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Introductions
Paul Snyder MA, LADC-S

Education
 Masters Degree from Hazelden Graduate School of Addiction Studies
 Dartmouth Co-Occurring Disorder Program

License
 Alcohol and Drug Counselor
 Supervisor of Alcohol and Drug Counselor Interns

Experience
Residential, Intensive Outpatient, Outpatient, individual and groups.
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Let’s Discuss Cases

 Case Staffing
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Objectives

 Review the need and benefits of screening for substance 
use and/or mental health disorders when considering 
treatment.

 Identify co-occurring medical issues which are caused or 
impacted by mental health or substance use issues. 

 Discuss strategies to implement screening/assessment 
tools efficiently while still honoring the physician’s time.

 Examine different options of screening/assessment tools 
available.
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We’re in an overdose crisis
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72,000 deaths a year

 Almost 200 people died every day last year from a drug 
overdose in the United States

 Casualty Category of U.S. soldiers deaths in the Vietnam 
War 58, 220

 Population of Carson City – 54,742
 Population of Wingfield Springs – 15,064
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Opioid Epidemic

 “In 2015, 27 million people reported current use of illegal drugs or abuse 
of prescription drugs.  Despite this self-reporting, only 10 percent of the 
nearly 21 million citizens with a substance use disorder (SUD) receive 
any type of specialty treatment according to the National Survey on 
Drug Use and Health.  This is contributing greatly to the increase of 
deaths from overdose.”

 Over forty percent of people with a substance use disorder also have a 
mental health problem, but less than half of these people receive 
treatment for either issue.” 

* Commission on Combating Drug Addiction and the Opioid Crises letter to the President.
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Mental Health and Substance Use Disorders in the U.S.

Source: Kaiser Family Foundation
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Identifying possible substance use disorders 
and/or mental health disorders 
 Save the patient and physician time, distress and money 

throughout the patient’s life. 
 Create synergy between primary and secondary health care 

services and specialty drug and alcohol treatment services 
when needed.

 Screening and assessment tools may be used to help nurses 
identify significant uncovered risks and problems with drug 
and alcohol use (Clancy, Coyne, & Wright, 1997)

 Paraprofessionals can administer and score screening tools.
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Ruling out disorders

 Rule out comorbid acute or chronic pain disorders and 
opioid dependence

 Rule out polysubstance use
 Rule out co-occurring psychiatric disorders, Mental 

Health Screening Form lll
 Screen for infectious diseases
 Screen for domestic violence, abuse and/or trauma, ACES
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DSM-5 Substance/Medication – induced disorders

 Substance/medication-induced anxiety disorder
 Substance/medication-induced bipolar and related disorder
 Substance/medication-induced depressive disorder
 Substance/medication-induced major or mild neurocognitive 

disorder
 Substance/medication-induced obsessive-compulsive and 

related disorder
 Substance/medication-induced psychotic disorder
 Substance/medication-induced sexual dysfunction
 Substance/medication-induced sleep disorder
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Screening:
“Who is suffering from a substance use disorder?”

.

.



Screening:  Why screen universally?

Drinking and drug use…

• are common

• often go undetected

• can increase risks to safety and health problems 

Routine screening for other potential medical problems (e.g. 

cancer, diabetes, hypertension). Why not for mental health, 

alcohol and drug use?
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Screening: Benefits

 Detect current health problems related to at-risk alcohol and drug use.

 Detect alcohol and drug use patterns that can increase risk of future injury/illness.

 Provide early intervention and/or referral for the appropriate level of care.

 Prevent medical and prescribing errors.
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Targeted Intervention

Brief Intervention and 
Referral to Treatment 

Brief Intervention 

No 
Intervention 

Dependent Use 

Harmful or 
Risky Use 

Low Risk Use 
or Abstention 

Source: SAMHSA
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The medical setting is a good place for screening 
and intervention

 Alcohol and drug use contributes to injury and illness.

 Alcohol and illicit drugs interact with prescribed medications. 

 Alcohol and drug use affects families and communities.

 Early intervention may reduce health consequences and save 
health care dollars.

