posifive screen
No intervention & (potential risk identified)
necessary at this time. mm’
NOTE: Clinical judgment * Patient needs a brief sukcide safety assessment
can abways override a « Patient requires a STAT/ to determine If 2 full mental health evaluation ks
negative screen. urgent safety) full mental needed (and when).
heaith evakiation. Patlent EXCEPTIONS: When positive screen is solely due to Yes
cannot leave untll eval d onQ 24 (l.e., lfetime sulcde attempt), then a
for safety. brief sulcide safety assessment may not be necessary if:
* Keep patient In sight. For adults: most recent attemgt is >1 year ago
Remave dangerous abjects For youthfyoung adults (e.g. under age 25): mast
from room (if possible). recent attempt is >1 year ago AND a documented
 Alert dinkian responsible for brief suscide safety assessment has been
patient’s care. conducted since that attempt
* Nonacute positive status does NOT require

1to1 observation while patient Is awalting further
assessment (unless there are other safety concerns).
If the patient refuses to answer * if adult patient, or parent/guardian of youth

= patient, refuses the brief suicide safety assessment,
the screening questions: document the refusal. Patient can be permitted to

* For youth, refusal is conskiered a non-acute positive screen. Jeave, unless there are other safety concerns.
* For adults, refusal is NOT considered a positive screen. No Follaw-up call s recommended.
mtervention ks necessary at this time unless there are other * Alert clinloan responsible for patient’s care.
safety concerns. Document the refusal
Provide resources to all patients: / N
* 988 Sukide and Crisis Lifeline: call or toxt 988, ! 7 ot mastal Hodlth
and 388lfdine.org S
* Crisls Text Linez text HOME or HOLA to 741741,
and v cristitextling org asQ Toolkit: www.nimh.nih.gov/asQ

[
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SAFE-T

SAFE-T

SUICIDE ASSESSMENT

Five-

EVALUATION AND TRIAGE

IDENTIFY RISK FACTORS
Mote those that can be modified
to raduce risk

IDENTIFY PROTECTIVE
FACTORS
Mote those that can be enhanced

CONDUCT SUICIDE INQUIRY
Suicidal thoughts, plans,
behawvior, method, and intent

DETERMINE RISK LEVEL &
INTERVENTION

Datermine risk. Choose
appropriate intervantion

to address and reduce risk.

DOCUMENT
Assassmeant of risk, rationala,
intervention, and follow-up

¢ 069

Suicide assessments should be
conducted (1) at first contact; [2) with
any subsequent suicidal behavior,
increased ideation, or pertinent
clinical change; (3) prior to changes
in behavioral health treatment; and
{4) at inpatient discharge.

iy

1. RISK FACTORS'

.

.

.

Priar suicide attempt(s)
Alcohol or substance use

History of mental health concerns, particularty
depression and other mood disorders

Arccess to lethal means, including firsarms

Knowing someone who died by suicide, particularky
a family member

Saocial isclation

Chronic disease and/or disability

Lack of access to behavioral health care
Prolonged fealings of hopelessness

POPULATIONS AT INCREASED RISK FOR SUICIDE

American Indian, = LGBTOI + youth and
Alaska Native, and young adults

Tribal communities «  Middie-aged men
Black youth «  Older adults

Rural communities

2. PROTECTIVE FACTORS'

Mote: Protective factors, even if present,
may not counteract significant acute risk

.

Connectedness to people, family, community, and
social supports
Effective behavioral health care

Life =kills (including problem-solving skills, coping
skills, smotional regulation, ability to adapt to change)
Salf-esteern and a sense of purpose or meaning in life
Cultural, religious, or personal beliets that discourage
suicide

No access to lethal means

"hitlpe:/epre ongish-snd-probective-Baciors

3. SUICIDE INQUIRY

Specific questioning about thoughts, plans, behaviors, intent
Ideation: Frequency, intensity, duration=in last 48 hours, past month, and worst ever
Plan: Timing, location, lethality, availability, preparatory acts
Behaviors: Past attempts, aborted attempts, rehearsals versus non-suicidal self-injurious actions
Intent: Extent to which the patient (1) expects to carry out the suicide plan and (2) believes the planfact
to be lethal. Explore ambivalence: reasons to die versus reasons to live

For Youth: Ask parent/guardian about history of suicidal thoughts, plans, or behaviors, and changes in mood,
behaviors, or disposition.

4. RISK LEVEL/INTERVENTION

= Assessment of risk lavel is based on clinical judgment, after completing steps 1-3
* Reassess as patient or anvironmental circumstances change
« Develop a safety plan for all individuals at low, moderate, and high risk levels

RISK LEVEL RISK/PROTECTIVE FACTDR SUICIDALITY POSSIBLE INTERVENTIONS

HIGH Individusts experencing sevens Sulcidal ideation with plan Emesgency paychiatnc treatment in a
behavioral heatth symptoms of acute  (when and whese), method  secure satting may be necessary unless
precipitating event; protective factors  (how), and intent to carry a significant chenge reduces risk

not redeyant out the suicide plan

MODERATE Multiple sk factors, experiences Suicidal ideation with plan,  Admi=sion may be necessary
some elevated behavioral health but na intent or behavior depending on risk factors. Give
aymploms, and few protective emergency/oisls numbers to
factors inciude the BB6 Lifeling

LOW Managesble risk factors, strong Thoughts of death, no plan,  Outpatient referral with a wanm handoff,
protective factors Intent. or behavior aymptom reduction. Give emergency

crisls numbess, BB LEeling

Note: This chart is intended to serve &3 an example of & range of risk levels and interventions, not actual determinations.

5. DOCUMENT

Document: Risk level and rationale; treatrment plan to address/raduce current risk (a.q., safety plan,
medication, psychotherapy, contact with significant others, consultation, ete.); counseling on access to lathal
means; follow-up plan. Patients/clients should receive a copy of their safety plan. For youth, the treatment
plan should include roles for parent/guardian/supportive adult.