Source:  SAMHSA
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Patients Are Open to Discussing Their Substance 
Use to Help Their Health

Survey on Patient Attitudes:
Agree/Strongly Agree

“If my doctor asked me how much I drink, I would give an 
honest answer.” 92%

“If my drinking is affecting my health, my doctor should advise 
me to cut down on alcohol.” 96%

“As part of my medical care, my doctor should feel free to ask 
me how much alcohol I drink.” 93%

Disagree/Strongly Disagree

“I would be annoyed if my doctor asked me how much alcohol 
I drink.” 86%

“I would be embarrassed if my doctor asked me how much 
alcohol I drink.” 78%

Source: Miller, PM, et al. Alcohol & Alcoholism; 2006
Adapted from The Oregon SBIRT Primary Care Residency Initiative training curriculum (www.sbirtoregon.org)
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Drug Screens

 Drug screens are done for the patient not to the patient
 Two purposes
◦ Discover if the compounds are present that should not be
◦ Confirm that compounds are present that should be

.

.



Drug Screen Interpretation

Demonstrates recent use
 Most drugs in urine have detection times of 1 – 3 days
 Chronic use of lipid-soluble drugs: test positive for > 1 week

Does not Diagnose
Drug addiction, physical dependence, or impairment

Does not provide enough information to determine
 Exposure time or frequency of use
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SAMSHA’s SBIRT and other screening options

 Alcohol Use Disorder Identification Test (AUDIT) 10 
questions

 Opioid Screening Tools SOAPP, ORT
 Drug Abuse Screening Test (DAST) 10 questions
 Mental Health Screening Form lll 17 questions
 Teen Health Screens: S2BI, CRAFFT, PHQ-9
 Behavioral Health Risks Screening Tool for Pregnant Women.
 Adverse Childhood Experiences (ACES)
 Resilience/Stress Questionnaire
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NIAAA Definitions for Unhealthy Drinking 

At-risk for increase in illness & injury

 men: >14 drinks/wk or 5+ drinks/occasion

 women: >7 drinks/wk or 4+ drinks/occasion

 elders (+ 65): >7 drinks/week or 2+ drink/day

 pregnant women: any use of alcohol
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Initial Screening for alcohol and drug use
 One alcohol drink is considered a 12oz beer, 5oz glass of wine, 1.5oz liquor (one 

shot)
 Men: How many times in the past year have you had 5 or more drinks in 

a day?
 Women: How many times in the past year have you had 4 or more drinks 

in a day?
 Drugs: Recreational drugs include methamphetamines (speed, crystal), Marijuana 

(pot, edibles, dabs), Inhalants (paint thinner, aerosol, glue), tranquilizers (Valium), 
barbiturates, cocaine, ecstasy. Hallucinogens (LSD, mushrooms), or narcotics 
(heroin).  

 Both men and women: How many times in the past year have you used a 
recreational drug or used a prescription medication for non-medical 
reasons?

 If you answered “yes” to any of these questions - move to a more thorough 
assessment. 
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The AUDIT

• Developed by WHO

• Evaluated over 20 yrs

• Accurate measure of risk 
across gender, age, & 
cultures

• 3 domains of drinking

• Scores 8 > indicate risky 
drinking (give BNI)

• Scores 20 > may indicate 
need for treatment
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AUDIT
 How often do you have a drink containing alcohol?
 How many drinks containing alcohol do you have on a typical day when you are drinking?
 How often do you have four or more drinks on one occasion?
 How often during the last year have you found that you were no able to stop drinking once 

you had started?
 How often during the last year have you failed to do what was normally expected of you 

because of your drinking?
 How often during the last year have you needed a first drink in the morning to get yourself 

going after a heavy drinking session?
 How often last year have you had a feeling of guilt or remorse after drinking?
 How often during the last year have you been unable to remember what happened the 

night before because of your drinking?
 Have you or someone else been injured because of your drinking?
 Has a relative, friend, doctor, or other health care provider been concerned about your 

drinking or suggested you cut down?
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AUDIT Scoring
 A score of 0-3, indicates a low risk of health problems related to alcohol, 

4 – 12 indicates risky use of alcohol and there is an increased risk of 
health related problems due to alcohol, 13 – 19 indicates a harmful 
alcohol use and 20 + is severe.  

 If you’re a man
 A score of 0-4, indicates a low risk of health problems related to alcohol, 

5 – 14 indicates risky use of alcohol and there is an increased risk of 
health related problems due to alcohol, 15 – 19 indicates a harmful 
alcohol use and 20 + is severe.  

 So, low risk means basic education on alcohol would be appropriate.  
Risky scores indicate concentrating on behavioral changes until getting to 
a low risk. 

 Harmful and Severe use would be a referral to me to engage in more in 
depth examination to determine the appropriate level of care. 
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AUDIT-C (shorter version)
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DAST Screening Questionnaire
 Identify drug use: 
 Methamphetamines (speed, crystal)
 Cannabis (marijuana, pot)
 Inhalants (paint thinner, aerosol, glue)
 Tranquilizers (valium)
 Cocaine
 Narcotics (heroin, oxycodone, methadone, etc)
 Hallucinogens (lsd, mushrooms)
 Other____________
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DAST Questionnaire –Yes or No
 Have you used drugs other than those required for medical reasons?
 Do you abuse more than one drug at a time?
 Are you unable to stop using drugs when you want to?
 Have you ever had blackouts or flashbacks as a result of drug use?
 Do you ever feel bad or guilty about your drug use?
 Does your spouse (or parents) ever complain about your involvement 

with drugs?
 Have you neglected your family because of your use of drugs?
 Have you engaged in illegal activities in order to obtain drugs?
 Have you ever experienced withdrawal symptoms (felt sick) when you 

stopped taking drugs?
 Have you had medical problems as a result of your drug use (e.g. 

memory loss, hepatitis, convulsions, bleedings)?

.
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Scoring DAST

 0     = Healthy
 1-2 = Risky – Education and continue to monitor
 3-5 = Harmful – Brief Intervention or referral to 

specialist
 6+  = Severe  - Refer to specialist
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Assessment and Screening for Opioid Use Disorder

 Consumption of opioids and other substances
 Reasons for use – ongoing pain, decrease of negative feelings, sleeping 

better, anxiety
 Craving for the next dose
 Route of consumption – IV, snorting, smoking
 Tolerance- need for higher amounts for the same effect
 Last use history
 Any time that opioid use is interfering with life/routines
 Prior treatment history
 Medical, Psychosocial, Family history
 Physical examination
 Laboratory analysis
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Screener and Opioid Assessment for Patients with Pain (SOAPP)

 1. How often do you have mood swings?

 2. How often do you smoke a cigarette within an hour after you wake up?

 3. How often have any of your family members had a problem with alcohol or drugs?

 4. How often have any of your close friends had a problem with alcohol or drugs?

 5. How often have others suggested that you have a drug or alcohol problem?

 6. How often have you attended an AA or NA meeting?

 7. How often have you taken medication other than the way it was prescribed?

 8. How often have you been treated for an alcohol or drug problem?

 9. How often has your medication been lost or stolen?

 10. How often have others expressed concern over your use of medication?

 11. How often have you felt a craving for medication?

 12. How often have you been asked to give a urine screen for substance abuse?

 13. How often have you used illegal drugs in the past 5 years?

 14. How often in your lifetime have you had legal problems or been arrested?

SCALE OF 0 (NEVER) TO 4 (OFTEN) FOR EACH QUESTION  - A SCORE OF 7 OR GREATER = HIGH RISK
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Opioid Risk Tool (ORT)

 This tool should be administered to patients upon initial 
visit prior to beginning opioid therapy for pain 
management.   

 A score of 3 or lower indicates low risk for future opioid
use risk

 A score of 4 to 7 indicates a moderate risk for opioid
abuse

 A score of 8 or higher indicates a high risk for opioid
abuse
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Opioid Risk Tool
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Clinical Opiate Withdrawal Scale (COWS)
 Symptoms Score Examples

 Resting pulse rate 0-4 0=80 or less; 1=81-100; 2-101-120; 4=120 or greater

 Sweating 0-4 0=none; 4=sweat streaming

 Restlessness 0-5 0=sits still; 5= unable to sit still

 Pupil size 0-5 0=normal; 5=dilated -only iris rim

 Bone or joint aches 0-4 0=none; 4=severe discomfort

 Runny nose or tearing 0-4 0=none; 4= constant

 GI upset 0-5 0=none; 5=multiple episodes of vomiting or 
diarrhea

 Tremor 0-4 0=none; 4= gross tremor

 Yawning 0-4 0=none; 4= yawning several times a minute

 Anxiety & Irritability 0-4 0=none; 4= severe, precluding participation

 Gooseflesh skin 0-5 0=smooth; 5= prominent piloerection

 SCORE: 5-12 MILD, 13-24 = MODERATE, 25 – 36 = SEVERE
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Initial Screening for Mental Health
Answer yes or no

 During the past two weeks, have you been bothered by little 
interest or pleasure in doing things?

 During the past two weeks, have you been bothered by 
feeling down, depressed or hopeless?