SUICIDE PREVENTION RESOURCES
988 Suicide & Crisis Lifeline, call or text 988 or chat at 988lifeline.org for 24/7 support

samhsa.gov/find-help/988
= Download this and additional * Buicida Prevention Resource Center:
resources at store sambsa.gov h " O
=  SAMHSA's Suicide Prevention webpage: = Mational Action Alliance for Suicide Prevention:
samhsa.gov/mental-health/suicide hitps://theactionalliance.ong

= The 2024 Mational Strategy for Suicide Prevention = American Foundation for Suicide Prevention:
and Fedaral Action Plan: "

bitpsfafep.org
hhzs.gov/programs/pravention-and-welingss/ = 988 End Cards for Media: samhsa.gov/find-
mental-health-substance-abuse/national-strateqy- belp/a88'partner-foolkit'end-cards-media
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Mental Health Screenings: Anxiety Disorders

Routine screening is recommended for adults aged 64 or younger, including
pregnant and postpartum individuals. For adults aged 65 and older, evidence
is insufficient to universally recommend screening, so clinical judgment
should guide the choice.

Screening Tools:
e GAD-2 (Generalized Anxiety Disorder-2): A quick initial assessment.

e GAD-7: A comprehensive tool used if the initial brief screen indicates
potential anxiety.
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GAD -2

Over the past 2 weeks, how often have you been bothered by the
following problems?

Feeling nervous, anxious, or on edge

0 1 2
3
Not at all Several days More than half Nearly
every day
the days

Not being able to stop or control worrying

0 1 2

3

Not.at.all Several days More than half  p—— Jﬁ}lﬂeﬂarly FFFFFFFFFFFFF




GAD -/

Questionnaire: Generalized Anxiety Disorder Seven (GAD-T)

For each statament below, pleasa tick the box that bast corresponds 1o your axparienca in the
last two wasks

Over the last 2 weeks, how often hawve you been Mot mt all Seversl duys  Mowe than Mearty

bothered by any of the following problems? haif the days  ewvery day

1. Feeling nervous, anxious or on edgs

2. Mot being able to stop or control wormying

3. Womying too much about different things Oo O Oz Oa

4. Troubde relaxing

5. Being s0 restless that it is hard to sit still

6. Becoming easily anmoyed or irmitable

7. Fesling afraid as if something awful might happen

8. Moving or speaking s0 slowly that other people Oo O O= Oa
could have noticed? Or the opposite — being
g0 fidgety or restless that yow have been mowing
around a lot more than wsusl

9. Thoughts that you would be better off deadorof | o O Oz Oa
hurting yourself in some way

(Office use only) Total score =

Mot diffsowii Saourmeces haart Wory diffioult Extremaly

it il diticult difficuit

If you checked off any problema, how difficult have
these problems made it for you to do your work, teke care O O O O
of things at home, or get along with other peopla?

Developed by Ors Robert L Spitzer, Janet BW Wiliams, Kurt Kroenke and ooleagues, with an educational grant from Pizer no
Nio permission |s requinsd bo reproduce, ansisie, dsplay or distnbe. Sep: phoscrsorors. Com.
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Other Anxiety Screens

e HADS (Hospital Anxiety and Depression Scale): 14-items. Split evenly between anxiety and depression subscales.
BAI (Beck Anxiety Inventory): 21-item questionnaire. Focuses heavily on the physical (somatic) symptoms of anxiety, such as sweating, trembling, and a racing heart.
STAI (State-Trait Anxiety Inventory): 40-items. Differentiates between "state anxiety" (temporary anxiety triggered by a specific situation) and "trait anxiety" (a
person's long-standing, baseline tendency to be anxious).

e DSM-5 Standardized Severity Measures: Specific, validated trackable scales for distinct disorders, including Panic Disorder, Social Anxiety Disorder, Agoraphobia, etc
GAS & GAI (Geriatric Anxiety Scale / Inventory): Standard tools specially validated to account for the unique ways anxiety presents in older adults.
SCARED (Screen for Child Anxiety Related Disorders): 41-item tool for children ages 8 to 18 that checks for panic, generalized anxiety, separation anxiety, and social
phobias.

e Abbreviated SCARED: 5 items
PSC-17 (Pediatric Symptom Checklist): A broader behavioral screening tool that includes subscales specifically to catch pediatric internalizing issues like anxiety.

@ Practice Innovation Program (; i| INTEGRATED CARE
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Mental Health Screenings: Bipolar Disorder &
Pharmacotherapy Safety

While the USPSTF does not have a standalone routine screening directive for the general population,
major groups like the American College of Obstetricians and Gynecologists (ACOG) strongly
recommend screening for bipolar disorder before initiating pharmacotherapy (antidepressants) for
anxiety or depression to avoid triggering manic episodes.

Screening Tools:

e MDQ (Mood Disorder Questionnaire): A 5-item self-report instrument widely utilized in primary
care to determine the likelihood of Bipolar I.

e CIDI (Composite International Diagnostic Interview) - SF (Short Form) - 12 yes/no questions
that can be self reported or clinician administered

e RMS (Rapid Mood Screener) - Brief, 6 yes/no questions. Preferred by AAFP
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-'!N‘S-C'il.l"i' IJI'I'.!IDﬂI.. CAMPUS




Mood Disorder Questionnaire (MDQ)

M D D_ Name: Date:

Instructions: Check |#] the answer that best applies to you.
Please answer each guestion as best you can. Yes Ho