An answer of “Yes” to either of these will tell us to move to a 
more thorough assessment which will narrow our focus to 
offer help.  
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Mental Health Screening Form lll

The first four questions on the MHSF-III are not unique to any particular diagnosis; 

questions 5 through 17 reflect symptoms associated with the following 
diagnoses/diagnostic categories: 

Q5,Schizophrenia; Q6, Depressive Disorders; Q7, Post-Traumatic Stress Disorder; 

Q8, Phobias; Q9, Intermittent Explosive Disorder; Q10, Delusional Disorder; 

Q11, Sexual and Gender Identity Disorders; 12Q EatingDisorders (Anorexia, Bulimia); 

Q13 Manic Episode; Q14 Panic Disorder; Q15 Obsessive-Compulsive Disorder;

Q16 Pathological Gambling; Q17 Learning Disorder
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Mental Health Screening Tool lll
 1) Have you ever talked to a psychiatrist, psychologist, therapist, social worker, or counselor 

about an emotional problem? YES NO

 2) Have you ever felt you needed help with your emotional problems, or have you had 
people tell you that you should get help for your emotional problems? YES NO

 3) Have you ever been advised to take medication for anxiety, depression, hearing voices, or 
for any other emotional problem? YES NO

 4) Have you ever been seen in a psychiatric emergency room or been hospitalized for 
psychiatric reasons? YES NO

 5) Have you ever heard voices no one else could hear or seen objects or things which 
others could not see? YES NO - Schizophrenia

 6) a) Have you ever been depressed for weeks at a time, lost interest or pleasure in most 
activities, had trouble concentrating and making decisions, or thought about killing yourself? 
YES NO - Depressive Disorders
b) Did you ever attempt to kill yourself? YES NO
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Mental Health Screening Tool lll
 7) Have you ever had nightmares or flashbacks as a result of being involved in some 

traumatic/terrible event? For example, warfare, gang fights, fire, domestic violence, rape, 
incest, car accident, being shot or stabbed? YES NO - Post-Traumatic Stress Disorder

 8) Have you ever experienced any strong fears? For example, of heights, insects, animals, 
dirt, attending social events, being in a crowd, being alone, being in places where it may be 
hard to escape or get help? YES NO - Phobias

 9) Have you ever given in to an aggressive urge or impulse, on more than one occasion, that 
resulted in serious harm to others or led to the destruction of property? YES NO -
Intermittent Explosive Disorder

 10) Have you ever felt that people had something against you, without them necessarily 
saying so, or that someone or some group may be trying to influence your thoughts or 
behavior? YES NO - Delusional Disorder

 11) Have you ever experienced any emotional problems associated with your sexual 
interests, your sexual activities, or your choice of sexual partner? YES NO - Sexual and 
Gender Identity Disorders
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Mental Health Screening Tool lll
 12) Was there ever a period in your life when you spent a lot of time thinking and worrying about 

gaining weight, becoming fat, or controlling your eating? For example, by repeatedly dieting or fasting, 
engaging in much exercise to compensate for binge eating, taking enemas, or forcing yourself to throw 
up? YES NO – Eating Disorders (Anorexia, Bulimia)

 13) Have you ever had a period of time when you were so full of energy and your ideas came very 
rapidly, when you talked nearly non-stop, when you moved quickly from one activity to another, when 
you needed little sleep, and believed you could do almost anything? YES NO - Manic Episode

 14) Have you ever had spells or attacks when you suddenly felt anxious, frightened, uneasy to the 
extent that you began sweating, your heart began to beat rapidly, you were shaking or trembling, your 
stomach was upset, you felt dizzy or unsteady, as if you would faint? YES NO - Panic Disorder

 15) Have you ever had a persistent, lasting thought or impulse to do something over and over that 
caused you considerable distress and interfered with normal routines, work, or your social relations? 
Examples would include repeatedly counting things, checking and rechecking on things you had done, 
washing and rewashing your hands, praying, or maintaining a very rigid schedule of daily activities from 
which you could not deviate? YES NO - Obsessive-Compulsive Disorder

 16) Have you ever lost considerable sums of money through gambling or had problems at work, in 
school, with your family and friends as a result of your gambling? YES NO - Pathological Gambling

 17) Have you ever been told by teachers, guidance counselors, or others that you have a 
special learning problem? YES NO - Learning Disorder 

J.F.X. Carroll, Ph.D. & John J. McGinley, M.S., M.S.W., M.A. © 4/2000 by Project Return Foundation, Inc.
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Transition to Brief Intervention

Thanks so much for answering those questions. 

I was wondering if it would be okay if we talked 
a little bit more about _____?
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Paul Snyder MA, LADC-S
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