1. Has there ever been a period of time when you were not your usual self and...

_.you felt so goed or so hyper that other people thought you were not your S~ .
narmal self or you were so hyper that you got into trouble? R e
-.you were so irritable that you shouted at people or started fights or arguments? -j'_-_‘j- :-_\_-
_.you felt much more self-confident than usual? ) o
-.you got much less sleep than usual and found you didn't really miss it? :: \\u
_.you were much more talkative or spoke faster than usual? T T
-..thoughts raced through your head or you couldn’t slow your mind down? : : :l
..you were so easily distracted by things around you that you had trouble — Yy
concentrating or staying on track? i e
_.you had much more energy than usual? -::_. i___\.l
_.you were much more active or did many mere things than usual? [ : zl
_.you were much more social or outgeing than usual, for example, you — =
telephoned friends in the middle of the night? et e
-.you were much more interested in sex than usual? : : \l
-..you did things that were unusual for you or that other people might have __ .
thought were excessive, foolish, or risky? e ot
...spending maney got you ar your family in trouble? 'Z:_:_Z' Z:_';
2. If you checked YES to more than one of the above, have several of these ever — —
happened during the same period of time? Please check T response anly. o Ly
3. How much of a preblem did any of these cause you — like being able to work;
hawing family, money, or legal troubles; getting into arguments or fights?
Please check T response only.
Mo problem l\" Minor problem Moderate problem I Serious problem
4. Have any of your blood relatives [ie, children, siblings, parents, grandparents, — —
aunts, uncles| had manic-depressive illness or bipolar disorder? e el
5. Has a health professional ever told you that you have manic-depressive illness o Y
or bipolar disarder? et et

This guestionnaire should be used as a starting point. It is not a substitute for a full medical evaluation.
Bipolar disorder is & complex illness. and an accurate, thorough diagnosis can only be made through

a personal evaluation by your doctor.
|

Adapted fram Hirschield R, Williams J, Spitzer AL, #1 al. Development and validation of a screening instrument for bipolar spectrum
disarder: the Mocd Discrder Questannaire. Am J Pspchiatry. 2000,157:1873-1875.
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CIDI-based Bipolar Disorder Screening Scale

Stem Questions
C I D I Euphoria Stem Question
1. Some people have periods lasting several days when they feel much more excited and
full of energy than usual. Their minds go too fast. They talk a lot. They are very restless
or unable to it still and they sometimes do things that are unusual for them, such as
driving too fast or spending too much money.
Have you ever had a period like this lasting several days or longer?
If this question i endorsed, the next question (the irmitability Sam guestion) i skinped and the
respondent goes advectly to the Critenon B Soresning quaestion
Irritability Stem Question
2. Have you ever had a period lasting several days or longer when most of the time you were
50 irritable or grouchy that you either started arguments, shouted at people or hit people?

Criterion B Screening Question

3. People who have episodes like this often have changes in their thinking and behavior at the
same time, like being more talkative, needing very ittle sleep, being very restless, going on
buying sprees, and behaving in many ways they would normally think inappropriate.
Did you ever have any of these changes during your episodes of being excited and full of
energy of very irmitable or grouchy?

Criterion B Symptom Questions

Think of an episode when you had the largest number of changes like these at the same

time. During that episode, which of the following changes did you experience?

1. Were you so irritable that you either started arguments, shouted at people, or hit people?
Thiz first smptom question 15 asked omly If the euphona stem guestion (#1 above) i5 endorsed

. Did you became so restless or fidgety that you paced up and down or couldn't stand still?

. Did you do anything efse that wasn't usual for you—Iike talking about things you would

L P

normally keep private, or acting in ways that you would usually find embarrassing?
. Did you try to do things that werne impossible to do, like taking on large amounts of work?
. Did you constantly keep changing your plans or activities?
. Did you find it hard to keep your mind on what you were doing?
Did your thoughts seem to jump from one thing to another or race through your head so
fast you couldn't keep track of them?
. Did you sleep far less than usual and still not get tired or sleepy?

=1 LN b

m

G. Did you spend so much more money than usual that it caused you to have finanoal

- ] trouble?

: . P |
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RMS

5

Have there been at least 6 different periods of time (at least 2 weeks) when you felt deeply depressed?

Did you have problems with depression before the age of 187

Have you ever had to stop or change your antidepressant because it made you highly irritable or
hyper?

Have you ever had a period of at least 1 week during which you were more talkative than normal with
thoughts racing in your head?

Have you ever had a period of at least 1 week during which you felt any of the following: unusually
happy; unusually outgoing; or unusually energetic?

Have you ever had a period of at least 1 week during which you needed much less sleep than usual?

Yes
Mo

Yes
Mo

Yes
Mo

Yes
Mo

Yes
Mo

Yes
Mo

L

g
9

g
8

L)

g
8

i
L

i
L

i
L

i
L

'
o

. /’l.-_--‘\\
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Safety Screenings: Intimate Partner Violence
(IPV)

The USPSTF strongly recommends screening all women of reproductive age,
alongside individuals who are pregnant or postpartum, during regular intervals such
as annual or prenatal visits.
Screening Tools:

e HITS (Hurt, Insult, Threaten, Scream)

e HARK (Humiliation, Afraid, Rape, Kick)

e WAST (Woman Abuse Screening Tool)




HITS

HITS Tool for Intimate Partner Violence Screening: Please read each of the following activities
and fill in circle that best indicates the frequency with which you partner acts in the way depicted.

How often does your partner? Never

1. Physically hurt you O

2. Insult or talk down to you O

3. Threaten you with harm O
0]
1

4. Scream or curse at you

E-HITS- Added Question - 5. Force you to have sexual activities

Rarely

0

O
O
0
2

Sometimes

0

0
O
0
3

Fairly
often

0

O
O
O
4

Frequently

O

(0
(0
O
5
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HARK

1. Within the last year, have you been humiliated or emotionally abused in other ways by your partner or ex-

partner?

O Yes O No
2. Within the last year, have you been afraid of your partner or ex-partner?

O Yes O No
3. Within the last year, have you been raped or forced to have any kind of sexual activity by your partner or ex-
partner?

O Yes O No
4. Within the last year, have you been kicked, hit, slapped, or otherwise physically hurt by your partner or ex-
partner?

O Yes O No

5. Total score [HARK]
Each HARK question is equal to 1 point if the patient answers "yes" with a total score range from 0 to 4. A HARK score of 21
indicates the patient is affected by interpersonal violence (IPV). [PMID: 17727730]
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WAST

v WAST v 3 v ) v 1 v
1 Ingeneral, how would you describe your relationship? Alot of Tension ~ Some Tension No Tension
2 Do youand your partner work out arguments with: Great Difficulty  Some Difficulty ~ No Difficulty
3 Do arguments ever result in you feeling down or bad about yourself? Often Sometimes Never

4 Do arguments ever result in hitting, kicking or pushing? Often Sometimes Never

5 Do you ever feel frightened by what your partner says or does? Often Sometimes Never

© Has your partner ever abused you physically? Often Sometimes Never

7 Has your partner ever abused you emotionally? Often Sometimes Never

8 Has your partner ever abused you sexually? Often Sometimes Never

Total
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Additional IPV Screens

e PVS (Partner Violence Screen): A 3-item brief screening tool that asks about physical abuse, safety/fear of a partner, and abuse in past relationships.
[1,2]

e AAS (Abuse Assessment Screen): A 5-item tool (often used in prenatal or primary care) that evaluates the frequency, severity, and perpetrator of
physical and sexual abuse. [1, 2]
STaT (Slapped, Threatened, and Throw): A 3-question tool designed to quickly screen for physical and psychological abuse. [1]
RAT (Relationship Assessment Tool): A brief instrument used to identify relationship stress, coercion, and violence.
Danger Assessment (DA) (or DA-LE): A 20-item instrument used to assess the risk of severe injury or lethality (homicide) in abusive relationships. [1,
2]

e LAP (Lethality Assessment Program): An 11-question tool used by first responders and police to connect high-risk victims immediately to shelter and
advocacy services. [1, 2]
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Substance Use Screenings: Drug & Alcohol
Assessment

Routine screening is recommended for adults aged 18 and older. This relies on verbal or written
questions regarding illegal drug use or non-prescribed use of prescription drugs, rather than biological
specimen testing like urine or blood tests.

Screening Tools:

e S2BI - Adolescents, very brief — + screen requires assessment

e DAST-10 (Drug Abuse Screening Test) - adult and teen versions

e TAPS (Tobacco, Alcohol, Prescription medication, and other Substance use) - replaced NIDA
e AUDIT / AUDIT-C (Alcohol Use Disorders Identification Test): Specifically for alcohol

e CUDIT - R (Cannabis Use Disorders Test -revised)

e 5 Ps - Specific to pregnancy

e ASSIST (Alcohol, Smoking, and Substance Involvement Screening Test)

e CRAFFT (Car, Relax, Alone, Forget, Friends, Trouble Screening Test)

e POSIT (Problem-Oriented Screening Instrument for Teenagers) - adolescents
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S52BI

Screening to Brief Intervention (S2BI) Tool

Prescription drugs that were not Inhalants (such as nitrous oxide)?

The following questions will ask about Alcohol? pre;Frled forzz:{su;lzhﬁas pain © Never
your use, if any, of alcohol, tobacco, and @ Never madication or erall)? () Once or twice
other drugs. Please answer every question O ; () Mever O Monthl
by checking the box next to your choice. © Once or twice O o fwi bt 4
© Monthly ) nce or twice ) Weekly or more

IN THE PAST YEAR, HOW MANY
TIMES HAVE YOU USED:

(O Weekly or more

) Monthly
(O Weekly or more

Marijuana?
Tobacco? © Never lllegal drugs (such as cocaine Herbs or synthetic drugs (such as
© Never ® Ghaceiortiice or Ecstasy)? salvia, “K2", or bath salts)?
O Once or twice © Monthly (O MNever © Never
© Monthly © Weekly or more () Once or twice (O Once or twice
O Weekly or more © Monthly © Monthly

S2B! Tool developed at Boston Children’s
Hospital with support from the National
Institute on Drug Abuse.

It is best used in conjunction with “The
Adolescent SBIRT Toolkit for Providers”
mass.gov/maclearinghouse (no charge).

STOP if answers to all previous questions
are “never.” Otherwise, continue with
questions on the back.

OVER

O Weekly or more

© Weekly or more

© Boston Children's Hospital 2014. AN rights reserved. This work is licensed under

a Creative Commons Attribution-NonCommercial 4.0 International License.
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Tobacco, Alcohol, Prescription medications, and other Substance [TAPS)

!'A‘.I'EEHII'E tool I Inthe PAST 3 MONTHS, did you we marijuana (hash, weed|? If “Yes®, answer the Yes -
Tollowing two questions:
Tha TAFS showid be elecironically self-adminisiened to a patkent or administered via imervew Dy a heaith a) Intre PAST 2 MONTHS, Fave you had a strong desing or wge to use
prnfesskonal marijuana at kast oroe 3 wessk or more often? s No
b) Inthe PAST 3 MONTHS, Fas anyoss ENressed concem about your e of
TRRE ane Two Companents. TAPS 1 soreens for tolacon, alcahol, Bict drugs, and non-medical wse of marfusnad s Ho
prescription drugs. If an Individual reports other tham “rever” on any question, then substance-specific TAPS 2
questians should assess risk bevel for pach reported substance. 4. Inthe PAST 3 MSONTHS, did you e cocaing, oach, or methamphetaming {orystal Yoz Ho
methi? | “¥es®, arcwer thee folowing two quistions:
a)  Imthe PAST 3 MONTHS, did wou use cocaine, crack, or methaengbeta mine
TAPS L1 [crystal meeth) at least omoe & week or moee often? Tas Ho
L inthe PAST 17 MONTHS, how often have wou used Diaily or Lpss o Inthe PAST 3 RACHITHS, ks amyoms sxprccnd concesn aml yeur s of Yoz NE
ainy tobacoo product (far sdample, cganettes, amost | Weeldy | Monthily than HEver cocaine, crack, or methampretamine (crystal methi?
eigareties, ogars, wpes, or smokeess tobacco)? daily meanthly 5 Inthe PAST 3 MAONTHS, did you wse Feroin? If “¥e<", anvaer the Following b " N
questians: L o
I In the PAST 17 MADNTHS, how odten hawe you Fad 4 . e —— eriadl ot Faliadd - . o
of mode drinks containing alcohol in one day? Daly or ey 3 :u vl 3 S b youriried amd Tadled t conteol et dowm orstop (g, Ho
abmost | Weekly | Monthly than Hewet ng hermin
One standand drirk & aboaut 1 small glass of wine |5 daiky manthly B Inthe PAST 3 MONTHS, Fas anyone expressed concesm about your e of " N
a2}, 1 beer {12 o), or L single shot of liguor hirain? e o
& Inthe PAST 3 MONTHS, did you we 3 prescripbion oplate pain el ever {for example,
1 InEw PAE:;IMWHTPE. aceer ol bona yom weal Dialy ar LEss Pesrocet, Vicoding not as prescribed or that was not prescribed forwou? IF *Yes®, L Hio
a marijuana, cocaing or crac .
iy drugs ng mar k amast Weokly | Morkhk than Mover arwer the following baeo questions:
Fernin, methamphetaminge {orystal math], dally —
Fallucinogens, oostayMOAT v 3 Inthe PAST 3MONTHS, have you tried and failed to control, cut down orstap | Mo
using an opiate min refiever?
A i PAST 12 MAATHS, bacrae oifbem vy you b) Inthe PAST 3 MONTHS, has anyone expressed concim about your we of an
ay prescripbion medications just for tha feekng, s Hix
opiate pain relever?
mane tham prescrited of Chat wiesne not presoritesd
for you? 7. Inthe PAST 3 MONTHS, did you we 3 medication for areiety or deep [for example,
Daiy ar Less Raraw, Ativan, or Klanopin) not as prescribed or that was not prescribed for you? 1f Wes He
almost ‘Wioakly Manthly i+ 1] Mever "Yes", answor the folko tw questions:
Frosoription medications that may e wsed this wary wing
inchude Oplate pain relievers [for example, dally maanthly
DyContin, Vicodin, Pevoocet, Methadone] aj Inthe PAST 3 MONTHS, have you had a strong desire or wige to use " N
Medications for aredety or siziping |Por e mpde, medications for armiety or sheep at kast once 3 weelk or mose often® b >
Karay, At Klonoging Medicatioes for ADHD [for
example, Adderall or Ritalin] b) Inthe PAST 3 MONTHS, Fas anyoss ENressed concem about your e of s -
madication forariety or deep?
& Inthe PAST 3 MONTHS, did you e 3 medication for ADHD for example, Adderall,
TAPS I: Ritalin] not a5 prescribed o that was not prescribed foryou? f “¥es”, anower the s Ho
fodlowing two questions:
L inthe PAST 3 MONTHS, did you smake a ciganette containing tobacco? 11 "Yes™,
arewer the fulluwkﬂ bawo quaestions: L No al Inthe PAST 2 MONTHS, did wou use 3 msdication far SDHD (for esamgle, Yoz o
Adderall, Rital I k or mode oftnd
a) Inthe PAST 3 MONTHS, did you usally smake more than 1) cigaseties each %, Fifiny 3t laast omoe 3 week or =
day? s Ko Bl Inthe PAST 3 MONTHS, Fas anyone expressed concem about your wse of a Yas Ho
madication for ADHD {for exanplie, Adderall or Ritaln?
b Invithe PAST 3 MONTHS, did you wually smose within 30 minutes atier
waking? T M 5. Inthe PAST 3 MONTHS, did you we any other ilkgal or recreational drug (for examgle,
- ecstaty molly, GHE, poppers, LSD, mishrooms, special K, bath salts, synkhatic a5 Nix
Z. Inthe PAST 3 MONTHS, did youw have 3 drink containing alcohal? If “¥e™, answer the Yes Mo marijuara [‘spice’], whip-its, et |7 If “Yes®, answer the following questian:
Todlowing twd questians:
a) Inthe PAST 3 MIDNTHS, did you have 4 or mose drinks containing alcohol ina a) Inihe PAST 3 MONTHS, what wene the other drugls) you wsed?
day? One standand drink is about 1 omal glass of wine {5 oz), L besr 12 01), Was Mo
or 1 single shot of Eouor.
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AUDIT/AUDIT-C

Alcohol screening questionnaire (AUDIT)

Our clinic asks all patients about alcohol use at least once a year.

Drinking alcohol can affect your health and some medications you
may take. Please help us provide you with the best medical care by

answering the questions below.

i _
. | 120z 50z 15 az
One drink equals: E . liquor
beer wing
J (one shot)
. , 2-4 2-3 4
1. How often do you have a drink contamming Monthly ) . ormore
. Mewver times a times a times a
alcohol? or less
manth week week
2. How many drinks containing alcohol do you have 0-2 3ard Sarb 7.9 10or
on a typical day when you are drinking? mare
) ) L Daily or
3. How Dﬁc‘!l d:a vou have four or more drinks on Never Less than Manthly Weekly almost
one occasion”? manthly .
daily
4. How often during the last year have you found Less than Daily ar
that you were not able to stop drinking once you Newer nthl Maonthly Weekly almost
had started? mantity daily
5. How often during the last year have you failed to Less than Daily ar
do what was normally expected of you because of Newer nthl Maonthly Weekly almost
drinking? manthty daily
6. How often during the last year have you needed a Less than Daily ar
first drink in the morning to get yourself going Mewver nthl Manthly | Weekly almaost
after a heavy drinking session? manthly daily
. Dail
7. How often during the last year have you had a Never Less than Monthly Weekd aTrIr:.:tr
feeling of guilt or remorse after drinking? manthly ¥ elaily
&. How often during the last year have you been Legs than Daily or
unable to remember what happened the night Mewver nthl Manthly | Weekly almaost
before because of your drinking? manthty daily
4. Have you or someone else been injured because Na n'll;etsilnhtl-ll'lte Yes, in the
f your drinking?
of your drninking last year last year
10.. Has a relative, friend, doctor, or other health Yes, but Vet in the
care worker been concerned about your dnnking No not in the | t
or suggested you cut down? last year ast year
0 1 2 i +
Have you ever been in treatment for alcohol use? O Never O Currently O In the past

| Il m 1w
M: 0-4 514 1519 2+
W, GM, 265: 0-3  4-12 13-19 2+
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Screening, Brief Intervention, Referral to Treatment

4 Stéez  DRUG ABUSE SCREEN TEST/ DAST-10

DAST - 10

The questions included in the DAST-10 concem information about pessible irvolvement with drugs not indwuding
sloshalic beverages during the past 12 manths.

In the statements, “drug use” refers to (1) the use of prescribed or aver the counter drugs in excess of the direcions
amd (2) amy non-medical use of drugs. The various classes of drugs may include: cannabis [marijuana, hashishl,
sohvents, tranguilizens (e.qg., Valum], barbiturates, cocaine, stimulants {e.g., speed) hallucinogens le.g., LSD} or
narcatics (.., hensdnl

In the past 12 months: Cirche responize

1. Have you used dnigs other than those reguired for mesdical reasons? Yes Mo
2. Dw you use more than one drug at & time? Yes Mo
3. Are you shways able to stop using drugs when you want to? Yes Mo
4. Have you had "blackouts™ or “flashbacks™ a5 a result of your drug wie? Yes Mo
5. Dw you ever feel bad or guilty about your drug wuse? Yes Mo
6. Dunéss your spouse [or parents) ever complain about your involverment with Yes Mo
drugs?
. 7. Hawe you neglected your family because of your use of drugs? Yes Mo
https://sbirtcolorado.org
B Hawve you engaged in illagal actvities in order to obtain drugs? Yes Mo
/clinical-tools-resources
5. Hawve you ever experienced withdrawal symptoms (Rt sick) when you Yes Mo
stopped taking dirugs?
10. Have you had medical problems as a result of your drug use g, memory Yes Mo
loss, hepatitis, comeaulbsions, bleeding, ste]?
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achlt fotveat. AMeriaty
Basied o parieaT aeiwers

ir caw be svladiwinishived aleciromcally. applibg sioiatic ilip poderii

! bt onl wick datsiamces ane
S v STl JF noR-edioal dig i o
FsCTiping drg

T ASKINT sun be macnfifh
it e Sl Laws
el vt of deer Dy

rewried S ariad wiu Deuees o wsal e
Iy, anidl s A g thar

sy aew abotl recne d
i e i an e fct
setiall of aken = the foms

st “Thank you S eiing p
i B0 il e Giitaets Wb VOLE 3 pefacie Lisiing
theee sl These subslisess cas be sssoked, swallowed, snomed, inhaled, ar
ol pulls.”

Question 1
in o lifi, swhiich of Ehi Followi ng Substanoes hai pou e ussd? Nio a5
a Camnahis [marijuana, pot, grass, hash, e o 3
b. Cocain | ook, Crac, .| o 3
 Prascription stisvedants st for the Tosking, mone than prescritad, o that o 3
wate not presoribed for you. (Ritaln, Adderall, diet ks, #ic]
d. Wsthamphataming (math, crystal, speed, aoscasy, molky, oc| o 3
& Inhalamts |nitnoess, gh, paint thinner, poppers, whippets, aic) o 3
1. Sedathes just Tor the Sesling, snora than presoribed, oF that wens not
- i . o 3
prascribed for you. (skeping pills, Waliem, Xanax, tranquilaens, benss, abc)
i Halkwinogens (LS50, acid, mushrooms, POP, Spacial K, ecstasy, otc) o 3
h. Stresst opinids (Reroin, Opiam, @) o 3
L Prescriglion ooids just Tor thi: fasling, mnore tha prescoribed, or thal wera
not prescribed for you. (Feniamd, Ceyoedone, CeyContin, Peroooet, Vicodin =] 3
mathadons, Buprenorphing, #oc.|
i Any ether drugs 1o gt high. Specity o E]

Pariertd who awemer g

1Tl any gustion shos'd procesd o Qo 2.

anl guesion, oF wiks do sl provide s saoers ond done. Parisn who s

Cuestion 2
£
i TFe Pt thiga mionths, Foow often Fave you used the B 3 i
subsTANCEs yom mentioned (FIRST DRLG, SECOND DRUG, ETCR B E E I ;
8z 3 21
[FIEST DRUG] o 2 3 | o4 &
| mecoso oaus) | o | 2 3 | s 5
I oo pous [ o] = 3 | 4 &
|_ete] | o | 2 3| 4]

Pt wiho answer “nover ™ o ol drggs on qecrion 7, ar wike oo mar provide sy ansnars, should ip g

Chsivion 6 AT odker parieats frocesd o (esition 3.

Queestion 3

Tl

RSN OF Unpe 1o uss [FIRST DWLAG, SECOND DRLIG, ETI

Durieg the 1hige monis, Bow aftan have you Bad & strong

iy or
et

[FIRST DRG]

SEOOMD DRUG|

[THIRD D LAS:

[Ee]

2 e = = |wee

(T [T [P Y]

nunumm

Wi e o | Wy

Lo

Question 4

During the gast thes Monthe, how often e your use of
[FIRST DRLAG, SECOMD DRLIG, ETC] ked 1o haalth, social, legal

of Teancial probl ams?

| Bty

i |Weekly

Pli
[FASET DALIG] o | 4 7
| IsEconD oRus] 0| «| 5| 8| 7
| o pas B
| IEte] o A 5 B
Questian 5

Dousring thed: parst Threw mceths, Faow oftien Bave you Tailed to
oo wahiat wiad noreally axpacied of you becaise of your use

ol [FIRST DRUEG, SECOMD DAL, ETE7 v |3 H § ? :‘i
i P|f:) 3|2 |24
|FISST DRLIG] [ 5 5 7 i
| |SECOMD DRUS] | o | s 5 7 E
[ e oo [T & 7 i
Liete) | ols 7

Qussstion &
s, bt
Has a Priesnd or refativg of arpone alie ovor expressed ConCan Wes, intha | ®sotisthe
albont wour use of [FIRST DRAAG, SECOMID DRUG, ETC.|7 M, past 3 past 3
nEvar Mok Enontia
| FIREST DRLMG] o ] 3
|SECOND DRLMG] o B 3
| THIRD: DRLAG| o B 3
|Etc] ] & 3
Question 7
its, but
Hawe pou aver tried and Tailed 1o control, cul dows or Sop Yis, inthe | notin the
ising [FIRST DR LG, SECOMD DG, ETC|7? s, pase 3 past3
A maiths modths
|FIRST DRLLS [ B 3
|SECOND DRLIG] [ B 3
[THIRD DAL G| [ B 3
IExc] o [ 3
Cuestion B
Vi, bust
Haws yor ever used any drog by injection? Nao, “""';h* not in e
[NON-MEDICAL LISE ONLY) v ""“m past 3
mnonths hs

Parieati who aae

gencidiove By

wihT potdeinti are [ i,

Extra dnug injection guestions

o "¥ex, fw phee parid 3 macnnhs " for (haesiion § shoeld be ailand ded o sxing deug defection

Dewring tha past thinee snceths, how ofien have ONce pa e FAore thian
Vou irgactad drags? o hass ONCE PR Wit
Dewring tha past thinea snceths, hawe you aves Yas Mo
imjectad dnogs thres or mong days ina row?
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5Ps SCREENING TOOL
For pregnant patients

Patient name: DOB:
i P S []1* trimester [_] 2™ trimester [ 3" trimester [ Other:
Screener name: Date of screening:

People who are pregnant should be screened for the following morbidities every trimester, as interviewed by a health
professional. Sample introduction:

“The health of people who are pregnant, as well as their children, can be affected by alcohol, drugs, tobacco, depression,
and being controlled by a partner. Pregnant people and their children are also affected when these same problems are
present in their closest relationships. By answering these questions, we can provide you with better care”

1. Did any of your parents have a problem with alcohol or other drug
use?

[]vEs [ no

2. Do any of your friends have a problem with alcohol or other drug

PEERS
use? [ 1ves [InD

3. Does your partner have a problem with alcohel or other drug use? PARTMER [ 1vEs [InD

4. Inthe past, have you had difficulties in your life due to alcohol or

PAST
other drugs, including prescription medications? Ll ves Lino

5. Inthe past month, have you drunk any alcohol or used other drugs? [ 1ves [ IND
- How many days per month do you drink?

- How many drinks on any given day?

- How often did you have four or more drinks per day in the

last month?

6. "In the past 30 days, have you smoked cigarettes or used any other
forms of tobacco (cigars, pipe, smokeless tobacco, electronic TOBACCO [ 1ves [InD
cigarettes)?"

7. During the past two weeks, have you been bothered by little interest
or pleasure in doing things? Or been bothered by feeling down, DEPRESSION [ 1ves [ IND
depressed, or hopeless?

8. Are you currently or hawe you ever been in a relationship where you
were pushed, shoved, kicked, slapped or hit by a partner?
Or been threatened, controlled, made to feel afraid, or repeatedly
been made to feel badly about yourself by a partner?

[ ves [InO

Developed by the institute for Health ond Recovery (MR), Massochusedts, February, 2007, Adopted by the Ssuthern Oregon Peringtal
Tosk Force in portnershig with AllCare Health Plan, Orégan, 2013, Further odapted by SBIAT Oregon 2025, Practice Innovation Program l_,E INTEGRATED CARE

OR W N AND BABIES
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Institute for Health and Recovery
Integrated Screening Tool

Wamnen's health can be alTected by emotional problems, aleohol, tobaceo, other drug wse, and domesstie violence. Women's health (s also
allected whes those same: problems ane present in people elose to e, By “abeohol.” wie mean boer, wine, wine coalers, of lkuor,

Enhanced 5 Ps & ... .

or other drug wse?
Pears
D amy of your Fricods have a problem with aleohel HD|_|
L_of oher drug wse?
Partner
Does your pariner have a problem with alechol or
L_uither alrae usc? YES I "Drl
Viclnece
Are you feeling st all unsafe in amy way in your "nl_l

relationship with your current partner?

Emetional Health
Orver the last fow weeks, has worry, anxiely,
depression, or sadness made it dilficult for you todo

wouar work. gel along with people, or take care off YES NO
things an home!

Past

I the past, have you had difficualties in your life doe

o abcokod o ather drugs, including prescription |

medications? YES "n[—l
Present

Ini the past manth, have you dnank any akoobol or

used other drugs?

1. How many days per maonth do you drink?
2. How many drinks on any givem day?
3. How oflen did you have 4 or more drinks per day
YES | Nof |

im U larsl meonth?

2005 IVERSITY OF COLORADD
i ISCHUTZ MEDICAL CAMPUS

Smoking
Hawe yoin smoked any chgareties in the pust thres
L_months? YES I HU[—l
Review Caonsider
Risk Substance Mental
Use, Health
Set Healthy Evaluation
Goals
|
Advise for Brief Intervention
¥ M HA At Risk Drinking
Did yair State your medical eoncerm? Pregnant!
Men-Pregnant Flanning
Did vour Advise o abstain or reduce use? | Pregnancy
Did youw Cheek patient”s reaction” =T drinks / week Any Use s
Did wew Reler Tor further assessment? = 3 drinks / duy Risky Drinking
Diate:
For the best health of mothers and babies, we strongly recommend that _ Language:
pregnant women, or those planning to become pregnant, do not use aleohol, Race; . ) ./_\\ -
illegal drugs or tobacco. Safe levels of usage have not been determined. Ethnicity: ractice Innovation Program @ INTEGRATED CARE
by M FOR WOMEN AND BABIES




S creens fD I S U D (nida.nih.gov)

Self- Clinician-

AR administered | administered

Screening to Brief Intervention (S2BI) X X X X X
Brief Screener for Alcohol, Tobacco, and other X X X X X
Drugs (BSTAD)

Tobacco, Alcohol, Prescription medication, and X X X X X

other Substance use (TAPS)

Alcohol Screening and Brief Intervention for X X X
Youth: A Practitioner's Guide [NIAAA)

Opioid Risk Tool - OUD (ORT-OUD) Chart X X X

Practice Innovation Program I'}_ J INTEGRATED CARE
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Assessment Resources idaningoy

ow
Self- Clinician-
administered | administered

Tobacca, Alcohol, Prescription medication, and other Substance use X x X X X
(TAPS)

CRAFFT 3 X X X X X
Drug Abuse Screen Test (DAST-10)* x X X X

For use of this tool - please contact Dr. Harvey Skinner B

Drug Abuse Screen Test (DAST-20: Adolescent version)* X x X x
For use of this tool - please contact Dr. Harvey Skinner B

al - - i T ': | P ] 5_ :-\...u.b_.. I |: TLF -l ra e ) |_ | - X .--' .-.- .-.-
MIDA Drug Use Screening Tool (MMASSIST) (discontinued in favor of TAPS X x X x
screening above)

Alcohol 5creening and Brief Intervention for Youth: A Practitioner's Guide X X X

I A AA
(MIAAA)

*Tools with associated fees
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Clinical Tools

FOR SBIRT IMPLEMENTATION

Screening and brief intervention allow health care protessionals and patients to have meaningful
conversations about the 3rd leading cause of preventable death in the United States - alcohol use.
Discussing alcohol and other substance use with patients is an important part of showing your

Sblrt COIOf adO, (0)4 g commitment to supporting their health. SBIRT in Colorado provides tools, counseling, and coaching for
healthcare providers to help patient’s understand the potential negative health consequences of substance
use.

« AUDIT / English * Patient Alcohol and Pregnancy Resource

* AUDIT / Espariol * Provider Pocket Card - Adolescents

« AUDIT-C-Plus 2 Questionnaire * Provider Pocket Card - Adults

+ AUDIT-C-Plus 2 Interpreting * Provider Pocket Card - Women
Screening Resuts + Provider Pocket Card - Older Adults

= Buief Sereen for Snbsimce Uke + SBIRT Marijuana Clinical Guidance

* CRAFFT 2.1+N Clinician Administered

* CRAFFT 2.1+N Self Administered

« CUDIT

+ DAST

* Enhanced Referral Toolkit

* Health First Colorado SBIRT Billing Manual

« SBIRT Marijuana Info

« S2BI for Adolescents

« 52BI Tool

« SBIRT Telehealth

« SBIRT Adolescent Toolkit / English
+ SBIRT Adolescent Toolkit / Espanol
» SBIRT Colorado: Why SBIRT?

&

: . o |
Practice Innovation Program (Wd2a)
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Summary

Screening Condition

Target Population

Tools

Depression

Anxiety
Bipolar Disorder

Intimate Partner
Violence

Substance Abuse

All adults aged 19+ (incl. pregnant/older adults)

Adults aged 19 to 64

Prior to starting antidepressants

Women of reproductive age,
pregnant/postpartum

Adults aged 18+

PHQ-2, PHQ-9, EPDS

GAD-2, GAD-7
MDQ, CIDI

HITS, HARK, WAST

TAPS, DAST-10, ASSIST, 5Ps

@ Practice Innovation Program (; i| INTEGRATED CARE
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Chronic Condition Management Pathways &
Clinical Integration

Integrating screening findings into routine care is essential for effective chronic condition
management.

Positive screens must trigger standardized clinical pathways, linking identification directly to
intervention.

Primary care workflows should embed screening tools into electronic health records to prompt
timely assessments, ensure longitudinal tracking, and facilitate seamless transitions into behavioral
health or specialized care management programs.

Continuous quality improvement is driven by tracking screening rates and clinical outcomes.

Practices should monitor adherence to screening intervals and evaluate the success of referral
pathways.
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Billing

Screening Type Preferred Billing Code Key Modifiers / Diagnosis Guidelines Notes
Depression & Anxiety 96127 (Brief Pair with Z13.31 (Screening for Reimbursement allows multiple units per day if distinct, validated tools (e.g.,
emotional/behavioral depression) or Z13.39 (Other mental PHQ-9 and GAD-7) are used.
assessment) health)
Intimate Partner Violence 99401-99404 (Preventive Pair with Z13.89 (Encounter for screening | There is no dedicated single CPT code for IPV screening. Often bundled into an
(IPV) counseling) or E/M code for other disorder) E/M visit or billed under preventive medicine risk-reduction codes.
Substance Use Disorder 99408 (15-30 mins) Pair with Z13.9 (Special screening) or Requires structured SBIRT scoring tool (AUDIT, DAST, CRAFFT) and brief
(SUD) - Positive Screen 99409 (>30 mins) Z71.41 / Z71.51 (Counseling) intervention.
Substance Use Disorder H0049 (Alcohol/drug screening) Pair with Z13.9 (Encounter for screening Used by Colorado Medicaid for an all-inclusive full negative screen.
(SUD) - Negative Screen for unspecified disorder)
Practice Innovation Program (; | INTEGRATED CARE
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